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Cathy Fooks, President and CEO of The Change Foundation, described the mandate and priorities of the Foundation, and its interest in sponsoring this panel discussion.  
Steven Lewis, President and CEO Access Consulting Ltd and Research Advisor to The Change Foundation, initiated the panel discussion by noting that physicians are gatekeepers to patients accessing services, thereby hugely influencing the use of resources within the system.  He argued that if we are serious about integration, systems thinking and fairness, then physicians must be:

· Evidence-based, transparent, and accountable in their practices; 

· Advocates for their patients; 

· Aware of and sensitive to population health issues, and supportive of efforts to alter the non-medical determinants of health; and 

· Stewards of the public resources whose expenditures they significantly affect by their diagnostic and treatment decisions.

Mr. Lewis argued that management of physician practices should be geared toward quality improvement; reductions in variations in practice; increased appropriateness; and equitable access, especially for high risk patient groups.  He referred to the “utilization and cost footprint” and the “quality and outcomes footprint” created by a medical practice.  He argued that whether and how physicians are integrated into RHAs or integrated service systems is almost immaterial without the capacity to measure and improve these footprints.  Whether physicians are full employees, quasi-employees, or independent and loosely bound contractors to a region or an integrated health system, their obligations, performance targets, payment mechanisms, and other incentives must be geared toward the fulfillment of fully articulated system objectives.  He argued that physician performance should be measured, reported and used as the basis for both improvements in effectiveness and efficiency, and in some cases public choice. 
Mr. Lewis concluded by suggesting that RHAs and LHINs should have the authority to specify both access and quality expectations.  RHAs need the authority to set their own supply ratios as a means of controlling supply-induced demand and ensuring that the system is not skewed by the vagaries of where doctors choose to set up practice.  Moreover, at some point we need to consider a policy whereby no primary care practice will be entitled to receive public funds unless it adopts advanced access scheduling or achieves the wait times of practices that have implemented it.   
Dr. Stewart McMillan spoke from his experience in Saskatchewan as Head of a Department of Family Medicine with about 160 urban physicians and 20 rural physicians, and as someone with a long term interest in health care  policy and management. 
He argued that family doctors are less engaged in their regional health authorities than they were six years ago.  Family practitioners perceive that their job is to see patients in office based practice with very little regional support.  Forays into the hospitals are rare unless they have a special interest like obstetrics, palliative care or child abuse. They rely on the RHA to have access to laboratory for some diagnostic services and homecare for their patients.  However, they do not need RHA privileges to access these services and they are not held accountable for the utilization of these services or their appropriate application. There is no information technology link between physicians in their regions and the RHAs except at a pilot project stage.  Dr. Stewart suggested that the move to 12 regions (from 32 districts) in Saskatchewan has not improved the quality of service for patients in the area of family medicine.  
Dr. McMillan described some “good news” initiatives:  the forging of strong relationships between medical doctors and nurse practitioners and collaborative practice arrangements in some communities; and a large chronic disease collaborative in family medicine – the Primary Care Initiative in Hudson Bay.  Dr. McMillan noted that, unfortunately, these initiatives are few in number; “they have not caught fire the way they should”; and they have not caught the RHA’s or the provincial Government’s attention nearly as much as access to surgery or diagnostics have.

Finally, Dr. McMillan described some of the barriers to integrating physicians in the regional delivery of care:

· RHA’s lack of control of a medical manpower plan with physicians accountable to the RHA – privileges in the region and access to regional resources should be linked to being part of the overall plan of the region for betterment of the health of the population;

· Absence of robust models of CDM – need for more progress on linking physician remuneration to outcome (i.e., improved disease outcomes), not just process (i.e., following protocols);

· Slow progress in information technology support – some progress has been made but we are well behind other international jurisdictions and our targets are not ambitious enough; 

· A narrow vision of primary care - we need to look for inventive ways that fee-for-service physicians and physicians taking alternative payment arrangements can improve access to and effectiveness of care. 
Dr. Vernon Jubber, Chief Clinical Officer of Chinook Health Region (CHR) in Alberta, described the evolution of primary care delivery in the Lethbridge region over the past dozen years – its challenges and successes.  

Dr. Jubber described the CHR’s attempt to uniquely implement the tri-lateral physician remuneration agreement so that physician funding would be used to build teams of doctors to provide primary care.  The CHR Board made a decision early in the process to involve physicians and nurses in planning and management processes.  The primary care governance committee includes the primary care leads from the 17 areas of the region. An advance access process and physician accountability for a specific population group were key components of the primary care plan.  Dr. Jubber described a recent gratifying event - 16 clinics banded together to respond to some negative press about the region’s approach to primary health care.  The actions of the providers in these clinics mobilized the public to defend the population health approach and the advance access process in primary health care in the region.  Both providers and patients could see and had experienced the benefits of the approach; and there was concrete evidence to show that the approach was positively impacting outcomes.    

Dr. Jubber emphasized that the critical success factor was that the clinic physicians had been engaged early in the change process, and that they became the advocates for the approach – clearly being able to demonstrate the improvements in access, quality and outcomes for patients.  
Dr. Jubber explained the importance of developing a relationship of trust between providers and the regional administration.  He emphasized that these trusted and engaged relationships must be present at many levels:  on the Board; at strategic planning meetings; at budget planning, capital planning, IT and human resource planning processes; joint training sessions; and issue resolution processes.  Dr. Jubber gave specific examples of the benefits of this engagement.  
It is also important to help both sides see that they are working for a higher cause – the greater common good.  In Dr. Jubber’s experience, once providers get to this point, they are willing to make hard decisions to do the right thing.   For example, in the CHR, surgeons are supportive of the assistive living initiative – instead of lobbying for a new OR – because they can see the broader system benefits of the initiative and how it impacts their work within the hospital.
Dr. Jubber concluded by recommending that trusted partnerships between providers and the regional authority will pay off.  In the CHR, the approach to primary care was different than other regions, but because they had cultivated trusted relationships with physicians, they were successful.  With the hospital Flow project, surgeons, internists and emergency department staff know they can make a difference as they have seen what has been achieved in primary care.  
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