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EXECUTIVE SUMMARY 

Ontario’s Primary Health Care Can Work Better

The Health Services Restructuring Commission believes that primary health care in Ontario can be improved.  Enhancements can be made that will benefit both consumers and health professionals. We can create a better overall health system for the 21st century. 

This paper outlines a detailed action plan to create a true system of primary health care in Ontario.  After years of study and numerous reports, there is a need and a consensus to act now.

The plan is the result of extensive consultation and roundtable discussions.  Over the past six months, the HSRC has brought together health care providers and other groups to consult and listen to their ideas and concerns.  Leading professional organizations representing family doctors and nurses are ready to work with the government to build a better system. They support the changes being proposed.

Enhanced Quality, Accessibility and Affordability

This plan identifies the resources and professional teams needed to serve patients in a reorganized primary health care system. It provides the framework to deliver improved quality care and establishes accountability for outcomes. It solves accessibility problems by providing 24-hour, 7-day-per-week coverage in urban, rural and remote areas. And, it addresses affordability issues by creating teams and links service delivery to the professional best suited for the task. In sum, the HSRC vision for primary care is the following:

All Ontarians will have access to comprehensive primary care services.  Primary care will be the first point of access and the connector to the rest of the system.

Primary Health Care is Important to Ontarians

Primary health care is usually the first point of contact Ontarians have with the health care system.  Public research also shows that 92 per cent of the population report having a family physician with whom they have had a long-term relationship.

The HSRC believes that primary health care is the foundation of a genuinely integrated system of health care services. It is the most essential component for improving continuity of care.
In many cases, the people who deliver primary care represent the part of the health care system most trusted by patients. Effective primary health care should play a pivotal role in helping people to stay healthy.  In addition, it should connect patients to the rest of the health care system when they need various services.  

Today’s Primary Health Care Has Limitations 

The HSRC believes that an effective primary health care system does not exist in Ontario today. Although there are many dedicated primary care providers who serve the population, health care is fragmented, unstructured, and not part of an integrated and coordinated health care system. Serious access problems exist in a number of areas in the province, especially in rural and remote areas. Much of the activity to date aimed at improving the health system has related to hospital services. Attention is badly needed to improve primary care now.

The Urgency is Growing

A series of pressures is mounting on primary care givers, and the failure to improve the way they work will continue to cause compounding problems in the very near future.  Specific examples of the need to change include: shortages of services in rural and northern regions are threatening access to primary care; diminished quality of life for physicians and nurses is causing low morale and burnout; many health care providers are working below their potential; the shortage of nurse practitioners will continue without meaningful change; and the inappropriate use of emergency departments for primary care is taxing hospital resources. 

These limitations are making it difficult for primary health care to manage increasing demands in the future.  Factors such as an aging population, the changing health care consumer and hospital restructuring are highlighting the need to have a comprehensive system of primary health care to meet the needs of Ontarians. 

One major focus of primary care reform in recent years has been the Ministry of Health and the Ontario Medical Association primary care reform pilots. In addition to announcing pilot sites, a tremendous amount of thought and planning has gone into developing strategies to support the project.  Unfortunately, implementation of the pilots has been slow.  

The HSRC believes that progress in primary health care reform must be made more quickly and on a province-wide basis. Now is the time for action.

A New Approach

The HSRC proposes a system where physicians and nurse practitioners work as true partners.  This will happen through the creation of Primary Health Care Group Practices (PCGs).  This approach recognizes each profession for the skills they offer. It also offers the best method for realizing efficiency with the health care dollar by matching services to be provided with the level of training required.  The HSRC is also confident that leading professional groups and their members will embrace this plan.

The HSRC’s Model 

Services will be delivered through PCGs, created by providers such as physicians, nurses and other professionals directly involved in the delivery of care. The HSRC's primary health care strategy emphasizes the consumer as the key focus of care. It builds on many of the elements and directions that have been suggested in other studies. It is made in Ontario for Ontarians. 

Five Essential Features of the Strategy

The strategy contains five essential features that are fundamental to enhancing services for the consumer: 

1. Access to a comprehensive selection of primary health care services

Consumers will clearly know what primary care services they can expect to receive and providers will clearly know what services they are expected to provide.  Access will improve with coordinated, one-stop shopping for a comprehensive range of primary care services.

2. Services accessible 24-hours-a-day, 7-days-a-week

Consumers will be assured of available expertise to respond to their primary health care needs.  Continuity of care will improve since care will be obtained from a consistent group of providers who will be fully aware of, and involved in meeting, the ongoing needs of their clients. 

3. Primary health care group practices 

Access and continuity of care will improve since patients will be referred to someone else in the group when their personal care provider is unavailable.  Quality of life and working conditions will improve for providers since they will support one another professionally and develop longer-term relationships with each other.

4. Enrollment of consumers

Consumers will enroll with a primary care physician or a primary care nurse practitioner of their choice.  Consumers who enroll with a nurse practitioner will co-enroll with a physician from the same group.  Comprehensive primary health care will be supported since enrolled consumers and providers will remain relatively stable and their important relationship will be supported and formalized.  Quality of care will increase since the health needs of the group will be assessed, services planned, and consumer satisfaction and health outcomes monitored and evaluated.

5. Inter-professional primary care provider teams made up of physicians and nurse practitioners, and other professionals added to meet patient needs  

Quality of care will increase since consumers will receive services from the professional who is best qualified to provide the care needed.  Coordination and continuity of care will improve since consumers’ needs will be met through provider collaboration and teamwork.  Quality of working life and the utilization of Ontario’s family physicians, nurse practitioners and other professionals will increase since the skills and expertise of all health professionals will be maximized.  This will improve access to primary health care especially in under-serviced areas of the province, and result in more cost-effective care.

Improved Conditions for Primary Care Physicians 

Primary care physicians will be supported with an attractive compensation package that recognizes the importance of stable funding, benefits, pensions and vacations.  In addition to a base salary and benefits, there will be opportunities for financial rewards for meeting quality incentive targets, and assistance with support and capital services to encourage members of group practices to locate in the same physical space. 

An Unprecedented Opportunity for Nursing

The role identified for nurse practitioners in this model is unprecedented. It recognizes their potential to contribute clinical skills and care as part of a health team, unlike any other previous reports. 

Primary care nurse practitioners will play a major role in providing primary care services in Ontario. They are well qualified to be members of the core team and work in partnership with physicians. Nurse practitioners will also improve access to primary care in rural and remote communities, and provide relief and on-call coverage for physicians in communities with limited access.  An investment in stable and ongoing funding for training nurse practitioners should be made by government.

Registered nurses will also play an important role in PCGs. Examples of their activities include health promotion, and the assessment, care and treatment of health conditions. 

Now is the time to reshape our primary care system to recognize the true potential of, and the contributions that can be made by, the nursing profession.

A New Era of Accountability

The HSRC believes that accountability must be an intrinsic part of the primary health care system.  There must be accountability between all relationships: the care providers and the patients as well as between the care providers and the government payor. This approach will include regular report cards to patients and to the government addressing client care, human resources management and financial responsibility.

The HSRC also supports a quality incentive system where PCGs will receive additional resources when they meet agreed-upon targets in areas such as consumer satisfaction, disease management and overall access.

Three Group Models

The HSRC is committed to ensuring that this plan addresses Ontario’s diversity of population and geographic size. Accordingly, three models for PCGs have been developed – urban, rural and remote.

“Urban”: This model will apply in cities and towns that have a population of at least 15,000 within the immediate surrounding areas.

“Rural”: This model will apply in smaller towns where a PCG is in one physical location and can be reached within an hour by enrollees, and where the number of possible enrollees is at least 5,000.

“Remote”: This model applies to all other situations not covered by the other two models.

The capacity of each group would also be influenced by the age and sex of enrollees, reflecting different rates of utilization associated with these differences.

Critical Success Factors for Implementing this Strategy 

The HSRC has identified three critical success factors necessary to implementation:

· Identifying one or more champions to provide leadership and to be responsible for ensuring that primary health care receives a high priority in government, and with consumer and provider groups. 

· Investing in the structure to implement, monitor and support change, and provide the needed human and financial resources to make the change happen.  An Implementation and Monitoring Committee should be established, reporting to the Minister of Health and supported by a secretariat. 

· PCGs should be developed over the next six years in Ontario. The first year should be used for planning the subsequent five years of implementation. Priority should be given to underserviced areas and established group practices. Nurse practitioner training also needs immediate funding to ensure adequate supply. 

Consumers, Health Care Providers and Government Will Benefit

This primary health care strategy will bring benefits to all participants in the system.

Consumers will benefit from greater access to a broader range of comprehensive primary health care 24-hours a day, 7 days-a-week and improved coordination of primary care services with other levels of care.
Health care providers will benefit from appropriate compensation for the work they do, stable funding, benefits, pensions, vacations, an improved physical and professional environment, continuing education, working in a team setting and capitalizing on skills so that each professional does what he or she is trained to do.
Government will benefit when primary health care is maximized by equitable access for all Ontarians with more effective health promotion, greater coordination of all levels and types of health care, more effective use of health care resources, greater predictability of expenditures for primary health care, better quality improvement and accountability measures and increased integration of all aspects of health care.

Summary

The strategy outlined on the following pages contains detailed recommendations for improving Ontario’s primary health care services. The HSRC has said many times in the past three years that Ontario lacks a true health system. Together with other HSRC recommendations, including the Information Management Action Plan submitted in June 1999, this strategy will move us closer to building an integrated health system for Ontario.  Building such a system should be a top priority. It is long overdue, but can be delivered just in time for the needs of the 21st century.

Introduction

What is Primary Health Care

The Health Services Restructuring Commission believes that primary health care is the foundation of a genuinely integrated system of health and health care services, and is the core component to provide people with continuity of care.  An effective system of primary health care helps us to stay healthy, treats the majority of our illness, advocates for the health care of consumers, and connects them to the rest of the system when they need other health-related services.  

Primary health care has been defined differently by various organizations, depending on the values that these organizations hold and the priorities that they place on health-related activities.  The HSRC’s definition of primary health care is: 

Primary health care is the first level of care, and usually the first point of contact, that people have with the health care system.  Primary health care supports individuals and families to make the best decisions for their health. It  includes advice on health promotion and disease prevention, health assessments of one’s health, diagnosis and treatment of episodic and chronic conditions, and supportive and rehabilitative care.  

Services are coordinated, accessible to all consumers, and are provided by health care professionals who have the right skills to meet the needs of individuals and the communities being served.  These professionals work in partnership with consumers, and facilitate their use of other health-related services, when required.

Primary Health Care in Ontario 

A number of general observations can be made about primary health care in Ontario.  

One, primary health care activities in Ontario are both extensive and resource intensive. Primary care is provided almost exclusively by general or family physicians.
  In 1997/98, there were 8,835 general or family physicians in Ontario.
  Their distribution per capita varies.  To some degree, specialists also provide primary care services (e.g., paediatricians, internists, psychiatrists).  Midwives provide primary obstetrical services, and in certain areas (e.g., remote areas, community health centres, some health service organizations),  nurses with advanced training provide a broad range of primary care.  Primary health care services are also provided by pharmacists, social workers, physiotherapists, optometrists and other health care professionals, although there is little formal recognition of these contributions.

The practice settings for primary care vary widely. They include private offices and clinics, community health centres, health service organizations, free-standing walk-in clinics, long-term care facilities, and hospital in- and out-patient units and emergency departments, especially where there are too few general practitioners and family physicians. 

Primary health care accounts for a large proportion of Ontario Health Insurance Plan (OHIP) billings.  In 1996/97, primary care family physicians billed $1.7 billion or 40% of the total OHIP billing pool of $4.3 billion.  Primary care services paid through program-based and capitation funding accounted for an additional $146 million. 

Second, for a number of reasons primary health care is becoming even more important.  The aging population, the increased prevalence of chronic diseases, increased empowerment of consumers in decision-making about their health care, and hospital restructuring are among the factors that are placing greater demands on primary care. They also underscore how important it is to establish responsive and well-coordinated primary health care services to meet the needs of Ontarians. 

Third, the current system of primary health care services in Ontario does not meet those needs satisfactorily. Many people do not have ready access to primary care services. Those that are available are fragmented, unstructured, and cannot legitimately be described as a “system”.  Similarly the linkages between primary and other levels of care, specialists’ services or home care for example, are not well coordinated. Continuity of care is often compromised.  

The increasing demands on primary health care and recognition of its importance as the foundation for coordinating all levels of care, highlight these limitations.  In terms of quality, accessibility and affordability, these limitations include: 

Quality
· Primary health care services are fragmented. Many consumers cannot depend on a single provider to oversee their primary health care and coordinate it with other levels of care.

· Standards and guidelines for assessing quality are lacking.

· There is little integration within primary health care, and with other parts of the health care system (e.g., when the family physician makes a referral to a specialist or to community-based home care, information is often not communicated back to the family physician).

· There is limited appreciation that comprehensive primary health care includes prevention and promotion services.

· The education and skills of family physicians are underutilized when they perform tasks that are within the scope of practice of nurses and other health professionals.

· Accountability mechanisms do not exist for primary health care services.

Accessibility
· Some consumers do not have an identified primary care provider.

· Primary care providers are maldistributed in Ontario.

· Access to 24-hours-a-day, 7-days-a-week primary care coverage by primary care physicians is limited.

· Many consumers who need primary health care or information in the off-hours, are referred, or go, to hospital emergency departments or walk-in clinics.  Their care is fragmented given that their family physician is often not informed of the treatment received by his or her patient.

Affordability
· Primary care providers are not used to the full potential of their education and training. This keeps costs higher than they should be.  

· The high proportion of solo-practice physicians in Ontario – 40% – does not facilitate cost sharing and economies of scale of group practices. 

· Limited use of alternative payment arrangements and modes of non-traditional service delivery (e.g., telemedicine), impedes access to care and prevents cost-efficiencies.  

· The lack of adequate primary health care coverage results in over use of hospital emergency departments, which is costly and often leads to wasteful duplication of services and diagnostic testing.  

· The use of walk-in clinics in off-hours duplicates services when the consumer subsequently visits his or her family physician for the same problem.

Fourth, primary health care has been the subject of much study and debate in Ontario for a number of decades.  Prior to 1995, numerous reports had been written addressing principles, issues, funding options and potential models.  In 1996, the Provincial Co-ordinating Committee on Community and Academic Health Science Centre Relations (PCCCAR) considered  all these reports and advised on future directions for primary health care in Ontario.
  Since then, an Ontario Medical Association Advisory Group on Primary Care Reform (1996) and a Ministry of Health-appointed Primary Care Implementation Steering Committee (1997) have addressed primary care.  Recently, the Ontario College of Family Physicians released its model for primary care reform (1999).  (See Appendix B for a comparison of some of these models.)

Many of these studies have made similar recommendations and have come to similar conclusions.  The common conclusion is that a coordinated system of primary health care must be developed, and integrated with other levels of health care including community-based and specialty services. Common themes include enrolling the population with a group of providers
, making the best use of various professionals to provide primary care, broadening the range of primary care services that consumers can expect to receive, providing 24-hours-a-day, 7-days-a-week coverage, offering incentives to caregivers to provide a broad range of services, adopting funding mechanisms other than fee-for-service, creating processes to coordinate the care of consumers, identifying methods for quality improvement, and supporting the system with information technology. 

A final observation is that despite all the study, debate and agreement on the need for change and the components necessary to support it, there has been little substantive progress on improving primary health care services in Ontario.  In 1998, the Ministry of Health and the Ontario Medical Association embarked jointly on primary care reform pilots.  Through the pilots, a tremendous amount of thought, planning and detailed background work has gone into developing strategies to enroll the population, link physicians into networks, establish alternative funding mechanisms, provide 24-hours-a-day, 7-days-a-week coverage through the use of direct care providers and telephone triage, and ensure a high quality of working life for providers and high patient satisfaction.  Implementation of the pilot projects, however, has been very slow and limited.  

It is well known that a vigorous system of primary health care would benefit consumers, health care providers and the system as a whole.  However, the potential of primary health care reform has yet to be realized.  The reasons include:

· There remains little appreciation of the pivotal role of primary health care.

· There incentives and disincentives inherent in fee-for-service funding impede change.

· The effectiveness of primary care funded through alternate arrangements remains unevaluated.

· There is a maldistribution of primary care physicians in Ontario, and limited use of well qualified other health professionals such as nurse practitioners.

· There are inadequate information systems to support primary health care.

· Professional boundaries often frustrate collaboration.

The HSRC’s Approach to developing a Primary Health Care Strategy 

The HSRC is an objective, arms-length body from government mandated to act in the public interest. It does not advocate on behalf of any particular provider or group of providers.  The HSRC’s approach to primary health care is to: 

· Put the people of Ontario at the centre, on the presumption that they will play an active role in their health care. 

· Build on the strengths and positive attributes of current primary care models, and incorporate many of the elements and directions that have been suggested or that exist.

· Identify the key conditions needed to support change, such as education of health professionals.

· Develop a strategy to implement primary care reform provincially, in a planned and comprehensive manner over the next six years.

The HSRC’s primary health care strategy is not novel.  The vast majority of its characteristics are common to other primary care models previously proposed.  It does, however, have a number of different features:

· An enhanced role for nursing.  Primary health care is provided by primary care physicians and nurse practitioners working in partnership, recognizing the particular skills and approaches each brings to health care.  This core team is enhanced by other health care professionals. This combination makes better use of the skills of health professionals (especially of nurses), improves access to primary health care services, and reduces the reliance on emergency departments.  

· True group practices with supporting administrative structures.  This feature enhances professional peer support, and leads to improved quality of care and system efficiencies.  

· Improved conditions for primary care physicians.  This includes an attractive compensation package, a quality incentives system for meeting established targets, and assistance with support and capital services.  These are incentives to encourage members of group practices to locate in the same physical setting. 

· Funding flows to the group based on the enrolled population served.  This highlights the group’s responsibility for the health and health care of its enrolled population. It encourages and permits the selection of payment mechanisms most suitable to the members of each primary health care group. 

· Comprehensive provincial implementation of the strategy. The HSRC believes that progress must and can be made more quickly if primary health care is to meet the changing needs of Ontario’s population and contribute to the development of a genuinely integrated health care system. 

This report is the culmination of an extensive review of background information, consultations, and discussions and debate.  The HSRC believes that the characteristics that it has identified are critical to the establishment of a successful primary health care system, made in Ontario by and for Ontarians.  Development of a comprehensive primary care system based on group practices and enrolled populations, will play a vital role in integrating all health and health care services to ensure that every citizen has ready access to top quality health care close to home and at a price we can all afford. 

Overview of the Report

This report presents the HSRC’s vision and goals for primary health care in Ontario with a strategy to realize them.  Critical success factors and an implementation plan are also included.

