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GLOSSARY OF TERMS

Association of Registered Nurses of Newfoundland and Labrador
Rdliahility based upon the ability to demonstrate and take
responsgihility for performance, in light of agreed upon
expectations’

consstent care provided from the earliest contact incorporating
prevention, trestment and rehabilitation from a variety of hedth
care providers, over a continuum of time, in avariety of settings,
on a24-hour aday, 7-day aweek basis

the minimum number of individuas that must exist in aparticular
population to support proposed hedth care structures

Center for Nursing Studies
Department of Hedth and Community Services

Decison making based on unbiased andysis of rdigble, valid data

family physician or generd practice physcian
Federa/Provincid/Territorid

approach to primary hedth care ddivery which emphasizes
universally accessible continuous, comprehensive, coordinated
primary hedlth care provison for a defined population through the
shared responsibility and accountability of physciansand dl other
primary hedlth care providers’

Newfoundland and Labrador Medical Association

Medica Care Plan of Newfoundland and L abrador

! _ Attorney General of Canada definition
2 _ adapted from the Working Group on Interdisciplinary Primary Care Models, Advisory Committee of
Interprofessional Practitioners (AGIP). Interdisciplinary Primary Care Models: Final Report

April, 1997




Patient/Client

Population

Population-based
approach

Primary care

Primary health
Care

Regional Health
Authority/board

Secondary care

Tertiary care

when an individud enters the hedth care system, he/sheisreferred
to as a patient or client, depending on the health care provider seen
(e.g. physcianstypicaly see patients, while socid workers see
clients)

abody of individuals who have aqudlity or characteridticin
common (for example, a population of diabetics, the population of
Burgeo, or apopulation of physicians)

an gpproach to hedlth care service dlivery that considers the
hedlth needs of a specific population

the firg level of contact with medicd care, provided primarily by
physcians (incuding office vidts emegency room vidts and
house cdls) Primary care operates indde the larger context of
primary hedth care

thefirg leve of contact of individuds, the family, and the
community with the hedth care system, bringing hedlth care as
close as possible to where people live and work and congtitutes the
first dement of a continuing hedth care pr

the regiona body that adminigtersinditutiona and community
hedthcare programs and servicesin a particular geographic region.
Currently there are fourteen regiona boards in Newfoundland and
Labrador, eight ingtitutional boards, four community services
boards, and two integrated boards that deliver both ingtitutiond
and community services

hedlth care received beyond the first level of contact with the
hedth care system, primarily provided by specidist physicians

speciaty medica care provided by a specidist or subspecidist at
an accredited facility

3 _ World Health Organization
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Introduction
The Primary Care Advisory Committee

The Primay Care Advisory Committee (PCAC) fird met on September 7th, 2001 to
address issues surrounding the involvement of primary care physcdans in primary hedth
care renewd initiatives. Miniser Julie Bettney gppointed Chair Kathy LeGrow and ex-
offido member Dr. Ed Hunt, as wdl as the fourteen-member committee, to respond to
issues raised at the June 18" meeting caled by the medical directors and physicians from
each of the regiond hedlth boards.

Regiona medical directors expressed concerns about the current crids in primary care
delivery, recruitment and retention of phydcians, service gaps and pending service
withdrawals. The Primary Care Advisory Committee was developed to address physician
concerns in a trangparent way. Discussions occurred in an open forum, stakeholders were
broadly represented, and free didogue was encouraged. The work of the PCAC was
timed to coincide with the seven Provincd Hedth Forums held throughout the fdl of
20(?11, concluding with the Provincid Round Table held h Gander on November 27" and
28", 2001.

The group of fourteen was chosen to reflect diverse perspectives in primary medica
care’. Comprised mosly of physcians (ten in totd), the physician complement
represented rural and urban, salaried and fee-for-service doctors. As well, the physician
group represented the perspectives of medicd directors, the Newfoundland and Labrador
Medicad Associdgion (NLMA), Memorid Universty's medical school, the Twillingate
Primary Hedth Care Enhancement project, public hedth, the CSAT program, recent and
not-so-recent graduates. To balance the perspective, a registered nurse (gppointed by the
Association of Registered Nurses of Newfoundland and Labrador (ARNN), a nurse
prectitioner (gppointed by the Center for Nursng Studies (CNYS)), a public policy expert,
and a consumer representative were also gppointed to the committee.

In September, 2001, the committee proposed and ratified the terms of reference that
outline its mandate, listed below:

Terms of Reference:

1. To advise the Depatment of Hedth and Community Services on physician issues
rdaed to Primary Care Reform, teking into account the impact Primary Care
Reform will have on the ddlivery of physcian servicesto the public.

2. To engage in discusson with dakeholders on dl dements regarding  the
development of primary care reform in Newfoundland and Labrador so as to be
conssent and compatible with the gods and the framework set forth by the

! _ Appendix A: Primary Care Advisory Committee Membership



Nationd Committee on Primay Hedth Care Reform, endorsed by the
Federd/Provincid/Territorid (F/P/T) Minisers of Hedth. The F/PT framework
includes

() Primay hedth care organizations with contractud obligations for the
planned provison of a defined set of comprehensve services to a defined
population.

(it) Interdisciplinary  teams with enhanced roles for regisered nurses
pharmacists, and other hedlth care providers.

@)  An emphasis on populatiion based agpproach to care, qudity improvement,
and the measure of health outcomes.

(iv) Linkages to pharmacies, other community services and secondary and
tertiary systems.

V) Enhanced use of hedth information systems.

(vi)  Funding arrangements to promote quality, accountability, and efficiency.

To make recommendations to the Minister of Hedth and Community Services on
a framework for “primary ca€ which faclitaies the effective and timdy
implementation of “primary hedth care’ reform in the province.

The framework for “primary caré’ should address the key issues for physcians
compensation arangements, contractual  arangements  with  regiond  hedth
boards, clinicd autonomy and independence, integration with “primary hedth
cag’ teams, service expectations (eg., on cal; hospitd-based services,
preceptoring) and accountability.

To propose a plan of action which overcomes barriers to change and which
complements broader “primary hedth care reform”.

To respond to media and public interest in the work of the committee.
To gppoint working groups to examine specific issues as needed.

To submit a find report to be presented a the Minister’s Forum on November 28,
2001.

To monitor and evduae progress on the recommended changes following
completion of the Minister’s Forum.



Process

In light of term of reference number four, the group agreed that the key issues to address
were: mode of compensation, contractua arrangements, and service expectations. Three
working groups’ were formed within the committee to discuss these issues.  Nine
additiond members were invited to assist the committee via the working groups, these
included: two consumer representatives, one representative of the Newfoundland
Pharmaceutical Association (NPA), one representative from the CNS, one representative
of dlied hedth professonds one representative of Treasury Board, one physician
representative from the MCP program, one representative of a regiond inditutiond
board, and one member representing the lega professon. Five departmental ex-officio
members were added to round out the committee and provide technical support. These
five, dong with the chair of the committee, formed the steering committee that guided the
process. The totd membership of the PCAC, including working group and ex-officio
members, came to twenty-nine with a physician complement of twelve®.

The representative from the NPA respectfully declined the invitation to participate in
committee activity citing prior work commitments. In October 2001, the NLMA
announced job action that involved physician withdrawa from government committees.
The result of this job action was the non-participation of three physicians out of the
twelve represented on the PCAC. In late October, one consumer representative resigned
from the committee. As a result, the current committee and working group membership
consds of twenty-four active members in totd, with a fully paticipating physcan
complement of nine.

