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Executive Summary

During the last year of its mandate, 
 the Health Services Restructuring Commission (HSRC) is devoting its attention to developing advice for the Minister of Health on matters relating to the development and establishment of an effective and adequate health care system. 

What are the three (3) most important issues that must be addressed to move health system reform forward?

What are the key actions to be taken/ incentives put in place to recruit enthusiasm for resolution of these issues among provider and professional groups in the province? 

What are the most important factors to be addressed to enhance the primary care system?

What process(es) should be put in place to ensure appropriate communication and consultation with provider and professional groups in the province in planning and implementing the next steps for health reform?

In early 1999 the HSRC approached a number of individuals/organizations (“the respondents”) and invited them to convene a group of stakeholders in their field to solicit feedback on these questions. A total of 18 round table discussions were held in all with each of the groups submitting a report to the Commission summarizing the key issues that emerged during their discussion. 

A review of the reports revealed that the following five issues, in particular, should be given priority in addressing future health system reforms:

VISION: Articulate and communicate a vision of health reform

INTEGRATION: Eliminate silos and enhance integration.

PRIMARY CARE: Make primary health care the foundation of future reforms by positioning it as the ‘connector’ to the rest of the system.

INCENTIVES: Align incentives among health care providers and consumers to improve accountability at all levels, and to stimulate ‘systems’ thinking and behavior.

INFORMATION INFRASTRUCTURE: Invest in the creation of accessible information technology infrastructure.

Although these issues emerged as “common themes”, it was evident that consensus around these broad themes did not necessarily equate with a common or unified understanding and/or interpretation of these issues. As a result of differing interpretations, there was no real agreement on the preferred strategies required to respond to each of the issues.

In addition to the five broad themes, a number of other issues were identified as being important for moving health system reform forward. These issues included:

GOVERNANCE: Clarify the role of governance in the system and the different ‘roles’ of governance in the reformed system. 

HUMAN RESOURCES: Develop a human resources strategy that includes labour adjustment and mobility.
FUNDING: Modify current funding patterns/mechanisms.

EQUITY: Ensure equity of access for all communities and regions across the province as well as specific populations experiencing barriers to service.

Several of the groups put forward specific recommendations for responding to each of these issues.

It is notable that a number of the respondents called for the development of a “new organizational model” to improve the integration and co-ordination of patient care and better allocate resources across hospitals, community care access centres (CCACs) and long term care (LTC) providers, etc.  While there was strong support for creating a new organizational model there was no agreement on the type of model or mechanisms that would best facilitate achievement of system reforms.  There was, however, agreement that there are certain defining characteristics that should shape the development of any new organisational model that might be implemented to eliminate the current ‘silo’ problem in the health system. The types of characteristics identified in this context included the following:

· The development of multi-disciplinary primary health care teams which cross organisational boundaries and facilitate the sharing of responsibility and accountability for providing a continuum of patient care among the members of the team.

· The co-ordination and integration of a core set of specific programs and services (GP/FP, home care, LTC, pharmacists) required to meet the needs of defined patient populations or disease categories.

· Clear divestment by the Ministry of Health of both the authority and accountability for system management within a framework of standards and funding established by the Ministry.

· Alignment of financial incentives among different health care providers (i.e., doctors/hospitals, hospitals/ community agencies) through the creation of new funding mechanisms/incentives that promote and encourage shared accountability for quality, efficiency and outcomes. 

· New forms of governance at all levels (i.e., provincial, community) that encourage cross-sectoral linkages and participation of consumers and providers.

It is clear that there is strong support for primary health care becoming the point for ensuring better continuity of patient care and more effective utilization of services and resources across the sectors. Several respondents suggested that future funding models for primary care should emphasize remuneration for a team of providers rather than individual providers.  

There was a strong level of consensus across the groups that visible action would need to be taken on some of the ‘priority issues’ before enthusiasm, commitment and support would be generated among key stakeholders to support future health system reforms. 

 This report represents an overview and summary of the key messages that arose from a series of round table discussions hosted by a number of health provider groups/organizations in the spring of 1999. This report does not represent the views or recommendations of the Health Services Restructuring Commission.

A. BACKGROUND

The work of the Health Services Restructuring Commission (HSRC) over the past three years (1996/97-98/99) has focused primarily on the restructuring of the hospital sector. For the most part, the task of restructuring hospitals has focused on the following objectives:

· To eliminate the excess capacity within the hospital sector, 

· To improve the efficiency of resource use within hospitals, and

· To provide advice to the government on reinvestments required in other parts of the health system to respond to the changing needs of the population.

Since the onset of the HSRC’s work, public debate has focused on the controversies sparked by hospital restructuring.  However, as the HSRC acknowledged at the beginning of its mandate, a second, more profound phase of reform is required to create a more integrated and coordinated ‘system of care’ that responds to some of the current issues and gaps in the system. 

During the last year of the HSRC’s mandate
, the HSRC is devoting its attention to providing advice to the government on priority areas (i.e., next steps) required to support the current health system reform agenda. In preparing its advice to the government, the HSRC is guided by a strong awareness of, and commitment to, the following principles in developing its advice:

· There is continued and strong support for universality and the other principles of the Canada Health Act, and a need to reassure the public about commitment to these principles as well as commitment to service availability, quality, stability and dependability of the current health system.

· There is a need to develop a clear vision of the future health reform agenda.

· Future changes in the system will need to be incremental.

· Emphasis will need to be placed on clarifying, to the public, the specific kinds of changes that are required to strengthen the health care system. This will require the development of strategies to respond to the current gaps, fragmentation and lack of coordination that exists among the various components in the current health system. 

· Transitional funding and incentives will need to be put in place to support future changes in the system.

These principles establish the broad context for all of the initiatives being undertaken during the final phase of the HSRC’s mandate.