THE HSRC’S STRATEGY FOR PRIMARY HEALTH CARE IN ONTARIO 

People have a broad range of health care needs. They include staying healthy through health promotion and disease prevention, episodic and ongoing care, acute, rehabilitative and long-term care, and palliative care in the final stages of life.  
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(1998)

These needs are met by a broad range of health care professionals and organizations including public health, general and specialist physicians, nurses, dentists, pharmacists, physiotherapists, and other health care professionals, hospitals, and long-term care and home care organizations (coordinated by community care access centres), etc. 

The HSRC believes that primary health care should play the critical role  of coordinating this range of services to meet the total health care needs of the people served.  The challenge is to determine the most appropriate strategy by which primary health care can achieve this goal. 






The HSRC’s Vision and goals for Primary Health Care  


The HSRC identified six goals related to the comprehensiveness and rigour of its primary health care strategy. 

1. To empower consumers to take an active role in their health and health care.

2. To provide high quality care.

3. To provide ready access to primary health care services.

4. To enhance the continuity and coordination of primary with other levels of health care services.

5. To facilitate the efficient and appropriate use of human and financial resources.

6. To provide accountability for the accessibility, quality, and cost-effectiveness of primary health care services.

Essential Features and Supporting Mechanisms of the HSRC’s Strategy 

The HSRC’s primary health care strategy has the consumer as its focus.  The strategy’s five essential features and five supporting mechanisms are summarized in Figure 1, and explained in greater detail in the following sections.




The clear benefits of this strategy for consumers, providers and government are summarized below. 

Benefits of the HSRC’s Primary Health Care Strategy 

Benefits to Consumers

· Greater access to a broader range of comprehensive primary health care services, including health promotion and disease prevention.

· Increased consumer participation in health-related decisions about their own health and the health of the community in which they live. 

· Availability of information, advice, care and coordination of care, 24-hours a day, 7 days-a-week (i.e., one stop shopping).

· Care provided by the most appropriate professionals who can best meet the health care needs of the consumer.  

· Improved coordination of primary care services, and improved coordination of primary care with other levels of care.

· A secure, centralized health record for each consumer.

· Ongoing, consistent access to the primary health care provider of choice. 



Benefits for Health Care Providers 

· Appropriate compensation for the work of primary care physicians and other providers, recognizing the need for stable funding, benefits, pensions and vacations. 

· Appropriate compensation for primary health care services that are not adequately funded through fee-for-service. 

· Management services responsible for providing sufficient office space, and meeting the administrative and accounting requirements of providers.

· An improved physical and professional environment that supports clinical practice, ensures greater predictability of practice, and allows for lifestyle needs. 

· Coverage for vacation, regular days off and on-call.  

· Increased recognition and respect for the roles of all primary health care providers. 

· Working in a team setting and having contact with peers for support, advice, consultations and continuing education.

· Capitalizing on the skills of physicians and other health care providers such as nurse practitioners and midwives, so that each professional provides the services he or she is trained to provide. 

· Access to information technology to support primary health care practices.



Benefits for Government

· Meeting the equity goal of ensuring that all Ontarians have access to primary care services, especially in areas that have inadequate primary care coverage.  

· Maximizing the use of primary health care providers (e.g., improved utilization of family physicians and other providers; greater use of professional care givers who are not physicians).

· Greater coordination of all levels of health care, leading to more effective use of health care resources (e.g., less duplication and fragmentation of services, and more appropriate use of services, especially emergency services). 

· Greater predictability of expenditures for primary health care.

· Enhanced opportunities to develop ongoing quality improvement and accountability measures in primary health care.

· Increased potential to link together and coordinate all aspects of health care including services provided by specialists, hospitals, home care, long-term care, labs and drugs.
· Potential cost savings in other sectors of the health care system through reduced reliance on hospital emergency departments, specialists, inpatient care and walk-in clinics. 


Essential Features Of The HSRC’s Strategy For Primary Health Care

The five essential features of the primary health care strategy are elaborated below. 

1.
Access To A Defined Range of Comprehensive Primary Health Care  Services 

The first essential feature of the HSRC’s primary health care strategy is that all Ontarians will have access to a defined range of comprehensive primary health care services. 

Benefits of Access to Comprehensive Primary Health Care Services

· Consumers clearly know what primary care services they can expect to receive.

· Providers clearly know what services they are expected to provide.

· Coordination of care and access improves with one-stop shopping for a comprehensive range of primary care services.

· There is reduced reliance on specialists to provide primary care services (e.g., routine paediatric care). 

The HSRC recommends that:  

R1
All Ontarians be assured access to a defined range of comprehensive primary health care services that include:

1. Health assessment;

2. Illness prevention and health promotion;

3. Education and support for self-care;

4. Diagnosis and treatment of episodic and chronic illness and injuries;

5. Primary reproductive care;

6. Palliative care;

7. Primary mental health care;

8. Co-ordination and provision of rehabilitation services;

9. Co-ordination of and referral to other health care services (such as specialists’ services, home and long-term care, etc.); and

10. Supportive care in hospital, at home and in long-term care facilities. 

In some areas, additional services may be offered as required to meet the needs of the community served. 


The HSRC believes that empowering consumers and helping them to optimize their health should be fundamental to how these services are provided.

The range of services in the OMA primary care pilots and the Ontario College of Family Physicians model and those recommended by PCCCAR
 include a range similar to those described above.  See Appendix C for a detailed description of the HSRC’s services, as adapted from the PCCCAR report. 

2.
Services Accessible 24-Hours-a-Day, 7-Days-a-Week  (24-7)

The second essential feature of the HSRC’s primary health care strategy is access to services 24-hours-a-day, 7-days-a-week (24-7).  

Benefits of 24-Hours-a-Day, 7-Days-a-Week Care 

· Consumers are assured that expertise is available to respond to their primary health care needs. 

· Consumers receive care consistently from the same group of providers. 

· Continuity of primary health care is safeguarded. 

· Providers are fully aware of, and involved in meeting, the ongoing needs of the people they serve.

· Consumers need to go to emergency departments only for true emergency care.

It has been estimated that 50-80% of emergency department encounters are for deferrable primary care visits.
 The use of hospital emergency departments for this purpose can create potential delays in providing care in true emergencies and is a very expensive way to provide primary health care. Often, emergency departments and walk-in clinics instruct patients to see their family physician the next day, which duplicates services and increases cost. Also in emergency departments or walk-in clinics, the continuity of care that is provided by a single primary care provider is lost. No one health care provider gets a comprehensive picture of the consumer’s health.

The concept of 24-7 care is included in other models of primary care.  The OMA primary care pilots provide for 24-hour response options such as after-hours clinics for rostered patients and access to after-hours telephone triage.  The Ontario College of Family Physicians’ model also provides for the family physician and his or her colleagues to coordinate telephone responses and urgent care on a 24-7 basis. 

The HSRC believes that 24-7 care should be an intrinsic characteristic of comprehensive primary health care.  Coverage should be provided during regular office hours and in the evenings (i.e., extended office hours) and arrangements should be made to ensure primary health care coverage after-hours.  Those arrangements will depend on the availability of local resources and the number of consumers in a defined area.  

A telephone triage service is an important enabler of 24-7 primary care coverage.  Unlike the OMA pilots and the Ontario College of Family Physicians’ model, however, the HSRC believes that the telephone triage service should be provided 24-hours-a-day, rather than in off-hours only.  During extended office hours, the phone triage service should be staffed by a nurse who is part of the group of primary care providers.  Consumers should be able to call and obtain information and advice on their health-related questions including whether to make an appointment or go to the emergency department of the local hospital.

After hours, triaging should be supported provincially, with flexibility in how the service is provided.  For example, in smaller communities it could include a formal arrangement with the emergency department at the local hospital. In larger communities, providers could rotate taking calls or they could purchase this service on their own or in partnership with other providers in the region.  A key requirement is that information on each consumer is communicated to the primary care provider so that continuity of care is guaranteed.  For this reason, it is important that the off-hours telephone triage service be based regionally, and connected to local providers.  This will ensure sensitivity to and awareness of local health issues and concerns. 

 The HSRC recommends that: 

R2
Ontarians have access to primary health care services 24-hours-a-day, 7-days-a-week.  Coverage should be provided directly by caregivers during regular office hours and in the evenings (i.e., extended office hours).  Arrangements should be also be made to ensure coverage through the availability of primary health care services after-hours.  A 24-7 telephone triage service should be an intrinsic part of continuous service to consumers.  This service should be supported provincially, based regionally, and connected to local providers so that continuity of care is maintained.  

3. 
Primary Health Care Group Practices 

The third essential feature of the HSRC’s strategy is that primary health care is available from providers working in group practices. 

Benefits of Primary Health Care Group Practices

· Continuity of care for consumers is enhanced, since providers in the group share on-call coverage during evenings, weekends, holidays and vacation. 

· Group practice enables comprehensive services to be provided.  

· Shared experience encourages improvements in practice.

· Providers support one another professionally, resulting in a higher quality of life and working life.

· There is evidence that group practices are associated with higher quality of care
 and greater efficiencies (e.g., there are economies in office overhead and other administrative expenses).

Group practice has been recognized as an essential and very desirable feature in health service organizations, community health centres, the OMA primary care pilots, and the model proposed by the Ontario College of Family Physicians. 

In a primary health care group (PCG),
 each consumer will have his or her own primary care provider.  When that provider is unavailable, the consumer will be referred to someone else in the organization who will have access to the relevant records and will provide continuity of care. In addition, the provider will act as the consumer’s advocate, helping him or her navigate the health care system, and ensuring that the consumer receives the most appropriate community- and institutionally-based services to meet his or her needs. 

The HSRC believes that PCGs should include physicians and nurse practitioners at a minimum, working other health care professionals who will also be directly involved in providing primary health care in the group practice. 

The HSRC recommends that: 

R3
Primary Health Care Groups (PCGs)* be established with the mandate to provide comprehensive primary health care to a defined population.  PCGs should be established as not-for-profit entities. They should include physicians and nurse practitioners, together with other health care professionals directly involved in the delivery of care in the group practice. 


(* Primary Health Care Group Practices or PCGs is a working name only and should not be taken as the name suggested by the Health Services Restructuring Commission.)   

The introduction of group practices as the standard for the delivery of primary health care in Ontario, with appropriate incentives, will produce significant improvements in the quality, access and efficiency of primary care services provided to the population. 

4. 
Consumers Enroll With Their Provider of Choice 

The fourth essential feature of the HSRC’s primary health care strategy is that consumers will enroll with a primary care physician or a primary care nurse practitioner of their choice.  Consumers enrolling with a primary care nurse practitioner will also co-enroll with a primary care physician of their choice. 

Benefits of Enrollment 

· Continuity of care is enhanced since the important relationship between primary care providers and the people they serve is formally recognized and supported by the group practice, especially over the long term.

· Coordination of all health care services and continuity of care are enhanced since responsibility for the enrolled consumer’s health care lies within the primary health care group.

· Groups can assess population health needs and engage in population health planning using information about the size and characteristics of the enrolled population. 

· The group’s role as an advocate for its enrolled population is strengthened since information about the group and the community served, is used to plan prospectively for the needs of patients with similar conditions.

· Monitoring and evaluation of consumer satisfaction and health outcomes are facilitated. 

Enrollment by consumers with physicians has been advocated in other models of primary care.  It is a key feature of health service organizations, and is required in the model proposed by the Ontario College of Family Physicians.  The OMA primary care pilots also proposes voluntary enrollment with a physician.

The HSRC believes that no person should be refused enrollment or terminated on the basis of health status.  Consumers should enroll with a primary care physician or primary care nurse practitioner of their choice.  This recognizes the value of the personal relationship between each consumer and his or her health care provider.  Co-enrolling the nurse practitioner’s clients with a physician supports continuity of care when the needs of consumers change.  For example, there will be times when nurse practitioners are best suited to meet the needs of particular consumers and other times when physicians are best suited to meet these needs.  Physicians and nurse practitioners are not inter-changeable.  Rather each profession brings its particular skills and approaches to primary health care. 

It is expected that the vast majority of Ontarians will enroll in the group where their current family physicians practise.  A recent public opinion survey noted that 92% of Ontario’s population reported having a family physician with whom they have had a long-term relationship.
 

The HSRC recommends that: 

R4
Consumers enroll with a primary care physician or primary care nurse practitioner of their choice, who is a member of the same group.  Patients enrolled with a primary care nurse practitioner will also co-enroll with a primary care physician in the group. 

There are legitimate reasons for consumers to seek care outside of their PCG. For example, a consumer may move, or be out of town when he or she becomes ill.  There will be instances, however, when consumers merely choose to go elsewhere for their primary health care.  Although consumers have a right to choose their physician and nurse practitioner, comprehensive primary health care will only succeed if the relationships between enrolled consumers and providers remain relatively stable.  It must be made clear to consumers that they have both rights and responsibilities within the PCG.  For example, there is the right to a defined array of services and 24-7 coverage.  In exchange, it is expected that whenever possible, consumers will obtain their primary health care from the group to which their primary care physician or nurse practitioner belongs. 

In the first year of operation, the extent to which consumers seek their care outside their PCG should be monitored and the reasons evaluated.  It is up to each group to address the reasons why its enrolled consumers go elsewhere.  In the second year of operation, PCGs should be negated for 100% of the cost of care if any of their consumers seek primary care outside the group, except for services provided outside a reasonable geographic boundary and for emergencies.
  (The practice of 100% negation and exemptions are consistent with the OMA pilots.)

A mechanism for de-enrolling consumers must be identified and built into the PCG.  If a consumer wishes to leave a PCG, he or she should be able to withdraw using an established notification process.  Similarly, if a person wishes to enroll with a physician or nurse practitioner in a particular PCG, he or she should not be denied. If the particular provider’s list of enrollees is at the maximum, the PCG will assist the person seeking enrollment to enroll with another provider, either in the same group or in another group in the same geographic area.  A person can be de-enrolled for a bona fide reason consistent with proper and ethical medical practice.  (This is consistent with the policy of HSOs.)  

The HSRC recommends that:

R5  
In the first year of operation, PCGs should monitor the extent to which their enrolled consumers seek primary health care outside the group.  The PCG should evaluate and address the reasons why this is occurring.  In the second year of operation, PCGs should be negated for 100% of the cost of care if any of their consumers seek their primary health care outside the group.  Use of services outside a reasonable geographic boundary and for emergencies should be exempt from negation. 

5.  
Inter-Professional Provider Team 


The fifth essential feature of the HSRC’s primary health care strategy is the provision of service by inter-professional provider teams.  The HSRC believes that primary health care is most effectively delivered by an inter-professional group of providers who share common goals, contribute in a coordinated manner according to their competencies and skills, and respect the functions and distinctive contributions of others.
  

Benefits of Inter-Professional Providers 

· Quality of care increases since the consumer receives services from the professional who is best qualified to provide the care the consumer needs. For example, family physicians can diagnose and treat consumers with complex medical problems; nurse practitioners can advise on health promotion and disease prevention, and diagnose and perform comprehensive health assessments; pharmacists can advise on medication issues; and psychologists and social workers can play an active role in case management and mental health counseling).

· Coordination and continuity of care improves as consumers’ needs are met through provider collaboration and teamwork.  

· Maximizing the skills and recognizing the expertise of different health care professionals, especially those whose skills have been underused in primary care, increases quality of working life of all members of the PCG.

· Capitalizing on the skills of health professionals in addition to physicians, improves the utilization of these professionals and access to comprehensive primary health care especially in underserviced areas of the province.

· It is cost effective to use the skills of a variety of health professionals in addition to physicians, to provide primary health care.

The inter-professional team approach to care has been successfully used in many settings (e.g., hospitals and community health centres)and its value recognized.  For example, inter-professional care providers are a key feature of community health centres, and some health service organizations include nurse practitioners.  The OMA pilots recognize the contribution of nurse practitioners, and the Ontario College of Family Physicians endorses an enhanced role for nurses recognizing that other professionals also have a role to play in primary care.

There is a great deal of evidence from other jurisdictions to support the safety and quality of care of non-physician providers, particularly nurses with advanced training and midwives.
 There is also evidence of their cost effectiveness.
 

The use of nurses and other health professionals will enable physicians to maximize their skills and work to the full extent of their qualifications, training, and scope of practice.  There is evidence that a substantial proportion of the current activities of family physicians could be done equally well by nurse practitioners.  In Ontario, the top five physician billing codes that accounted for approximately 69% of the total amount billed by primary care physicians in 1996/97 ($1.2 billion) included intermediate assessments/well baby care, general assessments, minor assessments, individual psychotherapy and counseling.  Many of these services may well be provided by nurses and other health professionals.  This would free up physicians to work to the full extent of their training.

Many jurisdictions regard advanced practice nurses (which includes nurse practitioners) to be appropriate providers of many primary health care services. These include health-screening evaluations, post-surgical hospital care, chronic care, long-term care and services to “special needs populations” (e.g., homeless, those with high care needs such as persons with AIDS).  In addition to being lower cost providers, nurse practitioners typically spend more time with individual patients than can physicians, and explore and present a broad range of treatment options. 

Core Team 

The HSRC believes that primary care physicians and primary care nurse practitioners should form the core team in each PCG and collaborate in a group practice setting.  There should be at least one nurse practitioner in each PCG.  

Although the key function of the primary health care physician and nurse practitioner together is to provide routine and urgent primary health care to the enrolled population, their roles will be determined by their training and scope of practice.  Physicians and nurse practitioners will work as equal partners, recognizing, however, that each plays a distinct role and brings particular skills and approaches to health care.  The different skills and philosophies offered by nurse practitioners and primary care physicians are complementary and when combined, will provide enrolled members with improved primary health care services.  

Along with other members of the PCG, the core team will oversee the provision of primary health care services to a defined, enrolled population and will ensure optimal quality of care, efficient use of resources and high levels of patient satisfaction.  The members of the core team will appoint or elect a member of the core team as team leader. 

Additional Clinical and Administrative Support Functions 

Additional support functions will work with, and increase the capacity of, the core team to extend the range of care provided in PCGs.  Adding capacity to a PCG allows the group to care for a larger total number of patients at lower cost.  For example, a midwife who provides prenatal care and attends deliveries for all group practice members will free up the time of primary care physicians and nurse practitioners.  This will support a system of high quality, accessible and efficient care within each PCG.   Additional support functions include midwifery, walk-in primary health care, demand management, case management and mental health care. (See the section, Establishing the Primary Health Care Group for a discussion of these functions.)  

The HSRC recommends that:

R6
All Primary Health Care Groups be organized as groups of inter-professional primary care providers.  Primary care physicians and primary care nurse practitioners should form the core team, with other clinical and administrative support functions added to meet the care needs of the enrolled population for comprehensive primary care.  

Potential roles of non-physician providers are described briefly below.

