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SUMMARY

The Canadian health: svstem is now in an era of significant charnge. De-
centralization, the changing role of govenunent, conswner movenent
and new views on health greatly affect physicians' velarionships with pa-
tients, consionars and other health professionals, and will determine the
vovernance and mandate of wmedical associations. While the Canada
THmMz Act reguires coverage of all medically necessary Irua!rh. services
provided by hospitals and medical practitioners, the understanding of the
term medically necessary appears te be clianging to include issues relat-
ed to ﬁmmcia} sustainability and scientific appropriateness. As govent-
mients become interventionist in the health care system as a reaction fo
fiscal imperatives, their traditional role as funder and plarnner is chang-
ing as they begin i a more explicit manner, to manage the health care
svstem and to engage in directly influencing parient managemens deci-
s—ftm-nmkmg. These new directions will have a major inflnence on the
practice of medicine in the 21st century.,

In Canada, there is strong public and political support for the
basic principles that underlie the health care system. Indeed, fql'
most Canadians, the national public health insurance system is
a significant social, cultural and economic achievement’. How-
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ever, because of slow economic growth and increasing health
care costs, the capacity of governments to fund the level of
health services to which Canadians have become accustomed
has become burdensome. As well, there are concerns about ac-
cess to care, our aging population, our changing values and ex-
pectations about health and health care. Over the last five vears,
Canada has been reforming the organizations designed to pro-
vide health services and is making significant changes in the
way services are delivered, administered and financed®. Physi-
cians in Canada are in the middle of this dynamic and innova-
tive change process.

The purpose of this paper is to assess how the role of physi-
cians has historically evolved in Canada, how the role of
physicians has changed because of the significant changes
that are now taking place, and to discuss how emerging trends
and issues are likely to influence the role of phyvsicians in
Canada in the future.

Historical evolution of the role of phvsicians in the Canadian
Health Care System: : the Earlv Years to the End of the 70s

In the early years of this century the delivery of health services
was a local affair’. The relationship between physicians and their
patients was not complicated: patients paid some mongy or
bartered some goods or services in exchange for the physicians’
services and medicines. Physicians were the centre of medical
work and hospitals were the institution of last resort, a place to die.
As it became clear that individuals could not fund all of their
health service needs, the public looked for new arrangements to
fund services. The vast distances, climate, poor transportation
and communication systems contributed to access and service
delivery problems. One of the first moves in the field of medical
insurance was the enactment by the Province of Saskatchewan
in 1916 of the Rural Municipality Act’. This act gave authority
to rural municipal councils to assess taxes, thus allowing them
to pay physicians a retainer fee. The fee was an incentive to at-
tract physicians to settle in sparsely populated areas of
Saskatchewan. This initiative became a significant event as it set
the stage for a unique program of Municipal Doctor plans that
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served the Prairie provinces we_]i for many years. Thss]pry*‘quam‘
also set the stage for a change in the relatlonsh]p DVE phy be];}Cr{L::
with their patients. A governmer}tql power came f01-'th ‘to pI cljcxinbe
financial contributions to physicians so that SCI’V]Cti.‘&g cou %
ﬁrovided in isolated areas. In a sense, the _t\.\fo~way“1? atélqnz 11};
between phvsicians and patients changed in that all funding n
eT e from patients.

