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S ince its creation almost 20 years
ago, our national health care
system, medicare, has become one
of the strongest links in the often
fragile chain of Canadian unity.
Canadians consider our health
care system a source of national
pride, a symbol of a country whose
citizens have a strong sense of the
worth of being a caring, sharing
community.

Medicare is a “national family
value” that includes everyone,
regardless of means. It is often cited
as an important difference between
our national identity and that of
our giant neighbour to the south,
the United States. Our national
health care system has helped cre-
ate our national identity.

Until recently, medicare was
such an untouchable national
institution -that public discussion
about the need to reform certain
aspects of it was nearly impossible.
Elected representatives who tried
discussion quickly found out it
was bad for their political health.
Although the issue is still sensi-
tive, it is now recognized as an

important item on Canada’s pub-

lic policy agenda.

Just a decade ago, dialogue and
debate on the national deficit were
barely audible. Now the debate
rages. Along with job creation, the
deficit topped the list of voter con-
cerns during the last federal elec-
tion campaign. With increasing
awareness of the worsening state of
national and provincial debt, pub-
lic attention turned to the health
care system, which has been
blamed for a great deal of our gov-
ernment deficit.

Media reports
four areas:

* possible changes that threaten
reduced access to the health care
system,

* the possibility of reduced services
to consumers,

* health care cost as a contributor
to national debt, and

* the possibility of user fees.

focused on

Health care is a large industry. It
provides services to Canadians
through a variety of provincial
plans and employs hundreds of
thousands of people. Does today’s
system, however, meet the needs of
the population? Does it meet the
principles enshrined in the original

medicare legislation: accessibility,
universality, comprehensiveness,
portability, and public administra-
tion? Is it effective and efficient? Is
it affordable? Are the originally
enunciated principles out of date?
Do we need to add new ones?

This paper is about primary
medical care: the level of care at
which people initially come into
contact with physicians and, in
most cases, with the health care sys-
tem. In a recent survey of Ontario
residents, 98% of people claimed to
have a family doctor. Family physi-
cians have extensive training as gen-
eralists. University departments of
family medicine train them well and
train them to work in the communi-
ty and be responsive to community
needs. Changes in primary health
care will include the role of family
physicians as the cornerstone of
the system.'

What is wrong

with the system?

We contend that we are not ade-
quately meeting the principles of
accessibility and universality. The
system is inefficient and expensive.
The mushrooming of privately
operated ambulatory clinics and the
prevalence of private laboratories
suggest that the system is no longer
under public administration. While
the system is affordable to individu-
als, it places unbearable strain on
provincial and federal budgets. By
contributing to provincial and fed-
eral deficits in a country with one of
the largest per capita debts in the
developed world, we risk bankrupt-
cy unless the status quo changes.
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What is wrong with the pri-
mary medical care com-
ponent? The current model does
not ensure family practice services
of predictable comprehensiveness.

Primary medical care providers
have difficulty addressing popula-
tion health issues. Incentives for
tackling the broader determinants
of health, such as poverty, home-
lessness, and domestic violence, or
for creating prevention or early
diagnosis programs do not exist for
most practitioners. Much greater
community participation in decision
making is desirable and possible.

Accountability. The current sys-
tem comprises purchasers, providers,
and consumers. Under the Canada
Health Act, purchasers are almost
entirely federal or provincial govern-
ments. Providers are health profes-
sionals and, for the purposes of this
discussion, those who provide prima-
ry medical care. Consumers are the
public, who pay for health care
through taxes or premiums.

These three groups of people act
more or less independently of each
other. There is little opportunity for
one to be responsible for the actions
of the others. The system is
open-ended with governments
unable to control costs except by
limiting the number and activities
of the providers or by reducing pay-
ment for a given service.

Lines of accountability are
unclear. Providers are accountable
to consumers as individuals; con-
sumers can report concerns and
complaints to a third party.
Providers have no clear account-
ability to purchasers.