It is important to note that the three feefor-service physicians and the consumer
representative were present for the ratification of the terms of reference and guiding
principles, thus ther input and vaues did have an impact on the future decison making
processes of the committee.  The remaining physicians on the committee were chalenged
with the task of representing the issues of the three that had withdrawn.

The PCAC has met six times dnce its inception, working towards consensus on the issues
surrounding primary care reform and recommendations to address these issues. Initid full
committee and individud working group meetings focused on broad discusson of many
concerns. A series of openended questions, prompted by this first round of discussions,
were developed by the steering committee and considered by the working groups. During
this period, committee members gathered information form a variety of sources including
presentations given a committee medtings” as well as numerous research papers and
reports.  The steering committee then identified the most pressng issues brought forth in
these ealy medtings and presented them to the committee for discusson. Once

2 _ Appendix C: PCAC Working Groups
3. Appendix B: PCAC Working Group & Steering Committee Membership
* — Appendix D: Presentations to the PCAC



consensus was reached on the issues, the committee st forth to develop
recommendations to address them.

The recommendations in this report were developed a a weekend medting in early
November 2001. This process involved dividing the committee into two groups on day
one for separate discussons, using a question-and-answer grid developed by the steering
committee to sum up the issues and dicit recommendations. Each group was chalenged
to answer four separate questions on two sets of issues.  Independent facilitators were
cdled in to asss with this process. The next day the groups reconvened and collectively
reviewed ther findings. From this discusson the recommendations were developed. The
recommendations are intended to define the physcian’s role in a Continuum of Care
framework.

This report reflects the full consensus of the committee as well as the working group
members on those recommendations.  Given the short frame in which this committee has
worked together, we do not propose to have all the answers on primary care renewal.
This report is not intended to provide a specific blueprint for change, nor an exhaudtive
review of the current research on primary care innovations. However, it is unique that
its contributors wore many “hats’ and &l were encouraged to Spesk fredy in a
supportive forum. Through our unedited and often hested discussons, we have put our
differences asde and succeeded in meeting the mandate given. We have achieved
consensus on the issues a hand and on the recommendations that we fed will address
these issues. This process has demondrated that broad stakeholder discussion and
commitment to change can work and has merit.

Background: Why do we need Primary Health Care Renewal?
Medicare: Past and Present

When Tommy Douglas introduced his vison of Medicare to the Saskatchewan legidature
in 1961, his plan was twofold. Firg, his god was “to remove the financid barier
between those who need hedlth care and those who provide it”> This vision has become a
redity, and dl Canadians regardless of economic datus may aval of physician and
hospitd services a no cost to themsdves or ther families. Medicare, while not perfect,
dill stands as a blueprint for other countries on how to provide socidized medicine. The
second step outlined by Douglas was to edablish a new type of deivery sysem in the
hedth care fidd, one that included preventative medicine community-based care, and
dternate mechanisms for payment of hedth care providers Forty years later, this vison
of Medicare has yet to be successfully implemented on a nationd basis. The end result of
this implementation falure has gradudly become evident throughout Canada: population
hedth needs have changed, but the sysem has faled to change with them. The
sugtainability of our hedth care sysem has come into question, and policy makers are

® - Tommy Douglas Research Institute. “Revitalizing Medicare: Shared Problems, Public Solutions”. Januay
2001. P.i Tommy DouglasResearch Institute.
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srambling to  “skate in the direction the puck is going’® to keep up with changing
demands on the hedlth care system and skyrocketing health care codts.

It has become clear that in order to maintain a hedthcare system that is comprehensive,
universd, accessble, portable and publicly administered, as legidated by the Canada
Hedth Act, renewd of the hedth care sysem is imminently required. Before we can
make changes to the system, however, it is important to recognize how we got to where
we are today, and what challenges lie ahead.

Health and Illness in the 20™ century

During the firg haf of the 20" century, hedth was viewed as the absence of illness
Episodic illnesses such as tuberculosis tended to make up much of a phydcian’s time,
and take up most beds in hospitals. In 1901, a woman born in Canada could expect to
live, on average, until the age of 50, and a man until the age of 47. Almogt a century later,
the dtuation has changed greatly. Since 1948, the World Hedth Organization has defined
hedth as “ a state of complete physicd, mentd and socid wdl-being and not merely the
absence of disease or infirmity”. Access to medicad care, improved sanitation and digt,
and advances in medicd technologies have dl played a role in reducing infectious
diseases, effectivdly enhancing and prolonging the lives of Canadians  The life
expectancy for femaes today is 81, for maes 75. All of these changes have resulted in
very different demands being placed on the hedlthcare system than those present &t the
introduction of Medicare, forty yearsago "8

With an aging population, more chronic illnesses are seen in physcians offices and
hospitas today. These illnesses require a different approach to treatment than the
infectious diseases of yederyear. Hedth promotion, hedth education and illness
prevention play a much larger role in hedth sarvice ddivery than ever before For
example, preventative care such as support for cessation of cigarette smoking and
promotion of incressed daly physcad activity are two important messures that could
greatly decrease chronic illnesses seen in patients who are advancing in years.

6 _ Dr. Paul Bonisteel, President, CFPC Newfoundland Chapter
" — World Health Organization Website
8 _ Statistics Canada Website



Advances in information technology, medica technologies and dterndive therapies
require physicians to constantly stay abreast of trends in hedth care, to poperly educate
patients who have more access to information and more autonomy than ever before in
deciding on ther own care. Long-term care facilities and home care provisons ae
required to accommodate the needs of an aging population. Other providers of hedth
care, such as nurse practitioners, physiotherapists and hedlth educators to name a few, dl
have a role to play in ensuring that “a date of complete physica, menta and socid well-
being” is achieved by the population today and in the future.

The god of primary hedth care is to ensure that the above chdlenges are met. Centrd to
this god is the incorporation of interdisciplinary teams of hedth care providers to provide
a continuous, coordinated, comprehensve set of services accessible to dl individuds in a
defined population. A mgor objective of primary hedth care renewa is enabling the
patient/client to be the champion of his or her own care.

II/ Primary Health Care Renewal and Primary Care Renewal Initiatives

An Important Distinction

The World Hedth Organization defines Primary Hedth Cae as “the fird leved of
contact of individuds the family and the community with the nationd hedth cae
system, bringing hedth care as close as possble to where people live and work and
conditutes the firs dement of a continuing hedth care process’. Primary Hedth Care
addresses the main hedth concerns in a community, providing promotive, preventative,
curative, supportive and rehabilitative services accordingly. It is designed to focus on
mesting population health needs’.

One of the key components of primary hedth care enhancement is the collaboration of dl
hedlth care providers to enable a team gpproach to care. This should benefit patients, as
they will have better access to dreamlined, comprehensive care. The team agpproach
implies a shaing of work where clinicd <ills are gppropriate, thus reducing the
workload of phydscians. This could dlow family physcians more time to focus on
complex cases, patake in professonal development, and peform hospitd services.
Nurse practitioners are an untgpped, but highly vauable resource, to family physcians.
They can provide a vaiety of skills that family physcians currently provide.  The
incorporation of nurse practitioners into family physician practice is a prominent feature
of mogt primary hedth care enhancement initiatives.

