
Health Organization has listed these
agents on their essential drug list in
recognition of their activity against
malaria. Is there any indication that
they will be available in Canada on an
“emergency release” basis in the near
future?

Russell D. MacDonald
Assistant Professor
Division of Emergency Medicine
Faculty of Medicine
University of Manitoba
Winnipeg, Man.
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[One of the authors responds:]

We thank Russell MacDonald for
his interest in our paper.1 As he

points out, artemisinin derivatives are
potent antimalarials that result in faster
parasite and fever clearance times than
any other class of antimalarials. The use
of artemisinin-based suppositories rep-
resents a breakthrough in the manage-
ment of severe and complicated malaria
in medically underserviced areas of the
developing world.

Unfortunately, unlike standard
treatments such as parenteral quinine
(currently the treatment of choice 
for severe malaria in Canada), arte-
misinin-based drugs have not been
shown to decrease the mortality asso-
ciated with severe malaria.2,3 Further-
more, most of the compounds cur-
rently in use have not gone through
the formal safety and toxicity testing
generally required by drug regulatory
authorities in order for them to be li-
censed for use in developed countries.
In addition, until recently these drugs
were not generally produced using
good manufacturing practices. How-
ever, a number of these derivatives
are now made using good manufac-
turing practices and I posed MacDon-
ald’s question regarding their avail-
ability to the Health Protection
Branch. Although there was some in-
terest, they indicated that at present

there are no plans to make these
agents available in Canada.

Kevin Kain
Professor
Division of Infectious Diseases
Department of Medicine
University of Toronto
Toronto, Ont.
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Weighing the risks and
benefits of autologous blood
donation

In their article on the use of a deci-
sion aid for patients considering

autologous blood donation before
open-heart surgery, Curry Grant and
colleagues did not mention storage
time for blood.1 This issue should be
discussed when autologous blood trans-
fusion is being considered. Is this a
component of the decision aid?

Alastair Weir 
Family physician (retired)
Toronto, Ont.
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[One of the authors responds:]

We agree with Alastair Weir that
the storage time of self-donated

blood should be discussed with patients
considering donating their blood. Self-
donated blood has a shorter shelf life
than volunteer-donated blood (35 v. 42

days) because of differences in process-
ing methods. We have added the shelf
life of self-donated blood to our revised
decision aid.1 The short storage time
may contribute indirectly to the in-
creased risk of having a transfusion of
either type of blood in patients who
have donated their own blood, because
there may not be adequate time in
some patients for regeneration of red
blood cells before surgery. With each
unit of blood transfused, whether self-
donated or volunteer-donated, there is
a small risk of human error resulting in
a transfusion reaction and a very small
risk of bacterial contamination of the
blood. Patients who are considering do-
nating their own blood before surgery
should weigh the reduced risk of viral
transmission against the increased risk
of human error and bacterial contami-
nation owing to the greater average
number of units transfused.2 The re-
vised decision aid is available on the Ot-
tawa Health Research Institute Web
site (www.ohri.ca/programs/clinical
_epidemiology/OHDEC/decision_aids
.asp).

F. Curry Grant
Associate scientist
Institute for Clinical Evaluative Sciences
University of Toronto
Toronto, Ont.
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Alberta’s Bill 11

In a recent commentary, Samuel
Shortt expressed the fear that Al-

berta’s Bill 11 will lead to the destruction
of Canadian medicare, increased privati-
zation and the entry of American health
care providers into the Canadian
market.1 I have trouble understanding
Shortt’s position because it is not the law
that will determine whether his fears are
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realized, as he argues, but economics.
Private hospitals operating under

Bill 11 in Alberta must obtain payment
for patient care from the Alberta gov-
ernment; if they are paid by the patients
themselves they are in violation of the
Canada Health Act. Furthermore, the
government is not likely to reimburse
these hospitals at higher rates than
those in the payment schedule for non-
profit hospitals. These payments do not
include reimbursement for one of the
major expenses of hospitals, deprecia-
tion. If by some slim chance a private
hospital manages to turn a profit on the
payment schedule that applies to non-
profit hospitals then no harm is done:
the model used by the private hospital
would give nonprofit hospitals a guide-
line for improving their efficiency and
thereby lowering health care costs.