There ts an urgent need to rationalize
numbers, distribution, and mix of physi-
cians. Lack of control and accountability
in an open-ended system makes planning
difficult. Any attempt to rationalize the
system without addressing this central issue
can lead only to further problems.
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Coordinating care. Many types
of health professionals deliver care,
but it is difficult for any of them to
coordinate care effectively. A patient
can see a family physician during
the day, go to a walk-in clinic in the
evening, visit an emergency depart-
ment late the same night, and then
see a specialist the next day, each
time with the same problem.
Nonphysicians, especially nurses, are
underused and undervalued in the
primary medical system.

Numerous doctors and clinics
attend to various aspects of health.
Consumers assume, often incorrect-
ly, that the services are coordinated,
or at least aware of each other’s
activities. Ineffective coordination
and consumers’ lack of direction in
moving purposefully through the
system augment costs and provide
piecemeal health care. In large
urban centres some specialists, who
should provide referral and consul-
tation services, provide primary
medical care, even without training
to do so. American studies have
shown that this not only is an
expensive method of practice, but
often leads to unnecessary duplica-
tion of services. A recent conjoint
report of The College of Family
Physicians of Canada and The
Royal College of Physicians and
Surgeons of Canada recommends
that primary medical care be pro-
vided by family physicians working
with other professionals and that
secondary and tertiary care be pro-
vided by specialist/consultants.’

Physician distribution is uneven.
Many areas are designated under-
serviced. Some have virtually no
medical service.” How then can we
honour principles of accessibility
and universality?

Financial concerns. Financial
incentives for physicians are based
on an entrepreneurial, small busi-
ness approach to providing care.

Physicians concentrate in urban
areas where education and services
are accessible, income can be maxi-
mized, lifestyle is affluent, and
spouses can find employment.
Physicians are offered no incentive
to provide comprehensive, continu-
ous service. In fact, nine-to-five
office-based practice is proportion-
ately much more lucrative than pro-
viding continuous service.

The “market” supporting physi-
cians is based on demand as well as
need. It is limited by patients’ per-
ceptions of health needs (without
relating them to costs) and not by
patients’ financial resources as in a
conventional market-driven econo-
my. The rapid proliferation of walk-
in clinics, which offer convenience at
a high cost for which the consumer
is neither responsible nor account-
able, represents entrepreneurship on
a serious scale, both by physicians
and private interests, funded by
taxpayers.

Recent studies have indicated the
need for a new look at some of our
priorities in health care. The
Premier’s Council on Health
Strategy in Ontario proposes the
following priorities.

* Shift the emphasis to health pro-
motion and disease prevention.

* Foster strong and supportive fami-
lies and communities.

* Ensure a safe, high-quality physi-
cal environment.

* Increase people’s number of
years of good health by reducing
illness, disability, and premature
death.

* Provide accessible, affordable,
appropriate health services for all.

New direction

We need a strong system of family
practice more effectively using the
services of well-trained generalist

family physicians working collabo-

ratively with other professionals. A
guaranteed family practice service
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has never been more necessary. We

propose restructuring the way in

which primary medical care in

Ontario and possibly other

provinces is organized and provid-

ed. We will address problems

inherent in the current system and

propose a new model built upon the

best features of what we have now.

We hope our model will help other

provinces as they reform their own

health care systems.
Our proposed model is intended

to:

* ensure comprehensive service,

* strengthen accountability,

* integrate population health care
with individual care,

* address the determinants of
health,

* enhance intersectoral collabora-
tion and integration,

* improve health promotion and
disease prevention strategies,

* improve access,

* revise the approach to mental
health care,

* revise the approach to long-term
care,

* integrate community service
development,

* ensure equality of opportunity for
healthy living,

* make the use of pharmaceuticals
more cost-effective, and

* incorporate quality control.

We must add new principles. Not
only must Canadians be insured for
medical services, but medical ser-
vices must be ensured. We must
honestly address the issue of what
services people need for creating
and preserving good health and
health care. All Canadians should
be entitled to basic primary care,
regardless of means or location.
Providers of these services must be
accountable for what they provide.