lonigféria?;c]g to tEe late 1960s, Canada like most o‘tl}e_r f?}lln;
tries, experienced significant cllar!ges_lp medlciz}l 'plzlwtgtqncz-
were a result of the impact of sc1en'ti'f1c and clinica alilh g
ments and the developments of health‘ insurance’. Sc1en}§1 ic an
clinical medicine came to a full flowering and clqar}g:aad L-ifi 61_111’1?
system of providing services. "ijhe paradox of. the b;lufl_t] éc ;5,\ ?11
lution was that it reduced relatively the capacity of lhf—: in 1\; TL.:L
physician to meet health care needs anc} sm-mltcmeouslg\:\fartr )ﬁﬁ—
creased the capacity of medicine, working 11}}terdep.em[__ul'11t Y “;] :
the rest of the organized health care system®. To give L{g b?}:]c.)cst:
to patients, family physicians had_ to make extenbw? use of hos-
pitals services. Hospitals felt the impact. The once feat some .
stitution - the hospital, the last resort, hz}d bhecome the celntlc Q
scientific medical practice. This was par'ncularly true f(?l lele spe-
cialist. The trend in most urban _ho_spltals was 1o p‘i-O.\il e qap%
pointments to specialists and to limit the hospital pl_i\’l eges ?i
the general practitioners. This tre.nd close]‘y followed 1; le gLfW_c;
of medical specialization and the increase in Fhe num clts c: pr -
fessional and technical staff. The spen:]ahzat;'on of work \C-Ias_ﬁ
oarded as necessary and inevitable; however, it z}lso czeate“ p]_o] -
Tems and became an important root cause .o[‘ issuies during the
80s and 90s, such as the steady rise In hosplta] costs. ]

By the 1940s, the necessity for health insurance bifc‘arcryu_ aﬁp:
parent. The provincial and federal governments were b eing px;s{_
sured to provide leadership and funding. T]n'e1¢h\\f36 *hOlTéeSdg
pansion in private health insurance coverage in the s z}]n 0
sponsored in many cases by physician groups; however, Lle~2i'm-
ity of the private sector to finance wide-scale coyeragf was 1:35
ited. The influence of returning 'Wo;_'lci War 11 ‘vetu z}an }-x s
strong and many expressed the view: We and our families had

o v of
coverage during the war, why not now?”. Canada is a country ol
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immigrants, and many of those who arrived before the 1960s
came from countries where the health concepts of Bismarck and
Beveridge were in place. They were therefore accustomed to,
and had expectations that, reasonable access to health services
would be available. :

The first step in the development of comprehensive health
services took place in 1943, when the Saskatchewan government
enacted North America'’s first comgu]sory state sponsored uni-
versal hospital insurance program®. In 1958, the Federal gov-
ernment followed the Saskatchewan lead and agreed to finance
a similar program on a 50-50 cost sharing basis with all the
provinces. In 1962, the Saskatchewan government enacted
North Americas first compulsory state sponsored universal
medical care insurance program. After a major dispute between
physicians and the provincial government (physicians withdrew
services on mass) over the terms and conditions of administer
ing the act, physicians were paid on a fee-for-service basis using
an agreed upon schedule of fees negotiated between the medical
profession and the provincial government. The dispute became
a defining moment because it set the pattern for future issues
and disagreements between the provincial governments and
physicians. Physicians were allowed to bill over and abave the
agreed schedule. In 1968, the Federal government again fol-
lowed the Saskatchewan lead and financed a similar program
on a 30-50 cost sharing basis with the provinces. In return, the
government’s role changed from very limited participation in the
physician-patient relationship to one in which governmment paid
for the services delivered. In other words, a three-way relation-
ship developed between physicians, government and patients.