B. PROCESS

In early 1999 the HSRC approached a number of individuals/organizations
 (“the respondents”) and asked if they would convene a round table discussion involving stakeholders in their field to solicit views on what the “priorities” are regarding the future health reform agenda in Ontario. In particular, those participating in the round table discussions were asked to respond to the following questions:

1. What are the three (3) most important issues that must be addressed to move health system reform forward?

2. What are the key actions to be taken/ incentives put in place to recruit enthusiasm for resolution of these issues among the members of the group?

3. From your group’s perspective, what are the most important factors (i.e., funding and delivery) which would enhance the primary care system?

4. What process(es) should be put in place to ensure appropriate communication and consultation with your group about the next steps for health reform?

This report provides a synthesis of the results obtained from the round table discussions. The observations included in this summary reflect the broad range of opinions that were expressed on the general issues (i.e., key themes) that arose during the discussions. This synthesis does not attribute specific comments to specific groups/organizations but provides a general overview of the range of opinions and ideas that were reflected in the reports submitted by each of the round table groups. 

C. FUTURE HEALTH REFORM: PRIORITY ISSUES

A review of all of the reports received by the round table groups revealed a broad level of consensus that five issues, in particular, should be given priority in planning the future health reform agenda. It is important to note, however, that although common issues emerged, consensus around these broad themes did not necessarily equate with a common, unified understanding and/or interpretation of the issues. As a result of differing interpretations of the themes, there was no real agreement on the preferred strategies required to respond to each of the issues.

Of the five issues identified most frequently by respondents, three can be described in terms of overall objectives/goals for reform. These include:

VISION: Articulate and communicate a vision of health reform

INTEGRATION: Eliminate silos and enhance integration.

PRIMARY CARE: Make primary health care the foundation of future reforms by positioning it as the ‘connector’ to the rest of the system.

The remaining two issues – incentives and information infrastructure -- were described as tools for advancing the future reform agenda.

INCENTIVES: Align incentives among health care providers and consumers to improve accountability at all levels, and to stimulate ‘systems’ thinking and behavior.

INFORMATION INFRASTRUCTURE: Invest in the creation of accessible information technology infrastructure.

Each of these issues are explored below. Also included in each of the descriptions is a summary of the recommendations put forward by respondents for addressing the issues.

GOALS/OBJECTIVES OF REFORM

VISION: Articulate a clear vision and future directions for health reform.

The need to develop a comprehensive vision of the future health care system was the issue identified most frequently. There is a strong perception that all of the reforms to date have been driven solely by a vision of cost reduction. 

Several respondents suggested that the vision be developed in terms of a “provincial blueprint” setting-out the goals and objectives of reform and describing the future design of the health care system. The design of the system should lend itself to addressing the needs, desires and concerns of consumers. It was suggested that one of the major goals of reform should be to achieve greater coordination /integration of services that will ultimately lead to an improved health experience for the consumer. 

There was no consensus on what should be included as part of the vision, rather there were a range of opinions expressed regarding the ‘positioning’ and ‘content’ of the vision. It was suggested, for example, that the vision should –

· Be driven by consumers and consumer-focused, with input from clients/ users and primary care providers;

· Help to educate the public about the necessary changes in health care delivery to enhance confidence, achieve buy-in and develop realistic expectations of the health care system;

· Incorporate and consider the relevance of the health system to the changing environment/population trends;

· Form the basis for future discussions regarding the form, structure and organizational ‘models’ to be considered as part of the health reform agenda; 

· Establish the basis for developing a strategic plan with clear goals, objectives, directions and strategies for shaping and building a coordinated health system;

· Place strong emphasis on health promotion, disease prevention and the importance of the broader/social determinants of health;

· Reference the need for standards/benchmarks to ensure the development of  “a meaningful integrated accountability framework” related directly to expectations (i.e., improvements in health status outcomes). 

INTEGRATION: Eliminate silos and enhance integration.

“There is a need to shift the focus away from a health system made up of a multitude of organizations that are committed primarily to achievement of their own missions/ visions.” 

Every organization/group commented on the current disconnection that exists among the major ‘silos’ in the health care system. Comments regarding the present ‘non-system’ and/or lack of coordination in the system included reference to the lack of inter-ministerial connection and cooperation at the government level.

There was strong consensus that the current lack of organisation of health services in Ontario serves as one of the most significant barriers to co-ordination of patient care across hospital, community and other provider groups making it difficult to achieve a true continuum of care. Several respondents identified the need to obtain a clearer understanding of how the system components “fit together” today so that effective strategies can be developed to better ‘integrate’, ‘coordinate’ or ‘link’ the various players in the system. 

"....the current organization of health organizations and providers function in isolation from one another and are over-governed in terms of organizational structure, but under-governed in terms of accountability.” 

Physician integration was noted by a number of respondents as being a “highly desirable and necessary” component of system integration but was identified by several groups as perhaps “not being feasible in the short-term” particularly in relation to bringing about real fundamental reform of the current primary care system (this issue is discussed further in section F).
  In particular, some respondents expressed concern about the unwillingness of many individual physicians – particularly in rural and northern communities -- to work with others to design solutions to respond to changing demands and pressures in health care delivery.  In some cases, this was interpreted as individual resistance while in others it was interpreted as resistance arising from the constraints imposed by the Ontario Medical Association and the current funding framework between the OMA and the Ministry of Health. In any event, the consequence of this resistance is perceived as being a growing crisis across Ontario in the ability to achieve physician coverage both in emergency and other hospital responsibilities without paying a heavy surcharge, which is beyond the capability of the affected hospitals.   

On a positive note, participants recognized that many physicians are spending considerable time in participating in meetings (e.g. hospital restructuring and network development) to provide necessary and valued input to help move the change process forward without reimbursement, due to the current fee-for -service arrangements.

