Version: 7
Version Date:  September 11, 2008


DRAFT FAMILY PHYSICIAN INFRASTRUCTURE 
THROUGH DEVELOPMENT OF
DIVISIONS OF FAMILY PRACTICE
Concept Document
1. Supporting and Sustaining Full Service Family Practice for Improved Patient Health Outcomes
The General Practice Services Committee (GPSC), a joint committee of the B.C. Ministry of Health Services (MOHS), BC Medical Association (BCMA), and the Society of General Practitioners of BC was established under the 2002 Government/BC Medical Working Agreement with the mandate to develop financial incentives aimed at helping address the challenges facing full service family practice in British Columbia, namely the: 
· Declining number of GPs choosing full service family practice

· Declining number of medical students choosing to enter general practice

· Declining number of GPs providing obstetric care to women in their community

· Increasing number of patients requiring full service complex care over a long period of time (chronic disease, mental illness, frail elderly, end of life), and

· Re-organizing the health care system with a focus on longitudinal care as opposed to episodic and acute care

At the same time, and taking a population health approach, the BC Ministry of Health Services embarked on:

· Identifying gaps in patient primary health care through analysis of administrative data
· Quantifying burden of disease, both in terms of human and health system costs 

· Leveraging opportunities to re-organize health system delivery away from an acute and episodic care to longitudinal care that better supported high burden complex care
· Re-focus of patients as informed and active partners in their own care as opposed to passive recipients of health services
· Ensuring sustainability

The work above was further informed by the 2005 Province Quality Improvement Days (PQIDs), a provincial consultation with B.C. GPs held under the auspices of the GPSC to identify on how best to renew the province’s health system for improved patient care and GP professional satisfaction. Approximately 1000 GPs from across B.C. were engaged in the PQIDs. 
The PQIDs in turn resulted in the development of ideas and strategic direction for addressing the challenges facing full service family physicians that informed the Government/BCMA 2006 Agreement – Article 7: Supporting Access and Improvement to Full Service Family Practice, and the development of the 2007 B.C. Ministry of Health Services’ Primary Health Care Charter which set out a strategic plan for transforming the province’s health system to increase primary health care capacity for improved patient health outcomes.
Improved Financial Compensation

The work noted above combined to identify priority areas for action, which the GPSC addressed as shown in the table below:   
	Priority Area
	GPSC Incentive Payment

	Chronic Disease Management
	Annual condition based payment for 
-diabetes, 
-congestive heart failure, and 
-hypertension 

	Maternity Care 
	- General Practitioner Obstetrical Premium

-Maternity Care Network Payment 
-Maternity Care for BC (MC4BC) Program  

	Care of the frail elderly and patients requiring end of life care
	-Community Patient Conferencing 

-Facility Patient Conferencing Fee 

	Care of patients with complex needs
	-Annual Complex Care Payment Management Fee
-Complex Care Telephone/Email Follow-up Management Fee 

	Prevention 
	-Cardiovascular risk prevention fee

	Mental Health
	-Community Mental Health Initiative: GP Mental Health Planning Fee
-GP Mental Health Management Fee 

	Recruitment and retention of full service family practitioners
	-Family Physicians for BC (FPs4BC) Program


Quality Improvement Training 
In addition to improved financial compensation for the care of specific patient populations, the PQIDs identified GP need for access to practice quality improvement training in order change their clinical office workflow to better meet the needs of the priority patient populations. In response, in May 2007 the GPSC launched the Practice Support Program (PSP). This program provides GPs with resources and supports to identify and make changes to their clinical practice by offering practice enhancement in the areas of 
· Advance access scheduling