Primary Health Care Nurse Practitioners

The HSRC believes that primary health care nurse practitioners have a major role to play in providing primary health care services in Ontario. Primary health care nurse practitioners are registered nurses with advanced knowledge and decision-making skills in assessment, diagnosis and health care management. 
   If the nurse practitioner holds an extended certificate of registration, he or she can communicate a diagnosis of a disease or disorder, order the application of a form of energy (diagnostic ultrasound), and prescribe and administer a defined range of drugs (Nursing Act, 1991).  As well, he or she is authorized to order specific x-rays and laboratory tests, and to certify death in specific circumstances (as noted in other Acts).  In situations where making and communicating a medical diagnosis extend beyond the nurse practitioner’s practice, there are prescribed standards for consulting with physicians. If the nurse practitioner does not hold an extended certificate of registration, he or she must be authorized by a physician to perform the acts noted above, either through a case by case consultation or by a series of specific medical directives.

Primary health care nurse practitioners are well qualified to be members of the core team, and work in partnership with family physicians. Nurse practitioners would enable underserviced communities in northern and rural Ontario to expand their limited medical resources, given current shortages of family physicians and specialists.
  Nurse practitioners can  improve access to primary care in communities that now have inadequate access, and provide relief and on-call coverage for physicians in communities with limited access. 

Registered Nurses
 

The scope of practice for nurses includes health promotion, and the assessment, care and treatment of health conditions.  Nurses attain or maintain optimal functioning of their clients using supportive, preventive, therapeutic, palliative and rehabilitative means. Depending on the settings in which they work, nurses gain experience that enables them to play a valuable role in PCGs.  For example, public health nurses or community health nurses
 focus on health promotion of populations and their role is directed more to community empowerment approaches.  Public health nurses are involved in health promotion, disease prevention and direct care.  They collaborate with other community services to maximize continuity of care for consumers.  Nurses who provide home care through community-based agencies, also have an important role to play in maximizing continuity of care. 

Midwives

The scope of practice for midwifery includes assessing and monitoring women during pregnancy, labour and the post-partum period; assessing and monitoring the newborn babies; providing care during normal pregnancy, labour and the post-partum period; and conducting spontaneous normal vaginal deliveries (Midwifery Act, 1991).  Although midwives have a valuable role in play in PCGs as providers of primary obstetrical services, their practices will be limited to PCGs and networks of PCGs that can provide sufficient volumes to support a midwifery practice. 

Other Health Care Providers 

Several other health care professionals can play an important role in primary health care within PCGs.  For example, social workers and psychologists can provide case management and mental health counseling.  Psychologists in particular can assess behavioural and mental conditions; diagnose neuropsychological, psychotic, neurotic and personality disorders and dysfunctions; prevent and treat behavioural and mental disorders and dysfunctions; and maintain and enhance physical, intellectual, emotional, social and interpersonal functioning (Psychology Act, 1991).  Pharmacists, whose scope of practice includes providing information related to drug use (Pharmacy Act, 1991), can optimize drug therapy, help to improve compliance, assess adverse drug reactions and help those at greatest risk for medication errors. There are many such examples involving occupational- and physio-therapists, dietitians, and other health professionals.

Supporting Mechanisms 

There are a number of supporting mechanisms to ensure the success of PCGs: 

1. Population-based group funding 

2. Education 

3. Information management

4. Mechanisms to coordinate care 

5. Mechanisms to ensure accountability 

1. 
Population-Based Group Funding

PCGs must be appropriately funded in relation to the size of the enrolled population, the range of services provided, and the number and type of health care providers providing those services. 

All PCGs should be funded using a consistent funding methodology. The funds should be paid to the group, not to individual providers within it.  Each PCG will then have the responsibility and flexibility to determine how its member providers are reimbursed.  Group funding supports  true group practice, not merely office sharing.  It links providers financially within a single business unit and provides a management structure to make decisions that are binding on all group members.  The group receives payment for services provided for its total enrolled population.  Individual provider reimbursement is based upon criteria established by the group – that in all probability will typically be a combination of individual and shared goals.  Providers will be accountable to their peers.  This setting enhances opportunities for reviews of practice patterns, clinical outcomes, customer service and resource utilization.

Group funding also supports inter-professional practices.  Currently, fee-for-service physicians wanting to establish inter-professional group practices must find alternate sources of funding, since most other providers cannot bill for their services nor can physicians bill for services provided to their patients by other providers. 

The HSRC recommends that:

R7
Funding for PCGs flow to the group based primarily on the enrolled population being served.  The PCG will then determine the method(s) of remuneration for all providers within the group. 

The HSRC believes that to be successful, funding for PCGs must include a number of components.  Although this has been recommended in the OMA pilots and in the Ontario College of Family Physicians’ model, the components vary in each.  The pilots include capitation funding and five additional fee-for-service (FFS) codes.  The College’s model recommends base funding, overhead support and non-volume and volume modifiers.  

The HSRC supports funding for PCGs that includes the following components:

· Population-based funding or capitation, to pay for the core of comprehensive primary health care services provided.  The capitation rate is defined as payment to fund the core basket of services for each enrolled consumer, adjusted for age and sex.  The five additional FFS codes in the OMA pilots are included in the capitation rate.
 

· Additional or complementary funding for programs that go beyond the core basket of services to address the specific needs of a defined community (such as persons who have high care needs, e.g., AIDS) or consumers who are difficult to enroll (e.g., the homeless).

· In addition, other services that providers in the PCG may choose to deliver such as contracted emergency work, surgical assists, telemedicine consultations, and visits to homes, hospitals and long-term care facilities, should not be part of PCG funding.  These services should be supported with additional funds, and paid in the form of sessional fees to the group.  For example, for practitioners who have a formal agreement with a nursing home to provide care to the residents, their PCG would be paid a sessional fee.
   

· In addition, substantial quality incentives should be paid to PCGs for meeting agreed-upon targets related to clinical practice, disease management, population health, access and consumer satisfaction.  Incentives would be paid to the PCG, which would then determine how the funds are distributed among the group’s providers.  

In future, funding for PCGs should be evaluated to determine the feasibility of including additional funds to cover services such as drugs and laboratory work.  For example, PCGs could monitor the use of prescription drugs by their enrolled population.  Protocols could be put in place to support the use of generic drugs, the development of an approved formulary and consumer compliance.  Quality incentive could be earned when agreed-upon targets are met in these areas.

The HSRC recommends that:

R8
Funding for PCGs incorporate the following: 

· population-based funding or capitation to pay for the core basket of primary health care services (the rate should be adjusted for age and sex); and

· funding for programs that go beyond the core basket of services to address the specific needs of a defined community or consumers that are difficult to enroll. 

Other services such as emergency work, surgical assists, telemedicine consultations, and visits to homes, hospitals and long-term care facilities, should not be part of PCG funding but should be supported with additional funds, and paid as sessional payments to the group. 

A quality incentive system must be established whereby PCGs are paid incentives when they meet agreed-upon targets in defined areas. 

Benefits of Funding and a Quality Incentive System

· Population-based funding makes primary health care expenditures predictable, ensures funding follows the consumer, and reduces the incentive for unnecessary office visits, and encourages a health maintenance focus. 

· Funding to address the specific needs of a defined community ensures appropriate financial support for providers who must take more time and energy to care for the special needs of individuals with particular health problems. 

· A quality incentive system encourages and rewards providers for meeting agreed-upon standards that benefit their consumers.

· Funding the group highlights the group’s collective responsibility for the health and health care of its enrolled population.

· Allowing each PCG to determine how providers will be funded encourages the selection of payment mechanisms most suitable to the members of each group. 

2.
Education

Education is an essential mechanism to support the development of PCGs and help them to meet the needs of their enrolled consumers. 

Benefits of Education

· The HSRC’s strategy is supported with a sufficient number of providers with appropriate skills.

· Quality and continuity of care is enhanced with training on establishing effective group practice.

· Health care providers are supported to work to the full extent of their scope of practice through enhanced skills training. 

· Consumers benefit from education on how to stay healthy. 
Educating a Sufficient Number of Providers to Support the Primary Health Care Strategy 

A review of current health care human resources in relation to the HSRC’s primary health care strategy indicates that: 

· There seems to be a sufficient number of primary care physicians to meet the province’s need for primary care, that requires the training and expertise of physicians. These primary care physicians, however, are unevenly distributed throughout the province.  A recent study indicated that there were 7.9 active GPs/FPs per 10,000 population in 1997/98.  The distribution of these physicians ranged from a high of 10.0 per 10,000 in Toronto to a low of 5.8 in Essex/Kent/Lambton.
 

· There is an insufficient number of primary care nurse practitioners who are qualified to practise in Ontario to implement the recommendations in this report.  The lack of training, funding and job opportunities for nurse practitioners have had a negative impact on attracting students to this program. 

· Current training programs in Ontario do not adequately prepare nurse practitioners to provide the full scope of services required for effective group practice. Appropriate training programs must be planned and implemented immediately if Ontario residents are to enjoy the full benefits afforded by the addition of nurse practitioners in the core of primary health care groups.

· Midwifery and nursing are two distinct professions with separate training programs, their own regulatory colleges and distinct legislative requirements.  As a result, cross-training between midwifery and nursing does not occur, nor is an environment created that encourages professionals to develop and use both midwifery and nursing skills.  For example, nurse practitioners in Ontario are not authorized to perform obstetrical acts. Smaller communities that could benefit from and support a professional with both sets of skills, may not be able to attract and maintain both a nurse practitioner and a midwife. 

The HSRC’s primary health care strategy is achievable. It will require some redistribution of current primary care physicians, increased training opportunities and funding support for primary care nurse practitioners, and opportunities for cross-training between midwifery and nursing, including accrediting courses taken in one program toward qualifications in the other.  The HSRC supports the Ministry of Health's efforts to encourage the redistribution of physician resources through the use of incentives.  The HSRC believes that establishing PCGs, enrolling the Ontario population in groups and supporting telehealth initiatives will attract physicians to practise in areas that are underserviced, as well as provide employment opportunities and financial support for nurse practitioners, midwives (and those dually-qualified) and other health professionals. 

The HSRC recommends that: 

R9
An education task force be established to identify education initiatives that will support the primary health care strategy.  The key priority of the task force will be to develop: 

· strategies to increase training opportunities for primary care nurse practitioners; and

· a plan to support cross training of midwifery and nursing to encourage professionals to develop both sets of skills.

R10
The Ministry of Health invest stable and ongoing funding immediately to support the education of nurse practitioners in Ontario. 

Academic health science centres and the other universities and colleges that train health professionals have a role to play in advancing an inter-professional approach to primary health care and health care practice in general.  For example, integrated teaching programs would give students an appreciation of the expertise of their colleagues and highlight opportunities for collaboration between professionals.  A collaborative education experience would help prepare professionals to work in the inter-professional environment of PCGS.

The HSRC recommends that:

R11
The Education Task Force develop strategies to support collaborative education opportunities among the health professions.  

Educating Providers to Meet the Needs of Their Consumers 

Once PCGs are established, health care providers must be supported with education appropriate to meet the needs of their enrolled consumers.  Currently, the training of health care professionals is the responsibility of quite separate faculties where the emphasis is on mastering professional skills.  Too little attention is paid to inter-professional teamwork, understanding the skills and potential of other health care professionals, and how to capitalize on a combination of professional contributions to the provision of care.  Education is required on how to work effectively in group practices and settings, as well as with a range of professionals. 

Individual professions should work to the full extent of their scope of practice.  To achieve this may require training to enhance skills as well as “refresher” courses to sharpen skills (e.g., training in advanced cardiac and trauma life support, training in telemedicine technologies).  This training will help result in more appropriate use of health professionals including primary care physicians and nurse practitioners, specialists and other professionals. 

Since PCGs will also be expected to play an important role in educating the public on how to maintain health, professional members of PCGs must have the skills and knowledge to play an effective role in public education. 

The HSRC recommends that:

R12
The Education Task Force develop and recommend: 

· educational and training programs on how to work effectively in groups of inter-professional providers;

· educational and training programs to enhance the skills of health care providers so they practise to the full extent of their scope of practice; and

· strategies on how PCGs can educate enrolled consumers to maintain health. 

3.  
Information Management  


The HSRC recently developed an Ontario Health Information Management Action Plan. 
 Information management is the top priority in building a better health system. 

Other studies of primary care have recognized the importance of information management.  For example, the OMA pilots support a clinical management system at every site.  The Ontario College of Family Physicians supports a shared electronic health record system. 

Benefits of Information Management

For the consumer:

· Use of information supports consumer empowerment, and encourages consumers to participate in making decisions about their health care, in partnership with their primary care provider.

For the provider:

· Clinical management systems improve the efficiency of scheduling patients for services within a group. 

· Providers can compare their practice patterns to peers and against clinical guidelines. 

· Health outcomes and patient satisfaction can be monitored, and used to improve services.  

· Information technology, through telehealth initiatives, lets providers access information, network with peers and consult with specialists to confirm a patient’s diagnosis.  

· Provider hotlines and Web sites reduce the cost of physician and patient travel, decrease professional isolation and provide a tool for continuing education for health professionals.

A sophisticated and comprehensive province-wide information system is needed to support the PCG model. Failure to implement such a system will preclude or significantly reduce any improvements in the effectiveness and efficiency of the provision of health care in Ontario.

The HSRC believes that each PCG should use health information effectively to help manage the care of its enrolled population.  Ensuring privacy, security and confidentiality is an integral and critical component of information management. 

The HSRC recommends that:

R13
PCGs incorporate clinical management systems in their practices to support the real-time capture of consumer-oriented health information, and the secure exchange of relevant and accurate information as appropriate in the delivery of care. 

Information on consumer services available outside the group is critical to support the role of PCGs as connectors to the rest of the system.  Links must be established with external information sources to ensure comprehensive, coordinated care.  For example, PCGs need to have access to drug and lab information as well as information on community resources.  The HSRC recommends that: 

R14
Each PCG have electronic access to drug and laboratory information.

R15
The local Community Care Access Centre and District Health Council develop directories of community resources to enable PCGs to arrange the best services for their enrolled populations. 

4.  
Mechanisms to Coordinate Care

Mechanisms to coordinate care are necessary to help PCGs serve the consumers who are the focal point of each group. 

Benefits of Coordinated Care

· The consumer’s experience of obtaining different levels of health care is integrated and seamless.

· Caregivers are fully informed of the consumer's health care history, resulting in less duplication of services and more informed care decisions.

· When a primary care provider must refer his or her patient to another level of care, the provider has complete information on the services that are available and how to access them quickly.

· Information on care and outcomes obtained during a referral are communicated back to the primary care provider, resulting in better continuity of care. 

The OMA pilots acknowledge the importance of coordination and communication by suggesting a number of strategies – co-location of funded services, electronic communication links, networking and incentives for coordination (such as team consultation and home care supervision fees).  The Ontario College of Family Physicians suggests the development of practice networks supported by a family practice facilitator, and physician privileges at the local hospital as two strategies to support coordination. 

The HSRC has identified a number of mechanisms that PCGs will use to coordinate care.  These include being the custodian of the individual health record, establishing formal agreements between the PCG and other care providers, and developing communication protocols and care paths.  These mechanisms must balance the need to coordinate care with sensitivity to consumer choice. 

Health Record

Currently, no health care provider has a complete picture of his or her client’s health status, or a complete client-specific, longitudinal record of the health services that the client has used.  A unique identifier will support the development of health records that provide an ongoing history of a consumer’s use of health services within the PCG, and with other community- and institution-based providers.  The HSRC believes that the PCG should compile as well as be the custodian of such a record.  The individual consumer will own the information and determine who has access to it.  Initially, a record will probably be on paper stored by the PCG.  Soon, it is expected that electronic records will be developed. 

The HSRC recommends that:

R16
PCGs compile, as well as be the custodian of a health record for each enrolled consumer. 

Agreements Between the PCG and Other Care Providers

The freedom of consumers to choose their health care provider is respected when a consumer enrolls with a provider of choice within a PCG.  It is then the responsibility of the provider members of each PCG to ensure that the group’s consumers have access to a full continuum of coordinated care.  An effective way to ensure that this happens is for PCGs to develop agreements with organizations and health care providers who offer secondary, long-term and other levels of care.  These include hospitals, specialists, public health, long-term care facilities and home care (through the community care access centres).  PCGs must, however, respect consumer choice when developing these agreements; they cannot be exclusive agreements.  

One important agreement that must be made is between primary care providers and local hospitals.  The HSRC believes that mechanisms must be put in place to communicate to the most responsible primary care provider, information on his or her clients when they are hospitalized. Primary care physicians should hold hospital appointments because they should be involved in the care of their hospitalized patients.  It is recognized that primary care physicians will probably play a different role depending on the size, type and location of hospital.  For example, in larger facilities where specialists play a predominant role, primary care physicians will provide supportive care.  In smaller facilities where specialists play a consulting role, primary care physicians will probably be the most responsible physician.  

Primary care physicians should hold hospital appointments to ensure that these physicians have a comprehensive picture of their patient’s health care, and to make it possible for them to participate in care decisions upon hospital discharge. 

The HSRC recommends that: 

R17
Primary Health Care Groups develop agreements with organizations and health care providers who offer different levels of care, so as to ensure access to a full continuum of coordinated care for the enrolled population. PCGs must be sensitive to the element of consumer choice when developing these agreements.  One formal agreement should be between PCGs and local hospitals, setting out the mechanisms by which PCG providers will be fully informed of the condition and treatment of enrolled consumers, when they are hospitalized.  Primary care physicians should hold hospital appointments. 

Communication Protocols and Care Paths  

Health care providers within the PCG must communicate effectively with one another and with providers in referral organizations.  Although informal communications will undoubtedly occur, formal mechanisms will ensure that the consumer's health care experience is a smooth one.  

Communication protocols must identify when and how providers will communicate information about the enrolled consumer. Protocols should define minimum communication standards and identify preferred communication mechanisms.  For example, hospitals should be required to forward a copy of the patient’s discharge summary to the PCG within a specified period of time. 

The HSRC recommends that:

R18
Standard communication and transfer protocols be established between 

· the PCG and other organizations to which the consumer is being referred (e.g., acute, rehabilitation and complex continuing care hospitals, home care through community care access centres, long-term care facilities);

· the PCG and other health care providers who are caring for the same consumer (e.g., specialists, emergency departments); and

· the PCG and other sectors such as education and social services. 

Care paths identify when patients should be transferred from one care provider to another, and set out who has responsibility for ensuring that appropriate transfers happen and how.  Care paths support the effective provision of services within the PCG, as well as between the PCG and other organizations.  These organizations include community care access centres, hospitals, rural and northern hospital networks, and public health units. 

The HSRC recommends that: 

R19
PCGs, in collaboration with local health care providers, develop care paths for common medical conditions, paying special attention to hand-off points. 