The payments under both national cost sharing agreements
were based on a national average, the wealthy provinces receiv-
ing from the federal government a lower percentage of their ac-
tual costs than the lower income provinces received. In this way,
the federal government became a social leveller and standard
setter’. As a response, provincial governments increased the
number of acute care hospitals with the belief that was the best
care that could be provided. It is not surprising then that Cana-
dians looked to their governments to help solve the health ac-
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cess, provision and finance pro!:)lerpsw: Th_15~1s typ:u]:a.ll gitg,i?;i
dians for they frequently, as an instinctive response have
to their governments for coiiectwe_ action. e of funding in
As medicine became more s‘pe(:la!lzed, the role oﬁ *;L‘mus”m n
the physician and patient :-"elatlonsh;p became con.t?r;i:)c; }{Vsi-
reassure the public of their competence anc} ;lnotn'af -~i0}?-1 ysh
cians emphasized the self governing laspei:t:: of the pr o; .es:s Socicet\f
the long training involved. T.heu‘ prime 101'6 wasrser\t }—lncmedicg}i
patients and science, and this was kev to ‘]ustli}_mg_i de edical
profession’s claim to self-regulation. This also pl_O“v'iiC_-f:‘ a }215 i
cation for market restrictions on other health pllo ehségn] 2
necessary to protect the patient’s health.. In eEFec_t,‘t 1613 me 1L<_:a E?md
fession committed itself to the separation of clmlc.a _‘p}_ac Hc:ieé d
financial self-interest. The fee-forservice system w:-‘u: Eegzlu ; Eﬁ;;n
the foundation to support clinical freedom becaL}mj a p]-}bft{-hqt
and not the government could choqse the course c_Ji tfusachn 2
was in the best interests of the patlept_and be pald ol;" 1t.‘ e,
The claims of practice and empirical realities a out prlf){_ed_
sional seif-discipline were at odds with themselves. Many C;. u -
ies in the 60s, (Task Force on Healt_h (;are Costs, ]9691) in nl(.:?]d
ed that the fee-for-service system did mﬂucnc? Lhelth- L;mf Laow
kinds of services provided and '!;he profesmon-a__] regu Sﬂfe(;_
regime was at best weak and th_at it rlarely def-\]tjw}\t; 01; 131_1(11@5
tively monitored clinical and financial conﬂ]c_tb._ any bf dies
noted that the fee-for-service was one of the main 162\75(%1‘15 or
alarming increases in hospital services (B.r?wpe, ]93_3.“! o
As physician controlied heglth care insurance ::TlLt‘, 51;1p
peared as a neutral third party in the doctor—pauent} e Elllon“m]z.
Here, no money changed hands between the cl?ctqulgna ia qui
excepl for a small payment a]!owed i{?r by EL\:I..lEl }31' ling. \s ‘thev
sult when patients communicate _wuh‘ theit pjyslfllzn:sith <y
communicate almost totally on cllmlca‘i issues, Pr watuﬂma i
surance was promoted to Canadians as a method Lo= lin:no'tc,ihe
nancial consideration from the care process. H(?w}({mc,l;, a:,tl e
government health care insurance story unfoldccl_ 1,1 , :]1 ja;no ;he
side. In the physician-government dispute in S'a.s]\a}tc hew ?:ance
medical profession expressed great fear of ha\flr{)g\t he maln{ rance
systern operated and controlled by government because
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be a vehicle to interfere in clinical freedom by civil servants',
The medical profession in Canada in the 1970s resisted with a
passion any attempt by pravincial governments to change meth-
ods of payment and initiate changes in the health care system
that would influence medical practice. In one sense the leaders
of medicine were preparing the profession for what was to hap-
pen in the 1990s. However, the concept that clinical judgement
should be based as much as possible on scientific knowledge
and completely divorced or minimized from financial consider-
ations became a strong belief held by the medical profession and
the public in Canada by the end of the 1970s,

In the latter part of the 60s all governments in Canacda be-
came concerned with the growth in the health care costs. The
federal government became particularly concerned, because it
felt that it was required under the cosi sharing agreements to
pay its share of costs that were decided and generated solely by
the provinces; in effect, the federal government had lost control
of its portion of the health care bill, After considerable study and
debate the federal government arranged with the provincial gov-
ernments a new cost sharing agreement, the Established Pro-
gram Financing Act (EPF) of 1977, under which the annual fed-
eral contribution consisted of a cash contribution and a transfer
of persanal and corporale income tax points'*. In effect this was
a block grant as it ended the link between federal expenditures
and actual heaith care costs incurred by a province. The ceiling
of the block grant increased the controversy and tension be-
tween the federal and provincial governments. In short, the fed-
eral government could control its contributions simply by hold-
ing down the rate of growth in total transfers. As a result, the
provinces themselves have had to finance a larger share of
health care costs because cost pressures continued.

The 19805
Canada Health Act

After a great deal of debate with the provincial governments and
the medical profession, the federal government passed the Carada
Health Act in 1984, The Act laid down the five basic principles of
how health services would be administered with the provinces.
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t. Comprehensiveniess - requires coverage of all medéi(?allly neccc?i-
«'u«\,r health services provided by hospitals and medical pra
sal

tioners.