· Chronic disease management

· Group visits
· Patient self management

As of March 31, 2008 approximately one quarter (1,200) of B.C.’s GPs participated in the PSP.
Empowering Primary Care
In addition to improved financial compensation and quality improvement training, the PQIDs also identified GP concerns over being supported and valued. Throughout the 2005 province-wide consultation with GPs, concerns were voiced by the profession about decreasing morale among GPs providing continuous comprehensive care. GPs complained of feeling isolated and unsupported in their community practices, and lamented the erosion of communities of care in the province – for example Department of Family Practice. 
In response the GPSC has set aside funding to prototype Divisions of Family Practice as a model to address these concerns.
2. DIVISIONS OF FAMILY PRACTICE: BUILDING FAMILY PHYSICIAN INFRASTRUCTURE
Currently there is no community infrastructure in B.C. to support GPs who wish to work together to provide the best possible patient care and achieve improved professional satisfaction.
Research literature and Ministry of Health Services statistics demonstrate that the relationship between patient and family doctor is the pivotal point where patient health outcomes and service utilization can be impacted positively. Family physicians, and by extension, primary health care have had little or decreasing voice or influence within the healthcare system.  
The power of organized acute medicine has coalesced around the bricks and mortar of a hospital, and there has been a lack of understanding, appreciation and adequate resourcing of general practitioners contributions to population health and system efficiency. This, despite the fact, that the majority of British Columbians receive 80% of their health care services from their family physician.
Practice change can help family physicians provide improved patient access to the benefits of primary health care, and especially for patients with complex needs as well as unattached patients. However, improving the quality of patient care requires system change to the align of health authority services such as in patient primary care, mental health and addictions treatment and home and community care with existing family practices.  
To this end, Divisions of Family Practice will be supported through additional funding to collaboratively provide the following value-added for patients:

· In-hospital care (in collaboration with the hospital Department of Family Practice), 
· Care for the elderly in a residential setting, and 
· Services normally only found in emergency departments (accepts ambulance diversions) and provide clinic settings for the more vulnerable populations in their communities
These additional services will be funded by the Ministry of Health Services, Medical Services Division through the GPSC under the oversight of a Collaborative Services Committee (see section 5 of this document). 
At the Health Authority level, Integrated Health Networks are being developed in order to create an increasingly linked health delivery at the community level to better meet the needs of the local population. However,  health authorities indicate that currently it is difficult to develop integrated health networks and provide clinical associates – such as nurses - to family physicians because of the lack of formal family practice clinical organization; provision of health authority community based services would occur in a more efficient and effective manner if such organizations existed.  Moreover, a Divisional structure would better define MRP status, given that Divisions of Family Practice would more effectively such discussion with specialists. This will provide clarity for patients (and physicians) and should result in collaborative efficiencies.

Why Would a Family Physician Want To Be Part of a Division of Family Practice?
· To enhance provision of the full spectrum of necessary primary care to their patients through collective responsibility rather than individual commitment

· To overcome isolation and receive improved access and linkage to HA services and specialist services

· To become informed and in the loop with a voice in the organization of local/regional services around their practice
· To advocate for the needs of patients and physicians
· Peer support and physician health and wellness program
· Shared recruitment and retention and locums

· Opportunity to expand services offered such as hospital care including GP obstetrical services, mental health/drug and alcohol addiction services palliative care, residential care, sports medicine as well as diagnostic services such as spiromentry and allergy testing
· Increased efficiency in discharge planning 
· Improved care of residential patients

· Increased support from family practice colleagues in caring for complex and unattached patients
· Improve efficiency in responding to sudden clinical deterioration of hospitalized patients and urgent consultation of extended care patients

· Assistance with duties historically falling to call groups; scheduling, sharing of locums, organization of meetings and CME 
· Peer involvement/support in developing group offices or teams of GP members; 

· Improved voice in the organization of local/regional services around their practices

· Assistance in scheduling if requested

· IT support

· Administration of on call rotas

· Provision of local CME and Pilot Projects

· Opportunity to play an active role in medical education through accepting Family Practice residents and medical students, and take a leadership role in organizing and sustaining regular weekly medical staff rounds
· Adequate financial compensation for work provided

· Improved physician health and wellness

· Gain sharing through health system improvements
Why Would a Health Authority Want to Support Divisions of Family Practice?
· Improved ability to connect with family physicians because they have the greatest clinical influence over the health of the population and service utilization
· Enhanced coordination across the continuum of patient care, family practice, home and community care 

· Engagement of physicians in the overall health of the population. Partnership on health planning informed by data analysis.  Partnered service agreements and  monitoring perhaps as part of an integrated health network

· Ability to problem solve regional problems – such as hospital coverage, unattached patients with family physicians

· Enhanced ability to provide multi-disciplinary clinical support to family physicians

· Enhanced ability to communicate clinical and administrative information with community GPs
· Why Would the Ministry of Health Services Support Divisions of Family Practice?Understanding, planning and caring for populations of patients - so that each person in British Columbia who wanted a medical home would find it – no more unattached patients
· Provide integrated, coordinated care