Several organizations/groups called for the development of a new organizational model which has the capacity to integrate and co-ordinate patient care and the allocation of resources across hospitals, community care access centres (CCACs) and long term care (LTC) providers, etc.  However, while there was strong support for the creation of new organisational models there was no agreement on the type of model or mechanisms that would best facilitate system change. Strategies proposed ranged from:

· Identification of incentives for certain provider groups /facilities to encourage them to work in a more integrated manner with other components of the system;

· Defined clusters or networks of organisations ‘linked through the development of a health information system;

· Development of “regional planning forums with teeth”; 

· Establishment of new devolved governance structures including the possible implementation of regional health authorities as has occurred in other provinces.
 

Although there was no agreement on specific models, there was some agreement that there are certain defining characteristics that should shape the development of any new organisational model that might be implemented in the system to eliminate the ‘silo’ problem. The types of characteristics identified in this context included the following:

· The development of multi-disciplinary primary health care teams which cross-organisational boundaries and facilitate the sharing of responsibility and accountability for providing a continuum of patient care among the members of the team.

· The co-ordination and integration of a core set of specific programs and services (GP/FP, home care, LTC, pharmacists) required to meet the needs of defined patient populations or disease categories.

· Clear divestment by the Ministry of Health (MoH) of both the authority and accountability for system management within a framework of standards and funding established by the Ministry.

· Alignment of financial incentives among different health care providers (i.e., doctors/hospitals, hospitals/ community agencies) through the creation of new funding mechanisms/incentives that promote and encourage shared accountability for quality, efficiency and outcomes. 

· New forms of governance at all levels (i.e., provincial, community) that encourage cross-sectoral linkages and participation of consumers and providers.

Proposed strategies/mechanisms for integrating the system to improve the delivery of patient care included:

· Establishment of defined “patient care systems” which are appropriate to the particular circumstances in different geographic areas of the province.

· Development of a patient information system accessible to all providers. 

· Initiation of consumer and provider education programs to enhance consumer awareness of the opportunity to access different members of the health care team appropriate to specific needs.

PRIMARY CARE: Make primary health care the ‘connector’ to the rest of the system. 

There is strong support for primary health care becoming the point for ensuring continuity of patient care and more effective utilization of services across other sectors. 

Again, however, there appears to be no clear definition and/or understanding of the scope of what is required to address this issue in any real or substantial way. Some of the most frequent strategies proposed called for –

· A redefinition of roles and responsibilities of all health professionals involved in primary care that expands the present control over who can authorize access to the system. 

· Changing practices by altering the structure of funding and training and reviewing professional mandates and scope of practice to facilitate integrated service delivery. 

· Initiating more alternative payment programs and introducing other kinds of incentives to support changes in practice and the inclusion of other providers in the primary care system (e.g., nurse practitioners, pharmacists). 

· Encouraging physicians to be more proactive in systematic preventive care.

Ideas and opinions expressed on the issue of primary care are discussed further in section F. 

TOOLS FOR REFORM

INCENTIVES: Align incentives among health care providers and consumers to improve accountability at the government, provider and consumer level, and to stimulate ‘systems’ thinking and behaviour.

One of the strongest and most consistent messages received from respondents was the need to improve accountability as a prerequisite for ‘system building’. 

In general, there was consensus that the system, and each of its components, should be collectively accountable for the health status and outcomes of the population served and the resources utilized to achieve these outcomes. A number of specific accountability responsibilities were articulated for each of the following groups: 

GOVERNMENT (i.e., Ministry of Health) should continue as the primary funder of the system and should be held accountable for: 

· articulating the vision of a reformed health system and establishing the broad  framework for achieving the vision;

· mandating principles of equity, access and quality across the continuum and assessing performance on the basis of these principles;  

· funding, including informed decisions on the optimal allocation of resources within the health envelope; 
· defining what services are publicly funded across the continuum and the degree to which they are funded;
· stabilizing funding to all providers in the system;

· putting mechanisms in place to ensure consistent accountability for the use of public funds.

PROVIDERS in all sectors should be held ‘equally’ accountable for:

· the provision of quality health services;

· the appropriate utilization of resources.

CONSUMERS must be educated to be held accountable for:

· maintaining their own health and practising health prevention;

· the appropriate utilization of the health system.

Those who identified the need for greater accountability as a priority believe that it can be achieved through the development of incentives that encourage and promote shared accountability and co-operation among health care providers and consumers.  Specific examples cited included:

· incentives for the public to stimulate appropriate utilisation of  health care resources including use of the most appropriate provider (i.e., physician, nurse);

· incentives for family physicians to provide hospital coverage in the absence of reimbursement; 

· shared incentives among health care providers to acquire the necessary information technology/ management systems that will enable them to participate with other providers in a broader information system;

· the need to create different funding model(s) to remunerate physicians in a manner that will stimulate systems-thinking and participation.  

The need for greater accountability in the system was also expressed as a concern by a number of groups because of the perceived “differential accountabilities” which exist in the management and utilisation of health care services. In particular, concern was expressed about the perceived “unevenness of the playing field” which currently exists in Ontario as a result of different accountability expectations related to both operational and fiscal issues. This issue was raised in a number of contexts including –

· public versus private sector providers, 

· hospitals versus other health care facilities, 

· physicians versus other health providers.  

“In the absence of incentives and regulatory pressure for change, it will be impossible to change the current mind set of both patients and providers.”  

There is, for example, a perception that whereas there are relatively few accountability expectations established by government for public sector providers, the accountability requirements imposed on private sector providers are “both extensive and increasing”.  Of particular concern are the differential requirements for financial disclosure and transparency imposed on private sector providers (including recent requirements for disclosure of profits as a condition for the awarding of contracts in RFP situations) such as exist in home care and long term care.  Those expressing concern regarding this issue believe that “levelling the playing field” would provide significant benefit to the health care system in that it would lead to:

· better utilisation of tax dollars resulting from differentiation of roles of public/private sector providers, of physicians/other health providers;

· more efficient utilisation of technology and equipment and better supply management;

· more meaningful bench marking measures to guide future resource allocation.