Primary care is defined as the firs level of contact with medical care, tha which is
provided by a physcian, be it via an emergency room vist, office gopointment or house
cdl. The tems “primary medica cae’ and “primary cae’ ae interchangesble in the
hedth care fidd. Primary hedth care is the larger context indde which primary medica

® - World Health Organization Website



care operates. The committee has been asked to focus on recommendations for primary
cae renewa and how these can work within larger primary hedth care renewd
initiatives,  While we refer to primary hedth care renewa repeatedly in this document,
the focus of the committeg's recommendeations is to specificdly address issues involving
primary medica care.

What has been happening thus far in Canada? In Newfoundland and Labrador?

Renewd of primary hedth care is not a new topic nationdly. In the 1970's, Quebec
edablished a series of Community Hedth Centres, known as “ Centres Locaux de
Services Comunautaires’ or CLSCs.  Ontario followed suit shortly thereafter, opening
community-governed, funded community hedth centres (CHCs) designed to improve
access for hard-to-serve populations.  Neither project, however, took the place of the
dandard mode of primary care, which was the solo physician practicing independent of
other providers. In the 1990's, a series of pilot projects were undertaken across the
country to test primary hedth care reforms. The Federd Government announced the
edablishment of the Hedth Trangtion Fund in 1996, dlocating 200 million dollars over a
four-year period to ad the provinces with the establishment of innovetive primary hedth
cae reform projects.  This fund simulated the implementation of three projects in
Newfoundland and Labrador™®.

The Primay Hedth Cae Enhancement Project (PHCEP) was edablished in
Newfoundland and Labrador in 1997, with $3.5 million dlocated over 3 years to s&t up
test dtes for localy developed innovations in primary hedth care service delivery and the
continuing educetion of hedth care professonds in rurd aess. Twillingate, Port Aux
Basgues and Happy Vadley-Goose Bay were chosen as the test stes.  Teaching Units
were set up a each Ste and the first graduates of the nurse practitioner program at the
Centre for Nursng Studies were assgned to each dte. Specific gods of service,
education and evaluation and research were st for each sSte to develop a primary hedth
care approach relevant to each area.

While such initigives have aded in the fine-tuning of primary hedth care renewd in
these locations, none of the above projects was intended to dter the provincid primary
hedth care sysem in toto. This is due in part D the tangentid nature of pilot projects,
and ther inherent inability to crossover to maingream sysems. However, larger scae
projects in Canada have met with little success in manifesting changes to primary hedth
cae deivery due for the most pat to bariers to systsem-wide change. In order to
understand these barriers, we need to take a look at current physician practice and how it
has been established in Canada.

19 Hutchinson, Brian. So Much Innovation, So Little Change. Health Affairs. 20, no.3 (May/June 2001): p.122.
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111/ Barriers to Change

The Current Situation: Physicians

One of the themes that have emerged from earlier pilot projects is that the gods of
primary hedth care renewd are best met with the endorsement of physcians But the
magority of physicians in Newfoundland and Labrador are not encouraged to participate
in primary hedth care renewa initiatives because of bariers to change inherent to our
current system of hedth care ddivery. Three bariers to change identified by the PCAC
are physician remuneration, physcian lifestyle, and system disconnection.

A shortage of physcians in Canada over the last decade has exacerbated these barriers.
In the early 1990's, medicd dudents in Canada had a choice of program: a 1-year
rotating internship or a 2-year family practice resdency. Typicdly, 50% of sStudents
would choose the family practice residency, with the other 50% choosing a rotating
internship.  After completing their 1-year rotating internship, graduates had the option of
going into generd practice, entering further training in a specidty, or doing locums. On
average, one hdf of these graduates chose to go into generd practice, such that 75% of
al graduaing physicians were working as GP/FPs.  In 1993, however, the Federation of
Medicd Licenang Authorities of Canada changed the licenang legidation such that only
those doing a 2-year family practice program were permitted to enter generd practice.
However, medicd schools in Canada did not increase the number of pogtions for family
practice resdents correspondingly.  Thus, Canadds hedth care system has been
opeding a a net loss of family physcians since 1993.  This is dgnificant concern that
should be addressed &t the nationd level.

Physcians exiting the hedth care sysem in Canada are not being replaced by a requiste
number of new graduates. This fact has dgnificant impact for the hedth care sysem in
Newfoundland and Labrador. Recent supply data produced by the Department of Hedth
and Community Services indicates that while the number of specidigts in the province
continues to increase, in recent years there has been a loss of family physicians. With a
subgantid  number of physcians reaching retirement age, recruitment and retention of
new physcian graduates will require that government and individud communities find
innovative ways to address the barriers below to make this province an attractive location
in which to practice medicine.

Remuneration

Seventy percent of physcians in this province are pad via the feefor-service fee
schedule that pays for each patient service individualy, based on the complexity and time
taken to provide that service. Since this method of remuneration was established a the

8



same time that Medicare was firg introduced to Canadians, in most ingtances it has been
the only option available to most physicians setting up a practice in Canada.

As discussed earlier, the needs of patients have changed since Medicare was established,
but the current fee-for-service fee schedule does not provide mechanisms for changes to
physcian practice to accommodate changing petient needs. First of dl, the fee-for-
savice fee sthedule has built-in atificid redrictions on the efficdent use of human
resources. It does not reimburse physicians for incorporating other providers into their
practices, in fact, it serves as a dsncentive in this regard. For every patient seen by an
dternate provider in a physician practice, the physician not only loses income due to the
logt patient vigt, but he or she must aso pay the dternate provider’'s sdary. Secondly, the
fee schedule does not reimburse physicians for continuing medica education and other
professond devdopment activities. ~ This may make it difficult for physcans to
mantan dinicad ills Fndly, the fee-for-sarvice fee schedule has shifted in its focus
from a savice ddivery mechanism (as it was intended) to a physician payment
mechanism. Payments follow the phydscian, not the patient. ~ As a result, the fee-for-
savice fee sthedule is criticized as being inequitable and faling to meet population
hedth needs.

Physician Lifestyle

Physcian shortages and disncentives to incorporate other hedth care providers into
practice results in increesed workload for fee-for-service physcians. In an effort to
provide optima care to every patient accessng ther service, fee-for-service physcians
are uUffering burnout.  In response, some physicians are choosing not to provide hospitd
or other services, or choosing not to take on new patients.

Thirty percent of phydcians in this province are sdaried, paticuarly in rurd aress, and
they are suffering burnout as wel. Sdaried physcians receve a predetermined sum of
money in exchange for an agreement to provide specific services to a defined population
of patients. Service expectations usudly incude dlinic services, inpatient care, on-cal,
emergency room coverage, and other hospitd services The sdaried payment method
encourages the incorporation of other publicly funded hedth care providers into
physcian practicee However, due to physcian shorteges, sdaried physcians find
themsdves being spread too thin.  As a result, they too must try to badance ther
reponsbility to patients with their expectation of a reasonable lifestyle.  In rurd
communities, where there may be only a handful of physicians this can be a daunting
task.

The datigics gathered by the College of Family Physicians 2001 Workforce Survey
illugrate the extent to which physcians provide services beyond the 9-to-5 workday.
The average duration of service tha is provided by a primary care phydcan in this
province is gpproximately 62 hours per week (excluding cdl). 80% of physcians in this




province perform on cal. This adds up to 25 hours to the workweek, extending it to 87
hours'.

