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INTRODUCTION 
 
While we have a great Health System in Ontario, we still have gaps in terms of service, 
and sometimes undesirable experiences, from a patient’s perspective. The purpose of 
this paper is to help bring about more awareness of these in the hopes of getting them 
eliminated to the extent possible.  
 
In a discussion on the Medical System with a very dedicated physician and a great 
proponent of continuous improvement, he likened the overall medical system to a three 
legged stool - it needs all three legs functioning in order to work. While I might not have 
fully captured his analogy, I would describe the three legs as follows: 
 
1. MEDICAL INFRASTRUCTURE i.e. governance (legislation, regulatory,  policy, 

procedures), funding, management structure , and “physical assets” such as 
hospitals, clinics, medical labs/equipment. Drs. offices, etc. 

2. PROVIDERS: Physicians, Nurses, lab technologists, and related medical staff, 
Community Services’ Organizations, Caregivers, and Volunteers. 

3. PATIENTS; General public, and providers too, when they become patients. 
 
All three must be interactive, mutually supportive, and respectful of each other, for our 
overall medical system to be in continuous improvement and, to some degree, more 
self-aware of its individual performances and/or failures.  
 



The topics below might be worthy of review as part of the various “health-related” review 
activities underway, resulting from the 2016 Patients First Legislation and formation of the 
new ON Health Agency. 
 

A) NEED FOR PATIENTS TO TAKE RESPONSIBILITY: 
 
Patients need to take more responsibility for their role, as one of the three legs of the 
stool. The other two legs have evolved over time, yet patients have hardly moved from a 
“subservient” culture when it comes “questioning their medical treatment”. There is a very 
common fear that by "speaking up” and asking reasonable questions, they would end up 
being “blacklisted” by the providers, be it their physicians or a hospital This thinking by 
patients is particularly true if they question or ask about negative occurrences that have 
happened to them personally while undergoing medical treatment.  
Patients need to “come out of the dark ages” and take more individual responsibility by 
providing feedback to those responsible when such occurrences happen rather than just 
“complain” to their friends and family. Hospital CEOs, for instance, cannot correct 
problems if they don’t hear about them! By providing meaningful feedback directly to 
those accountable for delivery, then formal reviews can be undertaken with a view to take 
corrective action, if needed.  
 

B) PRESCRIPTIONS 
 
It might be useful to review why so many narcotics are prescribed in terms of very large 
quantities per script. The writer has personally witnessed this several times and so have 
many friends and associates, where none of those narcotics, or very few, had been 
consumed/needed. Furthermore, I can categorically state that this is “over-prescribing” 
practice is fairly widespread, at least it is within many groups with which I am associated.  
Considering the obvious high cost to the medical system and the inherent risk of causing 
addiction, maybe a proactive review should be undertaken to confirm this area as a 
“systemic” health system issue. One might suspect that “Big Pharma” is still having too 
much influence! Maybe appropriate regulations should be put in place limiting such large 
amounts with each script, at least kept to a more reasonable maximum per script. 
Apparently, in the USA, some pharmaceutical outlets are restricting the numbers of such 
pills being issued to about 7 at a time. Perhaps programs such “Pain Management” with 
Big Pharma having much influence, should be studied to assess the impact on current 
addiction. Maybe Big Pharma is still a big part of generous “handouts” across the medical 
field and should be eliminated completely. 
 

C) ACCESS TO FAMILY PHYSICIANS: 
 
This is one area sadly lacking. The stories are numerous about people having to wait two 
years, once they lose their physician. Often, even in very dire circumstances, access, is 
lacking. A friend currently has a pregnant daughter who, at 43 is rated at “high risk”, and is 
going through a terrible situation (in Hamilton) trying to get an attending physician. Her 
story was very recently relayed to me as she is simply trying to help with feedback to our 
Health Planners. 



 
Often, the patient needs to “step up” and keep contacting the appropriate medical groups’ 
offices rather than just “waiting to hear back from the Ministry” in terms of trying to 
become a roster patient. 
 
There is certainly an issue of not enough physicians. Is that an outcome of poor Ministry 
planning?  
Is it a systemic problem caused by the College of Physicians, CMA, OMA, or whomever, 
whereby the number of medical student intake being “controlled” so that current 
practitioners can have an extremely high roster list to maintain larger incomes? 
Who is “really” responsible, and ensuring, that there is an up-to-date “Attrition Plan” in 
place, at Provincial level, pertaining to all practicing MDs, Nurses, and PSWs? 
 