I cannot believe that any American
with his head screwed on right will
enter the Canadian market to provide,
for example, open heart surgery when
the payment in the United States is
US$75 000 and in Canada it is 
Can$30 000 or less. The real fear
should be on the part of Americans:
some bright Canadian health care en-
trepreneur might head south and take
their business away by underselling
them on health care services.

Marc Baltzan
Nephrologist
Saskatoon, Sask.
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Samuel Shortt’s paper on Bill 11 is
another thinly disguised attempt to

discredit private surgical facilities and
instill fear in the public that such facili-
ties are going to doom our Canadian
health care system.

We already have “for-profit” surgi-
cal facilities in most physicians’ offices,
because many provinces pay physicians
a “tray fee” for removing skin lesions or
performing other minor procedures. If
Shortt is correct, then the North Amer-
ican Free Trade Agreement has already
doomed us.

Couldn’t we all be open to the fact
that there are many ways to achieve
good medical care? Some people work
better on salary. Some work better in
institutions where they have all the ad-
ministrative functions looked after for
them.

I know that I work better in my own
surgical facility where I can hire and
promote on the basis of performance
and not some arbitrary union rule. Op-
erating my own facility allows me to
perform surgery, to organize my time
and to provide a level of patient care
that I have not been able to achieve in a
publicly run institution.

Creating fear about losing our sys-
tem because of the North American
Free Trade Agreement is skirting the
issue. I believe in our Canadian health
care system, but we need not be so
afraid about talking about and dis-
cussing all the options.

Elizabeth J. Hall-Findlay
Plastic surgeon
Banff, Alta.
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[The author responds:]

Iam grateful for the opportunity pre-
sented by Marc Baltzan’s comments

to reiterate the key message of my pa-
per1 on Alberta’s Bill 11: the critical
point is the future legal implication, not
the current economics of health care
provision in Alberta.

It is likely correct to argue than no
wise offshore entrepreneur would view
investment in Alberta surgical facilities
as a windfall situation. One can, of
course, envisage ways in which the
commercially adroit might generate an
attractive return through the use of
obligatory amenity upgrades and ad-
ministrative fees or simply by hiring
less-qualified, nonunionized staff. But
for the time being, only investors with a
very long-term horizon are likely to
consider such action.

Of far greater relevance than imme-
diate investment returns is the role Bill

11 may play as the thin edge of the
globalization wedge into Canadian
health care. In that respect there are 3
key points. First, once a specific sector
is opened to for-profit firms, under the
General Agreement on Trade in Ser-
vices (GATS) that decision cannot be
reversed without potentially insur-
mountable reparations to the private
sector. Second, when a sector of service
provision is opened to domestic invest-
ment, it is automatically opened to all
signatories to the GATS. Third, when
a sector is so opened, it becomes subject
to the decisions of international trade
tribunals and less amenable to the pol-
icy direction of elected governments.
Economists may view all of this as com-
petitive efficiency, but others will rue
the constraints imposed on domestic
decision-making.2

Given the above line of argument in
my paper, I am puzzled by Elizabeth
Hall-Findlay’s suggestion that the arti-
cle was “another thinly disguised at-
tempt to discredit private surgical facili-
ties.” In fact, the paper begins with the
thesis that the “two-tier debate has de-
flected attention from the more arcane
and yet immediate concern that Bill 11
will allow international trade tribunals
to intrude into our domestic health pol-
icy.”1 My paper does not discuss the
merits of for-profit facilities.

In the near term, Bill 11 is likely to
be relatively innocuous. But it has left
open what was previously a closed door.
When the timing is correct, I have no
doubt that international for-profit firms
will be willing to accommodate short-
term losses in anticipation of achieving
a lucrative foothold in the Canadian
health care system through the applica-
tion of the GATS provisions.

Samuel E.D. Shortt
Director
Queen’s Health Policy Research Unit
Queen’s University
Kingston, Ont.
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