London Journal of Primary Care 2014;6:71-8 © 2014 Royal College of General Practitioners

Case Study — Systems

Mandated Local Health Networks across the
province of Québec: a better collaboration
with primary care working in the
communities?

Mylaine Breton PhD
Professeure adjointe, Faculté de Médecine et des sciences de la santé, Centre de recherche — Hopital
Charles-Le Moyne, Longueuil (Québec), Canada

Lara Maillet PhD
Ecole d'administration publique de I'Université de Montréal (ESPUM), Université de Montréal, Montréal

(Québec), Canada
Jeannie Haggerty PhD

Associate Professor and Research Director, Department of Family Medicine, Centre hospitalier de St.
Mary, Département d'épidémiologie clinigue et d'études communautaires, Montréal (Québec), Canada

Isabelle Vedel MD PhD

Assistant Professor, Department of Family Medicine, McGill University, Montréal, (Québec), Canada

Key messages e Approximately 10 years have passed since the
implementation of this large-scale redesign of
the healthcare system in Québec, and many
changes are still required.

e New organisations were created with a mandate
to lead the establishment of Local Health Net-
works with several partners such as primary
healthcare organisations.

* Various strategies were put in place to improve  Why this matters to us
collaboration across and between primary
healthcare organisations working in communi-
ties; for example, the implementation of new
models of primary healthcare, improving access
to specialists and diagnostic tests for family
physicians, improving services for chronic dis-
ease in the community and helping unattached
patients to find a family physician.

e The planning and organisation of health services
became more focused on the population of a
local territory. This new mandate was based on a
‘population-based responsibility’.

‘Integrated care’ is a buzzword when it comes to
improving healthcare services. There is a consensus
among researchers, decision-makers and clinicians
that services should be developed based on a net-
work of integrated care. There are different ways to
achieve this goal. The province of Québec used
legislation to formally mandate healthcare organis-
ations to function within newly created and geo-
graphically delimited Local Health Networks. Some
lessons can be learned from this experiment in the
province of Québec.
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ABSTRACT

Background In 2004, the Québec government
implemented an important reform of the healthcare
system. The reform was based on the creation of
new organisations called Health Services and Social
Centres (HSSC), which were formed by merging
several healthcare organisations. Upon their cre-
ation, each HSSC received the legal mandate to
establish and lead a Local Health Network (LHN)
with different partners within their territory. This
mandate promotes a ‘population-based approach’
based to the responsibility for the population of a
local territory.

Objective The aim of this paper is to illustrate
and discuss how primary healthcare organisations
(PHC) are involved in mandated LHNSs in Québec.
For illustration, we describe four examples that
facilitate a better understanding of these integrated
relationships.

Results The development of the LHNs and the
different collaboration relationships are described
through four examples: (1) improving PHC services
within the LHN — an example of new PHC models;
(2) improving access to specialists and diagnostic
tests for family physicians working in the com-
munity —an example of centralised access to special-

Canadian context

In Canada, the responsibility for organising primary
care services has historically been left to autonomous
community-based private medical practices owned by
a physician or a group of physicians.' This situation
stands in sharp contrast to that of institutions, such as
hospitals and community centres, which form an
integral part of the public system. It was therefore
not surprising that several provincial and federal
committees have recognised problems related to the
organisation of primary medical services. Thus, over
the past several years, Canadian politicians, decision-
makers, clinicians and researchers have reached a
consensus about reforming primary care services as
a key strategy for improving healthcare system per-
formance. However, it is only fairly recently that
substantive initiatives have been launched in various
Canadian provinces aimed at transforming primary
care services.”

ists services; (3) improving chronic-disease-related
services for the population of the LHN — an example
of a Diabetes Centre; and (4) improving access to
family physicians for the population of the LHN —
an example of the centralised waiting list for unat-
tached patients.

Conclusion From these examples, we can see that
the implementation of large-scale reform involves
incorporating actors at all levels in the system, and
facilitates collaboration between healthcare organ-
isations, family physicians and the community.
These examples suggest that the reform provided
room for multiple innovations. The planning and
organisation of health services became more focused
on the population of a local territory. The LHN
allows a territorial vision of these planning and
organisational processes to develop. LHN also
seems a valuable lever when all the stakeholders
are involved and when the different organisations
serve the community by providing acute care and
chronic care, while taking into account the social,
medical and nursing fields.