In the case of MDs, since they are largely “self-employed” by virtue of their business 
model (incorporated individually or at least a very small corp. entity), the MOT governing 
body or perhaps Health Ontario, are not able to have such as instrument as a provincial 
Attrition Plan. That in itself says a lot about a significant systemic (and major) problem in 
effective management and accountability of the overall Health System. 
   
Who is really overseeing the “supply and demand” structure to ensure appropriate 
balance, i.e. where family physician service is locally and reasonably available?  
Who is actually steering the ship? 
 
Surely this should be a fundamental management function. A major change in Health 
System Legislation might be needed to bring about the ability to have an Attrition Plan. It’s 
a rather obscure issue that our very loose system of health management, misses! 
 

D) ACCESS TO FAMILY PHYSICIANS, ( BY ROSTER PATIENTS) 
 
The difficultly faced by “roster patients” in trying to get an appointment doesn’t seem to be 
improving. This, in turn, may be causing an increase in backlogs at Hospital ER Depts. 
Perhaps a little more accommodation could be encouraged by their “office staff", if they 
were provided with better scheduling procedures and more inter-personal skills training. 
Maybe even a small “user fee” might reduce unnecessary visits, freeing up more of the 
physicians time for those who have a more urgent need. Maybe too many patients simply 
look at their Health Card as a “credit card” but never having to pay the bill. 
 
The idea of “user fees” might not sit well, of course, for a number of reasons. One of them 
being that physicians might feel this would reduce their roster patients making 
appointments, and hence reduce their billing level and income. But if nothing changes, 
the Canadian Health System cost will soon add enormous cost to the Canadian 
Taxpayers or build up huge national debt to the point of lowering our national bond ratings 
which in turn will raise interest rates. There is a book “This May Hurt A Little” by Stephen 
Skyvington published by Durdurn in Toronto 2019 which is very informative. I have the 
book, worth every dollar! 
 



SOMETHING NEEDS TO BE DONE, other than creating far too many independent, 
corporately structured, health system “management” regimes. 
 

E) PATIENT FEEDBACK FROM PHYSICIANS : 
 
This is an area needing a major change as there are many aspects to this topic. One 
simple one is where a patient has a test performed but no feedback to the patient “unless 
there is something of concern”. The writer has been personally impacted because of this 
and knows of other such cases. The risk of a miss-filing by office staff is too high not to 
have a more “positive” feedback procedure in place in all medical offices. This is an area 
whereby the Civil Aviation System far outdoes the Medical System, even internationally, 
yet the Medical System can’t seem to fix this problem at provincial level. 
 
Another negative impact of lack of feedback to patients, no matter the results, is that 
many patients, especially Seniors, spend weeks “worrying” severely, not knowing the 
results, good or whatever. With an ever increasing preponderance of seniors, this type of 
issue simply adds to unneeded anxiety. This problem is more prevalent than what one 
may think. The writer, having been on a three year special project (PATH, sponsored by 
The Change Foundation) entailing about 100 Seniors, is well aware of such impacts. 
 
It would also be a huge “no cost” improvement if physicians, would relate more to their 
patients in terms “talking to them” as a person so that their patient will then be more aware 
of what to expect as they progress at home. 
 

F) IMPACT OF PRIVACY ACT ON PATIENTS: 
 
A new issue is now showing up to do with implementation/interpretation of the Privacy 
Act. Over the past year, I have experienced two very sad impositions, especially for us 
seniors living alone. One concerns a call from our local hospital Booking Office regarding 
arranging a time for an MRI for my wife wherein they insisted on speaking to my wife only. 
Normally, not a problem! BUT, she was heavily sedated with pain meds. and was finally 
into a much badly needed sleep from being awake all night in pain. Since I was her 
husband, I naturally told them I would take the call and set up the appointment with them, 
for her since I couldn’t (didn’t want to even think of waking her) wake her at the time. Not 
good enough! The Booking staff absolutely refused to even discuss it with me as “they 
were following Hospital Rules”…..the patient became secondary all of a sudden! When I 
asked about what alternate arrangements were in place to “permit” the next of kin, as I 
was, to handle it, the answer NONE, as far as they knew. I immediately called the 
“manager” who basically said the same thing. This is now being followed up, at the time of 
writing this, with the hospital executive level. Surely one would expect that some form of 
alternate arrangement would be in place whereby the next of kin would/could be on file as 
a spokesperson for such things and especially for elderly seniors living alone! 
 
