
Funding for Canadian

health care research

In a recent editorial, Matthew Stan-
brook and Paul Hébert discuss
Canada’s inadequate support for health
research.1 Their comparison of the ex-
pected per capita investments in aca-
demic health research in 2007 in
Canada and the United States (showing
that the United States invests signifi-
cantly more than Canada) downplays
the divergent priorities of the Canadian
and US health care and medical re-
search jurisdictions.

In 2004, Canada spent 9.8% of its
gross domestic product on health care
whereas the United States spent
15.4%.2 However, there is little reason
for us to be jealous of the American
health care system. Could the situation
with respect to research be similar? 

In 2006, $55.2 billion was spent on
pharmaceutical research in the United
States, or $182.16 per capita. The equiva-
lent market in Canada was worth $1.15
billion in 2006, or $34.85 per capita.3

Medical research is burgeoning in the
United States because it is largely funded
by private pharmaceutical companies.

Stanbrook and Hébert recognize that
we must offer “made-in-Canada solu-
tions, reflecting Canadians’ priorities
and values” through our research un-
dertakings. Canada need not abandon
its goal of being a global player in
health care research, but research
within a public health care system must
show public benefit. Bolstering careers
or filling coffers is not enough. We
must give up our attempts to duplicate
the American medico-industrial re-

search machine and end the “me too”
approach that results in Canadian funds
being allocated to research that does
not uphold Canadian values merely be-
cause it would be funded in the United
States. Canadian research investments
must reinforce distinctly Canadian val-
ues. We do not want American health
care research any more than we want
American health care.

Aaron M. Orkin MD BASci 
PGY-1 Family Medicine, Northern Ontario
School of Medicine, Thunder Bay, Ont.

Competing interests: None declared.

REFERENCES
1. Stanbrook MB, Hébert PC. Getting serious about

Canadian health research. CMAJ 2007;177:825.
2. World Health Organization. Core health indicators.

Geneva (Switzerland): The Organization; 2007.
Available: www.who.int/whosis/database/core/core
_select_process.cfm?countries=all&indicators=nha
(accessed 2007 Dec 20).

3. Patented Medicine Prices Review Board. PMPRB
annual report 2006. Ottawa: The Board; 2007.
Available: www.pmprb-cepmb.gc.ca/english/view
.asp?x=903&mid=720 (accessed 2007 Dec 20).

DOI:10.1503/cmaj.1070164

Organ procurement and 

futile medical care

As Robert Sibbald and colleagues
pointed out in their recent CMAJ study,1

there has been no increase in the rates
of documented discussions of resusci-
tation status or do-not-resuscitate or-
ders for patients who want to forego re-
suscitation, and there has been no
decrease in the number of attempted re-
suscitations at the time of death since
the Patient Self Determination Act be-
came effective in the United States.1

However, revisions in 2006 to the US
Uniform Anatomical Gift Act have
added new barriers to appropriate end-
of-life care for terminally ill patients
who are resuscitated without explicit
consent or with advance documentation
of do-not-resuscitate wishes.

The Uniform Anatomical Gift Act
was revised to increase the procurement
of organs for transplantation from ter-
minally ill patients on life support.2 The

revised sections 14(c) and 21(b) permit
the continuation of all medical meas-
ures (including the use of life support)
necessary to maintain organ viability
until procurement personnel have de-
termined whether the patient is suitable
to be an organ donor.2 These revisions
were introduced to override patients’
advance directives that life support sys-
tems be withheld or withdrawn at the
end of life. The revised Act has added
new barriers to appropriate end-of-life
care for terminally ill patients, who will
now be resuscitated without their ex-
plicit consent or contrary to their do-
not-resuscitate wishes documented in
advance directives.2

The real impact of the revised Uni-
form Anatomical Gift Act on the quality
of palliation and end-of-life care for
terminally ill patients in US intensive
care units and their families is still un-
known.3 Health care providers have ex-
pressed concerns about the possibility
of euthanasia for organ procurement
after life support is withdrawn from 
dying patients.4 Nevertheless, the re-
visions to the Act have been enacted in
over 20 US states and may exacerbate
the current crisis in which scarce inten-
sive care resources are being used inef-
fectively and medically futile care is be-
ing delivered at the end of life. These
revisions will pose new challenges to
the Congressional Budget Office when
it addresses the rising costs of health
care in the United States.5
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