Keywords: integrated care, mandated reform, net-
works, primary healthcare

Historical background of the
province of Québec

The Québec healthcare system has undergone con-
siderable change that has especially affected primary
healthcare (PHC). Québec is a province of over 8
million residents with a tax-based system providing
universal access to medical services. Healthcare or-
ganisations, such as community health centres and
hospitals, receive block funding from the Ministry of
Health and Social Services. Fewer than 20% of family
physicians work in public primary health organis-
ations, called local community service centres, and
are paid a salary. The remuneration of family phys-
icians working in primary care private practice is
predominantly on a fee for services basis, even where
several new modes of mixed remuneration have been
put in place to encourage the follow-up of patients in
the community. However, other types of remuner-
ation such as small per capita fee for enrolling patients
and a bonus for taking unattached patients through a
centralised waiting list represents less that 20% of the
remuneration of family physicians working in a pri-
vate primary healthcare practice.
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Formal enrolment of patients with physicians is
relatively new. Enrolment payments were instituted in
the early 2000s with the introduction of a new primary
care model, family medicine groups (FMG). It was
only in 2009, that these enrolment payments were
extended to all other family physicians practising
outside FMGs. These payments are based on clientele
characteristics and constitute the beginnings of a
capitation model, but without penalties or require-
ments for physicians to provide a minimal level of
services to patients in order to receive these payments.

While nearly all family physicians provide medical
services reimbursed by the public Medicare programme,
most primary healthcare practices are private enterprises.
The responsibility for organising primary healthcare
services has historically been left to these community-
based private medical practices owned by a physician
or a group of physicians. This situation stands in sharp
contrast to that of other healthcare organisations, such
as hospitals or community health centres, which are
under public administration and form an integral part
of the public system.

Until recently, although physicians were reim-
bursed for their services by the public health insurance
system,” there had been very little public investment in
primary healthcare services delivered privately. Deliv-
ery of primary healthcare was at the periphery of the
system rather than at its core.* Thus, historically,
private medical clinics have been the dominant type
of primary healthcare organisations in Québec, and
they established very few relationships with public
healthcare organisations such as local community ser-
vice centres that provide social services and home-
care, long-term care facilities or hospital care.

Description of the mandated
Local Health Network (LHN)

In 2004, the Québec government initiated a large-scale
redesign of its healthcare system with the objective of
improving service accessibility, continuity, integra-
tion and quality for the population of a given area,
by organising healthcare services into 94 geographi-
cally delimited Local Health Networks (LHN) across
the province. At the heart of the each LHN, a new
organisation called a Health and Social Services Centre
(HSSC) was created by an administrative merger local
community health centres, long-term care facilities
and, in 85% of cases, an acute care hospital.5 The
merger of all these organisations to form the HSSCs
is illustrated in Figure 1. Each HSSC was formally
mandated to lead the creation of an integrated LHN by
encouraging the establishment of formal or informal
arrangements among various other providers currently
offering services within its territory such as family
physicians, community pharmacies.” LHN covers wide
geographical areas across Québec, whether urban and
rural. The population located into the LHN bound-
aries varies from 20 000 to 250 000 people.

Potential of LHNs

The HSSCs had the mandate to lead the development
of LHNs in order to address the needs of the popu-
lation in each geographical area. In addition to being
responsible for the clientele who seek healthcare
services from them, the HSSCs were given a new
population-based responsibility. This means that the
HSSCs are responsible for improving the health and

Il LOCAL HEALTH NETWORK

Physicians

(Family Medicine Group,
Medical Clinics and —™——_
Network Clinics)

Community
Pharmacies

Health and Social Service Centres:
grouping of one or several
Local Community Service Centre,
Long-term Care Facility and

General and Specialised
Care Hospital Centres

Community
— Organisations

Non-Institutional
Resources

Figure 1 Conceptualisation of the Local Health Network implemented across Québec.
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well-being of their geographically defined population.
This represents an important shift in the way that
healthcare delivery is planned and executed because
the approach consists of reaching out to people who
may not usually seek services and adapting the services
to the needs of the local population. This way of
organising healthcare has a lot in common with the
traditional conception of public health.