The other related incident which happened is also hard to believe. This is when, during 
the same medical issue with my wife (severe back injury), we were forced to get an 
ambulance to actually take her to the ER (where she had been a days earlier) to get her 



pain meds prescription extended/renewed for a couple of days as she was only given 
enough for four days during her original visit to the ER. I couldn’t physically her get into 
our car at the time, so we asked the Ambulance service not to rush, since it wasn’t an 
emergency, which they appreciated to lower the risk of an accident enroute. 
 

G) LACK OF REDUCTION IN FEE STRUCTURE WITH TECHNOLOGY 
IMPROVEMENTS 

 
One area that might need an audit is the apparent lack of medical fees reduction when 
technology enables much shorter medical procedures. Cataract surgery, for example 
now takes about 10 minutes from about an hour a few years back; yet the fee structure 
has not been reduced to reflect this efficiency. The “result” of this efficiency is that 
surgeons are receiving more remuneration without having to pay for, nor contribute to, 
these new evolving technologies,“ as they are mostly provided by hospital fund-raising 
foundations! This newly evolving “wind-fall” for surgeons warrants, at least, a thorough 
independent review. 
 

H) HEALTH SYSTEM ADMINISTRATIVE METRICS 
 
It might very well be that our system is improving but at what cost per improvement? It 
seems that administrators are more interested in developing ways and means in HOW to 
Measure than actually making improvements. Metrics sometimes seem to be foremost in 
their work as opposed to more real “operational activities”. Daily patient service should be 
their real goal and appropriately measured in terms of actual patient impact. Such metrics 
and measurements might be great for internal “organizational survival” justifications and 
annual performance goal exercises etc. but the real service outputs need more pragmatic 
approaches to measurement. 
 

I) HOSPITAL DISCHARGE PROCEDURES/PLANS 
 
One would assume that such exist but it has not been evident in numerous cases. In fact, 
although there might be a “policy” at Hospitals on such procedures, they are often not 
being performed in a meaningful way that benefits the patient or the care-giver. 
 
Discharge is a critical phase, especially for seniors, when leaving the hospital as many 
times he or she ends up in “no man’s land” and often are sent home not knowing what 
support is available to them. A formal connection to such services should be considered 
before being discharged and a “Discharge Plan” proved to the patient and/pr caregiver 
before they leave their hospital suite. While the Home and Community representative is 
normally posted at a hospital , feedback indicates clearly that far too many patients do not 
see much happening during their “discharge” other than the attending surgeon/physician 
just telling the patient they can now dress and leave or being told same from the attendant 
nurse. Also, in numerous cases, the patient is not even provided with a wheel chair or 
other assistance to get to the Hospital Exit. In fact, at many hospitals, the patient exit area 
is not even under a shelter protection when getting them into their pick-up vehicle! 
 



J) HOSPITAL ACCREDITATION 
 
It might be a good time to actually include a “patient rep” in accreditation processes, 
without, of course, being seen as an infringement on qualified certifiers.  
 

K) PATIENT FEEDBACK PROGRAM 
 
Apparently there a just isn’t any real, formal system for patients to provide feedback at 
some hospitals and none at all for Physicians. Why not? Does it need a Provincial 
Regulation to bring such a fundamental change? After all, although MDs are “private 
businesses” their basic income comes from the provincial treasury, as do provincial 
employees. 
 

L) PUBLIC AWARENESS  
 
There seems to be a strong need for local public awareness of how our medical system 
works and “how” the public can, and should, provide feedback and take more active part 
in their health care, at all levels, without feeling threatened (black listed) . This is far more 
prevalent than meets the eye. More and more, my wife and I see then need for the MOT to 
be active in public awareness in this issue of needing more patient feedback of untoward 
treatment as a patient, be it a hospital or any other medical organization. This advocacy is 
not meant, nor intended, to be a legal issue. 
 