Population health. To address
population health we must find ways
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to address the health of groups of
people, whether small practice
groups, communities, or large
populations. We also need methods
of promoting the broad determi-
nants of health and reducing
poverty, homelessness, and violence
in the home.

Medical services must be inte-
grated with other forms of primary
care using multidisciplinary teams.
These teams will work for illness
management and for primary pre-
vention and early diagnosis using
proven approaches.’

Family practice services should
be accessible to all Canadians
whether they live in inner cities,
suburbs, or remote regions. Many
after-hours services are provided in
hospital emergency rooms. This is
costly and fragments care. Up to
85% of emergency-room care
could be better provided by family
physicians.*®

Our system must ensure that
the mentally ill and those with
long-term disabilities receive equiv-
alent care to others.” The chronical-
ly ill now frequently receive subopti-
mal care after leaving institutions.'
As hospital and institutional care is
discouraged, equivalent services
must be ensured in the community
within the primary care sector.
Appropriate service must be provid-
ed for all, regardless of geography,
sex, language, culture, or type of
illness. Given our multicultural
society, this commitment is substan-
tial and requires innovation and
cultural sensitivity.'

The cost of drugs will continue
to rise. Proportionately, medication
costs are higher than physician
costs. A renewed primary medical
system must ensure the appropriate
use of pharmaceutical agents.
Coordination is essential when
individuals have several doctors
prescribing for them. A recent
Toronto study estimates that 20%

of hospital admissions of the elder-
ly are due to the adverse effects of
medication.'!

Quality control. Standards within
general and family practice in
Canada are not currently guar-
anteed. The medical profession
mostly relies on publicly delegated
self-governance and a rigorous
code of ethics to ensure standards.
Quality control is better implement-
ed in the hospital sector. Without a
mechanism for accountability, quali-
ty control in clinical practice in the
community is sporadic, voluntary,
and, at best, ad hoc. Only account-
ability and physician responsibility
for a fixed population could promise
any uniformity of quality control.

It would not be idealistic to con-
sider a comprehensive system of
continuous quality improvement in
family practice. In Canada, there
are many ways to do this.'* The
College of Family Physicians of
Canada has developed and applied
a method of practice assessment.'®

As knowledge and technology
develop ever faster, dissemination
of information and guidelines
becomes increasingly important.
Registering practice populations
allows the universal implementation
of guidelines and their evaluation.
Implementing a more accountable
system would ensure more wide-
spread use of currently established
practice guidelines.'*

Guidelines for common office
problems are being developed by
diverse organizations. British expe-
rience has shown how these can be
developed by family physicians
with community consultation at
the practice level with demonstra-
ble benefit to patients.” Outcomes
can be determined within a prac-
tice and reported back to practi-
tioners and their peers. The
College of Family Physicians of
Canada has taken an initiative in
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this area in which electronic net-
works are a basis for reviewing
medication use, monitoring pre-
ventive services, and managing
indicator conditions.'®

Tinkering with the current sys-
tem will probably be expensive,
frustrating, and in the end, fruitless.
We need a new approach, incorpo-
rating ideas from other places
where they have worked well. We
should strive for the best system we
can afford given our current finan-
cial situation.

Model: a nine-point plan

The model of family practice we
propose would have nine features:
* practice registration,

* a system of blended funding,

0000000 ceccccscoccsccoce

a local authority with fiscal

responsibility for coordinating

care,

¢ primary health care through mul-
tidisciplinary agencies,

* mandatory use of health targets,

« central health records,

* a computerized database,

* a managed system, and

* a balance between preventive,

curative, and palliative services.

17,18

Practice registration. Every per-
son would be registered with a fam-
ily practice organization from
which all primary services and
access to referred services would be
obtained. These organizations
could be traditional family practices
in formal or informal groups,

Practice registration
and a computerized database

For the past 20 years, researchers in Ontario have worked to develop
computerized data systems for family practice settings.'”'® From
these efforts some excellent systems have evolved. They are now avail-
able and functioning in university departments and communities.