5.
Mechanisms To Ensure Accountability 

The HSRC believes that accountability mechanisms must be intrinsic to the primary health care system.  There must be mutual accountability mechanisms between PCGs and the enrolled population, clear accountabilities of PCGs to the payor, clear accountabilities of PCGs for governing and managing their operations, and clear accountabilities for quality improvements.  Each of these is addressed briefly below.

Benefits of Accountability Mechanisms

Accountability mechanisms ensure that: 

· PCGs fulfill their obligations and meet their responsibilities to consumers and payors.

· Appropriate policies and strategic directions are in place to guide PCGs.

· Procedures and processes are in place to manage PCGs effectively and efficiently.

· PCGs offer effective, high quality care for consumers.

· Continual improvements are made to the operations of PCGs. 
· Public funds for primary health care are used in the most effective and efficient manner.
Mutual Accountability Mechanisms Between PCGs and the Enrolled Population 

The importance of mutual accountabilities between providers and consumers has been recognized in the OMA pilots.  The Ontario College of Family Physicians also proposes this principle as well as the issuing of regular report cards to the community. 

Registration with a PCG represents a defined relationship between the consumer and the provider, and assumes a set of rights and responsibilities affecting both.  These should be clearly stipulated in a contract so the benefits and obligations are understood by all parties.  Extensive work has already occurred in developing such contracts (e.g., OMA primary care pilots).  

The HSRC recommends that: 

R20
The relationships as well as the rights and responsibilities of the participants of a PCG be clearly outlined in an enrollment contract.  This contract should include, but not be limited to: 

· The consumer’s commitment to seek primary care services at the PCG with which they are enrolled except in emergencies, out-of-town situations, or when services are not part of the contract;

· The defined range of services that are available;

· Hours of operation; 

· Mechanisms for ensuring 24-hour response (phone number and type of service to expect);

· Minimum period of roster commitment; 

· Procedures for enrolling and de-enrolling; and 

· Mechanisms for compliments and complaints. 

In addition to the enrollment contract, PCGs should have a formal system of reporting their performance to the enrolled population.  One mechanism is to develop regular report cards to the community.

The HSRC recommends that:

R21
PCGs identify indicators and develop mechanisms to report regularly to the public on the PCG’s performance. 

Accountability of PCGs to the Ministry of Health 

Accountability to the payor is demonstrated in the OMA pilots through a contractual agreement between the pilots and the Ministry of Health (MOH), and monthly reports on client-based encounters.  Failure to submit these reports to the MOH may result in financial penalties.  HSOs have a similar monthly reporting arrangement with the MOH,  whereas CHCs have a standard reporting arrangement. 

The HSRC believes that the PCG must be accountable to its payors for providing high quality services within available resources, for establishing policies and procedures to meet standards and requirements, for maximizing utilization and improving population health outcomes.  The rights and responsibilities of PCGs and government should be stipulated in a contractual agreement.  Accountability should be demonstrated by submitting regular report cards or establishing an operating plan process, whereby the PCG routinely submits reports to the MOH on its activities in the areas of client care, health human resources and finance. To determine whether the PCG is meeting its accountabilities, baseline measures and mechanisms for measuring improvement must be developed and incorporated in the ongoing monitoring of PCGs by the MOH.  

The MOH should incorporate mechanisms to monitor the activities of providers in the PCG.  For example, in certain instances the MOH has used shadow-billing to track the activities of physicians who are not paid fee-for-service, and contracts that stipulate the fees that will be paid for physicians in exchange for certain services.  These are ineffective mechanisms since they are based on unreliable systems of describing and recording the interactions between consumers and providers of health care.  To ensure that monitoring activities are valid and reliable, useful and accurate consumer-encounter information must be developed.
   

The HSRC recommends that: 

R22
A contractual agreement be established between the PCG and the Ministry of Health, that sets out the expectations and operational standards of PCGs.  These should include:

· service provision including clinical services;

· telephone support, hours of operation and on-call provisions;

· registration of population served and size of the population;

· reporting requirements to the enrolled population and the MOH (e.g., monthly reports to the MOH on client encounters);

· records and information including encounter information, operations and staffing;

· participation in internal quality improvement activities, program evaluation and monitoring;

· reporting requirements associated with population registration; and 

· operations, staffing and other requirements.  

Governing and Managing Operations 

A number of governance and management structures exist in primary health care in Ontario.  For example, FFS physician group practices and physician-sponsored HSOs, typically govern and manage the activities of their organizations, usually without formal consumer input.  Academic family practice units are governed by hospital and/or university boards, manage themselves, and often have community advisory committees.  Community health centres have boards that govern the organization, and hire managers to implement the Board’s recommendations and oversee the operations of the organization.  The OMA pilots note that sites should establish and maintain a “written governance structure”. The Ontario College of Family Physicians’ model does not address governance.

The HSRC believes that a phased approach should be taken for the governance of PCGs.  In the short term, at a minimum PCGs should set their policies and strategic directions, with input from the enrolled population on the quality, quantity and type of services that are provided.  In the longer-term, PCGs should consider adopting more formal governance arrangements such as boards made up of representatives of the enrolled population.  Some health care groups already have community boards such as community health centres, community health access centres for Aboriginal people, and some HSOs.  These should continue to exist. 

The HSRC recommends that: 

R23 
In the short-term, PCGs establish arrangements to support the development of policies and strategic directions to guide the operations of the PCG.  These arrangements should include mechanisms to obtain input from the enrolled population.  In the longer-term, PCGs should consider establishing more formal mechanisms such as governing boards made up of members of the enrolled population.  

With regard to management, the HSRC believes that each PCG must include two key functions: 

· a group administration function, responsible for managing the group to achieve defined service, financial and quality outcomes; and

· a clinical director function, responsible for providing clinical leadership and ensuring that the enrolled population has access to high quality, comprehensive and coordinated primary health care services, while facilitating the appropriate and efficient use of resources. 

Depending on the size and location of the PCG, the group administrator and clinical director functions may be full- or part-time. (See section, Establishing the Primary Health Care Group for a more detailed description of these functions.) 

The HSRC recommends that: 

R24 
Each PCG have a management structure that includes two key functions: a group administrator and a clinical director. 

One key focus of management is performance standards that set out the expectations required to operate an organization successfully.  These include developing operational policies and procedures, and defining processes to support and further the mission, goals and objectives of the organization.  The HSRC believes that performance standards in PCGs should ensure that the right providers are available to provide the right care, at the right time, to the enrolled population.  To do this, the needs of the enrolled population must be assessed, the services that are required to meet these needs must be identified, and the appropriate mix of human and financial resources must be put in place to ensure that these services are provided. 

Quality Improvements

The HSRC believes that processes for continuous quality improvement should be an integral part of every PCG. As noted earlier, the HSRC supports a quality incentive system whereby PCGs receive substantial incentive payments when they meet agreed-upon targets in defined areas such as clinical practice, disease management, population health, access and consumer satisfaction. 

All PCGs should monitor and evaluate their effectiveness and efficiency on an ongoing basis.  The data that are required and the processes that will be used to conduct these evaluations, must be identified before PCGs are established.  Examples of data to support ongoing monitoring and evaluation include utilization information, consumer and provider satisfaction, compliments and complaints, measures of whether standards have been met, and the extent to which consumers go elsewhere for their primary health care.

PCGs should also incorporate mechanisms to support quality improvement such as setting standards, conducting audits and providing feedback, implementing and using protocols and guidelines, establishing patient and provider reminder systems, and supporting continuing education for health providers. 

At the group level, the performance of PCGs must be assessed individually and in comparison with each other.  The HSRC recommends that:

R25
PCGs be required to monitor and evaluate their effectiveness and efficiency on an ongoing basis.  This must be supported with the establishment of mechanisms for continuous quality improvement, and participation in external quality assurance programs and audits. 

At the level of individual health care providers, quality improvement mechanisms must be developed to support the inter-professional focus of PCGs.  Other organizations such as hospitals have experience in inter-professional quality improvement.  Experience in the area of primary care is limited, however. 

Professional colleges have a role to play in developing  quality mechanisms for inter-professional primary care.  Professional colleges provide guidelines for the professional conduct of their members.  The provisions of the Regulated Health Professions Act should be used to guide discussions of delegating tasks within the team. 

The HSRC recommends that:

R26
The MOH develop guidelines for inter-professional quality management in primary health care settings. 

Establishing the Primary Health Care Group

The establishment of primary health care groups must consider the optimum number of providers needed for a true group practice, the appropriate mix of supporting functions, and the optimum number of consumers needed to support comprehensive services.  All of these factors are inter-related.  The following section addresses the configuration of providers and functions in PCGs, the size of the enrolled population in PCGs, and funding components. 

Configuration of Providers and Supporting Functions in PCGs 

To provide the defined range of comprehensive primary health care services, and 24-hours-a-day, 7-days-a-week access, the HSRC determined that a PCG must have: 

· a core team of providers; and 

· supporting clinical and administrative functions. 

Health care professionals who are in the core team of providers or who provide supporting clinical functions will be governed by appropriate legislation.  For example, physicians will be governed by the Medicine Act, 1991, regulations made under the Act and any other pertinent legislation.   Nurses will be governed by the Nursing Act, 1991, midwives by the Midwifery Act, 1991, and so on.


The Core Team of Providers 

Members of the Core Team

The core team will include primary health care physicians and primary health care nurse practitioners with extended certificate of registration). 

Primary Health Care Physician will provide primary medical care or consulting services to:

· patients with uncomplicated or complex acute and chronic medical care needs including ambulatory and acute inpatient hospital services;

· patients with emergent needs for life or limb saving medical care; and 

· patients with uncomplicated obstetrical care needs including vaginal delivery.

Primary Health Care Nurse Practitioner will provide primary care services to:

· patients with uncomplicated acute and chronic care needs including ambulatory and acute inpatient hospital services;

· patients with emergent needs for life or limb saving medical care. 

· It is anticipated that the primary care nurse practitioner will be trained in the future to provide services to patients with uncomplicated obstetrical care needs including vaginal delivery.

Number of Providers in the Core Team   

The number of providers in a group is directly related to the size of the enrolled population. There is limited empirical evidence to suggest an optimal size for either the number of providers in a single primary health care group or the enrolled population.  Size estimates for group practices are available in the OMA pilots, the Ontario College of Family Physicians’ model and elsewhere.  

The OMA pilots are based on the maximum enrolment is 2,200 people per full-time physician.  An additional 800 consumers is allowed for each nurse practitioner.  For HSO physicians, currently a maximum of 2,500 people for each full-time physician is allowed. The Ministry has planned for pilots to include 15-20 physicians but has approved smaller units. 

The Ontario College of Family Physicians has suggested that practice networks be comprised of between seven and 30 family physicians. 
  Based on an estimate of 2,000 enrolled consumers per full time physician, 
 according to the College’s recommendation each network would serve a defined population of 14,000 to 60,000 people. 

PCGs must be large enough to provide the resources needed to meet the health goals of the population and  the full range of agreed-upon services. They must conduct both clinical and administrative work.

It is critical for the members of the core team to develop a true group practice to support comprehensive and coordinated care.  To achieve this, the HSRC believes that the core team should have from four to a maximum of eight providers. 
  This allows for optimal group dynamics to create the effective group interaction required for the peer review necessary to improve quality and efficiency.  The minimum size of four allows for a reasonable on-call schedule of every fourth day for the core team physicians and nurse practitioners. It facilitates achieving economies of scale and permits sharing of financial risk.  The upper limit of eight minimizes the risk that the core team will break down into sub-groups and lose some of the positive small group dynamic interactions that are being sought. It also permits effective informal communication among the provider members and avoids the administrative expense necessary in larger groups.  

Wide disparities exist in Ontario with regard to geography, transport, population density and availability of health care resources. The size of PCGs must reflect the province’s population distribution.  Consequently, three models for PCGs were developed – urban, rural and remote. 

· Urban: This model will apply in cities and towns that have a population of at least 15,000 within the immediate surrounding areas.

· Rural: This model will apply in smaller towns where a PCG is in one physical location and can be reached within an hour by its enrollees; the number of possible enrollees must be at least 5,000.

· Remote: This model applies in all other situations not covered by the other 2 models.

The number of primary health care physicians and nurse practitioners comprising the core team differ in the three models. 


Urban 
Rural 
Remote

Core team 
8 providers:

· 6 physicians 

· 2 nurse practitioners
4 providers:

· 2 physicians 

· 2 nurse practitioners
4 providers:

· 1 physician

· 3 nurse practitioners

Supporting Clinical and Administrative Functions 

Clinical Support Functions 

Supporting clinical functions in a PCG include midwifery, walk-in primary health care, demand management, case management, mental health care, primary health care team nursing, primary health care patient attendance, and clinical direction/guidance. 

Midwifery is provided to:

· patients with uncomplicated obstetrical care needs including vaginal delivery; and 

· patients with uncomplicated gynecologic care needs.

Walk-In Primary Health Care is provided to:
· patients with uncomplicated and minor urgent care needs.  (Treatments will be administered in accordance with established protocols; patients will be screened, triaged and referred to the appropriate primary health care team member.)

Demand Management  provides:
· triage and health care information services to the enrolled population of the PCG.  Most demand management will be by telephone, primarily in response to telephone inquiries made by individuals within the enrolled population; and 

· triage services which include directing the caller to the appropriate medical provider given the information received, as well as providing information to the caller allowing him or her to evaluate the perceived need to access a health care provider or facility.

Case Management provides:

· case management services to patients referred for case management.

Mental Health Care provides: 

· primary mental health services. 

Primary Health Care Team Nursing provides:
· team nursing within the scope of practice of an RN;

· supervision of all clinical staff working directly with the team’s physicians and nurse practitioners.  

Primary Health Care Patient Attendance: 

· assists physicians and nurse practitioners to meet the needs of the enrolled population.

Clinical Direction/Guidance provides:

· medical management services required to create a true group practice.

Other clinical functions may be added to the PCG over time.  These may include clinical pharmacy, physical and occupational therapies, chiropractic and other functions.

Administrative Functions

Supporting administrative functions include group administration, and clerical and administrative support.

Group Administration provides:

· administrative and management services required to create a true group practice.

Clerical and Administrative Support provides:
· clinical records support, receptionist support, telephone operation and other clerical support, as required.

Size of the Enrolled Population in PCGs 

Estimates have been made of the workload of the core team and each complementary supporting function.  These estimates have been used to determine the capacity of a PCG to provide care for a specific number of enrolled consumers.  PCGs can link with one another to establish teams or networks. 

Core Team Provider – Workload and Capacity

Typical annual work days, days off and average time per primary health care patient visit, obtained from sources in Ontario, were used to produce an estimate of the available capacity per primary health care provider. 

The average utilization rate of 3.11 encounters per Ontario resident for primary health care providers was used.  When the estimated rate for primary health care hospital encounters was added (i.e., when the family physician visits his or her patients in hospital),  the average overall rate increased to 3.22 encounters per enrolled resident per year.  This number was applied in the urban model.  Primary health care provider encounter rates in rural and remote models were increased because in rural settings primary care providers typically provide services that are provided by specialists in an urban environment.

An average of 18 minutes for each patient encounter was used in the urban model.  This encounter time was increased in the rural and remote models to account for the increased complexity and severity of encounters that are expected in these settings.  The estimate of time spent delivering direct patient care services during office or hospital visits does not reflect the full workload of a primary health care provider.  Additional time is required to read consultations, review laboratory reports, return telephone calls and deal with group issues such as patients hospitalized in tertiary facilities and not under the direct care of a PCG provider.  This non-billable time is reflected in patient management and network management time and is included in each workday.

Workload estimates are expressed as average members.  Each average member is an actuarial composite of the total primary health care ambulatory and hospital visits needed over a period of one year to provide appropriate primary health care services to a defined population of Ontario residents, divided by the total number of individuals in the defined population.  For example, the base workload for a primary health care provider in the urban model is 1,680 average members.  This means that one primary health care provider is expected to provide the office visits, hospital visits, telephone calls, prescriptions and other services required to meet the needs of an enrolled population of 1,680 average members in Ontario.  

Actual enrolled populations for primary health care providers will vary by age and sex to account for the different rates of utilization associated with age and sex differences.  

Workload assumptions result in the following estimates of individual PCG core team enrolled population capacity:


Urban
Rural
Remote

Individual PCG Core Team Enrolled Population Capacity 
1,680
1,293
1,142

Supporting Clinical and Administrative Functions – Workload and Capacity 

Certain supporting functions will add capacity to the PCG.  The enrolled population associated with the core team increases with additional functions, since other providers deliver services that the core team members would otherwise have provided themselves.  The following table outlines the increase in enrolled population capacity for each core team provider, when supporting clinical and administrative functions that increase capacity are added to the PCG. 

Increase in Core Team Provider Enrolled Population Capacity by Each Additional Function

Function 
Urban
Rural
Remote

Midwifery
53
N/a
n/a

Walk-in Primary Care
80
14
15

Demand Management 
16
6
6

Case Management 
4
2
2

Mental Health Care 
41
16
13

The total estimated impact of the additional supporting function on the core team’s enrolled population is shown below:


Urban
Rural
Remote

Adjusted Individual PCG Core Team Enrolled Population Capacity 
1,874
1,331
1,178

Additional functions described above not only increase the capacity of PCGs, they bring additional improvements to system efficiency.  For example:

· Walk-in primary care improves overall system efficiency by providing improved access to minor urgent services.  This will reduce the number of emergency room and urgent care center visits.

· Demand management improves overall system efficiency by reducing the number of clinic visits, emergency room and urgent care center visits by providing professional health care services over the telephone.  This will avoid visits that are medically unnecessary.

· Case management improves overall system efficiency by improving coordination of services.  This will reduce the number of medically unnecessary inpatient services, specialty physician services, laboratory services, diagnostic imaging and home care services. 

· Mental health care improves overall system efficiency by improving access to mental health services.  This will reduce the number of inappropriate non-mental health related inpatient services, specialty physician services, laboratory services, diagnostic imaging and home care services.
· Group administration provides essential service to the PCG but does not improve overall system efficiency beyond that achieved by the core team itself.

· Clinical direction/guidance improves overall system efficiency by dealing with obstacles encountered outside the group.  Typically, these obstacles are caused by non-group physicians and other “outside” providers who do not co-operate with the group.

Funding Components 

Funding for PCGs includes capitation and special needs funding.  There is also the opportunity for quality incentives.  

Capitation 

The capitation rate is defined as payment to fund the core basket of services for each enrolled consumer, adjusted for age and sex.  The capitation rate includes: 

· Professional income/salary and benefits for physicians and nurse practitioners, and for staff fulfilling additional functions in the group (e.g., midwifery, walk-in primary care, demand management, case management, group administration, clinical direction, nursing, medical records and administrative support); 

· Facility operating costs such as utilities, supplies and maintenance services; and    

· Capital costs such as facility construction costs and equipment costs to support group practices. 