· De-congest emergency rooms

· Reduced hospitalizations and re-hospitalizations

· Receiving enhanced coordination of care for patients – proven to achieve better patient health outcomes 

· Improved delivery and quality of all necessary primary care services resulting in decreased pressure on hospitals and specialty care, planned coordinated care in community setting (including palliative)
· Opportunity for inter-disciplinary group medical visits 
· The ability to connect informal community supports with professional services in family practice 

· To accelerate integration of health authority services with primary health care

· To accelerate clinical and practice improvements

· To give the system a greater ability to respond to need, or changes, or improvements

· To organize the provision of patient care outside of the expensive hospital setting and/or Emergency Department

· Improved GP recruitment and retention, GP engagement, and associated benefits to Medical School and Family Practice Residency Programs, including improved relationship between medical schools and GP community
Why Would the BCMA/Society of GPs Support Divisions of Family Practice?

· Provides a regional infrastructure which enhances communication between the BCMA and its members, as well as between the BCMA and HAs.
· Assists in building relationships between GPs and specialists

· Empowers members to participate in the organization of care provision, and to be an effective advocate for their patients and themselves
· Enhances the profile of General Practice to the public, and to medical students

· Provides a regional infrastructure for clinical teaching of family medicine to medical students and family practice residents

· Provides regional infrastructure for clinical teaching of shared care models to family practice and speciality residents
3. Background Related to Other Jurisdictions
Divisions of Family Practice are not a new concept. They have been implemented and evaluated in both the United Kingdom (i.e., Primary Health Care Commissioning) and Australia, and the lessons learned are many and far reaching. A number of policy decisions were found to have compromised the effectiveness of the GP infrastructure, namely:
· Improved patient access, health outcomes and physician professional satisfaction were not the ultimate goal of introducing the GP infrastructure;

· The Division of Family Practice operated in competition, rather than being integrated, with the regional health authority delivery system thereby negating alignment of the primary and acute care sectors;

· Community and local government were not seen as partners, and thus the Division of Family Practice did not benefit from community development activities, or lay and para-professional supports;

· The GP infrastructure did not have a role (i.e., to support quality improvement activities) because the Divisions of Family Practice were developed before GP quality and practice improvement were adopted across the system
BC’s approach to developing Family Practice infrastructure does not parallel the approaches taken by the UK and Australia, but is informed by those experiences. BC’s approach will instead paralle current provincial collaborative approaches, such as the BC Maternity Care Networks and be ground in the following principles: 

· Structure will follow function insofar as the Divisions of Family Practice are being developed in response to GP requests for quality improvement/practice change support (and supplemented by existing incentive payments, professional development opportunities, peer and professional support, specialist access and physician recruitment activities), and

· The Division of Family Practice does not duplicate roles and responsibilities of a regional health authority-- rather it provides the formal generalist clinical influence and leadership at the local and regional level.
4. Possible Outcomes of Establishment of Divisions of Family Practice:
Through the establishment of Divisions of Family Practice, the following expectations are likely to accrue:

· Provide a renewed home for primary care to address morale and a sense of cohesion or common purpose;

· Breakdown and look at health care gaps, and attempt to address them collectively – this could expand to other than doctors as the primary care team is potentially an aim;

· To address the full service primary care doctors provision of service in acute care (i.e., a generalist on each case – using new models – as it appears that in the urban and suburban areas the old model is eroding; 

· Begin the shift from isolated GP care to team care, particularly for chronic and complex patients;

· To attempt to address repeat admission because of a lack of sensible follow-up and planning of care

· To assist the GPs to move into some newer areas of delivery, group visits, planned chronic care, and multidisciplinary team care;

· To create some peer support and refreshment in the use of some pharmaceuticals;

· In some Divisions, foster service agreements with local hospitals and regions, for such areas as care of in patient, mental health to name a few;

· Peer support for education coverage and mentoring;

5. Characteristics of a British Columbia Division of Family Practice:

Regardless of their location and patient population served, all Divisions of Family Practice will have the following key elements:

1. Individual size and scope to suit individual areas;
2. Would have a leader (clinical) for organizational role, schedule, and stimulus

3. Would move to a community medical advisory committee
A Collaborative Services Committee will be establish in order to provide solutions to the complex and inter-connected issues facing the delivery of health services at the community level (including office based family practice; home and community care; mental health and substance misuse; residential care; accessing pharmacy, diagnostics, allied health professionals, and community agency services; shared care with medical specialists) and its interface with the acute care system (emergency rooms, in-hospital care). 