The programs provide a variety of services including scheduling,
billing, collation of various components of clinical information about
every patient encounter, and information on history, risk factors,
allergies, and preventive screening status for various conditions. Some
systems provide automated prescribing features that can transmit
prescriptions electronically to pharmacies and include drug interaction
programs and programs that prompt physicians to improve the quality
of their prescribing,

Until recently, physicians have had no incentive to adopt computer
systems into their practices. The only practices in the province that
required computer systems were Health Services Organizations and
Community Health Clinics that must track practice populations.

In 1993, the Ministry of Health ordered all physicians to submit
their Ontario Health Insurance Plan (OHIP) account billing electroni-
cally. According to the Ontario Medical Association, more than 95% of
physicians in the province now have computer systems that are capable
of producing computerized OHIP billing. This change means that all
family practices in the province have the capacity to register their prac-
tice populations on a computer system. It also means that with minor
software modifications they would be able to use software currently
available in the province to enhance the delivery of preventive services
and to improve prescribing.

1526 Canadian Family Physician VOL 40: September 1994

community health centres, health
service organizations, or other types
of primary care organizations that
mclude family physicians’ services.
The essential feature would be that
people would register with the prac-
tice and, in most circumstances, be
expected to obtain all of their pri-
mary medical care, and access to
secondary and tertiary components
of the system, there.

People registered with such orga-
nizations would be able to change
easily if dissatisfied or required to
move. They could be registered
with only one organization at any
one time but would not be restrict-
ed to getting services only from that
organization should their circum-
stances dictate otherwise.

Health insurance cards would
stay with the registering organiza-
tion, which would be required to
maintain a central medical record
on each patient. The record would
belong to the province and be trans-
ferred to another organization at
patient request.

Canadians would be entitled to
locally available, 24-hour, 7-day,
family practice care with health
professionals on call. Medical
ambulatory office services and
home visits would be guaranteed to
all. Such services would be system-
atically evaluated, and the use of
practice guidelines, approved by
the local authority, would be
expected.

The family practice organiza-
tion would coordinate all health
care for its population of clients.
People would on occasion, of
necessity, have to obtain care else-
where: near their workplaces, near
their homes, when away from
home, and in urgent situations. In
these circumstances the registering
practice would receive reports
about the registered patient and be
able to maintain ongoing effective
medical records.
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Choice would be maintained.
The only restriction on patients, not
present in the current system,
would be that they could not be
registered with more than one orga-
nization at any one time. Change
would be possible whenever
patients chose. Access would be
assured.

Blended funding. We need a
new approach to funding family
practice. The variety of funding
models currently in use demon-
strates that no one model is appro-
priate for all situations or for all
types of care.

Funding recommendations are
based on the following principles.
* Mechanisms for family practice

services should be a function of

the number needing service, not
the number providing it.

* Funding should be influenced by
local, regional, and provincial
needs.

* Different aspects of care within
the same practice should be fund-
ed different ways.

We propose a model of blended
funding. The College of Family
Physicians of Canada has created
one such model, the “blended fund-
ing mechanism.”"?

Specifically, we propose that
there be two budget components,
one for individual health care and
one for population health care.
The size of the budget would
depend on the size of the popula-
tion and the political decisions that
determine what proportion of our
collective wealth be devoted to
health care.

A practice organization would be
entitled to funding from each bud-
get component up to a ceiling
determined by the number of peo-
ple registered in the practice, demo-
graphics, health status, and practice
location. How an organization’s

actual funding levels are deter-
mined would be negotiable. A
practice could earn its income on a
fee-for-service basis for individual
care but per program for preven-
tive or early diagnostic programs.
Capitation could be combined with
fee-for-service payments for certain
services. Budgets would be negoti-
ated with a local authority and

could differ according to practice
location and “domains of practice”
(eg, a very isolated practice where
obstetric and emergency services
are the responsibility of the prac-
tice, or an urban practice with a
large population of HIV-positive
patients).