Special Needs Funding

Capitation is not an appropriate mechanism to pay for all services and all populations (e.g., persons with high care needs such as those with AIDs, and persons that are difficult to enroll such as the homeless).  Special needs funding must be identified to ensure adequate payment for these unique situations.  It is expected that the amount for special funding programs represents a small percentage of the total dollars spent on primary care services. 

Quality Incentives

A quality incentive system for PCGs must be developed.  Incentives will be funded through anticipated efficiencies in other sectors of the health care system, that result from improved management of primary health care.  It is expected that incentives will range up to 20% of the basic capitation rate.

Critical Success Factors for Implementing the HSRC’s Strategy for Primary Health Care 
Three critical success factors are necessary to implement the HSRC’s primary health care strategy.  These factors are: 

· Identifying one or more champions to provide leadership; 

· Investing in a structure to implement, monitor  and support change;

· Implementing the strategy provincially, in a planned and comprehensive manner, over the next six years.

Identifying One or More Champions To Provide Leadership

The HSRC’s primary health care strategy depends on one or more champions to provide leadership. The champion(s) must have sufficient authority to affect change.  The champion or leader must ensure that primary health care receives a high priority in government and the full support of consumer and provider groups.  He or she will also be the single point of accountability for the success of the project.  Ideally, each provider group would also identify its own champion to work with its membership to identify their issues, seek their input and enlist their support for the recommended changes in primary care.

The HSRC recommends that:

R27 
The Ministry of Health identify/appoint a champion with sufficient authority to affect change, who will be responsible for leading the transition in primary health care and ensuring that primary health care receives a high priority in government and the full support of groups representing both providers and consumers.

Investing In A Structure To Implement, monitor and Support Change

A second critical success factor in implementing the HSRC’s strategy for primary health care is investment in a structure to implement, monitor and support change.  Such a structure will include not only people and their expertise, but also the financial resources necessary to support the development and implementation of PCGs. The structure should facilitate timely change in primary health care, support a smooth and effective transition in primary health care, have adequate financial and human resources to do the work, and incorporate ongoing input from the key stakeholders. 

The HSRC believes that the most effective structure to support implementation of the primary health care strategy is an Implementation and Monitoring Committee made up of representatives of consumers, health care professionals and managers. The committee’s goal is to implement the HSRC’s primary health care strategy.  It will be supported with a secretariat and report directly to the Minister of Health.  

The proposed structure and reporting relationship recognize the dedicated and concentrated effort that must be invested, and the necessary political commitment to implement the primary health care strategy successfully. 

The HSRC recommends that: 

R28
The Ministry of Health establish an Implementation and Monitoring Committee made up of external representatives of consumers, health care professionals and managers to implement the HSRC’s primary health care strategy.  The committee should be supported with a secretariat and report directly to the Minister of Health. 

See Appendix D for a proposed draft terms of reference for the Implementation and Monitoring Committee. 

Implementing the strategy provincially, in a planned and comprehensive manner, over the next six years

Progress in reforming primary health care must be made more quickly if primary health care is to meet the changing needs of Ontario’s population and contribute to the development of a genuinely integrated health care system.  

The HSRC recommends that:

R29
Primary Health Care Groups be developed over the next six years in Ontario.

The first year will be used to plan for implementation.  This includes committing funds for PCG development and increased funding for nurse practitioner training.  The next five years will be used to implement the strategy throughout the province. 

Priority for establishing PCGs should be accorded to underserviced areas and established group practices.  Health Service Organizations should also be converted into PCGs.  Within the first two years of implementation, all underserviced areas will have PCGs and Health Service Organizations and established group practices will be transformed into PCGs.  Over the following three years, the remaining population should be progressively served by newly-established PCGs.

See the section, Proposed Implementation Plan, for tasks, timing, responsibilities and anticipated cost. 

Concluding remarks 

The Health Services Restructuring Commission believes that primary health care is the foundation of a genuinely integrated system of health and health care services, and is the core component to provide people with continuity of care.  An effective system of primary health care helps us to stay healthy, advocates for the health care of consumers, and connects them to the rest of the system when they need other health-related services.  

Primary health care activities in Ontario are both extensive and resource intensive.  Although the need for primary health care services is becoming more important, the current system of services does not satisfactorily meet the needs of the population.

It is recognized that primary health care has been the subject of much study and debate in Ontario for a number of decades.  Many of these studies have made similar recommendations and have come to similar conclusions.  The common conclusion is that a coordinated system of primary health care must be developed, and integrated with other levels of health care including community-based and specialty services. 

Despite all the study, debate and agreement on the need for change and the components necessary to support it, there has been little substantive progress on improving primary health care services in the province. 

As an objective, arms-length body from government mandated to act in the public interest, the HSRC does not advocate on behalf of any particular provider or group of providers.  The HSRC’s approach to primary health care is to: 

· Put the people of Ontario at the centre, on the presumption that they will play an active role in their health care. 

· Build on the strengths and positive attributes of current primary care models, and incorporate many of the elements and directions that have been suggested or that exist.

· Identify the key conditions needed to support change, such as education of health professionals.

· Develop a strategy to implement the primary care reform provincially, in a planned and comprehensive manner over the next six years.

The HSRC’s primary health care strategy is not novel.  The vast majority of its characteristics are common to other primary care models previously proposed.
  It does, however, have a number of different features:

· An enhanced role for nursing. 

· True group practices with supporting administrative structures. 

· Funding flows to the group based on the enrolled population served. 

· Comprehensive provincial implementation of the strategy. 

The HSRC acknowledges the vast amount of time, energy and work that has already gone into the study of primary health care.  It believes that the characteristics that it has selected from other strategies and models, and from commission consultations, discussions and debates, are critical to the establishment of a successful primary health care system, made in Ontario by and for Ontarians.
  Development of a comprehensive primary care system based on group practices and enrolled populations, will play a vital role in integrating all health and health care services to ensure that every citizen has ready access to top quality health care, close to home and at a price we can all afford. 

PROPOSED IMPLEMENTATION PLAN 

Year One

Year One 
Responsibility

1.  Communicate support for the concept of PCGs.

a. Announce that PCGs will be established. (R3)

PCGs will be responsible for providing comprehensive primary health care to a defined population. 

b. Make commitment to develop groups over the next six years in Ontario. (R29) 


Ministry of Health

2. Put a structure in place to support implementation activities. 

a.  Appoint a champion to affect the change in primary health care. (R27) 

The champion will be responsible for leading the transition in primary health care, and ensuring that primary health care receives a high priority in government and with provider groups. 

b. Establish an Implementation and Monitoring Committee of external representatives supported with a secretariat, and reporting directly to the Minister of Health. (R28) 

c. Commit funds for PCG development.

Funding for PCGs incorporate: population-based funding or capitation, and funding for special programs.  Other services outside of group funding supported with additional funds, and paid as sessionals.  (R8)
d. Invest stable and ongoing funding immediately to support the education of nurse practitioners in Ontario. (R10)


Ministry of Health

3. Do the groundwork for PCG development. 

a. Establish an education task force to address education issues.  (R9, R11, R12) 

b. Develop criteria for selecting PCGs.


Implementation and Monitoring Committee, and Secretariat

4. Start PCG development.

a. Solicit expressions of interest to establish PCGs, and establish mechanisms that will assist sites to establish their operations. 

b. Prepare contracts between PCGs and consumers. 

Registration contracts clearly outlining the relationships, rights and responsibilities of the participants of a PCG. (R20)
Implementation and Monitoring Committee, and Secretariat

5. Prepare contracts between PCGs and the Ministry of Health.

The contract between the PCG and the MOH will set out the expectations and operational standards of PCGs. (R22)  

The contracts will include PCGs monitoring the extent to which their enrolled consumers seek primary health care outside the group, and evaluating and addressing the reasons why this is occurring.  In the second year of operation, PCGs should be negated for 100% of the cost of care if any of their consumers seek their primary health care outside the group. (R5) 


Implementation and Monitoring Committee, and Secretariat

6. Develop and implement a system to monitor performance and activities of PCGs. 


Implementation and Monitoring Committee, and Secretariat

Year Two 


Responsibility

1. Develop directories of community resources to support PCGs.  (R15)


Local Community Care Access Centres and District Health Councils 

2. Initiate the development of systems so that each PCG has electronic access to drug and laboratory information. (R14)


Ministry

3. Choose the sites to become PCGs from expressions of interest:  50% underserviced and 50% established group practices (HSOs and others) 


Implementation and Monitoring Committee, and Secretariat

Year Three 


Responsibility

1. Develop guidelines for inter-professional quality management in primary health care settings. (R22)


Implementation and Monitoring Committee, and Secretariat

2. Choose the sites to become PCGs in Year 3:  remaining 50% underserviced and remaining 50% established group practices (HSOs and others) 


Implementation and Monitoring Committee, and Secretariat

Year Four 


Responsibility

1. Choose the sites to become PCGs from expressions of interest: 33% of the remaining population


Implementation and Monitoring Committee, and Secretariat

Year Five


Responsibility

1. Choose the sites to become PCGs from expressions of interest:  remaining 50% the population 


Implementation and Monitoring Committee, and Secretariat

Year Six


Responsibility

1. Establish final sites for PCGs: 100% of the remaining population.


Implementation and Monitoring Committee, and Secretariat

Summary of Implementation, and Annual and Cumulative Rollout of PCGs 


Activities
Cost (mil)

Year 1
Planning for implementation.  Committing funds for nurse practitioner education, and six year implementation activities. 


$  5


Annual Rollout 
Cumulative Rollout 
Annual Capitation (mil) (cumulative)*
Start-up capital (millions) *

Year 2
50% of underserviced and 50% of established group practices  (HSOs and other group practices)


50% of underserviced and 50% established group practices  (HSOs and other group practices)
$169
$154

Year 3
Remaining underserviced and established group practices  (HSOs and other group practices)


100% of underserviced and 100% established group practices  (HSOs and other group practices)
338
154

Year 4
33% of the remaining population
100% of underserviced and established group practices  (HSOs and other group practices) 

+  33% of the remaining population 


842
476

Year 5
50% of the remaining population
100% of underserviced and established group practices  (HSOs other group practices) 

+  66% of the remaining population


1,345
476

Year 6
100% of the remaining population
100% of underserviced and established group practices  (HSOs other group practices) 

+ 100% of the remaining population
1,849
476

* Cost estimates use current dollars.  No allowances are made for inflation and cost increases. Capitation amounts include an amount to repay start up capital costs

When Established, Each PCG Will Incorporate The Following:

Key elements
· Provide a defined range of primary health care services.  (R1)

· Arrange for 24 hours-a-day, 7 days-a-week response and extended office hours. (R2)
· Enroll consumers with a primary care physician or primary care nurse practitioner.  (R4)

· Incorporate inter-professional primary care providers, with primary care physicians and primary care nurse practitioners forming the core team and other professionals added to meet the needs of the enrolled population.  (R6)



Funding
· Determine how providers will be remunerated within the group. (R7)



Information Management
· Incorporate clinical management systems in PCGs. (R13)

Coordination of Care
· Compile, as well as be the custodian of a health record for each enrolled consumer. (R16)

· Develop agreements with organizations and health care providers offering different levels of care (e.g., between PCGs and local hospitals, which includes hospital privileges for primary care physicians). (R17)

· Establish standard communication and transfer protocols with other referral organizations, health care providers and sectors (R18).

· Develop care paths with local health care providers for common medical conditions, paying special attention to hand-off points. (R19).



Accountability Mechanisms
· Identify indicators and develop mechanisms to report to the public on an ongoing basis, the performance of the group. (R21)

· In the short-term, establish arrangements for supporting the development of policies and strategic directions to guide their operations, including obtaining input from the enrolled population.  In the longer-term, PCGs consider establishing more formal mechanisms such as governing boards made up of the enrolled population.  (R23) 

· Establish a management structure that includes two key functions: a group administrator and a clinical director. (R24)

· Establish mechanisms to monitor and evaluate their effectiveness and efficiency on an ongoing basis. (R25)



SUMMARY OF RECOMMENDATIONS  
Access to a defined range of comprehensive primary health care services 

1
All Ontarians be assured access to a defined range of comprehensive primary health care services that include:

1. Health assessment;

2. Illness prevention and health promotion;

3. Education and support for self-care;

4. Diagnosis and treatment of episodic and chronic illness and injuries;

5. Primary reproductive care;

6. Palliative care;

7. Primary mental health care;

8. Co-ordination and provision of rehabilitation services;

9. Co-ordination of and referral to other health care services (such as specialists’ services, home and long-term care, etc.); and

10. Supportive care in hospital, at home and in long-term care facilities. 

In some areas, additional services may be offered to meet the needs of the community served. 


Services accessible 24-Hours-a-Day, 7-Days-a-Week 

2 Ontarians have access to primary health care services 24-hours-a-day, 7-days-a-week.  Coverage should be provided directly by caregivers during regular office hours and in the evenings (i.e., extended office hours).  Arrangements should be also be made to ensure coverage through the availability of primary health care services after-hours.  A 24-7 telephone triage service should be an intrinsic part of continuous service to consumers.  This service should be supported provincially, based regionally, and connected to local providers so that continuity of care is maintained.

Primary Health Care Group Practices

3 Primary Health Care Groups (PCGs)* be established with the mandate to provide comprehensive primary health care to a defined population.  PCGs should be established as not-for-profit entities. They should include physicians and nurse practitioners, together with other health care professionals directly involved in the delivery of care in the group practice.

(* Primary Health Care Group Practices or PCGs is a working name only and should not be taken as the name suggested by the Health Services Restructuring Commission.)  

Enrollment of consumers 

4
Consumers enroll with a primary care physician or primary care nurse practitioner of their choice, who is a member of a Primary Health Care Group.  Patients enrolled with a primary care nurse practitioner will also co-enroll with a primary care physician in the group. 

5  
In the first year of operation, PCGs should monitor the extent to which their enrolled consumers seek primary health care outside the group.  The PCG should evaluate and address the reasons why this is occurring.  In the second year of operation, PCGs should be negated for 100% of the cost of care if any of their consumers seek their primary health care outside the group.  Use of services outside a reasonable geographic boundary and for emergencies should be exempt from negation. 

Inter-professional provider team 


6
All Primary Health Care Groups be organized as groups of inter-professional primary care providers.  Primary care physicians and primary care nurse practitioners should form the core team, with other clinical and administrative support functions added to meet the care needs of the enrolled population for comprehensive primary care.  

Population-Based Group Funding

7
Funding for PCGs flow to the group based primarily on the enrolled population being served.  The PCG will then determine the method(s) of remuneration for all providers within the group. 

8
Funding for PCGs incorporate the following: 

· population-based funding or capitation to pay for the core basket of primary health care services (the rate should be adjusted for age and sex); and

· funding for programs that go beyond the core basket of services to address the specific needs of a defined community or consumers that are difficult to enroll. 

Other services such as emergency work, surgical assists, telemedicine consultations, and visits to homes, hospitals and long-term care facilities, should not be part of PCG funding but should be supported with additional funds, and paid as sessional payments to the group. 

A quality incentive system must be established whereby PCGs are paid incentives when they meet agreed-upon targets in defined areas. 

Education 

9
An education task force be established to identify education initiatives that will support the primary health care strategy.  The key priority of the task force will be to develop: 

· strategies to increase training opportunities for primary care nurse practitioners; and

· a plan to support cross training of midwifery and nursing to encourage professionals to develop both sets of skills.

10 The Ministry of Health invest stable and ongoing funding immediately to support the education of nurse practitioners in Ontario.

11 The Education Task Force develop strategies to support collaborative education opportunities among the health professions.

12 The Education Task Force develop and recommend: 

· educational and training programs on how to work effectively in groups of inter-professional providers;

· educational and training programs to enhance the skills of health care providers so they practise to the full extent of their scope of practice; and

· strategies on how PCGs can educate enrolled consumers to maintain health.

Information Management  


13
PCGs incorporate clinical management systems in their practices to support  the real-time capture of consumer-oriented health information, and the secure exchange of relevant and accurate information as appropriate in the delivery of care. 

14
Each PCG have electronic access to drug and laboratory information.

15
The local Community Care Access Centre and District Health Council develop directories of community resources to enable PCGs to arrange the best services for their enrolled populations. 

Mechanisms to Coordinate Care

16
PCGs compile, as well as be the custodian of a health record for each enrolled consumer. 

17 Primary Health Care Groups develop agreements with organizations and health care providers who offer different levels of care, so as to ensure access to a full continuum of coordinated care for the enrolled population. PCGs must be sensitive to the element of consumer choice when developing these agreements.  One formal agreement should be between PCGs and local hospitals, setting out the mechanisms by which PCG providers will be fully informed of the condition and treatment of enrolled consumers, when they are hospitalized.  Primary care physicians should hold hospital appointments.

18 Standard communication and transfer protocols be established between 

· the PCG and other organizations to which the consumer is being referred (e.g., acute, rehabilitation and complex continuing care hospitals, home care through community care access centres, long-term care facilities);

· the PCG and other health care providers who are caring for the same consumer (e.g., specialists, emergency departments); and

· the PCG and other sectors such as education and social services. 

19
PCGs, in collaboration with local health care providers, develop care paths for common medical conditions, paying special attention to hand-off points. 

Mechanisms to ensure accountability 

20
The relationships as well as the rights and responsibilities of the participants of a PCG be clearly outlined in an enrollment contract.  This contract should include, but not be limited to: 

· The consumer’s commitment to seek primary care services at the PCG with which they are enrolled except in emergencies, out-of-town situations, or when services are not part of the contract;

· The defined range of services that are available;

· Hours of operation; 

· Mechanisms for ensuring 24-hour response (phone number and type of service to expect);

· Minimum period of roster commitment; 

· Procedures for enrolling and de-enrolling; and 

· Mechanisms for compliments and complaints. 

21 PCGs identify indicators and develop mechanisms to report regularly to the public on the PCG’s performance.

22 A contractual agreement be established between the PCG and the Ministry of Health, that sets out the expectations and operational standards of PCGs.  These should include:

· service provision including clinical services;

· telephone support, hours of operation and on-call provisions;

· registration of population served and size of the population;

· reporting requirements to the enrolled population and the MOH (e.g., monthly reports to the MOH on client encounters);

· records and information including encounter information, operations and staffing;

· participation in internal quality improvement activities, program evaluation and monitoring;

· reporting requirements associated with population registration; and 

· operations, staffing and other requirements.

Governing and Managing Operations 

23 In the short-term, PCGs establish arrangements to support the development of policies and strategic directions to guide the operations of the PCG.  These arrangements should include mechanisms to obtain input from the enrolled population.  In the longer-term, PCGs should consider establishing more formal mechanisms such as governing boards made up of members of the enrolled population.