Other ideas put forward for strengthening the current accountability in the system included the following:

· initiation of external third party reviews of broader health sector providers to ensure consumers receive care in the most appropriate setting; 

· regular, consistent monitoring of care (regardless of where it is provided) by the Ministry of Health according to pre-defined benchmarks;

· sharing of all accountability data/information with both providers and consumers in a transparent manner taking issues of privacy into account. 

INFORMATION SYSTEMS: Invest in the creation of an accessible information technology infrastructure. 

“Without information transfer, there can not be health systems because the components of the system can not interact to provide a continuum of  information to support  patient care.” 

Development of some kind of health information system is seen as a key leverage point for future reform of the health system and was subsequently ranked as the top priority by several of the respondents. At the same time, however, there was a marked difference in opinion about the degree to which the development of a truly “client-centered information system” can be accomplished in the near term. 

Recommendations called for investment in the development of an information infrastructure that:

· ensures access to common, standardised information; 
· permits real-time, responsive, flexible electronic information exchange of individual patient and treatment information among key health care providers (including family practitioners, specialists, pharmacists, and home care providers); and,
· articulates clear expectations as to the communication required between the family physician and other health care providers to facilitate a better continuum of care.

While investment in information technology and/or information management systems was viewed as being fundamental to addressing many of the current problems in the system including strengthening the transfer of information and interaction between programs, providers, hospitals and regions, there were a wide range of other reasons put forward supporting investment in this area. These can be grouped into two categories: 

(i.) information sharing/exchange related to the individual patient population; 

(ii.) information sharing/exchange related to population health and system requirements. 

Follow through on these recommendations was seen as being essential at the individual patient level to:

· integrate patient care and achieve a continuum of quality patient care among providers;

· improve the sharing and ready access of patient information among providers;
· improve access to information for clients to allow them to make more informed decisions about their own care/treatment.

At the population level, priority investment in information mechanisms (e.g., development of a provincial prescription data base) was seen as being essential to:

· achieve knowledge transfer of  information to support decision-making by all front-line practitioners;

· measure and evaluate outcomes to understand what practices are efficient and effective and to inform and educate patients (i.e., promote evidence-based decision making);

· ensure appropriate resource allocation and outcome evaluation; 
· enhance the ability of the system to address other aspects of health reform (e.g., benchmark report cards and health population outcomes);

· facilitate the development of common standards both within and across providers and care settings; 

· support health planning and evaluation through the provision of reliable data related to health status and outcomes on a regional and provincial basis;

· standardize information for policy, clinical and financial decision-making;

· understand and compare across organizations within the same sector and between providers in different sectors;

· reduce duplication in testing information management to assist with integration decision making, as distinct from governance;

· enable those within the system (including the client) to have ready access to the information they need to fulfil their role within the system. 

Some respondents expressed considerable frustration that while the HSRC and the Ministry of Health has mandated networks to integrate health services (particularly in rural and northern communities), the information and communication infrastructure to support these networks are not available. The availability of infrastructure and innovative funding to support these initiatives were however, seen as “essential to legitimize what we’re trying to do.”

Some of the other key ‘enablers’ identified by respondents for successful implementation of information technology/information management systems related to:

Role and responsibility clarification 

· To define responsibilities and accountabilities with respect to health information (i.e., to confirm provincial vs. regional vs. institutional/facility vs. provider roles, responsibilities and accountability relationships).

· To ensure province-wide standards and leadership in managing the transition towards the design, building and adoption of the infrastructure (however defined).

Common assessment/screening tools 

· To ensure patients receive access to the “most appropriate provider and/or level of service in the right setting”  (e.g., home, residential-based, institutional based).

Long term planning  

· To anticipate the information required to support changing practice patterns and relationships among providers.
· To continue research on measures to improve population health outcomes and disseminate research findings.

Legislation  

· To address issues regarding privacy, use, and ownership of information collected.

Funding support 

· To clarify who pays for what regarding the collection, development, maintenance and access re: health information system infrastructure.

· To recognize the infrastructure costs required to support information systems. (Divergence of opinion as to whether these should be funded from within a global allocation or separately funded).

· To expedite implementation of ‘smart system for health’.

Skill development 

· To encourage utilisation of  available technology among providers. 

System development 

· To build on current technology which has been demonstrated to be effective (i.e., reactivate the “Smart Card” to support integration of services through the data base).

· To make more appropriate and effective use of existing technology (i.e., tele-conferencing) to improve the co-ordination between health service agencies and health care providers.

D. Additional priorities

There were a number of other issues identified as being important for moving health system reform forward. Although these issues did not arise most frequently compared to the issues described above, it is important to note that they were identified by some of the round table groups as being among their “top three (3) priority issues.”  These issues included the following:

GOVERNANCE: Clarify the role of governance in the system and the different ‘roles’ of governance in the reformed system. 

HUMAN RESOURCES: Develop a human resources strategy that includes labour adjustment and mobility.
FUNDING: Modify current funding patterns/mechanisms.

EQUITY: Ensure equity of access for all communities and regions across the province as well as specific populations experiencing barriers to service

A description of these themes is outlined below.

GOVERNANCE: Clarify the role of governance in the system and the different roles of governance in the reformed system.

The issue of governance was raised as a priority concern from a number of different perspectives including:

· The need for a better understanding of the current authority and accountability structures that exist in the system for planning, implementation and evaluation of health reforms (i.e., relationship between provincial government, regional MoH offices, DHCs, providers, etc.);

· The need for a clearer understanding and definition of responsibilities and accountabilities of governance in a reformed health system (e.g., the “social contract” between the individuals/ agencies and between agencies/government that provide health services); and,

· Consensus among a number of stakeholders that governance is not the place to start when discussing mechanisms/incentives to achieve greater integration and co-ordination in the health system (“information is the integrator, not governance.”) 

· Support for one Minister/ Ministry for a system providing both health and social services.