- 9 Universalitv -requires that 100% of the popu]atipp be‘ insured
. Ec;r health services under uniform terms and conditions.

3. Portability - requires that persons who move within Canada

-eceive converage. - L .
]4 Public Adniinistration - requires that administration must

by a public nonprofit authority and responsible to the provincial

rer ent. ) ] )
go‘}i;gﬂjh services funded by a provincial plan Lll’ll-Z‘lErl_ thc:: A]c_:l‘ig;z:e
not, by law, be also funded sém}ﬂtaneously _b}’lg.l -ngt;- m:o nee
c0n1p£\niesls' High incorme individuals are prohi 1Le 10£ti=f W::
out and seeking private insurance. The outcomﬁ is él ondq E{ e:{l{h
tem of health care for those services cove:red b:\_f the J?pa a . ;m
Act. Physicians must operatf]: their pl;_a'Ct]CE}‘_;seC]i)tcl;lE: ]an [:I(;zr(;lo all pa:

) ea not, as in many other countries, : in sor

Egﬁisc‘;‘nﬂd out for others. It is technically pos_mble for ph\:?lltcelzlt_)l;ss ;{;'_)
fully opt out of a provincial plan and prgctlc:_e on & p”}cublic is
However, their patients would not have either pl] 1\‘.atce1 or p
surance and as a result this option has not deye ope e acesss to
5. Accessibility - requives that there must be 1.e‘asolna -e'ad'u-écﬂy
insured health services unimpeded either directly or in 3

' -ges or other means. _ .
b ﬁiliéltf:;f) the provinces agreed to these [live Cond”:;llotlilse torﬁrli:
ceive funding from the federal government _an.d t? erz t 1ndpoil 4
tice of extra billing by physicians and hos_p}lal njpdu.t.r_l ha d out-
patient user charges. A province that dec1de§ that 1lt'-, doiz als
and/or physicians should use user charges is g)egadlzet_d y the
federal sovernment; the total of such charges are deducted |
the funds allocated to the province.

ederal and Provincial Health Care Studies o _
Fuggi?iggc{clféo%% and 80s, tlle_fedgr‘al and ‘pl'OT\f]DC}Ell govetlg]lé
ments embarked on a series of major s-tuc‘hes to em_mmccla the
health system. Most of the reports had similar then:ebuan) ihqt
ommendations'® that converged around the confzuptb. a . ;S
fundamental principles of the Canada health system, suc
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universality were sound and should remain the basis of the
health care system, b) that the resources devoted to health care
services were sufficient to meet the needs of the population, ¢)
that the great health equation was nof true, that is, the more
that is spent on health services the higher the health status of
the population, d) that much of the health care that was pro-
vided was ineffective, inappropriate, expensive and not evalu-
ated, e) that the present governance structure and management
processes in the health care system were antiquated and obso-
lete, ) that the importance of preventive and, community-
based services and regionalization was emphasized, g) that
physicians were a part of a multidisciplinary team, h) that al-
ternative methods of payment should be considered to the fee-
for-service system because its built-in incentive to increase ser-
vices and is an impediment to system delivery innovations and
improvement'’, i) that the focus of the health system must be
on providing and funding only those services that improve
health outcomes, and, j} that many sources of mortality and
morbidity are beyond the capability of the conventional health
care system and that more extensive interventions are needed
by other areas to deal effectively with these issues. The reports
indicated that the fiscal realities of Canada required a major re-
form of the health care system. Despite the effort, very little
structural reform took place in the 70s and 80s'F, Today, a new
set of principles is evolving, though not legislated or fully ac-
cepted; however, thev have been discussed and debated exten-
sively in Canada'. (See Table 1.)