24 Each PCG have a management structure that includes two key functions: a group administrator and a clinical director. 

25 PCGs be required to monitor and evaluate their effectiveness and efficiency on an ongoing basis.  This must be supported with the establishment of mechanisms for continuous quality improvement, and participation in external quality assurance programs and audits.

26 The MOH develop guidelines for inter-professional quality management in primary health care settings.

Critical Success Factors 

27 The Ministry of Health identify/appoint a champion with sufficient authority to affect change, who will be responsible for leading the transition in primary health care and ensuring that primary health care receives a high priority in government and the full support of groups representing both providers and consumers.

28 The Ministry of Health establish an Implementation and Monitoring Committee made up of external representatives of consumers, health care professionals and managers to implement the HSRC’s primary health care strategy.  The committee should be supported with a secretariat and report directly to the Minister of Health.

29 Primary Health Care Groups be developed over the next six years in Ontario.

APPENDIX A: PRIMARY HEALTH CARE IN ONTARIO 

The following describes why primary health care is increasing in importance, how primary care is provided in Ontario and why it has not achieved its potential in Ontario. 

Why is Primary Health Care Increasing in Importance?

Primary health care has always been important but a number of factors are making its importance increase.  Changing demographics and the changing nature of disease, the changing health care consumer and hospital restructuring are not only placing greater demands on primary care, they are also underscoring the importance of establishing responsive primary health care services to meet the needs of Ontarians.

Changing Demographics 

Ontario’s population is aging.  The number of citizens 65 years of age and older is expected to double in the next 25 years.  Aging is associated with an increase in chronic diseases and disabilities that usually require some type of health assistance or support.  Although the older population is quite healthy and functions well until advanced ages, many older persons live with one or more chronic conditions.  Primary health care has an important role to play in helping older persons achieve their highest level of functioning.

Changing Nature of Disease 

In this century, the major causes of illness and death have shifted from infectious diseases to chronic diseases such as cardiovascular conditions and cancer.  This increased prevalence of chronic disease has intensified the amount of health care activity directed at consumers and has increased the demands on primary health care providers.  For example, education directed at consumers about health promotion, disease prevention and health maintenance is increasing in importance.  As well, individuals with chronic ailments require more ongoing primary care.  Given the aging population, this trend is expected to intensify. 

Changing Health Care Consumer 

Consumers are taking a more active role caring for their own health.  Information technology such as the Internet has allowed consumers access to a broad range of health-related information.  Increasingly, they are becoming more aware of the various determinants of health, and how to maintain health and prevent illness.  Consumers want to participate in decisions about their care and take advantage of the latest technological advances.  The primary care physician-client relationship has become more of a partnership rather than one of unquestioning acceptance of expert advice from the professional.  This is placing greater demands on primary care and its providers.  For example, consumers are more likely to want information and discuss treatment options, than they did in the past.  

Restructuring of Hospitals 

Hospital restructuring is part of the HSRC’s goal to rebalance the health care system, and encourage the shift from institution- to community-based care.  The underlying premise has been that hospital resources can be used more effectively as long as corresponding investments are made in other health care sectors.  Pressures are being felt by hospitals where these investments have not been made.  For example, many hospital emergency departments are used inappropriately as providers of primary care in the community. Hospital restructuring has intensified complaints about the inappropriate use of emergency departments for non-emergent care, overcrowded emergency rooms and long waits to see a physician.  

Hospital restructuring has highlighted several issues:

· The inappropriate use of emergency departments and hospitals for primary care services will continue to occur until there is a comprehensive community-based system of primary care to meet the needs of consumers.  

· Since patients are being discharged from hospitals sooner, they need access to a good system of primary health care and other community-based services to meet their needs. 

· There are increasing pressures to contain costs and design a health care system that uses resources effectively and efficiently.  The emphasis is on care being provided by the most appropriate person, in the right place, at the right time, for the best outcome. 

How Is Primary Care Provided In Ontario? 

Primary care in Ontario is almost exclusively provided by general or family physicians.
  To a certain degree, specialists also provide primary care to their patients.  Midwives can provide primary obstetrical services.  In certain areas (e.g., remote areas, community health centres, some health service organizations), nurses with advanced training (e.g., nurse practitioners) provide primary care.  There is little formal recognition of primary health care that is provided by other health care professionals such as pharmacists, social workers, physiotherapists, optometrists and others.    

In Ontario, there were 8,835 active GPs/FPs in 1997/98.  This translates into 7.9 active GPs/FPs per 10,000 population.  The distribution of primary care physicians per capita varies by region in Ontario from a high of 10.0 per 10,000 population in Toronto, to a low of 5.8 in Essex/Kent/Lambton.
  

Practice settings for primary care include private offices and clinics, hospital in- and out-patient units, long-term care facilities, community health centres and clinics, free-standing walk-in clinics, academic centres and health service organizations.
  Hospital emergency departments are also important settings for primary care services, especially in areas where there are too few general practitioners and family physicians.  

The settings in which primary care providers practise, tend to be characterized by one of three funding arrangements that reimburse physicians for medical services: fee-for-service, program-based and capitation funding. 

Fee-for-service  

Fee-for-service (FFS) is paid to physicians according to a pre-determined schedule of benefits that allocates a certain fee for each approved medical service.  FFS accounts for 86% of total income received by primary care physicians in Ontario.
  As well, 93% of physicians receive all or part of their income from FFS.  In 1996/97, annual expenditures for primary care physicians through FFS were approximately $1.7 billion.

The vast majority of primary care physicians – 81% – provide their services solo or in group practices from private offices or clinics.  Almost 40% of family physicians are in solo practice.
  Other settings include walk-in clinics, urgent care centres and hospital emergency departments.

Program-Based Funding

Program-based funding is allocated by government to support a package of  primary care programs, that are provided to a selected community or population.  In Ontario, program-based funding is used to support community health centres (CHCs). Approximately six percent or 552 Ontario family physicians practise in CHCs as salaried employees, although they may not work exclusively in CHCs.  CHCs also employ other health professionals such as nurse practitioners, enrolled nurses, social workers, and health promotion workers. 

CHCs are not-for-profit corporations with boards of directors that are usually drawn from the local community.  First formed in Ontario in the 1960s CHCs, as well as providing traditional primary care-type services, have a strong focus on health promotion and health maintenance, and try to target the social determinants of health.  While there are common characteristics among all CHCs, programs are targeted to meet the specific needs of a community that may have difficulties accessing appropriate primary health care services.  Examples of targeted communities include youth, seniors, aboriginals, francophones, homeless, transient and immigrant groups.  CHCs also provide health care to persons without health insurance. 

There are 57 CHCs in Ontario located mainly in urban areas.  In 1996/97, annual expenditures for CHCs were $75 million from the Ministry of Health.  CHCs may also get additional funding from other provincial ministries, other levels of government and charitable organizations. 

Capitation 

Capitation funding is allocated by a payor – in Ontario, the Ministry of Health – based on a set amount of money for each consumer enrolled with a practice.  Capitation funding is used to support Health Service Organizations (HSOs), which are the only form of capitation-funded physician care in Canada.  Approximately four percent or 341 Ontario family physicians work in HSOs, although they may not work there exclusively.  The average HSO has three physicians.

First developed in Ontario in the 1970s, HSOs were viewed as an alternative payment plan for physicians to support general medical care and a focus on health promotion and health maintenance activities, and to provide programs to meet local needs. 

Since funding is tied to the patient roster and not to physician services, there is an incentive to include non-physician providers, who cost less than physicians, in HSO practices.  The standard HSO contract includes a definition of services to be provided such as after hours coverage, capitation rates, roster size and penalties if enrolled patients obtain treatment outside the HSO.  There is no incentive to increase the volume of service unnecessarily.  There is an incentive, however, to ensure that enrolled patients get their care from the HSO since negation occurs when a patient goes elsewhere.  There are 77 HSOs in Ontario, which accounted for an annual expenditure of $71 million from the Ministry of Health in 1996/97.  

Why Hasn’t Primary Health Care Achieved Its Potential In Ontario? 

Primary health care has a pivotal role to play as a consumer advocate, ensuring that every person in Ontario has access to top quality primary and other health care services.  Primary health care, however, has not achieved its potential in this province. 

Primary health care has been the subject of much study and debate in Ontario for a number of decades.  Prior to 1995, numerous reports have been written addressing principles, issues, funding options and potential models.  In 1995, the Provincial Coordinating Committee on Community and Academic Health Science Centre Relations (PCCCAR) considered all these reports and advised on future directions for primary health care in Ontario.
  Since then, an Ontario Medical Association Advisory Group on Primary Care Reform (1996) and a Ministry of Health-appointed Primary Care Implementation Steering Committee (1997) have addressed primary care.  Recently, the Ontario College of Family Physicians released its model for primary care reform (1999).  (See Appendix B for a comparison of some of these models.)

Although the need to develop and support a coordinated system of primary health care has been recognized in the multitude of studies that have been released, there has been limited progress to date.  In May 1998, the Ministry of Health announced the first of five Ontario Medical Association primary care reform pilots.  In addition to announcing pilot sites, a tremendous amount of thought, planning and detailed background work has gone into developing strategies to support the pilots.  Unfortunately implementation of the pilots has been slow and progress has been limited.  One year later, negotiations with the physicians are still ongoing.  Meanwhile, problems of quality, accessibility and affordability continue to characterize primary health care in Ontario and affect all aspects of health care.  These problems include: 

Quality
· Primary health care services are fragmented. Many consumers cannot depend on a single provider to oversee their primary health care and coordinate it with other levels of care.

· Standards and guidelines for assessing quality are lacking.

· There is little integration within primary health care, and with other parts of the health care system (e.g., when the family physician makes a referral to a specialist or to community-based home care, information is often not communicated back to the family physician).

· There is limited appreciation that comprehensive primary health care includes prevention and promotion services.

· The education and skills of family physicians are underutilized when they perform tasks that are within the scope of practice of nurses and other health professionals.

· Accountability mechanisms do not exist for primary health care services.

Accessibility
· Some consumers do not have an identified primary care provider.

· Primary care providers are maldistributed in Ontario.

· Access to 24-hours-a-day, 7-days-a-week primary care coverage by primary care physicians is limited.

· Many consumers who need primary health care or information in the off-hours, are referred, or go, to hospital emergency departments or walk-in clinics.  Their care is fragmented given that their family physician is often not informed of the treatment received by his or her patient.

Affordability
· Primary care providers are not used to the full potential of their education and training. This keeps costs higher than they should be.  

· The high proportion of solo-practice physicians in Ontario – 40% – does not facilitate cost sharing and economies of scale of group practices. 

· Limited use of alternative payment arrangements and modes of non-traditional service delivery (e.g., telemedicine), impedes access to care and prevents cost-efficiencies.  

· The lack of adequate primary health care coverage results in over use of hospital emergency departments, which is costly and often leads to wasteful duplication of services and diagnostic testing.  

· The use of walk-in clinics in off-hours duplicates services when the consumer subsequently visits his or her family physician for the same problem.

It is widely recognized that a vigorous system of primary health care has benefits for consumers, health care providers and the system as a whole.  However, the potential of primary health care has not been realized for a number of reasons.  These reasons include:

· There is little appreciation for the pivotal role of primary health care.

· There are limitations inherent in fee-for-service funding.

· The effectiveness of primary care funded through alternate arrangements is unclear.

· There is a maldistribution of primary care physicians in Ontario, and limited use of non-physicians such as nurse practitioners to help provide care.

· There are inadequate information systems to support primary health care.

· Enabling legislation to support a system of primary health care is limited.
· Professional autonomy can impact on efforts to collaborate.

These challenges are presented in greater detail on the next page.



Appendix B:  Comparison of Primary Care Reform Models and Essential Elements

Organization/ Report
Enrollment
Inter-professional Group Practices
Defined Range of Service and 24-7 
Co-ordination and  Communication Mechanisms
Information Management
Quality Improvement and  Accountability
Funding 

Federal/Provincial/Territorial Advisory Committee on Health Services

Yes
Yes
Yes

Core services with contractual requirements.

24-hour coverage.
Yes

Primary care organizations to establish relationships with community organizations and government.
Promoted.

Each primary care organization to maintain ongoing patient medical records.
Yes

Through contractual agreement.
Capitation based funding.

Explore GP fund holding system.

Ontario Chairs of Family Medicine

Yes
Yes

Solo practices possible within a network.
Yes

Comprehensive services including coordination, 24-hour coverage, referrals.
Yes

Core service.

Primary care physicians to provide in-hospital care.
Yes, to provide information on patient and population health status/needs assessment.
System for continuous quality improvement.
Support blended funding

Option for fee-for-service  (amount not to exceed what would be earned under blended approach).

Canadian Medical Association


Multidisciplinary care encouraged but not required.
Primary care physician should provide:

· General care

· Maternal & child

· Psychosocial care

· Rehabilitative and palliative care

· Advocacy



Yes including clinical patient management software.
Yes

Enhance information systems for practice management.
Payment for health promotion.

Incentives to recruit physicians to under-serviced areas.



College of Family Physicians of Canada

Client rostering for purpose of records, not a basis for payment.
Yes
Yes, including 24-hour availability.
Yes
Yes

National family physician computerized network.

Clinical practice management tools designed around practice guidelines.
Yes
Support blended funding mechanism.

Ontario Medical Association

Rostering on a voluntary basis for providers and public.
MD as principal coordinator of care and collaborative relationships with other providers.
24-hour response.

No core services defined.

Health maintenance activities.

Provider-based patient database to promote screenings and ongoing care.
Yes
Range of payment plans needed to achieve goals.

Support a reformed FFS funding plan.

PCCCAR

Yes
Financial incentives to encourage group practice and  multidisciplinary team based care.
Yes

Including defined services, 24-hour triage.
Yes

Access to medical specialists only with referral from primary care provider.
Yes, move to electronic health record.
Develop comprehensive set of practice guidelines.

Develop an infrastructure for CQI.
Streams:

1. Capitation funding for mandatory functions

2. Fund for excluded services

3. Funds for enhanced services 

Methods of provider payment determined by individual primary care agencies.



Task Force on the Funding and Delivery of Medical Care in Ontario

Yes



Enhanced clinical information systems.
System-wide quality improvement.
Capitation, fee-for-service and CHC funding models with funding pools for each model determined on a capitation basis.

Centre of Health Economics and Policy Analysis

Yes
Promising but not essential.
Yes Including minimum weekly operating hours, 24-hour coverage, defined range of services.
Yes

Access to medical specialists only with referral from primary care provider.

Includes minimum communication requirements.
Yes

Additional information required for all levels of decision making.

Initial focus on clinical practice management.
Yes

Practice audits with rewards for “good” performance.
Capitation funding allocated to each model with a range of provider payment mechanisms.

OMA, Primary Care Reform Physician Advisory Group

Yes


Encouraged by offering program funding arrangements to rostered practices.
Yes

Defined services.

24-hour coverage.
Yes

Primary care MD as coordinator of care.
Yes

Incremental development of information systems based on electronic patient record.
Implementation of evidence-based clinical practice.

Guidelines and decision tools.


Two models:

Reformed fee-for-service, and

Blended funding model.

Ontario College of Family Physicians

Yes
Group practices or practice networks with enhanced role for nurses.
Yes

24-hour coverage.


Yes

Access to all levels of health care through family physicians.

Every family physician to be an active member of medical staff of a hospital.

Formal networks.
Yes

Family physician responsible for managing comprehensive electronic health record.
Yes

Community report cards.

Peer assessment through physician groups.


No one funding model should be imposed.

Blended funding mechanism promotes principles of family practice more appropriately than others.  Blended funding includes a base salary, overhead costs, no-volume modifiers and volume modifiers. 

Appendix C: Definition of Primary Health Care Services

The Provincial Co-ordinating Committee for Community and Academic Health Sciences Centre Relations (PCCCAR) developed detailed descriptions of eleven services that were identified as mandatory functions within a defined basket of primary health care services. 

One of PCCCAR’s services was advocacy, whereby primary health care groups would advocate on behalf of enrolled clients by providing support, referral, and liaison for consumers who are aware of their need, but unable to organize help themselves.  Advocacy includes supportive listening, accompanying consumers if needed, writing letters, making telephone calls or speaking on their behalf, and organizing case conferences.

The HSRC believes that advocacy is an intrinsic part of one of the services – co-ordination and referral – and should be used to empower consumers and help them optimize their health.

1. Health assessment;

2. Illness prevention and health promotion;

3. Patient education and support for self-care;

4. Diagnosis, initial and ongoing treatment of chronic illnesses;

5. Primary reproductive care;

6. Palliative care;

7. Primary mental health services;

8. Co-ordination and access to rehabilitation;

9. Service co-ordination and referral; and

10. Support for care in hospital, in home and in long term care facilities.

1.  Health Assessment

A health assessment is the process of determining a consumer's current health status and potential health problems by collecting information on the consumer's physical and psycho-social condition and life-style. This information is gathered through a physical examination and appropriate laboratory/diagnostic evaluations, conversation with the consumer and data on the community's health needs.

2.  Illness Prevention and Health Promotion

Health promotion is an approach (rather than a specific set of services) that focuses on the broad determinants of health, the underlying causes of illness, and factors that affect the ability to cope. Rather than dealing primarily with people at high risk, health promotion looks at the health of an entire population.

Health promotion includes education and support, based on clinical evidence, to

help populations:

· reduce any health risks associated with life-style; and

· take responsibility for and become actively involved in decisions that affect their health.

Clinical prevention activities are based on health professionals, as experts, working with individual consumers who are at high risk of becoming ill or who have already developed a disease. Clinical prevention activities include screening people who are at risk, early detection, early intervention and counseling people to help them reduce their risks. They also include specific interventions, such as immunization and periodic health examinations.

Clinical prevention services for individual consumers and their families, based on evidence-based guidelines such as the periodic health exams, should be the prevention and promotion priority for primary health care groups.

To provide effective prevention/promotion services, primary health care groups must be aware of the health promotion needs of the people on their roster. They should also become more involved in broader population health activities within their communities. 

Primary health care providers can make a valuable contribution beyond their clinical role by sharing information about the needs of their consumers, educating consumers, participating in service planning, and working with individuals and groups at risk.

Health promotion should be an integral part of primary health care. The role of the primary care setting in health promotion can be carried out in many ways, and could involve the following:

· promoting healthy life-styles as a standard part of both illness intervention and episodic screening;

· providing health promotion literature and advice and helping consumers get access to health promotion services through other organizations or institutions;

· co-operating with others in the community involved in health promotion, such as the school system, housing and social services, public health, and industrial health and safety organizations;

· helping the community identify any impediments to health;

· attempting to incorporate or affiliate allied health professionals involved in health promotion as part of the service provided to enrolled consumers (e.g., public health nurses and social service workers); and 

· helping consumers connect with support groups that encourage healthy lifestyle changes or offer support with coping.