· Support for continued diversity in governance arrangements among existing health providers as one of the strengths of the current health system that should be preserved.  
“Several noted that the internal structure of the Ministry of Health must reflect and support not only its role and responsibilities but also the accountabilities it has for the governance of the overall system that it serves.” 

With regards to the last point, some respondents were stronger in contending that any move toward developing a single governance structure could potentially derail progress on all reforms. Some respondents observed that there is “no evidence” from other jurisdictions that regionalization (i.e., regional authorities) increases quality, patient focus or cost control. 

Regardless of  the perspective from which respondents raised the issue of governance, there is no doubt that it is viewed as being central to any future discussions about health reform and is seen, by many, as being a key enabler for strengthening cross-sectoral linkages.

A number of respondents commented on the recent creation of the Ministry of Health’s regional offices. Concerns were expressed that although the bureaucracy was being ‘regionalized’ the Ministry’s role will continue to focus heavily on “micro-management of the system.”  These respondents called for clarification on the identification of “new system managers.”  While there was no consensus on who the new system managers should be, a number of suggestions were put forward:

· Establish regional authorities or similar ‘devolved’ structures at the regional and/or community level;

· Empower local agencies to manage within a defined set of responsibilities and accountabilities and clarify the role of the Ministry of Health as being responsible for setting and monitoring standards for these agencies;

· Broaden the role of CCAC’s to include coordination across all levels of care for individuals and to serve as a resource for promoting effective decision-making at the consumer level;

· Establish stronger linkages between the Ministry of Health and other ministries to integrate policies and programs related to similar issues (i.e., branches of the Ministry of Education and Training that are responsible for the development and integration of health training programs should be more closely tied to Ministry of Health changes in the health sector; better provincial integration/co-ordination of policies and standards respecting programs and services for children among Ministry of Health, Ministry of Community and Social Services and Ministry of Education).

HUMAN RESOURCES: Develop a human resources strategy that includes labour adjustment and mobility.

The fundamental importance of people shifting from one role to another and/or from one setting to another to support health reforms to ensure that the appropriate mix of service providers is available within each community/region was recognized as essential to any reform initiative. 

There is a general feeling that if human resources issues are not addressed, they will have an adverse affect on the quality of services and increase the systems vulnerability to labor strife. 

It is also clear, however, that there is no idea (let alone consensus) on who should take the lead role in addressing these issues. There is general consensus, however, that any effective response to human resources issues will require:

· Better information on existing situations regarding human resources, skills, and needs; 

· Development of a human resource inventory detailing the available skills, training, and expertise for training and planning purposes to meet forecasted health care system needs;

· Development of a human resources strategy that encourages flexibility in the transfer of people across silos; 

· Availability of funding to support the strategy; 

· A process to create greater equity in compensation (or reduce the gaps) across sectors; 

· Educational interventions to help providers understand and take appropriate action while at school and in training  (i.e., enhance understanding of the need for flexibility and multi-skilling);

· Greater recognition and acceptance of the need to ensure a more appropriate mix of health care practitioners –  including health promoters, community developers, social workers, nurses, nurse practitioners, physiotherapists, nutritionists working with physicians at all levels and sectors within the system;

· The updating and coordination of  re-training and development programs at all health care training and educational institutions.

FUNDING: Modify current funding patterns/mechanisms.

 “The current funding silos within the Ministry of Health mitigate against the philosophy of system development.”

The current funding structures and mechanisms are seen as major issues that need to be addressed if fundamental change is to occur in the system. There is a general feeling that the current funding structures are rigid and that this lack of flexibility serves as a major barrier to bridging the silos within the system. 

Many respondents noted longstanding intra- and inter-ministerial funding barriers to moving funding to where it is needed to achieve a continuum of care. There is also a strong perception that the current funding models are fragmented and, as a result, act as disincentives for practitioners to work together or be accountable for the health status outcomes achieved.  However, there is little consensus on the actual areas that should be addressed to respond to the range of specific funding issues.  Suggestions ranged from –

· enhancing funding for home care, community-based  and other non-institutional services; 

· implementing incentives to facilitate a shift to population (needs-based) funding models based on a defined roster or geographic area as opposed to funding based on where care is provided (“facility-based dollars are not client-based dollars”);

· integrating public and private dollars used in the provision of certain services/programs (i.e., rehabilitation); 

· addressing the current inequity in funding across programs and regions of the province by establishing funding policies that support more equitable access to a range of defined services, provided across settings of care and by a variety of appropriate providers;

· pooling funding to facilitate easier access to a broad mix of health and social services that consumers require;

· expanding the use of alternate funding models for service providers (e.g., salary, capitation, mixed/blended approaches); 

· ensuring that funding commitments and resource allocation decisions support broader health care reforms.

Some respondents argued that accountability must be devolved by government to a defined organization mandated with responsibility for organizing the full range of health care needs for a defined group of patients. This requires:

· a clear choice between a geographic model of funding and service integration (UK) and a model which is based on competition among providers within geographic areas (USA);

· definition as to what constitutes a “typical basket of services” which should be available to patients;
· a decision as to who will be responsible for managing the allocation of resources to other providers as required;
· consumer accountability for appropriate utilization of resources rather than the unlimited unconstrained choice which currently exists.
EQUITY: Ensure equity of access for all communities and regions across the province as well as specific populations experiencing barriers to service 
This includes residents of northern/rural communities as well as recognition of the patient populations who are perceived to be at risk as a result of changes in practice patterns and lack of co-ordination among providers (i.e., the frail elderly, chronically ill adults and children with long term care needs, and their families, who lack the necessary skills and expertise to navigate the system).

Concerns were also raised regarding two other issues:

i. perception of increasing inequity of access to health services arising from the transfer of responsibility to community care providers (without adequate funding) 

ii. perception of the growing privatisation of services which were previously publicly funded. 
E. INCENTIVES FOR INVOLVING STAKEHOLDER GROUPS IN FUTURE CHANGES

What are the key actions to be taken/ incentives put in place to recruit enthusiasm for resolution of these issues among the members of the group?