In the past, physicians expected to provide al medica services required by ther patient
population, regardiess of the time or travel involved. Patients shared this expectation of
savice as wdl. Phydcians today ill expect to provide a broad range of services,
however, not a the expense of lifestyle gods New family physcians coming out of
medical school have decided to “practice what they preach”, that is, they have decided to
crete for themsdves the hedthy, baanced lifestyle they encourage in their pdients.
Sdaied physcians lacking support in rurd communities have expressed the same
concerns for their hedth and well being, and some have decided to move their practices
to urban setings. As mentioned previoudy, fewer and fewer fee-for-service physcians
are providing after-hours, inpatient, obstetrical or emergency room care due to lifestyle
concerns. This has led to service gaps in both urban and rura settings.

System Disconnection

Gaps in service occur for other reasons as well. In the current system, particularly in
urban aress, the FP/GP typicdly practices in isolation of other hedth care providers,
including other physcians. According to the College of Family Physicians 2001 survey,
734% of physcians in Canada work mainly in solo practices, and fewer than 10% of
primary care physcians work manly in multi-disciplinary practices. Written reports from
other hedth care providers to the FP/GP are dow to be transmitted, such that family
physicians may not have accurate information to make a diagnosis a the time that a
patient presents symptoms in their office. Some patients, ether by choice or by
circumgtance, do not have a family physician of their own and as a result, become what
ae known as “orphan paients’. These patients, who typicdly vist wak-in clinics or
emergency rooms, receive disconnected care from a series of different hedth care
providers. In both cases, patients medicd records are dispersed among a variety of
cinics and inditutions, meking it difficult to provide them with consgtent care. Peatients
who see a vaiety of hedth care providers, including physician specidids, may receive
digointed care as these individuds ae typicdly not in cose contact with family
physicians.

Another source of system disconnection is an increasing lack of phydcian efiligtion with
inditutiona and community hedlth boards The current hedth care sysem has no
mechanism in place to connect the FP/GP to the hospitd or community hedth care board.
This is a voluntary asocidion.  Board dffiliation is a privilege that provides physicians
with opportunities for continuing medicd education, collegidity, networking and
consultation with other physicians in return for services provided to the board. In the
past, board affiliation was encouraged and valued by both hedth boards and physcians.
Currently in Newfoundland and Labrador, agpproximatey 40% of physcians provide

1 _ College of Family Physicians of Canada. |nitial Data Release of the 2001 Nation Family Physician
Workforce Survey. October 2001.
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emergency room coverage and 35% provide some hospita and inpatient services. For a
variety of structurd and practice condderations, there has been a decline in the number of
physicians providing hospitd services. The mgority of phydscians today are choosing
not to provide hospitd servicess This may be linked to remuneraion, lifestyle, or
competency concerns, dl of which are rooted in the current hedth care sytem. As a
result, service gaps are occurring in hospitals and communities throughout the province®.

Summary of Barriers

Entrenched in the current system, the issues around physician remuneration, lifestyle
concerns and system disconnection, exacerbated by physician shortages, dl culminate to
result in diminished access to a Continuum of Care in this province. We know from
previous discusson in this report that patient needs and expectations are changing.
However, the bariers to change in primary care ddivery outlined above preclude
changes from occurring to accommodate patient needs in the primary hedth care system.

As a result of these systemic barriers, it has come to the atention of the committee that
patient access to gppropriate hedth care services may be compromised in some instances.
The <ill sets of primary care physcians and nurse practitioners in paticular are
gengdly not beng maximized, and hospitds ae often incgpable of mantaining
acceptable levels of service ddivery without great difficulty. All of these problems result
in additiond cods to the hedth care syssem budget to provide services. This committee
has aso noted tha due to these bariers, relaions among physcians and dl primary
hedth cae providers and hedth adminisrators/governments in many indances ae
midrustful and laced with frudtration. Frudtration arises due to the ingbility of the hedth
care system to change, to better address the redlities of patient care needs. Proponents of
change are limited by what they can achieve in the current system.

The combination of disncentives to incorporate other providers into physician practice,
system disconnection as it relates to providing access to seamless gppropriate care, and
insufficient provisons to address physcian remuneration and lifestyle concerns results in
a lack of accountability for comprehensve service provison to patients over continuums
of time and geography. With such serious implications to hedth care budgets and public
access to services, governments are struggling to diminate these barriers.

The Current Situation: Policy Makers

One mgor lesson that has been learned from primary care projects in the past is that the
dl-or-nothing gpproach to the implementation of primary hedth care reforms has never
been successful. There will dways be physicians and patients who wish to maintain the

12 _ CFPC, 2001 Workforce Survey
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gatus quo, and this has to be respected by policy makers. Smaler, incrementa change
looks more promisng and this too has been dow in coming. In his journd article,
“Primary Care In Canadas So Much Innovation, So Little Change” Brian Hutchinson
outlines some possible reasons why thisis the case'®.

Firg of dl, the digribution of powers between federd and provincid governments on
adminigration of hedth care has led to blame assgnment and avoidance between the
two, paticulaly throughout the economic downturn of the 1990s. This has dowed
reform. Secondly, Medicare edablished a “founding bargain” between private
physcians and government that indilled the concept of public payment for private
practice into the collective consciousness of both physicians and governments.  Third, the
Canada Hedth Act of 1984 defined the criteria of “comprehensveness of services' as
those provided only in hospitas or by physcians. This reinforced the satus quo of
hospitl and physician centered care, versus care by dternate providers in dternate
stings Lagt, but perhgps mogt influentiad of dl, has been the cautious approach of
politicians towards implementation of visonary measures.  Primary hedth care renewd
requires an up-front investment to reap the rewards of better utilization, and better impact
on disease prevention and hedth promotion. However, palitica actors tend to limit ther
view to the four-year spans of time within which they operate  Condituents want
immediate, tangible answers to their concerns and there is much pressure on politicians to
comply in an immediate, tangible way™*.

Where do we go from here?

As previoudy dsated, the key lesson learned from primary care renewd initiatives to date
is that dl-encompassing, across-the-board change is unlikely to succeed. Also, any
atempt to drengthen and improve the qudity of primary hedth care sarvice ddivery
must have the support and participation of physicians™.

Two other important lessons learned from the past are that there is a shortage of strong
evidence in favour of any one modd of organizing, funding and ddivering primary care,
and thus “discussons of innovetions in primary care inevitably teke place in an
evidentiary vacuum”. In lieu of srong evidence, history has shown that key stakeholders
must be conaulted in developing new policy initigtives, lest governmerts create policy
that does not address real world concerns™®.

13 _ Hutchinson, 127
1 _ Hutchinson, 119
15 _ Hutchinson, 123
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The Primary Care Advisory Committee: Stakeholder Input for Change
Vision

The PCAC envisges primary hedth care teams wherein primary care physcians work
collaboratively with other hedth care providers and other physicians to provide a
Continuum of Care (including preventative, promotive, curdive, supportive and
rehdbilitetive care) from smdl rurd community settings to larger comprehensve hedth
care inditutions. Within easch team, each hedth care provider practices at the highest
level of his or her respective kill set. In this manner, dl leves of primary hedth care are
provided in an efficent manner with minima redundancy. Primary hedth care teams are
linked to hospitals and other hedth care inditutions to minimize sysem disconnect and
reduce resulting service gaps.

The individud patient/ client is & the centre of such a team with improved population
hedth as the overarching god. In concet with a supportive community, the primary
hedth care team would encourage patient/client choice and sdf-reliance around decisons
involving ther hedth, with an emphass on preventative hedth care and hedth
promotion.