The primary health care group may also be an appropriate setting for community-oriented health promotion activities such as community development, advocacy and education. 

3.   Education and Support for Self-care

Primary health care groups must encourage in their enrolled population greater

self-reliance, self-care and mutual aid. To do this, primary health care groups will:

· provide health education, counseling and follow-up;

· link consumers to appropriate formal and informal resources in the community; and

· promote access to phone health information, advice and triage services where they exist.

Primary health care groups may also collaborate with other groups or networks to establish support groups and information resources.

4.  Diagnosis and Treatment of  Episodic and Chronic Illnesses and Injuries

Detecting and treating consumers with chronic illnesses requires a range of primary care services including:

· providing anticipatory care and monitoring to prevent and/or treat flare-ups before they become more serious;

· maintaining appropriate information on interventions and their results over a period of time;

· using results from various investigative procedures, including the consumer's objective and subjective responses, to reflect the course of the disease process;

· providing appropriate referral to other primary care providers, allied professionals and consultants to slow or reverse the disease process or to ease its impact on the consumer's life;

· providing ongoing education for the consumer and family or support group, designed to encourage compliance, improve their ability to make informed decisions about the care, and maximize caregiver support and understanding; and

· conducting follow-up at appropriate intervals (either in the office, institution or the consumer's home) and evaluating the consumer's care and health.

To provide quality care for people with chronic illnesses, providers must be knowledgeable about community-based services (e.g., community care access centres, local volunteer and support groups, illness-specific societies, local interest groups, home care and homemaking groups), and help the consumer gain access to them.

In the case of an illness or injury, consumers need timely access to primary care services either through simple telephone advice, direct consumer contact, and/or referral to secondary and tertiary care. Depending on the consumer's needs, appropriate interventions could include:

· taking a history;

· conducting a physical exam;

· utilizing and co-ordinating a range of investigative procedures such as lab tests and x-rays;

· making a diagnosis or diagnoses; and 

· managing the problem.

Management implies a range of options including:

· advice for self-care;

· advice to prevent reoccurrence or aggravation of the condition;

· the explanation of the risk and benefit aspects of treatment options or failure to comply with treatment; and 

· co-ordination of more intensive or specialized care.

Management must also involve appropriate follow-up to encourage the consumer to comply with treatment or to ensure that the problem has been resolved.

5.   Primary Reproductive Care

Primary health care groups must offer primary reproductive care including counseling for birth control and family planning, education, screening and treatment for sexually transmitted diseases, and antenatal and post natal care. Maternal care services (i.e., antenatal care to term, labour and delivery, and immediate maternal and newborn care) could be provided to a group’s enrolled population by providers in the group or by a midwifery practice group or obstetrician linked to the agency. Groups that do not provide full maternal care in-house must have a relationship with another agency that provides this service and must ensure that consumers are linked as required, provide appropriate remuneration for these services and provide antenatal care until the transfer is complete.

6.  Palliative Care

A growing number of terminally ill people want to receive palliative care at home. Primary health care providers must be available to work with people who are terminally ill, and their families, partners, friends and community-based service providers, to deliver/co-ordinate high quality palliative care at home. Palliative care services should be tailored to meet the dying person's diverse needs, which may be influenced by his or her beliefs, values, culture and the strength of his or her support network. To provide quality care, it is essential for the primary care provider to maintain good communications with the terminally ill person and other caregivers.

As part of their responsibility to support people with a terminal illness, all primary health care providers must do home visits and have the capability to ensure timely response when needed for care and advice. As part of their responsibility to co-ordinate services, all primary health care groups will co-ordinate medical care with home care (through community care access centres ) and other community agencies. 

The most responsible provider will ensure that people who have a terminal illness have access to advice about services to support the family, such as respite and hospice services. Primary health care groups will also ensure that people who are dying have timely access to hospital care, and are also discharged appropriately.

The most responsible primary health care provider should talk to the person with a terminal illness about advanced directives, and help the person and family/partners understand the implication of these decisions. A family physician from the primary health care group must be available on a timely basis to pronounce death, issue the certificate of death and make arrangements to remove the body from the home. He or she should also provide or arrange support for the family at this time.

7.  Primary Mental Health Care 


Primary health care groups will be the cornerstone of community mental health

care. They must be equipped to:

· recognize emotional and psychiatric problems;

· work out and implement a comprehensive management plan;

· be aware of available resources in the community;

· know when to refer;

· work collaboratively with other mental health providers; and 

· keep up-to-date on available treatments.

About four out of every ten people who visit a primary care physician have an

identifiable emotional or psychiatric problem. These problems may be due to:

· stress or change in relationships or life circumstances;

· the process of adapting to a physical illness and its consequences; and/or  

· acute or ongoing psychiatric disorders.

Many people in Ontario already receive mental health care from their family physician, often without the involvement of any mental health service. This suggests that primary health care groups recognize mental health care as a central component of their services. It also indicates that primary care providers should be linked with/supported by specialized mental health providers. 

Primary health care groups should link their enrolled consumers to appropriate community resources, such as self-help groups and other services. Consumers will be able to access these community resources directly, but should be encouraged to work with their primary health care agency to ensure service co-ordination and continuity of care.

8.  Co-ordination and Provision of Rehabilitation Services

Primary health care groups will be responsible for ensuring enrolled consumers receive appropriate rehabilitative care. This care is designed to help people recovering from an accident or injury to optimize their physical abilities, return to work or school in a timely way, and to become as self-reliant as possible in activities of daily living.  

Primary health care groups will:

· refer consumers to rehabilitation therapists;

· participate in their treatment planning and follow up; and 

· provide education and advocacy.

· develop a care map leading to return to function/school/work.

9.  Co-ordination of and Referral to Other Health Care Services 

Primary health care groups will be responsible for providing primary health care to their enrolled consumers and co-ordinating community, secondary or tertiary care as necessary. In cases where the primary care provider needs advice from a specialist, the family physician or most responsible provider will continue to provide ongoing care in collaboration with the specialist.   To ensure primary health care providers remain involved with secondary and tertiary medical care for their enrolled consumers, they will receive copies of all referral correspondence and consultation reports and be consulted when one specialist wishes to refer a consumer to another specialist. This communication gives the family doctor or most responsible provider opportunities to co-ordinate specialist care with other health care needs as required.

Primary health care providers will refer their enrolled consumers for secondary and tertiary care only when specialized skills and facilities are needed to diagnose, treat and manage an illness. Referral to specialists will be for a consultation or a single episode of illness. For most people referred to specialists, the most responsible provider in the primary health care agency will continue to be responsible for providing their continuing care and monitoring their condition. The specialists' involvement will be determined by the consumer’s needs. It is the responsibility of the most responsible provider to be involved with the specialist care, monitor progress and be available to share in the management of health problems.

10.  Support Care in Hospital, at Home and in Long-term Care Facilities

In many communities, primary health care providers will continue to deliver or co-ordinate and monitor hospital care for their consumers. However, the role of primary health care groups in supporting hospital care will vary based on the hospitals' admitting and courtesy privileges. As a minimum, primary health care groups must be involved in pre- and post-hospital care planning (or ensure that it is done) so consumers will know what to expect and can arrange necessary home and family supports. The primary health care group should ensure that consumers being discharged from hospital are linked with community care access centres for home care, and with other community services.

Primary health care groups must play a role in partnership with community care access centres to support the care and treatment of people.  Home visits are essential to support hospital restructuring and the shift to community services.  Primary health care groups will also visit enrolled clients who live in long-term care facilities.

When distance makes it difficult or impossible for providers to visit consumers at home or in long-term care facilities, they should discuss alternative arrangements with the consumers, such as changing rosters and making greater use of phone assistance and monitoring.

Primary health care groups have a responsibility to:

· develop links with, and make referrals to, community care access centres for home care and to other community services; 

· be accessible to liaise and consult with home care providers; and 

· share information that will help in overall care planning.

Appendix D:  IMPLEMENTATION AND MONITORING COMMITTEE

Goal  
The Implementation and Monitoring Committee is a time-limited, task oriented group.  Its goal is to oversee and coordinate the implementation of the HSRC’s primary health care strategy.

Objectives

· Develop a detailed implementation schedule.

· Establish working groups targeted at specific initiatives including, but not limited to, education.

· Develop criteria for the selection of Primary Health Care Groups (PCGs).

· Solicit expressions of interest to establish PCGs according to the timing in the implementation schedule, select the sites and establish mechanisms that will assist sites to establish their practices. 

· Develop a registration contract and information systems to support roster management. 

· Develop a contractual agreement between PCGs and the payor, which set out expectations and operational standards. 

· Identify targets for PCGs in the areas of clinical practice, disease management, population health, access and consumer satisfaction.  Incorporate these targets in a system of quality incentives. 

· Develop funding mechanisms to guide the funding of PCGs. 

· Develop and implement a system to monitor the performance and activities of PCGs.  This includes defining useful and accurate consumer-encounter information. The ongoing monitoring function will become the responsibility of the Ministry of Health.

· Develop systems to establish electronic access to drug and lab information.

Membership

The committee will be made up of representatives of the following groups: 

· Consumers

· Health care professionals (primary care physicians, specialists, nurse practitioners, nurses, midwives and others, as appropriate) 

· Health care management

· Academic health science centres 

· District health councils

· Community care access centres 

· Public health 

· Long-term care 

· Ministry of Health (ex officio) 

Support 

The committee will be supported by a secretariat.

Reporting 
The committee will report to the Minister of Health 

Note: 

It is recognized that a great deal of preparatory work has been done in the development of the OMA pilots including a registration contract, contractual agreement and systems to enroll the population.  This work should be used by the Implementation and Monitoring Committee to assist them to meet their objectives. 

APPENDIX E: COMPARISON OF PRIMARY HEALTH CARE DELIVERY SYSTEMS AND STRATEGIES


Essential elements
Fee-for-service practices (FFS)
Health Service Organizations (HSO)
Community Health Centres (CHC)
OMA Primary Care Pilots (PCN)
Ontario College of Family Physicians

(OCFP)
HSRC

Primary Health Care Groups (PCG)

Enrollment
Not required
Required for most individuals.


Not required
Voluntary enrolment with physician.
Enrolment with family physician required. 
All consumers to be enrolled with primary care physician  or nurse practitioner.  Those enrolled with a nurse practitioner will co-enroll with a physician in the group.



Handling of non-enrolled patients, exclusion of patients
Not applicable
For non-enrolled consumers, Ministry of Health allows FFS billing of up to $50K per FTE physician & maximum average of all physicians in an HSO of $30K of FFS billings to non-members.

No person refused enrolment or terminated on basis of health status

Person can be removed from roster for any bona fide reason consistent with proper & ethical medical practice
No consumers refused care, even those without health insurance.
No person refused the opportunity to enroll with a PCN Physician and no person terminated from Enrolled Membership on account of his or her health status or need for health services
No clear policy outlined
No person to be refused enrolment or terminated on basis of health status

Person can be removed from roster for any bona fide reason consistent with proper & ethical medical practice

Enrolment with whom?
Not applicable
Roster to HSO but individuals are associated with physician sponsors. Payment and responsibilities with the HSO
Not applicable
With physician
With family physician
With primary care physician or nurse practitioner.  Enrolment with nurse practitioner requires co-enrolment with family physician.

Defined range of services
Not defined
Services are not specifically defined, however the objectives are to:

1. Allow the flexibility to respond to the health needs of population serviced.

2. Develop a co-ordinated system of health care delivery.

3. Focus on health maintenance & illness prevention.

4. Decrease institutional care.

* 24-7 considered a feature of an HSO.
No mandatory services defined, however, a strong emphasis on the determinants of health.

CHCs have a wide range of services depending on the population being served including diagnosis and treatment.
Required services:

· Health assessment

· Diagnosis & treatment

· Primary reproductive care

· Primary palliative care

· Primary mental health care

· Access to obstetrical & newborn care

· Service coordination, where possible 

· episodic care

· Access to hospital care & coordination, where possible

· Patient education & preventive health care

· Appropriate periodic health assessments

· On-call coverage/ after-hours coverage


PCCCAR basket of services:

1. Health assessment

2. Illness prevention and health promotion

3. Diagnosis and treatment of episodic illness

4. Primary reproductive care 

5. Palliative care

6. Primary mental health care

7. Coordination and access to rehabilitation (i.e. referral or direct provision of rehabilitation services)

8. Service coordination and referral (e.g. long term care, home care, specialists etc.)

9. Access to hospital care and coordination 

10. Patient education and support for self-care

11. Advocacy


Adapted from PCCCAR basket of services:

1. Health assessment

2. Illness prevention and health promotion

3. Education and support for self-care

4. Diagnosis and treatment of episodic and chronic illness and injuries

5. Primary reproductive care 

6. Palliative care

7. Primary mental health care

8. Coordination and provision of rehabilitation services

9. Co-ordination of and referral to other health care services

10. Supportive care in hospital, at home and in long-term care facilities 



24-hours-a-day,  7-days-a-week coverage and extended hours


Not required
Required but may take many forms including contracting FFS physicians.
Arrangements for 24/7 required but these are inconsistent.  I.e. may mean access to PC through emergency departments after hours.
Weeknight coverage must be available in at least one PCN location from 5 p.m. to 9 p.m.  Weekend hours determined by practice type & population need.

After hours telephone triage to achieve 24-hour access to health care
Required for urgent care
Access to PC services 24-7.

Tele-triage system available 24-7 for advice and to direct calls to most appropriate service.



Inter-professional provider groups
FFS funding does not lend itself to the inclusion of other professions. Employing other health professionals may only be feasible in large group practices with pooling of incomes.
Institutional Substitution Program (ISP) grants available to fund PC services not already funded in MD cap. These may include non-MD provider programs such as nutrition counselling and chiropody services.
Inter-professional care providers are a key feature of CHCs. (e.g. MDs, NPs, social workers etc.)
No stated role for other providers except MDs. Opportunities for NPs in globally funded groups if allowed enrolment size is increased from 2,200 per MD to 3,000.
OCFP endorses a collaborative practice model between physicians and nurse practitioners.  

The OCFP recognizes that other professionals have a role in the delivery of primary care as well.


Enhanced role for nurses and nurse practitioners since consumers can enroll with an NP.  Minimum of one NP required within the Core Team.

Additional professionals will be determined by the defined range of primary care services.  These will include RNs, probably social workers and midwives, and possibly professionals such as physiotherapists, dieticians or psychologists. 

Group practices (networks)
Not required.

Approximately 40% of PC MDs are in solo practice.  Many MDs in group practice are organized as office sharing arrangements rather than true group practices
.
Not required.  
True group practices
Primary care reform pilots are either organized as group practices in a single site or as electronically linked networks.

Size of group varies.
PCNs comprised of 7 to 30 family physicians.

Allow for formal group practices or practice networks (virtual groups).

Integration of PC groups or networks with the use of Family Practice facilitator (1 per 50-60 MDs).  The facilitator would integrate groups with the broader health care system, encourage QI & collaborative relationships.

Facilitators may be chief of staff in local hospital.

Facilitator may be part of a regional network.
Encourages true group practices through location on a single site.

Only for remote PCGs where co-location may not be feasible due to low population density and distance, will groups be located at different sites.



Quality improvement mechanisms
Not formally required.
Negation is an incentive to provide full range of high quality care.
CHCs in the process of installing an information system which will facilitate quality improvement efforts
Financial rewards to individual MDs for achieving health targets.


OCFP recommends a “report card” to the community on its health status as method of assessing effectiveness of care being delivered by group.
· Implementation & use of  clinical pathways, protocols and guidelines

· Identify indicators and develop mechanisms to report to the public on an ongoing basis

· Continuing education

· PCGs required to monitor and evaluate their effectiveness and efficiency on an ongoing basis

· Establishment of mechanisms for continuous quality improvement and participation in external quality assurance programs and audits

Accountability mechanisms
Reporting on patients and procedures necessary for reimbursement.


Required to submit monthly service encounter reports to MoH (failure to do so may result in financial penalty). Monthly roster change information is also required.


Standard reporting to MOH.


Contractual arrangement between PCN & MoH.

Reports on client-based encounters submitted to MoH monthly.  Failure to report may result in financial penalty.

Registration contract between PCN and consumer.


Accountability to community through report cards.

“Patient choice” (registration) outlines responsibilities of MD & consumer.
Accountability of PCGs to:

· Payor through defined reporting requirements re: costs, utilization, quality of services, population health outcomes.

· Registered population for provision of contractual services, health outcomes & satisfaction.

Reports on client-based encounters submitted to MoH monthly.



Governance and organization
No specific governance arrangements required.

A number of organizational models possible.
71 HSOs are physician-sponsored (i.e. Owned & operated by MDs)

2 HSOs have community boards, i.e. are sponsored by non-profit corporations

4 HSOs are sponsored by health science centres and are therefore accountable to the hospital board
CHCs are non-profit organizations governed by community boards.
All PCNs to establish and maintain a written governance structure.

Possible organization models include corporations, partnerships and unincorporated associations.
Primary care groups to be part of larger regional health care delivery networks.

No specific recommendations for governance.
In short term, PCGs establish arrangements to support the development of policies & strategic directions to guide the operations of the PCGs, including mechanisms to obtain input from the enrolled population.

In long-term, PCGs should consider establishing more formal mechanisms such as governing boards that are made up of members of the enrolled population.

PCGs to be organized as non-profit organizations.

Information management
Not required but some solo MDs & group practices have set up their own systems.
Not required but large HSOs have information systems (e.g. SSM Group Health)
Currently limited but being improved through standard electronic information system.
Each pilot site to have a Clinical Management System which includes:

· Electronic patient record

· Medication mgmt

· Lab test results delivery

· Preventive screening

· Enrolment

· Payment

· Practice mgmt functions

· Linkages to telephone health advisory system

· LAN/communications security
All members of group to share an electronic health records system which would include a record of any health care received (e.g. LTC, ER, specialists, community-based)
Basic information required for determining health status & the health care requirements of the registered population.

Eventually, participants in PCGs should have access to:

· On-line consumer-specific drug & lab info (for providers)

· Tele-triage

· Tele-health (consumer information)

Local CCACs and DHCs to develop directories of community resources to enable PCGs to arrange the best services for their enrolled population.



Communication & co-ordination
No formal requirements
No formal requirements
No formal requirements
PC reform to provide incentives for coordination. For example: 

· Team consultation & home care supervision fees

· Institutional Substitution Program funding (similar to HSOs) to be explored

Co-location of funded services

Electronic communication links & networking
MD to provide co-ordination for LTC, ER, specialists etc.
· PCG maintains comprehensive medical record

· Agreements be developed for full continuum of services

· Standard communication & transfer protocols

· Clinical pathways & care maps.