Most of the groups had difficulty identifying key actions to be taken, or specific incentives put in place, to recruit enthusiasm for resolution of the above mentioned issues.

In responding to this question, a number of respondent groups expressed frustration and cynicism regarding the perceived longstanding “politicization” of  health policy decisions in Ontario in reaction to external political pressure rather than planned proactive change.  These groups felt that stakeholders would be willing to support and participate in health system reforms if government (i.e., the Ministry of Health) demonstrated a sustained commitment to change removed from political interference and avoided reactive “Toronto Star driven decision-making and demonstrated a willingness to make tough decisions.”
  More specifically, several groups indicated that enthusiasm and commitment to actively support future changes would only happen if visible action was taken to address some of the ‘priority’ issues. 

A number of respondents also acknowledged that the recent experience of  hospital restructuring has caused a pre-occupation with internal changes (i.e., sector specific changes with no time to focus on bigger systems issues) and a high level of fatigue. In addition, participants expressed considerable skepticism in light of past history and the relatively slow progress on the part of government to initiate change. However, the following concrete steps were identified as being important for signalling both the potential for change and the willingness of stakeholders to support future change:

On the Role of Government

· Legislate implementation of new models of integrated patient care and funding;

· Recognize/validate the private sector as having equal value and accountability and as being an integral part of the health care system;

· Depoliciticize health care by establishing an independent commission;

· Commit to funding and sanctions to ensure that all providers collect, exchange and  disseminate information in a consistent manner across the system (this requires common information systems, classification and analysis to generate comparable data; and penalties in the event of non-compliance);

· Strengthen the competency, respect and communication between the political and bureaucratic levels within the Ministry of Health and government and, in turn, between the government and the health care community.

· Hold the Ministry of Health and service providers accountable for concrete actions that demonstrate systems thinking and overcome widespread cynicism. 

On the Role of the Ministry of Health 

· Focus on the establishment of guiding principles, broad expectations and parameters to be met within the health system (e.g., consistent standards for the transfer of information respecting patient diagnosis, medication and pharmaceutical services among patients and providers); 

· Function at a much more strategic level, avoid micro-management and devolve management of the system to providers directly or to an independent authority;

· Stabilize policy directions and provide financial and other incentives to support and reinforce achievement of desired policy directions and behaviours;

· Revamp the funding structure to eliminate fee-for-service in all aspects of rehabilitation and for all categories of health professionals currently funded on the basis of fee for service or visit including physician services, CCAC and nursing “visits” which are no longer appropriate;

· Tackle the political roadblocks within the medical profession and the perceived strong resistance within the Ontario Medical Association to change;

· Accept the key role of a broad range of health professionals (including pharmacists and therapists) as an integral part of the “health care team” both within the community and hospital setting with full access to information as required to contribute to the continuum of quality patient care;

· Implement or build upon the frameworks or proposed system changes for which there have been longstanding widely accepted recommendations [i.e. Lowy Report (1989), primary care reform, Rehabilitation Strategic Framework (1993)];

· Accelerate the organisational changes which have already started;

· Recognize the particular circumstances and different incentives required for physicians and other providers in rural areas where there is a different burden of care, and a different ability to achieve efficiencies (i.e., a rural capitation rate).

On the Role of the HSRC 

· Establish a blueprint for integration, including defined goals and time lines, to serve as a catalyst for leaders of all organisations and to embrace systems thinking and behaviour; 

· Define the 10-15 year scenario of demands which will be faced by the system arising from demographic pressures and technological advances and resulting human resource requirements as a foundation for mobilising action.

F. PRIMARY CARE REFORM: TOWARDS ‘REAL’ REFORM

From your group’s perspective, what are the most important factors which would enhance the primary care system?

The general comment made by respondents was that there is no real primary care system at the present time. It is important to note, however, that there are significant variations in how the term “primary care” is used and defined. In some cases, primary care is described only in the context of the role of physicians as gatekeepers to the system. Others consider primary care to include the broad range of front-line providers that consumers may interact with in accessing health services (e.g., nurse practitioners, dieticians, pharmacists).

A number of respondents believe that greater use of multi-disciplinary primary care teams have the potential to become the “co-ordinating hub of the health care system.” In fact, as discussed earlier in this paper, there is widespread agreement that reform of the primary care system is one of  the most important areas of opportunity on which to focus attention in the next phase of health system reform. Specifically,  a number of groups defined this challenge as the need to define new relationships among physicians and other primary health care providers including nurse practitioners, social workers etc. in order to address shortages and changing practice patterns of physicians and provide opportunities for other health professionals to play a meaningful role as members of the health care team. In addition, several respondents expressed concerns about the lack of –

· incentives and benchmarks for ensuring quality standards among primary care providers; 

· accountability by primary care providers compared to what is increasingly being expected in the hospital sector, community sector, private health sector; and, 

· information to support decision-making in the primary care sector (by contrast with the hospital sector).  

A review of round table reports revealed a number of common characteristics as being important for the reform of the primary care system (see figure below).