In 2002, based on a systemic view, Kodner and
Spreeuwenberg wrote that ‘integrated care is a bur-
geoning field’.” These authors have proposed a con-
cept of integration as ‘a coherent set of methods and
models on the funding, administrative, organisational,
service delivery and clinical levels designed to create
connectivity, alignment and collaboration within and
between the care and the cure sectors’ (p. 3). Based on
this definition, the integration may be shaped in a
hierarchical approach that focuses on administrative
tools or by a bottom-up approach that focuses on the
patients and practitioners at large. The question is how
to join these two seemingly opposed clinical and
administrative approaches.>” In fact, definitions
and models of integrated care have often focused
on coordination and collaboration between health
professionals across the continuum of care for indi-
vidual patients and much less on interorganisational
collaborations.'® Yet, the increasingly complexity of
health issues is such that no single organisation is able
to resolve the issues alone. This needs cross-
organisational boundaries and requires a collective
effort."" That is why the implementation of LHNs that
encourage and improve the relationships among pri-
mary care practices

Links between HSSC and
Québec’s primary healthcare
practices

The HSSC responsibility to plan and implement
services within the LHN involves enhancing access
to comprehensive primary care and facilitating col-
laboration among the various partners located in their
territories. These collaborations are developed with
several objectives such as: (1) improving PHC services
within the LHN; (2) improving access to specialists
and diagnostic tests for family physicians working in
the community; (3) improving chronic-disease care
services for the population of the LHN; and (4) im-
proving access to family physicians for the population
of the LHN. Below, we present some brief examples of
improved collaborations with family physicians work-
ing in the community since the HSSCs were formally
mandated to develop the LHNs.

Example 1: Improving PHC services
within the LHN

To address the lack of integration of primary
healthcare organisations with the rest of the healthcare
system, new types of primary healthcare models were
introduced starting in 2002 to increase care accessi-
bility and continuity, namely FMGs or network
clinics.

Based on contractual agreements with the provin-
cial government and a formal accreditation process,
an FMG comprises a group of physicians working in
close collaboration with at least one nurse to provide
services to registered patients on a non-geographical
basis (usually around 10000 to 20000 people per
FMG). The FMG reform funded the recruitment of
nurses and administrative staff, and the acquisition of
computer equipment. Physicians are each responsible
for their clientele, but medical records are available to
all physicians. The FMG provides services by appoint-
ment and on a walk-in basis. Nonetheless, these
services are for registered members only.'* Accessi-
bility is expected to improve by extended hours of
operation and by a regional on-call system of doctors
or clinics for vulnerable patients. Since the FMG
policy was inaugurated in 2002, the number of
accredited practices has been increasing steadily. The
Ministry of Health and Social Services affirmed in
January 2014 that there were 253 accredited FMGs in
Québec, enrolling more than 50% of the province’s
population.

Because FMGs provide services exclusively to regis-
tered patients, a new model — the network clinic — was
introduced to serve the accessibility needs of non-
registered patients and to provide more robust diag-
nostic support at the primary care level. Network
clinics have been established in many regions through
contractual agreements with the Regional Health
Authorities.'"" Network clinics are large privately
owned group practices providing extended hours of
clinical services. Services are provided seven days a
week and network clinics have direct on-site access to
extended diagnostic services such as imagery and
laboratory testing.'?

Since the reform, the HSSCs have tried to improve
the offer and delivery of primary healthcare within
their geographical boundaries. For instance, some
HSSC managers conducted visits in all medical clinics
located on their territories: first, to improve their
knowledge of the services delivered within the LHNS;
and second, to improve the collaboration with them.
Many HSSCs have offered support through the
accreditation process to medical clinics interested in
becoming part of the new PHC model — such as FMG
and network clinics. Delivering on the promise to
improve the PHC services in their LHN territory is
particularly a challenge in urban areas where LHN
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boundaries are not perceptible to the population and
patients have the right to seek care from the institution
of their choice. Nonetheless, most HSSCs held firm to
the philosophy to improve the delivery of PHC ser-
vices on their territory, even when the patients served
resided outside the LHN boundaries, but most urban
HSSCs now monitor the extent of out-of-boundary
service provision.