The Collaborative Services Committee will be made up of representatives from the Division of Family Practice, the Health Authority, Community Agency and or Patient representatives. During the prototyping phase GPSC and Medical Services Division (MoHS) will also be members and provide active support for their development. Supported by this collaborative guidance, it is expected that the Divisions of Family Practice will continually improve patient care and system efficiencies within their sphere of influence.   

Roles and Responsibilities of the Partners:

The Health Authority will:

1. Co-chair the Collaborative Service Committee (VP/Executive Director level) under its overall mandate to provide health care to the population in that community and provide the overall perspective and transformation engine for the system

2. Provide representation on senior medical and planning committees such has HAMC (to be explicitly name)

3. Facilitate (HA wide) privileging

4. Provide a member from the local practice support team

5. Work to remove systemic barriers to improved care and system sustainability

6. Provide regional, in hospital and ER data as it become available
7. Provide practice and change management support through the Practice Support Team (i.e. Training and supports in advanced access, patient self management, chronic disease management and group medical visits)

8. Work to re-orient current health services and/or attach other health professionals to increase integration and collaboration through the development of Integrated Health Network Teams

9. Protect current funding arrangements for Departments of Family Practice;

10. Provide adequate parking at the hospital and other facilities

11. Provide evaluation support

The Division of Family Practice will:

1. Co-chair the Collaborative Service Committee (Physician Representative of the Division of Family Practice) under its overall mandate as set out above (see Divisions of Family Practice) 

2. Provide an additional family physician representative

3. Work to remove family practice barriers to improved care and system sustainability

4. Provide anonymous practice level data

5. Engage in  practice and change management support through the Practice Support Team (i.e. Training and supports in advanced access, patient self management, chronic disease management and group medical visits)

6. Work with current health services and/or other health professionals to increase integration and collaboration through the development of Integrated Health Network Teams and engagement in hospital and residential care programs.

7. Engage in evaluation

The Community Agencies will:

1. Provide up to three community agency representatives at the Executive Director level 

2. Work to remove agency practice barriers to improved care and system sustainability

3. Provide anonymous agency level data

4. Engage in practice and change management support through the Practice Support Team (i.e. Training and supports in advanced access, patient self management, chronic disease management and group medical visits)

5. Work with family physicians, current health services and/or other health professionals to increase integration and collaboration through engagement in Integrated Health Network Teams and possible support to residential care programs.

6. Engage in evaluation

The Ministry of Health Services will provide:

1. Transformation leadership
2. Funding to prototype new models of care
3. Data including individual practice profiles and overall Division profile 

The GPSC will provide:

1. Annual infrastructure funding
2. Executive Lead  for Divisions of Family Practice
3. Governance template (BCMA/MoHS)
4. Commitment and partnership 
5. Learning network
6. Oversight
7.   Support through family practice initiatives including the practice support program, and funding for multidisciplinary care and improved specialist interface
Table 1 provides a comparison of system changes that will occur as a result of the introduction of Divisions of Family Practice in B.C.

Table 1: 

	Pre-Division of Family Practice – As a System:


	Post Division of Family Practice – As a System:



	· individual practices not working together

· solo family doctor

· up to three weeks waiting time for patients to access primary health care

· isolated cottage industry

· episodic, reactive care

· one-way referral processes

· no regional activity

· physicians doing administrative work and patient navigation

· excluded from hospital

· no hospital/GP integration

· insignificant team based care

· individual and small group quality improvement

· no integration with health authority programs and services

· poor access to specialists

· little population-based activity

· one-on-one patient visits 

· GPs frustrated with system

· Exclusive Fee for service keeping physicians on treadmill


	· individual practices work together

· strong regional identity

· connectivity
· same day access to benefits of primary health care

· considerable population activity including process mapping

· significant integration with health authority programs and services

· general practice leading system change

· specialists invited to join division for population-based solutions to gaps in care

· hospital and community care linked

· community advocacy

· integration and shared care

· prevention and early intervention

· continuous clinical and practical improvement

· FP leadership in system transformation

· group patient visits with collaborative care 

· $$s to organize and solve practice and system problems

· FPs deliver continuous quality improvement for patients

· FP prestige very high
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