Figure 1: Core Characteristics of A Reformed Primary Care System

	Built on a wellness model recognizing the broad determinants of health
	Governed by a volunteer board of directors
	Involve clients to determine where resources are allocated to maximize outcomes of services provided

	Program planning and development based on a needs based impact approach

	Serve an identifiable local population offering 24 hour access to coordinated services
	Multi-disciplinary teams ensuring 24 hour access, 7 days a week  

	Program funded
	Provide a range of primary health and non-institutional services with an emphasis on illness prevention, health promotion, health education and community development
	Case management capacity 




The majority of respondents believe that the current models of primary care delivery by solo practice family physicians are no longer appropriate, particularly in large urban areas.  Even within the existing fee-for-service model, it was agreed that new expectations and mechanisms are required for the management of primary care physician practices including: 

· participation as member of a call group or group of family practitioners serving a defined roster of patients;

· skills development for family physicians to enable them to maintain patients in the community with much greater acuity of care requirements;

· linkage of family physicians with a team of other primary care providers to ensure appropriate utilization of skills and resources including linkages with palliative care, nurse practitioners, pharmacists, rehabilitation, as a base/platform for connecting the front line providers in the health system;

· a clear definition of primary care and its parameters including a differentiation of the respective roles of the family physician and other primary care providers within the health care team;

· accurate data on the real current supply of family physicians recognizing the wide variations in practice patterns;

· future implications of changing demographics of both patients and providers;

· changing pressures and demands faced by family physicians as a result of earlier hospital discharge of patients with significant continuing care needs. 

The current lack of access to primary care providers in many communities across Ontario was noted my a number of groups. They argued that access to a primary care provider, not necessarily a physician,  is a fundamental right of Ontarians and is essential to both the quality and continuity of health care delivery.  Every Ontarian, particularly seniors and families with children  must know who they can call and should not be dependent on the emergency room for primary care.

There was no consensus that fee-for-service should be abandoned as part of the primary care reform agenda.  In fact, there seemed to be some consensus that there is probably no single ‘best’ funding model appropriate for all circumstances.  Several respondents recommended, however, that future funding models for primary care should emphasize remuneration for a “team” of providers rather than individual providers.  

A number of respondents suggested that Ontario build on its experience in primary care HSOs and CHCs rather than trying to design new models from scratch. Other recommendations put forward for enhancing the primary care system and its performance included the following.

On the issue of effective organisation development, including accountability, it was recommended that:

· Core principles be identified to serve as the foundation for  building effective primary care systems that respect the need for greater:

· accountability

· information exchange

· use of multidisciplinary primary care teams serving a defined patient population

· alignment of provider incentives with desired patient/client outcomes;

· attention to the unique needs of vulnerable and hard to serve populations (e.g. the homeless in Toronto).

· ICES (or a comparable group) be commissioned to define benchmarks of quality primary care in Ontario.

· Clear expectations and constraints be established (on both patients and providers) as to the reasonable expectations and utilization of  primary care services within the framework of a quality primary care system.

· Expectations with respect to clear lines of accountability be defined and legislated including outcomes to be achieved and resources flowed to primary care providers through a single vehicle to reinforce this accountability.

On the issue of delivery, it was recommended that:

· Comprehensive initial and continuing education be provided to family physicians to enable them to have confidence in diagnosis and referral of individuals with chronic conditions (“they currently have no incentive and no time in a typical 15 minute visit”). 

· Dedicated case managers (any discipline) be identified as part of the primary care team, especially for individuals with complex needs (e.g. ABI).

· The role of nurse practitioners be examined in LTC facilities.

· Broader application of the CHC model be expanded (for the general population not just ‘target’ groups).

On the issue of incentives and funding mechanisms, it was recommended that:

· Incentives and payment mechanisms be enhanced to expand the primary health care team to include other health professionals such as nurse practitioners and pharmacists, as well as incentives to expand family physician’s management capabilities.  

· Greater flexibility and diversity in funding models be implemented for primary care including a blended capitation rate, and mixed/blended systems with built-in incentives for additional work.

· Issues related to remuneration and organization of primary care providers, including fee for service and capitation in the context of patient-centred care, be examined.

· The merits of the UK experience with GP fundholders be examined.

· Pilot projects that are under way be evaluated for insights to new funding approaches.

· Fund services, not providers (to promote a team approach).

· Allocate envelope funding (from a single source) to primary care teams to build incentives for teams working together and sharing responsibilities. 

· Investigate rostering approach – capitation funded system. This system would contract for hospital, community and home health services on behalf of members focusing on prevention/health promotion of members and facilitating continuity of care.

On the issue of building client-centred information systems, it was recommended that:

· Enabling legislation be enacted to facilitate the flow of information between all primary health care providers.

· Patient management information systems be funded and implemented as a foundation for any meaningful change in primary care.


· Information systems be enhanced through: adoption of new technology; training/incentives to use new technology; and enabling legislation.

On the issue of progress in primary care reform, or lack thereof, it was recommended that:

· There is an urgent need for a fundamental commitment to a payment models policy rather than “capitation experiments in a sea of fee for service”.

· The current approach to incorporating midwifery and nurse practitioners is not enabling of the overall strategy.

· Ontario utilize the UK GP-fund holder approach of making the opportunity of primary care reform available and attractive to all family physicians rather than pilots in specific areas. 

· The Tripartite OMA, OHA and Ministry of Health Committee on Integration should have a strong mandate with respect to the advancement of primary care reform but needs to include stronger representation from family physicians as part of these discussions.

· Primary care reform and the Personal Health Information Protection Act be “reactivated.”

Finally, it was emphasized by many that physician support/buy in to new roles and responsibilities is essential to advancement of any successful primary care initiative.

G. COMMUNICATING EFFECTIVELY WITH STAKEHOLDERS IN FUTURE REFORM INITIATIVES

What process(es) should be put in place to ensure appropriate communication consultation with your group about the next steps for health reform?

Participants identified the following expectations as being important for ensuring effective communication on future reform initiatives:

That the  HSRC –

Share the results of the round table process including the perspectives of different sectors.

Prepare draft actions arising from this consultation process and initiate further inter-sectoral consultations before articulating its final advice to the government on the next stages of health reform.

Provide clear, timely information as to their plans and priorities of Phase 2 including an indication of mechanisms available for providers to provide ongoing input. 

That the Government/Ministry of Health –

Clarify its commitment to complete the restructuring process directed by the HSRC  and ensure that appropriate mechanisms are in place to monitor and track progress in this area.

Give the HSRC – or a similar organisation -- a mandate to direct implementation of broader system restructuring in phase 2 in order to rise above the conflicting interests among providers.