A recent study on interorganisation collaboration
showed that, on a locally integrated basis, the impact
of Québec’s reform mainly comprised improved col-
laboration between the new types of PHC organis-
ations supported by the reform, and the HSSCs."" The
LHN reform seems to have improved collaboration
within LHN areas between all healthcare organisations
except for the private medical clinics outside the new
PHC models, where collaboration has actually deter-
iorated both inside and outside the LHNs."! It appears
that independent physician-owned or small-group
practices have withdrawn and disengaged from the
activities organised at the level of the LHN. Trans-
forming and integrating this type of clinic into the
LHN is the next primary healthcare challenge in
Québec. In order to have an impact on the population
accessibility and quality of care, improvement initiat-
ives need to apply to the majority of organisations.

Example 2: Improving access to
specialist services and diagnostic tests
for family physicians within the LHNs

Access to specialist services is a major challenge and
there can be long delays for referrals or for diagnoses.'>'*
Moreover, formal collaboration between the primary
and secondary services is not optimal. Indeed, depend-
ing on the contacts, family doctors may rely on social
networks for their patients to gain timely access to a
specialist, or may encourage patients to access needed
diagnostic and therapeutic services at the local hospi-
tal. In order to meet some specialised health-service
needs, some HSSCs have established a centralised
access to specialist services for family physicians
working in the community. The ultimate goal is to
meet the needs of the population and of the physicians
working in the community."

This centralisation allows family physicians to ac-
cess technical platforms and diagnostic consultations
with specialists, and in some cases, individual therapy
(intravenous antibiotic administration, blood trans-
fusion, etc.) for patients who meet given criteria of
need. The objective of this centralised access is to allow
quick investigation and continuous monitoring to
enable physicians to optimise patient management,
minimise delays in addressing requests, facilitate the
information flow between physicians and avoid the
use of emergency services. In the end, this type of

organisation facilitates gradual improvements in the
collaboration between community-based family physi-
cians and specialists working within the LHN.'® It has
also been recognised that this type of organisation can
potentially reduce the number of references to emerg-
ency services.'®

At the operational level, consultation requests from
family physician to a specialist are sent to a centralised
list where a nurse prepares the patients and clinical
examination requests for the specialist. This allows
quick access to a specialist and technical platforms for
certain predetermined conditions. However, no eval-
uation of the impact of this centralised access has been
conducted to date.

Example 3: Improving chronic disease
services for the population of the LHN

The Canadian public system was developed to respond
to catastrophic and episodic illness and required an
intentional investment to adapt to the increasing burden
of chronic illness. The case of diabetes — a major
chronic disease within Québec’s population — was
one area in which several HSSC developed innovative
projects.'” One HSSC was among the leader in the
field by developing a Diabetes Reference Centre which
has won many prizes and rewards.'®

This innovative Diabetes Reference Centre, which
regroups physicians, nurses, social workers, nutrition-
ists, pharmacists and physiotherapists, was opened in
2007 in one HSSC on Montréal. The Diabetes Refer-
ences Centre comprises two programmes: (1) a
lifestyle-change programme, and (2) a teaching and
treatment programme. The lifestyle-change programme
is designed to restore normal biological indicators and
to prevent complications in people newly diagnosed
with diabetes. In individual and group meetings with a
physiotherapist, a nurse and a nutritionist, the patient
focuses on improving their quality of life through
exercise, diet and a better understanding of their
illness, always remaining connected to their family
physician. The second programme includes a three-
day course designed for patients with more advanced
disease and suffering from complications or side
effects.

The HSSC where the Diabetes Reference Centre is
located serves over 10 000 diabetic patients with more
than 800 new cases every year. The emergency service
of this HSSC treats the most severe cases of diabetes."