Hospital appointments for MDs
Not required
Not required
Not required
Not required
MDs need to be an active or associate member of the medical staff of local hospital


Recommended

Funding
FFS

Sessional payments


Capitation funding (average $137 per person)

Institutional Substitution Program Grants available as well

Each MD can bill max. of $30K FFS
Globally funded

Providers are salaried employees of CHC.
2 Funding methods:

1. Global capitation
Similar to HSOs

2. Reformed FFS including 5 additional fee codes.
Allow for a variety of MD payment methods but recommend Blended Funding.

Blended funding includes 4 components (base, overhead costs, non-volume modifiers, volume modifiers)
Funding is provided to the PCG and can include three components:

· population-based funding to pay for mandatory primary health care functions;

· funds for services that are not included in population-based funding, specifically obstetrical deliveries, emergency department work, anaesthetic services, surgery assists, and visits to homes, hospitals and long-term care facilities; and 

· funding for enhanced services and program beyond the mandatory functions, that address services for priority groups or those difficult to register (e.g., the socially and economically disadvantaged).

Size of practice
Not limited

Average patients per GP/FP: 1,036


Maximum 2,500 per FTE M.D.

Average: 1,900 rostered per MD
Variable

No solo practice CHCs, however, one CHC in province with no MDs.
Maximum 2,200 per FTE M.D..  With the addition of a nurse practitioner, roster can be increased to 3,000.

Exceptions include rosters rolled over from HSOs & FFS MDs who have had more patients in their current practice.

MoH planned for PC networks of 15 to 20 MDs but have approved smaller groups.
PC practice networks with 7 to 30 physicians.

No discussion of enrolled population size.
Number of enrolled individuals per provider depends on practice setting:

Urban        1,874

Rural          1,331

Remote      1, 178

Core teams of 4 to 8 providers.



Incentives 


Service volumes
Incentive for keeping rostered patients out of hospital were provided Ambulatory Substitution Care Plans (ACIPs) by MoH. These were discontinued
None
Allowance for computer systems.

Incentives for achieving health targets.
None specifically recommended.
Maximum incentives of 20% to the group for achieving performance targets.  The group will be responsible for allocating the incentive to the team.



Negation
Not applicable
Yes for use of FFS services outside HSO

Negation is equal to 50% of actual cost of care.
Not applicable
Negation included in Global Capitation funded groups for outside PCN use of medical services.

Negation is equivalent to 100% of the actual cost of the service.  Use of primary care services through hospital emergency departments and outside the geographic region is not negated.


Nothing recommended.  OCFPs allows for a variety of funding models.
Negation to be equivalent to 100% of the actual cost of the service.  Use of primary care services through hospital emergency departments and outside the geographic region is not negated.

PCGs will be provided with feedback regarding outside use of primary care services by the enrolled population.  PCGs will not be negated until 12 months after they have been established.

Scope of implementation
FFS is the most common system

Accounts for 86% of income for MDs
77 HSOs in existence. 

No new HSOs approved since 1990

Approximately 4% of PC physicians practice in HSOs
57 CHCs in the province.

Since April 1999 new CHCs have been announced for Waterloo, Grand Bend, Crysler and Ottawa.

6% of PC physicians practice in CHCs.


Very limited

8 sites approved.

To date, 2 up and running.

OMA’s strategy is to wait for full evaluation before recommending broader implentation.
Province-wide implementation.
Provincial.

Staged with 5-year implementation plan.



APPENDIX F: COMPARISON OF THE HSRC’S GOALS OF PRIMARY HEALTH CARE AND THE ESSENTIAL ELEMENTS OF THE STRATEGY 

Goals of Primary Health Care 
Essential Elements of  the Primary Health Care Strategy That Support the Goals 

To empower consumers to take an active role in their health and health care
· Enrollment

· Defined basket of primary health care services

· Services accessible 24-hours-a-day, 7-days-a-week

· Inter-professional providers

· Information management

· Mechanisms to co-ordinate care

· Education

· Primary health care group practices

To promote high quality care
· Mechanisms to ensure accountability

· Inter-professional providers

· Population-based funding 

· Information management

· Enrollment

· Defined basket of primary health care services

· Mechanisms to co-ordinate care

· Primary health care group practices

To provide ready access to primary health care services
· Inter-professional providers

· Defined basket of primary health care services

· Mechanisms for coordination of care

· Population-based funding

· Primary health care group practices

· Services accessible 24-hours-a-day, 7-days-a-week

To enhance the continuity and coordination of primary with other levels of health care services
· Enrollment

· Inter-professional providers

· Defined basket of primary health care services

· Mechanisms for coordination of care

· Information management

· Primary health care group practices

· Services accessible 24-hours-a-day, 7-days-a-week

To facilitate the efficient and appropriate use of  human and financial resources
· Enrollment

· Multidisciplinary provider group practices

· Defined basket of primary health care services

· Mechanisms for coordination of care

· Information management

· Appropriate funding system

· Mechanisms to ensure accountability

To provide accountability for the accessibility, quality and cost effectiveness of primary health care services
· Enrollment

· Defined basket of primary health care services

· Services accessible 24-hours-a-day, 7-days-a-week

· Information management

· Appropriate funding system

· Mechanisms to ensure accountability






















Vision


All Ontarians will have access to comprehensive primary health care services.  Primary care will be the first point of access and the connector to the rest of the system.
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Figure 1: Essential Features and Supporting Mechanisms of the HSRC’s Primary Health Care Strategy 





Population-based Group Funding





Information Management





Mechanisms to Coordinate Care





Mechanisms to Ensure Accountability





Inter-professional provider team








Group practices of physicians and nurse practitioners





Services accessible 24-hours-a-day, 7-days-a-week





Ontario Health Care Consumers





Consumers enroll with their provider of choice 





Access to comprehensive primary health care services





Supporting Mechanisms





Other health care providers 





Primary Health Care: 


Consumer Centred 


Coordinators of Care





Specialist physicians





Long-term care and home care (through CCACs) 





Public health 





Acute care 





Rehabilitative care 





Palliative care 





Long-term care 





Health promotion and disease prevention





Range of Consumer Needs





There are Limitations Inherent  in Fee-For-Service Funding 


FFS breaks down the provision of primary health care into its component parts.  Since each part is associated with a billing code and a fee, the FFS structure is not able to consider integrated primary health care as a total, comprehensive picture. 


Physicians who conduct more detailed assessments, and in-depth disease prevention, health promotion and client education activities are either funded inadequately for these activities or not at all.  


FFS physicians wanting to establish inter-professional group practices must find alternate sources of funding, since most non-physicians cannot bill for their services nor can physicians bill for services provided to their patients by non-physicians.  


FFS is an incentive for physicians to practise in more densely populated areas, since FFS pays physicians for the volume of work they do.


The OMA-MOH agreement does not allow FFS funds to be transferred to alternate payment program funding, which could be used to support comprehensive primary health care.





Enabling Legislation to Support a System of Primary Health Care is Limited 


Current legislation limits the ability to establish innovative primary care arrangements since it: limits the ability of health care providers generally to amalgamate with other health care providers not operating under the same statute; and neither permits nor facilitates the formation of alliances or partnership arrangements between similar types of health care providers. 











Professional Autonomy Can Impact on Efforts to Collaborate 


Most primary care physicians are solo practitioners.  This impacts on their willingness to enter into more collaborative arrangements, especially if they anticipate a loss of personal autonomy or feel they must manage other health care providers.  


Fee-for-service reinforces autonomy and solo practice.  Physicians wanting to establish inter-professional group practices must find alternate sources of funding, or pool their billings to finance other care providers. 











There are Inadequate Information Systems to Support Primary Health Care 


Information systems used by primary health care providers tend to be limited to systems that are used mostly for submitting claims to the Ministry of Health.  These systems are not used to monitor a patient’s health care, assist in accessing information on the range of services available in the community, or transmit health record information among providers.





There is Little Appreciation for the Pivotal Role of Primary Health Care 


Health and health maintenance tend to be equated with high technological medical care and hospitals.  


There is little appreciation of the pivotal role  primary health care can play in keeping people well, advocating on their behalf, guiding them through the system, and coordinating their care.


This lack of appreciation usually translates into less commitment to support the changes that are required to develop a strong system of primary health care.





The Effectiveness of Primary Care Funded Through Alternate Arrangements is Unclear


Currently, community health centres (CHCs) and health service organizations (HSO) are not widely accepted as effective alternatives to fee-for-service (FFS) for primary health care.  


The potential of alternate funding arrangements for primary health care is difficult to assess because of the limitations of performance measures and accountabilities of CHCs and HSOs.  


e.g., CHCs are not required to provide a full range of primary care services, their hours of operation and arrangements for after-hours coverage vary, and there is a lack of accountability for CHC services. 


e.g., In HSOs, the use of non-physician primary care providers varies, there are difficulties maintaining an accurate record of enrolled patients, and mechanisms to ensure that HSOs are meeting the terms of their contracts are spotty, at best.  It was expected that HSOs would improve access to care and thereby decrease reliance on institutions for emergency and inpatient care.  This has not happened.* 


*B.G. Hutchinson et al., “Do physician-payment mechanisms affect hospital utilization?  A study of Health Service Organizations in Ontario,” Canadian Medical Association Journal 154 (1996): 653-661. 





Challenges to Achieving Primary Health Care’s Potential





There is a Maldistribution  of Primary Care Physicians in Ontario and Limited Use of Non-Physicians to Help Provide Care 


Factors such as aging physicians, the lack of desire to practise in smaller and more remote communities, and physicians changing their work patterns to fit lifestyle choices, directly impact on the feasibility of every Ontarian having a primary care physician.  


Low population density, geography and distances between towns exacerbate the problem of insufficient numbers of primary care physicians in some areas of the province.  


Physicians in remote areas find it difficult to provide care over large areas.  It is also difficult for physicians to be supported professionally when there are few if any peers to consult with, and to obtain consults with specialists who are far away. 


Recent legislation recognizes midwives and an extended class of nurses who practise as community nurse practitioners. One study estimated that nurse practitioners can perform 80% of tasks performed by physicians.* There has been little concerted effort to date to use these practitioners optimally in an integrated primary health care system.  Limitations in funding and lack of acceptance of these professionals are barriers. 


*M.A. Fitzgerald et al., “The Midlevel Provider: Colleague or Competitor,”  Patient Care 33 (1995): 20-37.   














� See Appendix A for a more detailed discussion of primary health care in Ontario. 


� A general practitioner (GP) is someone who has successfully completed medical school and is licensed to practice medicine in Ontario.  A family physician (FP) is a GP who has completed a residency in family medicine and is registered with the Ontario College of Family Physicians. 


� Ben Chan, Supply of Physicians’ Services in Ontario.  Institute for Clinical Evaluative Sciences (November 1999).  This report presented three methods for counting the number of physicians:  a simple head count of those who bill OHIP; a count of active physicians who bill above $35,000 per year; and weighting physicians by their annual billings.  There are limitations with each method.


� For a list of primary health care studies and reports prior to 1995, see Subcommittee on Primary Health Care of the Provincial Co-ordinating Committee on Community and Academic Health Science Centre Relations (PCCCAR), New Directions in Primary Health Care (July 1996). 


� Enrolling has also been referred to as listing, rostering, registering, panelling and patient choice.  


� These include community health centres, health service organizations, the OMA primary care pilots, the Ontario College of Family Physicians, the Registered Nurses Association of Ontario, and various Northern and rural initiatives such as the Northern Group Funding Plans and the community-sponsored contracts for family physicians. 


� Provincial Co-ordinating Committee on Community and Academic Health Science Centre Relations (PCCCAR),  New Directions in Primary Health Care  (July 1995).


� Ibid. 


� B. Hutchinson  and J. Abelson, Models of Primary Health Care Delivery: Building Excellence Through Planned Diversity and Continuous Evaluation.  McMaster University Centre for Health Economics and Policy Analysis.  Commentary C96-3 (1996). 


� Primary Health Care Groups or PCGs is a working name only and should not be taken as the name suggested by the Health Services Restructuring Commission.


� E. Berger,  Canadian Health Monitor: Survey #14, Toronto: Price-Waterhouse (May-June 1996).


� Negation is when an organization, which is paid to care for enrolled consumers, must repay to the government the cost of services received by its enrolled consumers outside of the organization.


� Adapted from World Health Organisation (1985) as cited in J. Abelson and B. Hutchison, Primary health care delivery models: a review of the international literature. McMaster University Centre for Health Economics and Policy Analysis. Paper (1994):  94-15.


� A. Mitchell et al., Utilization of Nurse Practitioners in Ontario.  A Discussion Paper Requested by the Ontario Ministry of Health.  Nursing Effectiveness, Utilization and Outcomes Research Unit.  Paper 93-4 (September 1993).


� Since these are non-Canadian studies, the findings may not be applicable to the Canadian system.  See R. Pong et al., “Component 1: Health Human Resources in Community-Based Health Care: A Review of the Literature,” in Building a Stronger Foundation: A Framework for Planning and Evaluating Community-Based Health Services in Canada. Prepared for the Federal/Provincial/Territorial Conference of Deputy Ministers of Health (1995).


� The potential role of professionals is subject to legislation.  In Ontario, the overarching legislation governing health care providers is the Regulated Health Professions Act, 1991 (S.O. 1991,C.18).  It lists 13 controlled acts in the provision of health care services (intervention restricted to health care providers) and defines the mechanism for delegating controlled acts from one health professional to another.  Each health profession is governed by its own Act, which defines the scope of practice and lists the acts or interventions that the profession is authorized to carry out. 


� College of Nurses of Ontario,  A Primer on the Primary Health Care Nurse Practitioner (1999). 


� From Crisis to Stability:  A Northeast Proposal on Health Human Resource Recruitment and Retention Strategies.  Prepared by the Networking in the North Group (July 1999). 


� This information is taken from Submission to the Nursing Task Force by the Community Health Nurses Interest Group of the Registered Nurses Association of Ontario (November 4, 1998), and The Role of Nursing In Primary Health Care Delivery in Ontario: Report of the Advisory Subcommittee on Primary Health Care of the Joint Provincial Nursing Committee (June 1997).   


� Public health nurses are RNs with additional preparation in community health nursing. 


� The five codes are a preventive care management fee, preventive care bonus, home care supervision fee, interview and case conference fee (focusing on current management, future management and patient placements), and a targeted medical education fee. 


� Sessional fees must reflect the demands placed on providers for each service.  For example, visits to hospitals may require primary care physicians to provide supportive care or be the most responsible physician, depending on the size, type and location of hospital. 


� Ben Chan, Supply of Physicians’ Services in Ontario.  Institute for Clinical Evaluative Sciences (November 1999). 





� Health Services Restructuring Commission, Ontario Health Information Management Action Plan: The Top Priority for Building a Better Health System.  Advice and Recommendations to the Honourable Elizabeth Witmer, Minister of Health (June 1999). 


� E.M. Brown et al., North Network Feasibility Study (1995). 


� See Health Services Restructuring Commission, Ontario Health Information Management Action Plan: The Top Priority for Building a Better Health System.  Advice and Recommendations to the Honourable Elizabeth Witmer, Minister of Health (June 1999). 


�  Ontario College of Family Physicians.  Family Medicine in the 21st Century Survey Results.  Correspondence to the Health Services Restructuring Commission, March 2, 1999.


� Based on the approximate average size of rostered population per full-time equivalent physician in Health Service Organizations.


� A number of sociological studies have shown that the optimum size of a working group is from four to seven.  Clovis R. Shepherd, Small Groups: Some Sociological Perspectives. New York: Harper and Row (1964). 


� See Appendix E for a comparison of the HSRC’s approach with other primary care delivery systems and strategies. 


� See Appendix F for a comparison of the HSRC’s goals for primary health care and the characteristics of its strategy. 


� A general practitioner (GP) is someone who has successfully completed medical school and is licensed to practice medicine in Ontario.  A family physician (FP) is a GP who has completed a residency in family medicine and is registered with the Ontario College of Family Physicians. 


� Ben Chan, Supply of Physicians’ Services in Ontario.  Institute for Clinical Evaluative Sciences (November 1999).  This report presented three methods for counting the number of physicians:  a simple head count of those who bill OHIP; a count of active physicians who bill above $35,000 per year; and weighting physicians by their annual billings.  There are limitations with each method.











� The HSRC attempted to analyse the effectiveness of community health centres and health service organisations, but the information was inadequate to draw firm conclusions. 


� College of Family Physicians of Canada, National Physician Survey (1997).  


� Ibid.


� For a list of primary health care studies and reports prior to 1995, see Subcommittee on Primary Health Care of the Provincial Co-ordinating Committee on Community and Academic Health Science Centre Relations (PCCCAR), New Directions in Primary Health Care (July 1995). 


� The Federal/Provincial/Territorial Advisory Committee on Health Services, The Victoria Report on Physician Remuneration (1995).


� J. Forester et al.,  “New approach to primary medical care: nine-point plan for a family practice service”, Canadian Family Physician 40 (1994): 1523-30.


� Canadian Medical Association, Strengthening the Foundation: The Role of the Physician in Primary Health Care in Canada (1994).


� Canadian College of Family Physicians, Managing Change: The Family Medicine Group Practice Model (1995). 


� Ontario Medical Association, Primary Care Reform: A Strategy for Stability (1996). 


� Subcommittee on Primary Health Care of the Provincial Co-ordinating Committee for Community and Academic Health Sciences Centre Relations (PCCCAR), New Directions for Primary Health Care (1996).


� Task Force on the Funding and Delivery of Medical Care in Ontario, Report of the Task Force on the Funding and Delivery of Medical Care in Ontario (1996).


� B. Hutchison and J. Abelson, Models of Primary Health Care Delivery: Building Excellence through Planned Diversity and Continuous Evaluation.  McMaster University Centre for Health Economics and Policy Commentary C96-3 (1996).


� Ontario Medical Association Primary Care Reform Physician Advisory Group, Primary Care Reform: A strategy for stability (1996).


� Ontario College of Family Physicians, Family Medicine in the 21st Century: A prescription for excellence in health care (1999).


� Adapted from Subcommittee on Primary Health Care of the Provincial Co-ordinating Committee for Community and Academic Health Sciences Centre Relations (PCCCAR) New Directions in Primary Health Care (1996).


� Potential criteria could include: 1) underserviced areas, as defined by the Ministry of Health, express an interest in setting up a PCG; 2) well established group practices where the group is interested in reconfiguring its structure to meet the requirements of the strategy; 3) an appropriate mix of providers is proposed including nurse practitioners as an intrinsic part of the core team; and 4) an appropriate roster size can be achieved. 


� P.A. Williams et al.,  “Autonomy in Ontario Medical Group Practice”. Health Services Management Research  3(2) (1990): 87-97.
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