M)  INDEPENDENT OVERSIGHT OF MEDICAL PRACTITIONERS 
 
Although physicians are generally independent “contractors” within our health system, 
they are, essentially, “public servants” to some degree. After all, their remuneration is 
from our tax base. What is the actual level of technical audit/oversight by independent 
qualified peers? As a safety professional dealing with human lives daily in my career, 
perhaps the “health system” might do well by looking at the aviation profession which also 
deals with millions of lives daily to get a few clues on such matters. 
 

N) AMBULANCE SERVICE RESTRICTIONS/LIMITATIONS 
 
Having the unfortunate experience of being “stuck” between taking an ambulance which 
would have forced me to go back to my local hospital (from where I had recently been 
transferred) to a Regional Hospital, or have to go back to the Regional hospital by private 
vehicle, this is an area that is really need of policy review BUT with patience input. This is 
particularly critical for some specialty areas like urology issues and other medical 
conditions where there is limited capability, or none, locally. In this case, I was “forced” to 
go back the regional hospital by private vehicle! 
 
Another issue which has recently come to light is that sometimes “level” of qualification of 
EMS staff and their physical capability can have serious consequences. In another case 
the onboard attendant couldn’t administer the level of service needed due to “not being 
qualified”. The other incident was that a heart attack victim died in his basement while 



waiting for a “second” crew to arrive as the attending crew could not get him up the steps. 
 
Unfortunately, these sort of issues seem to end up being a negative reflection on the local 
hospital when the service is not their responsibility, it falls under the County! So perhaps, 
again, more public education is needed here and, maybe such critical medical services 
should be part of the hospital service.  
 
  

O) SURGERY AND SPECIALIST AVAILABILITY( Alternate location) 
 
Often, surgeries and/or Specialist may not be available within a given area due to local 
loading when there are many cases where the service is available at other close locations 
with a minimum of wait time. Maybe this area should be closely reviewed with a goal of 
encouraging more inter-service linkages.  
 

P) MEDICAL AND HOME CARE “GENERAL NAVIGATORS” 
 
There is a real need for some form of a general “system navigators” who could be 
available to help those who need such help. It’s my intention to try to have such 
implemented, one way of another, as is certainly a need. It would help alleviate much 
anxiety, especially among seniors and this will only become more acute with the ever 
increasing growth in this demographic and will be a problem for many years to come. I 
see such a program as largely “volunteer” driven, including design and implementation, 
but is in need of a “home” base. 
 
There are at least three somewhat differencing such programs that have been developed 
with some level having been implemented for specific purposes. Having researched such 
programs, the real obstacle is funding of about $50K /yr for administrative support to a 
volunteer-driven program. 
 
SUMMARY 
 
The foregoing is meant to bring about concern with the hope that as “Patients First” 
policies and procedures are developed, they will reflect more meaningful level of 
recognition of the issues outlined above. This somewhat random group of health system 
concerns is based observation at numerous events, club activities, and social interactions 
with hundreds of senior, many of whom choose to “complain” about issues that happen to 
them but not do anything. They feel “what’s the use” or fear of being “blacklisted”. Very 
sad, indeed. 
 
“MEANINGFUL QUALITY IS OFTEN BEST WHEN FEEDBACK COMES FROM THOSE 
WHO LIVE WITHIN A SYSTEM, AND THE “AUTHORITIES LISTEN” 
 
Art Seymour, (905-3730312). 
Cobourg, ON. 
Sept 1st. 2021. 



 
 
Author’s Note: This “paper” was originally written in 2016, when we had 14 totally 
independent Health System organizations , called LHINs. I had advocated in that earlier 
version for the combing of those groups into about four, Centre, West, North, and East 
with the MOH taking a more hands on approach to their overall governance , not allowing 
so many “duplications” (14) with so much independence. The main rationale : Surely a 
broken limb in Kenora will be treated similarly in Cobourg!! Why 14 LHINs? 
 
Having been a PFAC member at the CELHIN for a couple of years, I can attest to 
“committee management” where it was all about committees and of how many, various 
metric, etc. and annual goals , etc. It was a case, as a patient, where the theme could 
have been: “what can we do TO them (patients) instead of how can we have them help us 
serve them” or something like that. That’s a rather negative slant as I think it is now 
moving closer to real patient’s needs in health care delivery. We could use more 
implementations like OASIS in Kingston, and LTC homes like the Scandinavian 
Countries. 
 
 