Ensure continued direct contact with the “governance” as well as the management of the health care system.

Track the effect of reforms and communicate them.

Consult directly with the College of Family Physicians of Ontario on  changes required in the primary care system. 

Include nurses and other health professionals at decision-making tables. 

On a final note, it is notable that a number of groups expressed considerable concern as to the ambiguity of the government’s position with respect to the future role of the HSRC.  

In particular, the following specific expectations were articulated concerning the need to clarify the role of the HSRC regarding the broad restructuring agenda:

· With respect to Phase 1 of the HSRC’s work (and within the context of the importance of “closing the loop on hospital restructuring”) the HSRC should revisit the advice generated by various expert panels to assess the outcomes and status of implementation of the directions arising from its advice.

· The Ministry of Health clarify the relationship between Phase 2 of the HSRC’s work and the role of the Ministry’s Regional Offices in advancing system integration.

· The HSRC make its future directions and proposed policy framework for future health reform explicit at the earliest opportunity.

· The HSRC obtain access to pertinent documents which remain unimplemented in the Ministry of Health to ensure that HSRC advice to the MOH is informed by longstanding thinking in the field.

It was also suggested that the credibility of the hospital restructuring exercise would benefit from a status report from the HSRC and Ministry of Health identifying the current status of implementation of the HSRC Directions and outstanding issues.  It was suggested further that as part of this review, it is timely to revisit the underlying objectives which have driven hospital restructuring to date (e.g., elimination of waste and increase in efficiency) and identify the factors that can be expected to drive change in the future. Has the HSRC achieved the intended outcomes of improved quality, efficiency and access? 

APPENDIX: ROUND TABLE MEETINGS/REPORTSUBMISSIONS

Association of Ontario Health Centres

Contact: Gary O’Connor, Executive Director, AOHC

Rehab Therapists Working Group

Contact: Deborah Worrad, Registrar, Chair, College of Massage Therapists of Ontario

College of Physiotherapists of Ontario

Contact: Brenda Barry, Registrar

Community Leaders

Contact: Shirlee Sharkey, President and CEO, Saint Elizabeth Health Care

Community Rehabilitation

Contact: Leslie Sorensen, Community Occupational Therapists & Associates (COTA)

District Health Councils

Contact: Lorne Zon, Executive Director, Toronto District Health Council

Family Physicians 

Contact: Dr. Ruth Wilson, Head, Family Medicine, Queen’s University

Hospital and Academic Leaders

Contact: Alan Hudson, President and CEO, The Toronto Hospital

Hospital CEO’s 

Contact: Murray MacKenzie, President and CEO, North York General Hospital

Ontario Association of Community Care Access Centres

Contact: Phyllis Cohen, CCAC and OACCAC Board Member

Ontario Health Providers Alliance

Contact: Carol Jacobson, Chair, OHPA

Ontario Nursing Home Association

Contact: Vida Vaitonis, Executive Director, ONHA

Pharmacists

Contact:  Tom Paton, Sunnybrook & Women’s College Health Centre

Private Sector Providers

Contact: Shelly Jamieson, VP-Extendicare (Commissioner, HSRC)

Health Promotion 

Contact: Irv Rootman, Director, Centre for Health Promotion, University of Toronto

Nurses 

Contact: Dorothy Pringle, School of Nursing, University of Toronto

Public Health

Contact: Dr. Graham Pollet, Medical Officer of Health

Rural and Northern Board Chairs/Trustees 

Contact: Rosalind Smith, Staff, Ontario Hospital Association
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� 	The HSRC was charged with a four year mandate (April 1996 – March 2000).


� 	The HSRC was charged with a four year mandate (April 1996 – March 2000).


� 	The list of stakeholders/organizations that conducted round table discussions are listed in Appendix A.


� 	Several suggested that the vision should build on the advice and recommendations contained in the many reports and plans for implementing health promotion into the health system including reports published by the Centre for Health Promotion, the Canadian Institute for Advanced Research (CIAR), reports of the former Ontario Premier’s Councils.  


� 	While fee-for-service was identified by some as a barrier to integration, it was agreed that the necessary changes in behaviour will only occur as a result of a combination of financial incentives, information and legislation.


� 	While a “regional network” of organisation may well be appropriate in some areas of the province, it was felt that it would not be viable in the 905 area where major referral patterns exist across a very wide geographic area, making it too large to constitute a single “region.”  Some groups suggested that specific solutions are required to address the extensive regional and provincial roles and relationships of several of the Toronto hospitals.


� 	While the establishment of the Office for Children is appreciated as an important first step, there is continuing evidence of “off-loading” responsibility from one Ministry to another rather than any apparent sense of shared accountability.








� 	As a starting point, specific patient populations should be defined and the continuum of needs which they can typically be expected to experience during the course of their illness, including acute care, chronic care etc and ongoing health and personal support. While there was overwhelming support for population needs-based planning, it was emphasised that the specific needs and goals of children must be differentiated from those of the adult population. Another essential element of needs-based planning is the development of “blueprints” which define outcome or evidence-based best practices to achieve the appropriate continuum of care for a wide range of patient populations.





� 	This issue also relates to the burden which has been transferred to the patient and the risk of disruption in the continuum of care as a result of lack of public funding for drugs which were previously provided in the hospital setting but now must be purchased privately in the community as a result of early discharge from hospital and other changes in practice patterns.  This situation has been exacerbated by a patchwork of payment mechanisms and the provisions in the Ontario drug formulary which do not recognise the particular medication needs of specialty populations (e.g..children).


� 	There was a strong sentiment that this may require the retention of a third party (e.g., HSRC or future arms-length commission).


� 	While some believed that an arms-length Commission (similar to the former Hospital Services Commission established in the 1960s) is required to depoliticise health care, manage the health care system and direct system integration, others felt that implementation can be led by providers themselves as long as there is a clear framework in place.
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