Individuals could receive seamless, timely, gppropriate care from the most appropriate
hedth care provider, who would be linked to other hedth care providers in the team
should their expertise be required. The Continuum of Care illustraes how such a
primary hedth care team would work in the context of comprehensve hedth care
provison.

Continuum of Care
Prevention Treatment Rehabilitation

Key

Red Arrows - indicate

GP/FP individualsentering

> the healthcare system

Other Prlmary Healt! Green Arrows - indicate
Care Providers Specialists | indivicuds etingthe
healthcare system

w Yellow Arrows - indicate

Primary Health Care Network Secondary and Tertiary Care

referra paths
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In this modd, the FP/GP spans the spectrum between primary and secondary care. The
expectation of the FP/GP is that he or she remains with a patient throughout their care
upon entering the primary medicd care system, drawing on the resources of the team to
assg with paient care.  In the same way, other hedth care providers in the primary
hedth care team remain with their dients, collaborating with a physcian or other hedth
care provider when required. All hedth care providers in the primary hedth care team are
encouraged to provide preventative, curaive and rehabilitative care to individuds to the
fules extent of ther <kill set.  While collaboration among hedth professonds is
encouraged, exising relaionships between patients and physicians as well as between
clients and other hedlth care providers have to be respected.

By maximizing the practice potentid of other hedth care providers, family physcians
would be liberated to work at the top of their respective skill set. This would provide a
more chdlenging, flexible professond life for physcians and for al other hedth care
providers. The ability to access professond development would address issues of clinicd
skills maintenance and upgrading for those FP/IGPs who would like to focus on a
particular specialty, or take on more complex cases. A reduced office workload, board
privileges and a flexible payment method could encourage family physcians to work in
hospitdls.  This would enable them to mantan ther skills while providing vauadle
sarvices to the community. The public would benefit from family phydcians who ae
freer to pursue a role as patient advocate, who could consult with other FP/GPs, other
hedlth care providers and physcian specidids on behdf of ther patients a every leve in
the Continuum of Care.

Core Values

The PCAC recognizes that the FP/GP-patient rdaionship should not be undermined in
any new framework for hedth services ddivery, as it is higoricdly, culturdly and
practicdly dgnificant. Many individuds automaticdly look firg to this rddionship of
trust for dl of ther hedth care needs. Currently, over 90% of medica services in Canada
ae provided by family physicians'’. The family physician plays a unique role in the
hedth care system in that he or she provides the link to other hedth care providers in the
primary hedth care team and to specidids, thus the importance of the family physiciant
patient reationship should be dated. The PCAC redizes that immediae public and
physician support of the proposed collaboretive gpproach may be limited. Also, the vaue
of the exiding reationships between individuads and their primary hedth care providers
is immessurable and these rdationships must be preserved within the context of
collaborative practicee We fed that if our recommendations ae progressvey
implemented, and individuds are well informed, a better understanding of the framework
will ensue and new rdaionships of trust will be initiated between hedth care
professonas and patient/clients.

17 _ CFPC 2001 Workforce Survey
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The PCAC recognizes that when individuds are dck, they should have a fundamenta
role in their own care. Informed choice is paramount. Individuds should have the right
to choose their family physician and/or other hedth care provider, and this framework
intends to preserve the patient/client’s right to choose.  With the patient/client at the core
of primay hedth cae ddivery, it is a centrd bdief of the committee that the
interdisciplinary team follow a defined population of individud petient/clients over a
continuum of time through a variety of hedth care sdtings on a twenty-four hour a day,
seven day a week bass. This means that regardless of where and when an individud
goes for a particular treatment, the primary hedth care team should have access to the
individud’ s treatment record to enable comprehensive and streamlined care.

The Primay Care Advisory Committee developed the following guiding principles to
reflect their core vaues and vison. Each recommendation has been filtered through
these deven principles to ensure that it is conagent with the vaues and gods of the
committee.

Guiding Principles

1 The recommendations will promote the hedth and well being of the people of

Newfoundland and L abrador

All recommendations will acknowledge the principles of the Canada Hedth Act

Recommendations will acknowledge that the hedth care sysem must be equitable

and efficient, enabling choice for both patient and provider.

4, Recommendations will recognize the need for defined scopes of practice.

5. Recommendations will recognize the mutud respongbilities of professonds,
individuas, and communities.

6. Recommendations  will  recognize the need for flexibility in the
organization/structure of primary care networks and take into account the redities
of different communities.

7. Recommendations  will recognize flexibility in the compensatory mechaniams

wn

offered to physcians.
8. Recommendations will consder the change process requred for implementation
and the need for evauation.

9. Recommendations will recognize the need for support of training and continuing
education of hedlth care professonals.

10. Recommendations will be redigtic with regard to resource availability

11. Regarding primary hedth care, physcians will be pat of primary hedth cae
networks.
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Precepts

Accountability is a key theme of this committee, and any new modd of primary hedth
care delivery must be subject to an ongoing data collection and evaluaion process. This
is necessitated by the need to publicly demondrate the vdidity of the new framework in
this era of evidence-based medicine and increasngly informed public choice and higher
expectaions.  High qudity, applied research is necessary to fine tune related policy
decisons in future to make sure that the highest qudity of care is being provided to the
public by the most efficient means.

Research has shown that smdl, incremental changes to primary hedth care deivery, as
opposed to large scae, dl-or-nothing changes, have been most successfully implemented
in primary hedlth care renewa. Reorganization cannot occur, however, until conditions
permit the implementation of smal changes. The PCAC recognizes that a criticd mass
of hedth care providers will be needed to implement primary hedth care teams across the
province. In addition, a criticadl population mass will be necessary to support primary
hedth care teams and professond competencies across the provinces.  Regiond
differences in population number and demographics will cause the makeup of hedth care
providersin each team to vary across the province. '8

That being sad, primary hedth care teams once edtablished can only function effectivey
if there is strong support a provincid, regiond and loca levels for the interdisciplinary
model of primary hedth care, unmediated by the conflicting demands of specid interest
groups. Stakeholder education, sound research and evaluation are critica to this process.
In addition, there is an aura of mistrust among dakeholders in the hedth care system at
present. This misrus will require time, information, dear communication and
opportunities  for trangparent sakeholder consultation to foster team building and
acceptance of the interdisciplinary modd.

Summary

In the context of primary care renewd, this committee believes that physcians, patients
and governments must recognize their responshilities towards one another to ensure that
primary hedth care is ddivered in the most efficent and effective way. The committee
devised a diagram entitled the “Socid Contract” to demondrate the ways in which
physicians, government and individuds are accountable to one another to ensure good
populaion hedth.  Bdancing the interplay of expectaions and accountabilities of
physcians, the public, and government became a centrd theme of the committee, and our
recommendations hopefully reflect this balance.

18 _ Hutchinson, 127
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We believe that the best possible recommendations are those based on the participation of
not just one participant in this process in isolaion, but of al sakeholders working in
concert with one ancther. The recommendations listed below are grounded in our guiding
principles, continuum of care modd and socid contract, which reflect this ided. What
unites physcians, other hedth care providers, government and the public in this process
is tha everyone wants a high-quality, accessble, far, efficient and sustainable public
hedlth care system.