By these means providers would
have an incentive to offer the

Blended funding

he blended funding concept

salary, capitation, incentives,

index would take into account the

populations in rural areas.

any such payments.
rooms in small hospitals.

region would cover, for example,

adequately paid for.

individual patients.

ponents could be mixed in different percentages.

Base salary. Each family physician would receive a base salary depen-
dent on training and seniority. Pensions, holiday pay, and disability pay
could be tied into a base salary system.

Capitation. Capitation income would be related to both the age and
the risk index of the population cared for by the physician. An acuity

population being cared for. An inner-city population would have a
much higher acuity index than a suburban, healthy, middle-class popu-
lation. Capitation would provide higher payments for widely dispersed

Incentive. Incentive payments would recognize successful delivery of
various kinds of services, mostly preventive services. For example,
family physicians who managed to deliver Papanicolaou smears, blood
pressure screening, and breast screening to 90% of their practice pop-
ulations would receive either a straight bonus or an increase in the
capitation fee. Falling below a target level of, say, 70% would negate

The Society of Rural Physicians have suggested that incentive
bonuses be provided to those on call and to those who staff emergency

Fee for service. A basic fee for service for other needed services in the

small communities, palliative care services, and home visits. The fee-for-
service model currently in place does not compensate telephone advice.
Many physicians prefer a patient visit to ensure that the service will be

Integration of different methods of payment into a blended funding
system would provide incentives and increase the level of accounta-
bility of family physicians in the provision of services to which society
attaches importance. It should improve the quality of care provided to

has four income components: base
and fee for service. These four com-

age and general health status of the

obstetric and anesthesia services in
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services that the population needs
and an assurance of being ade-
quately paid for them. Consumers
would have access to high-quality
services from family practices that
are accountable for what they

of Regional Primary Health Care
Authorities set up under the
auspices of district health coun-
cils. We propose that in an urban
environment they service up to
75000 people.

solutions

Table 1. Problems in the primary health care system and potential

PROBLEM NINE-POINT PLAN’S SOLUTION

Clarifying accountability

Access, long-term care, community
service development

Disseminating practice guidelines

Accountability to local authority;
managed system

Patient registration, use of
health targets

Patient registration, use of
health targets

Blended funding, collaboration
among health professionals, use of
multidisciplinary agencies

Patient registration, blended funding,
accountability to local authority,
computerized database, balance
among services

Patient registration, blended funding,
accountability to local authority,
computerized database

Patient registration, central health
records, computerized database

Patient registration, regional
authority, managed system

Patient registration, balance among
services, computerized database

provide. Government, acting as
purchaser, at provincial, regional, or
local levels, would have a control-
lable, predictable budget for the
health care for its citizens.

Local authority coordinating
care. We propose the establishment
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Local authorities, composed of
health professionals and others
and selected through an appropri-
ate non-political mechanism,
would be responsible to regional
health authorities or district
health councils for providing a
range of services for each citizen.

They would also control and
authorize medical and other
health-related services within their
districts. From a funding envelope
they would allocate funding to
facilities and providers according
to how the community’s needs
were being met.

Municipalities, through their dis-
trict health councils, could articu-
late the primary health care needs
of the people within their borders.
They would set priorities based
upon economic and other circum-
stances within their regions. They
would obtain their authority direct-
ly from the provincial Ministry of
Health and in turn delegate that
authority to the Regional Primary
Health Care Authorities in their
districts.

The main advantage of such a
local authority is that family practice
services would be linked to the health care
needs of the community in which the
JSamily practice organization exists.
Services would be set up with a clear
accountability to the community agency.
Fiscal control within provincial guidelines
would make the system both responsive
and accountable.