The clinical programme of this HSSC is based on
interdisciplinary networking. It advocates the inte-
gration of resources, the training of workers and the
development of formal connections with the com-
munity. Thus, the HSSC, general practitioners and
specialists collaborate more closely and share a com-
mon goal, which is the optimal treatment of people
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with diabetes. This programme is currently being
evaluated by the regional health agency, but it is
already recognised by several stakeholders and clin-
icians in the region that this service has united the
efforts of all the stakeholders involved in diabetes, and
established a real network of services for the popu-
lation in the territory. After broadening its service to
respond better to the needs of its diabetes population,
the HSSC has targeted another chronic disease,
namely, cardiovascular disease. Based on its previous
success initiated by the number of patients used their
services, and because these two diseases are closely
related and have the same risk factors, the HSSC
decided to expand the range of services offered at the
Diabetes Reference Centre and subsequently renamed
it the Chronic Disease Action Centre.

As a consequence, this type of partnership,
reinforced by the development of a shared local
leadership at the HSSC level, contributes to a new
way of organising and planning for primary healthcare
service delivery on the territories of the Province.
Furthermore, family physicians have easier access to
educational services for their diabetic clients and also
have easier access to the specialists of the HSSC for
monitoring complex cases. Also, building on these
positive results, several other HSSCs implemented a
similar project. It thus became a model for other actors
that attempted to reproduce this project in their own
organisation.'®

Example 4: Improving access to family
physicians for the population of the
LHN

In Québec, nearly 29% of the population do not have
a family physician.*® Although patients have the right
to seek care from any physician or hospital without
charge, few family physicians accept new patients.
Not having a family physician drastically reduces a
person’s access to timely services and comprehensive
care. In response to this important population need,
the Québec government has created centralised waiting
lists for patients without a family physician in order to
help unattached patients find a family physician.
These centralised waiting lists were taken into account
by the HSSC governance. There are aligned with the
population-based responsibility of the HSSCs. The
aim of these centralised waiting lists is two-fold: (1) to
increase the number of patients that have a family
physician, and (2) to give priority to vulnerable
patients. The government defined the general orien-
tation of this innovation and the HSSCs were given
flexibility in the financing and organisation of these
lists.

Referrals may be made to the centralised waiting
lists from different sources. Patients may subscribe to

the list, by telephone or online, or by sending a postal
form. Patients may also be referred by a health
professional following a clinic consultation, an emerg-
ency room visit, a hospitalisation or in any other care-
related context. When patients are registered in a
centralised waiting list, they are assigned a priority
code based on the health urgency and complexity of
the case. This code is determined by a nurse in
collaboration with the local medical coordinator.
Standards regarding waiting times for enrolment with
a family physician, in accordance with the priority
codes, are set by the Ministry of Health and Social
Services. Finally, family physicians receive a financial
bonus for unattached patients enrolled through the
centralised waiting lists.

However, the information required to assess
whether these innovations actually helped improve
access to family physicians is limited. So far, over
600000 patients have been associated with a family
physician through the centralised waiting lists since
their implementation across the Province in 2008.%'
Yet, we know that there are significant variations in the
performance of those centralised waiting lists across
Québec in terms of the number of patients linked with
a family physician, their characteristics and the
delays.** In these structures, operating rules, resources
and professionals’ roles and responsibilities are estab-
lished locally, which causes wide variation in the
number of patients registered with a family physician
through this structure. This results in inequity in
access between the different centralised waiting lists
across the province.

Discussion

What have welearned from the LHN mandate given to
lead organisations in Québec? Ten years after the
implementation of the LHN reform, important issues
remain with regard to access and continuity. The
mandate to create LHNs has created a new oppor-
tunity to establish better relationships with PHC
organisations.

Against a historical background that favoured a
client-focused and episodic response from hospitals
and PHC organisations, the shift toward a ‘popu-
lation-based responsibility’ changes the frontier of the
organisation to more a ‘territorially based responsi-
bility’, where HSSCs seek to improve service delivery
to the population within their geographical bound-
aries. This change of vision creates a space for inno-
vation in the way in which healthcare is organised.

Through various examples, we have seen that the
implementation of this large-scale reform involves
incorporating actors at all levels (strategic, tactical
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and clinical). Several examples show different strat-
egies taken by stakeholders to respond to their new
mandate of establishing LHNs. Since the implemen-
tation of LHNs in Québec, we have not observed
significant improvement regarding the care experi-
ence of patients as recorded in Commonwealth Fund
survey.”> However, time may intensify the success of
this change and the change at a population level
because breaking silos always has the potential to
develop a stronger system, based on primary care
services.
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