A prevaling theme of this @mmittee is that we don't need to “tear the house down” in
order to renew the hedth care system. The founding principles of Medicare are sound,
there are plenty of best practices occurring throughout the province, and the foundation
for a fird-rate primary care system is dready in place. All that is needed is the proper
approach or “renovation” to make the podtive dements of the sysem work
harmonioudy with one another. The future work of this committee will be to further
devel op the recommendations listed in this report into a blueprint for change.
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RECOMMENDATIONS:

1. “It is recommended that government take the responsibility to set
standards of access, communicate them to the public, and provide the
funding to enable regional health authorities/ boards to identify and deliver a
basket of services'® to a defined population according to the health needs of
that population”

Within the limitations of funding, government has to set standards for what the public has
a right to expect within defined populations and geographical regions.  Reasonable
expectaions should include the ability to access a Continuum of Care — from ealy
preventative care to complex medicd intervention — regardless of geographic location. In
order to facilitate seamless hedth care provison for the public, policies need to be in
place for sarvice ddivery. A4 collective responsibility for health care should be fostered.
We envisage a rationa framework of service delivery based on avalable data and
stakeholder consultation. Evidence-based medicine is better for the public, and better for
the sustainability of the hedth care sysem as a whole. It is important that decisons
aound standards of care for Newfoundlanders and Labradorians be immune to the
influence of political interests.

Any new framework of hedth care ddlivery must be vdidaed in order to trandate it from
paper to the red world. To vdidate the framework, ongoing evaluation is essentid and the
accountability must be trangparent. Sufficient, valid and reliable data collection is necessary to
ensure that provincid standards and accompanying practice decisons involved in care are
being met, and to ensure the integrity of the framework. Physcians should be involved in
community-based research to collect data on patient populations. Evauation of these data
should drive future policy and guide the evolution of the proposed modd. The public’'s access
and public hedth outcomes must be demondrated to improve with the introduction of any
new framework. Regiond hedth authorities need to have a means to collect gppropriate data,
and a monitoring system needs to be in place whereby information can be transmitted to
government and the public so evaluation of data can occur.

Primary hedlth care ddivery pinciples such as a team approach to care with networks of
hedth care providers working in collaboration with one another and with collective
respongbility towards patients linked with a population gpproach to hedthcare have been
around since the 1970's. Despite persstent calls for change from specia interest groups,
physician groups, socid policy research organizations, and independent committees such
as this one, changes have only occurred on a smdl scade. This can be attributed to the
barriers to change outlined in the preamble. To remove some of these bariers, the
following framework for primary cae ddivery has been suggested in addition to the
overarching recommendation above.

19 _ see Appendix E — Basket of Servicesfor Primary Health Care Teams
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Primary Care Delivery Framework

2. “It is recommended that ntegrated primary health care services be
provided in a defined geographical location. Integration could be
accomplished through the use of single sites, clustering, virtual networks, or
other means.”

Working in linked service cdusters gives physcians the opportunity to consult with other
physcians and hedth care providers on a regular basis, thus enhancing the care they
provide to individuds. This can dso serve to reduce isolation and burnout. Collaborating
with other hedth care providers in a primary hedth care team is an asset to physcians as
it can free up thar time to practice medicine in the manner that they have been trained.

Within the proposed framework, a range of services would be provided to specific
geographic regions and/or demographic populations. Public access could be improved by
sarvice clugering.

3. “It is recommended that the system provide the opportunity for all
team members to function collaboratively within their full scope of practice,
in order to provide them with an emriching professional life and enable the
best use of health human resources.”

The chalenge of the framework is to have dl hedth care providers working at the highest
levd of ther respective skill sets, and linked in such a way to accommodate the various
needs of the patient/client. This will result in little redundancy in the services provided
and hedth care providers will be able to have chdlenging, rewarding practices. Providers
need to be informed on the scopes of practice of other hedth care poviders to facilitate
this trangtion. Orientation and professond devdopment for exiging interdisciplinary
providers will be required to enable dl hedth care providers to understand each other’s
professond competencies.  Individud patient/client needs should be addressed by the
most appropriate hedth care professond(s). Petients/clients will be able to manage their
health concerns with the most appropriate supports.
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4. “It is recommended that whoever is the first point of contact for the
patient/client will make the clinical decision, within their scope of practice.

Otherwise, collaboration with other health care providers 20 in the team
should determine management and therapeutic options”

We recognize that in excess of 90% of primary medica care is currently provided by
physcians®’. However, in the collaborative care model, when an dternate hedth care
provider is the firg point of contact, they will make the dinicd decison within their
scope of practice.

To fadlitate the provison of a broader range of services, exiging physcian-patient
relaionships must be respected. Patients must have the choice to participate, or not to
paticipate, in the framework. Under the new framework, individuas will have the ability
to seek primary hedth care from a variety of providers within the team. However,
physcians have traditiondly been the firg point of contact for individuds with medica
cae needs, and the clinica leaders of care under these circumstances. Any concerns
physcians may have about ligdility in the provider teem should be mitigated by
legidation around provider scopes of practice.

5. “It is recommended that enhanced patient/client education be
provided to enable self-care”

Petient/client educetion is essentid to endble sdf-care. We recognize that people
goproach ther own hedth care with different levds of knowledge, <kill and
understanding. More than ever, individuas seek to be informed &bout hedth care
options. A god of primary hedth care is to empower individuds to the best of ther
ability to take control of ther own hedth. However, this will not happen through
educative measures adone.  Other hedth indicators such as socid support, employment,
income and socid datus will influence the effectiveness of education on encouraging
sdf-care. Education will have the grestes benefit for individuds who live in an
environment that promotes sdf-reliance.  For example, those who ae literate and
economicdly sdf sufficient, who have a supportive home environment and a community
that promotes independent living, will profit the most from educationa campagns. We
should promote sdf-reliance, and the individud having a locus of control around their
own care, with an appreciaion of dl of the factors involved in reaching this god. Within
this framework, the focus of dl hedth care providers must be on the patient/client as the
“hub” of the primary hedth care team.

20 see Appendix F — Suggested list of Other Health Care Providers
2L CFPC 2001 Workforce Survey
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Co-ordination of Primary Medical Care and Leadership

6. “It is recommended that under this framework, every participating physician
in a physician network have a defined relationship with a governance structure
such as a regional health authority or board.”

“Such a relationship shall involve an agreement that includes, but is not limited
to, the following:

(a) A service commitment for a defined basket of medical services’? to be
delivered to a defined population. The physicians and the boards will agree
on what medical services are to be provided and by which individual
physician. The physician group will ensure delivery of the medical services.

(b) The level of remuneration for such services will be determined by provincial
policy. The method of remuneration will be determined at the local level as
set out in the agreement.

(¢) The method and details of monitoring for evidence based decision making

(d) The method and details of an ongoing evaluation process

The mandate of regiona boards is to know the hedth needs of the populations they serve.
Boards could outline for physicians what medica services are required for ther region.
Physcian groups could enter into formd arangements with boards such that esch
physician in the network could decide what medica services he or she wishes to provide
to the community, provided tha the group ensure ddivery of the full basket of services
listed in the agreement.

In order to support physcian &ffiliation with boards, the physician-board privilege needs
to be highlighted. Physicians are trained to, and expect to, provide hospita services such
as emergency room coverage and obgtetrics after graduation. However, the current
modd of service provison offers little encouragement for them to continue to do so.
With practices filled to cgpacity, little time or incentive exids for physcians to take on
these sorts of hospital and community-based services and gill have areasondble lifestyle.

