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The intersection of COVID-19 and public health 
care in Canada: What does the future hold for 
the surgical patients and health care workers 
left behind?

I t is with great sadness that we write another editorial 
on the impact of COVID-19. All health care providers 
were desperately hoping to bring in a new year full of 

optimism, promise and, most importantly, an era free of 
COVID-19 concerns. Of course, this hasn’t been the 
case.1,2 As we hover around the 2-year anniversary of the 
pandemic, it is worth taking time to reflect on its impact 
both on health care workers and on the health care sys-
tem as a whole.3

In the not-so-distant future, one wonders if COVID-
19 will be retrospectively viewed as the straw that broke 
the Canadian health care system’s back. More specif-
ically, in many of our provinces, surgical systems have 
traditionally functioned at nearly 100% capacity (beds, 
procedures, staffing, patient throughput). Unfortunately, 
this reality has left little to no room for “normal” sur-
gical care in the context of a system-wide need for med-
ical surge capacity and the resulting redirection of health 
care resources away from surgical operations to fight the 
COVID-19 pandemic. More to the point, surgical care 
for patients with deteriorating joints, painful extremities, 
debilitating hernias and abdominal pains, profound 
reconstruction needs, and even life-threatening cancers 
has been put on hold (at best) in favour of focusing on 
the relentless and unremitting pulses of SARS-CoV-2 
infections. To be clear, this reality has overwhelmed 
nearly all health care workers’ ability to provide adequate 
acute and urgent care to our local populations.4 This is 
no more obvious than within the surgical domain. 
Despite working as hard as possible, surgical staff have 
witnessed decrements in patient care, alterations in the 
definitions of the “standard of care,” and an inability to 
expeditiously move toward normal health care delivery 
between COVID waves. The ability to “catch up” on 
surgical procedure volumes after the pandemic ceases 
also seems unlikely, given the tremendous increase in the 
number of surgeons, nurses, respiratory therapists, anes-
thesiologists and support staff that would be required to 
complete such an endeavour. Where would these folks 
come from? How would the associated financial costs be 

covered? From where would the caregiver will to do 
more than previously possible arise?

We must also recognize the tremendous psycho-
logic al impact of COVID-19 on the health care work-
ers. As our military colleagues know, the public health 
care system has been engaged in “combat operations” 
for nearly 2 years. The deterioration in surgical care for 
non-COVID-19 patients has been difficult to “unsee” 
and is a reality that has led to both burnout and moral 
injury. Not surprisingly, a drift out of Canadian health 
care jobs by all types of workers (nurses, physicians, sup-
port staff) is now increasingly common in the form of 
general attrition, early retirement, and migrations to 
jobs in the United States. This exodus has not been 
helped by the anger among our patient populations who 
are desperately unable to access timely surgical care. 
Some of this rage has led to protests at numerous hospi-
tals across the country (with some startling confronta-
tions), patient aggression toward health care workers 
within clinics and hospitals as potential perpetrators of 
harm, and frequent discussions among front-line pro-
viders of feeling abandoned by the managerial and polit-
ical leadership within our health care systems. In some 
provinces, this has been compounded by massive cuts to 
physician and system budgets contextualized within 
public confrontations with government, supply-chain-
related scarcity of essential surgical and medical 
 equipment, and the general feeling among health care 
workers that there is no clear pathway out of the tre-
mendously large patient surgical care deficit.

The reality is that health care in Canada has always 
been used as both a powerful political tool and potential 
electoral liability. Our system is clearly underresourced 
within the current ongoing COVID-19 crisis, as it has 
lost the ability to adequately care for many vaccinated 
Canadians who require both life-saving and quality-of-
life-sustaining operations. The front-line health care 
workers who have been witness to the realities of both 
population-level and patient-level harm will likely never 
be the same. It becomes natural to question one’s own 
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future within this system, as well as the future of the 
Canadian public health care systems.

To all health care workers who continue to arrive at 
their clinics, hospitals and client homes full of resolve, 
caring and hope, we can’t thank you enough. You are the 
glue that holds our surgical system together. We remain 
in awe of you. To all workers who are struggling, 
depressed and pessimistic about the future of Canadian 
health care, we stand with you. We support you. The 
moral injury experienced by your witness of our collective 
inability to prevent patient harm will be a lasting legacy 
of the pandemic. With some trepidation, we remain 
hopeful, however, that we can all contribute to a postpan-
demic way forward from within the clinical trenches in a 
manner that is heard by both elected and appointed lead-
ership. This pathway must be inclusive, comprehensive, 
efficient and compassionate in its beneficence for all of 
our surgical patients.
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