All primary medical care organi-
zations would be accountable to a
local authority for the type and
quality of the services provided.
Each would be required to report
annually. Each would be responsible
for the creation of service targets
for their registered practice popula-
tions. Such targets would relate to
the needs of their communities and
would reflect local, provincial, and
national expectations.

Primary health care through
multidisciplinary agencies.
We propose that family practice
services be provided by teams of
professionals working in a coordi-
nated way. Family physicians,
nurses, and other health profes-
sionals and support staff would
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work together to provide care for
the community. Community-based
professionals, such as public health
nurses, social workers, and psy-
chologists, could be administra-
tively attached to specific practice
organizations for regular consult-
ing visits. Nurse practitioners
would play an important role in
providing services.

Mandatory use of health
targets. Most Canadian family
physicians have difficulty accurately
defining their patient populations.
Patients are free to have as many
doctors as they wish and, apart
from fees for successfully encourag-
ing annual health examinations and
routine screening maneuvers, physi-
cians have no incentive to reach out
to their practice populations.
Indeed, under the fee-for-service
system, such outreach can be tech-
nically unethical. Thus, it is difficult
for a practice to determine current
immunization rates, smoking rates,
suicide rates, the level of hyperten-
sion, and so on within its commu-
nity. Determining measurable
improvements in them is similarly
difficult.

With practice registration each
practice organization would be
expected to set and meet health
targets for its patient population.
Such health targets would be based
upon epidemiologic studies of
needs for the district or region in
which the practice operates.
Provincial agencies, such as the
Premier’s Health Council, would
then have a mechanism for imple-
menting their objectives and tar-
gets at a practice level. Providing
local authorities with decentralized
fiscal control will greatly increase
providers’ accountability and
responsiveness to local needs.

Central health records. Our
current system of health records is

provider based. Most individuals
have as many health records as
they have seen doctors in their
lifetimes. Very little attempt is
made to coordinate and centralize
the health records of any one
individual.

We propose that each Canadian
have a standardized and central
health record maintained by the
practice with which he or she is regis-
tered. The record would be the prop-
erty of the province and be portable
from one practice organization to
another if and when the patient
changed physicians or organizations.
All records pertaining to that patient
would be in one place. If a patient
required hospitalization or specialist
consultation, records of those visits
would be sent to the primary care
physician or organization with which
the patient was registered.

Computerized database. Good
population and individual health
care requires good data. All health-
related data should be stored on
computer databases. Data would be
available to determine accurately
the health status of individuals and
populations registered with a
practice. Appropriate standards
would be developed for data
management.

Managed system. The resources
to provide good health care are lim-
ited. We as a society have made the
important decision that the cost of
health care is a responsibility we
hold collectively. We have rejected
user fees for medical services. It is,
therefore, necessary to act responsi-
bly in managing our limited
resources. Professional and account-
able management must be employed
at all levels of the health care system.

Balance between preventive,
curative, and palliative ser-
vice.We do not have the means to

prevent all illness. Nor, unfortu-
nately, can we cure illness much of
the time. We must strive to devise
effective strategies for prevention as
we attempt to cure illness. Similarly
we must recognize the limitations
of modern medicine but acknowl-
edge that our mission is to care for
and comfort the sick even when
cure is impossible.

Conclusion

We have proposed in this document
an overview of a nine-point plan of
primary medical care through a
new model of family practice ser-
vice. It is radically different from
the existing system and yet retains
the essence of our national system
of medicare. We have addressed the
essential elements of our health
care system that require attention
and incorporated them into the
new model. The effect of reforms
on each of the existing problems is
shown in 7able 1. We do not under-
estimate the difficulties inherent in
changing our health care system.
However, change is needed, and
there has never been a time when it
was more possible. |
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Availability
Tantum Oral Rinse is available in 100 and 250 ml bottles.
“Tantum" Oral Rinse is a clear yellow-green liquid containing
0.15% benzydamine hydrochloride in a pleasant-tasting
aqueous vehicle with 10% ethanol.

Product monograph is available on request.
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