Boad afiligtion would provide phydcians with the privileges and opportunities for
networking, continuing medicd education and professond development. Board
affiliaion should have providons in place for physcdans who wish to withdraw.
Government will need to support joint physicianboard decison making and ensure that
an gppropriate complement of hedth care professonds are avalable to support the
baance across primary hedth care sarvices.  Finaly, expectations of workload would

22 _ See Appendix G for Basket of Servicesfor FPIGP
21



need to be reasonable. These expectations should factor in current physician practice and
lifestyle concerns,

7. “It is recommended that the composition of the physician network
ensure that comprehensive medical care is provided. Government should
enable GPs to acquire enhanced skills to deliver a broad range of services
within a defined population, by ensuring: appropriate remuneration, funding
while training, and linkages to community needs”

Under our current sysem of hedth sarvice ddivery, gaps exis between public
expectations and physcian provison of primary care services. In some cases this may be
due to increasng or ingppropriate demands for servicee However, this may aso be
atributed a shift in the baance between the individua physician choice of practice and
their attempt to address their lifestyle concerns.

This recommendation would accommodate the diverdty of practice interests found
among physcians as well as changing services provided by an individud physician over
his or her life span. For example, if one physician in the network wished to focus his or
her practice on emergency medicine and another on obgtetrics, the board-physician group
affiliation would encourage these physicians to pursue their respective interests in order
to provide the complete basket of services. The medicd school has an obligation to
cusom dedgn therr traning to reflect community needs In this manner, the public’s
primary cae needs could be met without compromisng (in fact - by enhancing)
physician choice of practice.

A criticdl mass of physcians and agppropriate remuneration for specified services are
needed to support these changes. Professond deveopment will enable al teeam members
to practice a the top levd of their skill set. Professond development needs to be
provided, supported and remunerated. Without the opportunity to change the intengty
and shift the focus of their practices, physician burnout becomes a very red possbility.

Funding & Remuneration

8. “It is recommended that any funding mechanism proposed must have
standards of payment that can be applied provincially”

Provincid dandards for physician remuneration must exig to diminae interregiond
compdtition, while mantaning recognition of geogrgphic isolaion and dlowing
flexibility for the boards to fund programs in innovetive ways.



0. “It is recommended that any proposed funding mechanism should not
negatively impact on physician incomes for comparable levels of service”

Without question, physicians should be permitted to decide whether or not they wish to
participate in any funding modd proposed under the new framework. There should be an
opt-out clause for physicians to exit the proposed mode should they so choose.
Provisons for office overhead as well as sdaries for other hedth care providers and
adminigrative staff will need to be considered in any new funding model.

10. “It is recommended that any funding mechanism should encourage
reasonable access to physician services throughout the province. Funding
mechanisms for physicians should facilitate access by including appropriate
remuneration for on-call, after hours care, committee work, etc.”

Government will need to research funding mechanisms and find the right dements to suit
the unique demographic and geographic chdlenges to phydcian practice in
Newfoundland and Labrador. Currently, both fee-for-service and sdaried remuneration
mechanisms are in place in the province. Nether sysem sngularly supports performing
on-cal services or meeting professond obligations.

11. “It is recommended that the funding mechanism should be flexible,
and could be blended. The funding mechanism should promote and facilitate
the interdisciplinary approach to care”

The committee has agreed that there is no perfect funding mechanism for physcian
savices in the renewed primary care deivery framework. There exists condderable
literature expounding the merits and pitfdls of the different payment models. There is,
however, very little credible scientific evidence that supports any single payment mode
as advantageous over another. An option is a blended funding mechanism, one that
combines a series of remuneration methods. Blended funding arangements may include,
but may not be limited to, feefor-service, feefor-time (sessond) and <daried
remuneration methods. The most recent trend across Canada supported by the Canadian
College of Family Practice (CCFP) is a blended model that incorporates a base sdlary and
limited fee-for-service payments.

The committee neither endorses nor discredits this modd of payment. The red issue of
implementing new work dructures and hedth care provider redionships, however,
uggeds that dterations to exising funding models in the province would address
barriers to change. The committee cautions that whatever the nature of the payment
modd, it should complement the principles and the recommendations contained in this
report and should enhance the collaborative nature of a primary health care team.
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Framework Implementation & Change Management

In order to engage physicians and other hedth care providers in this modd, severad key
points must be addressed to implement the framework. Coordination and leadership a
provincid, regiond and locd levels will be necessry to make a smooth trangtion to the
framework. To fadlitate effective communication among hedth care providers, there
must be an integration of petient information, preferably through the dectronic hedth
record (EH.R.). Bridge funding will have to be provided for physcians and other
providers to develop the network. As wdl, coordinating personnd will need to be hired
to develop and support the network in collaboration with the primary care team. Changes
will need to be made to exiging funding modeds to support integrated service deivery.
Education on scopes of practice of other providers will be necessry to facilitate
appropriate referral procedures.  Findly, coordinaion and leadership a provincid,
regiona and locd levels will be necessary to determine a framework to deveop and
sudan the network. The committee further recommends that the following initiatives
invalving communication and education be put into place once the primary care ddivery
framework has been accepted.

Building Trust

12. “It is recommended that government inform all stakeholders regarding the
underlying purpose of, as well as the priorities and procedures involved in the new
framework"

There is a need to build trust among dl dakeholders in the hedth care sysem when
implementing any changes to their working reationships and practice environments.
Currently, this committee feds that based on its discussons, trust levels among
physcians, other hedth care providers and hedth care administrators is generdly low.
For changes to occur, podtive, supportive and respectful working environments that
dready exis must not be detrimentdly affected by change implementation. Where such
environments do not exig, trust must be fostered before any changes can be made.

This committee srongly recommends that in order to facilitate buy-in of dl hedth care
professonas and cultivate an acceptable climate for change, an evolutionary process of
change should be sressed.  Information and opportunities for consultation should be
readily available to stakeholders as changes are incrementaly implemented.
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Education

13.  “It is recommended that existing professional schools and training programs
should promote the interdisciplinary model. Opportunities for students to become
familiar with the model throughout their training are required.”

To best create a climate for change in the future, we must look D our students entering
hedth care professons as the garting point. Current training programs are designed to
meet the needs of the current hedth care sysem. When changes are implemented to that
system, sudents should logicaly be traned in a manner that reflects the needs of the
communities they intend to serve and the structure of the system they intend to enter.

Leadership and Coordination

14. “It is recommended that the FP/GP remain as the primary referral agent to a
medical specialist. A process should be developed for (yet-to-be) defined
exceptions to the referral process through changes to existing legislation”

Every hedth care provider is expected to practice a the highest level of his or her ill
st Whenever problems arise that require a higher skill set, the patient should be referred
to the hedth care provider with the appropriate level of skill. In this way, appropriate
referrds are made which contribute to efficiency and timely care.  The FP/GP should,
with defined exceptions, continue to be the referring agent to physician specidigs. This
permits the FP/GP to directly manage patients within their skill set, such that appropriate
referrds continue to be made to physician specidists.  This method of referral ensures
that the patient/client receive the optima care with appropriate utilization of hedth care
provider resources.

Conclusion

The Primary Care Advisory Committee feds that the above recommendations represent a
solid foundation for primary care renewa. We have acomplished much, but there is il
much to be done. Further evauation of existing research on the issues is necessary to
devise an implementation drategy for each of the above recommendations. A thorough
evauation of stakeholder concerns as expressed through the Provincid Hedth Forums
will be required to formulate this srategy. We must move from answering the question
“What needs to be done?’ to asking the question “How shall we do it?” It is suggested
that a future role of the PCAC would be to support and coordinate implementation
drategies for the recommendation contained in this framework, as per the ninth term of
reference for the Primary Care Advisory Committee.
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APPENDIX A

Primary Care Advisory Committee Membership

Committee Chair:
Ex-Officio(DOHCS)

Medical Directors
Urban
Rura

GP and Other Members:

Clarenville Project

Primary Hedlth Care
Enhancement Project

Nurse

Rura/Recent Graduate
Urbar/Senior Physician

Clinicd Skill Assessment
& Traning

Nurse Practitioner

Public Hedth
Public Policy
Consumer

Physcian Association

MUN Medica School

Kathy LeGrow
Ed Hunt

Bob Williams
Michad Jong

Blaine Pearce

Mohamed Ravdia

Karen No€

Appointed by the ARNNL

Jody Woolfrey

Patrick O’ Shea
Francine LeMire

Bev Mclsaac
Appointed by the CNS
Minnie Wasmeer

Jm Feehan

Marie White "

SueKing'
Appointed by the NLMA

|an Bowmer

" Non-participating physicians as of mid-October 2001

o Resigned October 29, 2001

St John's
St John's

S John's
Goose Bay

Clarenville

Twillingate

Clarenville

Botwood
St John's

Corner Brook

St John's

Corner Brook
St John's

St John's

St John's

St John's
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APPENDIX B

Primary Care Advisory Committee

Working Group Members

Consumer Representatives:

Mr. Chris Rusted S John's

Mr. Walter Vincent Corner Brook
Other Representatives:
Physotherapist Lorie Paterson Bonavista
CEOQ, Indtitutiona George Buitt Carbonear
Hedlth Care Board
Barrister/Solicitor Vern French St John's
Nurse Practitioner/ Madge Applin S. John's
Educator (CNYS)
Medical School/DOHCY Con O'Maonagh S John's
Rurd Physician
Pharmacist Donad F. Rowe . John's
DOHCY Blar Heming St John's
Urban Physician
Treasury Board Paula Fagan S. John's

Steering Committee/Technical Support

Sheila Tucker, Policy & Planning Branch, DOHCS

Mike Doyle, Medica Services Branch, DOHCS

Jodi Oliver, Medicd Services Branch, DOHCS

John Downtown, Pharmaceutical Services Branch, DOHCS

Dr. Con O’ Maonaigh, MUN Medicd School (consultant to DOHCS)
Dr. Ed Hunt, Medica Services Branch, DOHCS

Kathy LeGrow, PCAC Chair

" - Declined Appointment



APPENDIX C

Primary Care Advisory Committee Working Groups

Compensation Working Group

Francine LeMire, Chair
Patrick O’ Shea

Jm Feehan

Mohamed Ravdia

Jody Woolfrey

Blar Heming

Con O’ Maonaigh

Mike Doyle (tech support)

Contracts Working Group

Ian Bowmer, Chair
Bob Williams

Bev Mclsaac

Ed Hunt

Paula Fagan

George Butt

Vern French

SueKing'

Jodi Oliver (tech support)

Service Expectations Working Group

Marie White, Chair™~
Michedl Jong

Karen Nodl

Minnie Wasmeaer

Water Vincent

Chris Rusted

Blaine Pearce

Madge Applin

Lorie Paterson

Sheila Tucker (tech support)

" - non-participating as of mid-October 2001

" - resigned, October 29, 2001



APPENDIX D

Presentations to the PCAC

September 7™ 2001

Mike Doyle Principles of Medicare:
Economigt Equity/Efficdency
DOHCS Funding Models
Sheila Tucker Nationa Framework
DOHCS

Dr. Brendan Barrett Primary Care Research
Epidemiology Unit

MUN

Dr. Cathi Bradbury Sarvice Ddlivery Issues
Director, Medical Services

DOHCS

Dr. Karl Misk Professond Issues
President

NLMA

Bryson Webb Consumer Issues
Chair, Primary Hedlth Care

Enhancement Project Committee

September 27" 2001

Dr. Paul Bonisted Primary Carein Canada
President, Newfoundland Chapter A Prescription for Renewa
College of Family Physcians of Canada

(CFPC)

October 17, 2001

Mr. Mike Barron Electronic Hedth Records
Ms. Margo Priddle

Newfoundland & Labrador

Center for Hedth Information

Mr. Robert Thompson Departmenta 1ssues
Deputy Minigter
DOHCS
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APPENDIX E
Basket of Services for Primary Health Care Teams'
Focus on Hedlth Promation
Focus on disease prevention, including screening
Chronic disease follow-up
Menta health and Addictions counsdlling

Acute care services (within FP/GP scope of practice) including inpatient hospital
services

After hours services (e.g. Group cdl, after hour clinics, home vigits)
Emergency sarvices

Long term care and pdliative care support

Attendance & multidisciplinary and planning committees
Interdisciplinary teaching activities

Professiona development to ensure up-to-date knowledge and skill

Physcian involvement in advocacy a the individua, community and provincid
level

Traning in information technology and information management for the sngle
patient file or eectronic hedlth record

Obgetrics/Delivery performed by GP/FP
Collaboration among team members, with families and communities
Report writing, charting and other communication

Research and ongoing performance assessment

! _ assuggested by the PCAC Service Expectations Working Group, September 27, 2001



APPENDIX F

Suggested list of Other Health Care Providers'

Nurse

Nurse Practitioner

Socia Worker
Occupationa Therapist
Physotherapist
Psychologist

Didtician

Pharmacist

Pastoral Care Worker
10.  Speech-Language Pathologist
11.  Audiologis

12. Hedth Educator

13. Midwife

14. Mentd Hedth Worker
15. Home Support Worker
16. Addictions Counsdlor
17. Family Members

18.  Community Hedlth Nurse?
19.  Licensed Practical Nurse?
20.  Nutritionis?

21. Dentis?

22.  Dentd Hygenist®

W Nk wWNE

1 _ Not intended to be an exhaustive list for our purpose. Adapted from the Working Group on
Interdisciplinary Primary Care Models, Advisory Committee of Interprofessional Practitioners (AGIP).
Interdisciplinary Primary Care Models: Final Report Appendix 2 — 24 Regulated Health Professionals in
Ontario. April, 1997.

2 _ some suggested additions from PCAC members




10.

11.

12.

13.

14.

15.

APPENDIX G

Basket of Services for GP/FP!

Hedlth Assessment

Clinica evidence-basad illness prevention and health promotion
Appropriate interventions for episodic illness and injury

Primary Reproductive Care

Early Detection, Initid and Ongoing Treatment of Chronic Ilinesses
Carefor the mgority of illnesses (in conjunction with specidists as needed)
Education and Support for sdf-care

Support for IrHome Long Term Care Facility and Hospital Care
Arrangements for 24-hour/7-day aweek response

Service Coordination and Referral

Maintenance of a comprehensive client hedlth record for each rostered consumer
in the primary hedlth care agency

Advocacy
Primary Mentad Hedth Care including Psycho-Socid Counsdling
Coordination and Access to Rehabilitation

Support for people with atermind illness

1 _ adapted from the Provincial Coordinating Committee on Community and Academic Health Science
Centre Relations (PCCAR), 1996 “Common Set of Mandatory Functions’, as referenced in the CFPC
document Primary Care and Family Medicinein Canada: A Prescription for Renewal” Appendix 2.
October 2000
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