1990s - A Period of Major Health Care Reform and Cost Reduction
Healtl: Care Reforms

By 1992, spending on health care services in Canada was ap-
proaching 10.1% of its Gross Domestic Product (GDP)
(Blomqvist 1994) and governmental deficits were continuing to
grow in size. Governments in Canada concluded that the tenure
of the existing health care system was no longer viable and a
health care affordability crisis existed. Deficit reduction became
a major governmental policy priorilty and governments in-
creased their resolve to make changes, provide reforms and re-
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e . It ow.
duce costs. Some reforms initiated since 1992 are llstectl bor,\ggred
DLc:l: insuring services, using user charges for services not ¢

- =]
8 h Act. _ -

: the Canada Health : - e basis
11)} Organizing health services on a regional cc{mjmt:ngmtt}iol;n oo
5 Reducing medical school enrollment - 10% reduc
o =

‘ernment of Canada 1991)

racti atter i itut-
3. Modifving fee schedules to change practice péttt%)rg_,igs;ing
: " on indivi hysician earnings and exper g
ing caps on individual phy rnings rimer
1I}fgh OB’]EF payment methods such as capitation an\d s,a]zélr} i
:l\ Freezine and cutting public sector wages, salaries and phys
ian fee schedules. _ N . .
gla(rilutiinﬂ acute care beds, staff positions and converting hosp
tals into health clinics. 3 - .
galsE‘cpandinw prevention, community services and home ¢
ervices. - § ) .
§/C Increasing copayments for drugs publicly financed and
Lovi e drugs fr 'ormularies.
¢ some drugs from formu ' o '
gnci\,]s‘?tftuting caps for budgets so that financial risk rests with
. In g
the provider.

inces ; wrol
Changes in Federal Transfers to Provinces and Cost Cor
wrich o ! 7
¢ t:?is was noted earlier, the federal cash tr ansfer ]?cirtimlloi;}i;z
has over the years been decreasing ;vhlc_h has ! ebuhgi 1 in the
rovi - isk for increasing hes g
rinces bearing more of the r g h care
E;?t"s Many health care analysts have.been concetr ne;:l tthlrlrt [[?lile
eral cash transfers will everntually disappear completely.
[% ch - h -
British Columbia Royal Commission notes that

, releral
Beeawse the cash transfer is the only amount shown as ai act‘;;c;l ﬁ_” ol
T - . ) HF M - Bfalcl t v ol
contribution in the provinces' accounis, its disappearance HE i
fe inari ’ tive Fagrecinent. Long before
Hect as e terminaiion of the entive EPF ag ‘
same effect as e fenm PE agrecinent. Long oolcye
this pogzt declining federal EPF cash rransfers wrl;‘ r.(.::h' n;ru ((':I,'!L aon,
; cof inndng feder anentt role i healtl ¢ .
legitimacy of a continuing federal manageient

The kev issue is how will the federal government bc;:} ableu'itc)
enforce the principles of the Canac.ia ﬂeaith Act, 1\.\ 11;(:;; Lhe
threat of withdrawing funds for provincial noncomplia

in effect disappear.
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Meanwhile the federal government delivered its 1995 budget in
which it set up a new transfer regime that folded those programs
under EPF and postsecondary education and social assistance in-
to one grant called the Canada Social Transfer?. This provides
more predictability for the federal government because it is a
block grant. The provinces thus will have a wider scope of discre-
tion in allocating resources to health, postsecondary education
and social services sectors. The federal Minister of Finance in his
1996 budget said that he would not let the cash transfer portion
drop below $11 billion. Recently in the June 1997 federal election
the Prime Minister announced that the floor would be raised to
$12.5 and that the government would he able to balance the fed-
eral budget in 1999. This was a response to public and provincial
government pressure to slow down restraint and increase funcling
to secure services and the federal role. There is also concern how
quickly the health care system can respond to cost cuts and still
maintain service quality and acceptable access **.

It is too early to make an assessment that fiscal restraint is
over. While the federal government appears to have brought its
Fiscal affairs under control and eight of the ten provinces have
been similarly successful, two of Canada’s largest provinces On-
tario and Quebec stil]l have major deficits and have major cost
restraint programs that will influence their health care systems
for at least the next two or three years. However, some prelimi-
nary results can be provided. Canada’s health expenditures as
petcentage of GDP peaked in 1992 and 1993 at 10.1%%. In 1994
it dropped to 9.7% and is estimated Lo continue to drop in 1995
to 9.3% and 1996 to 9.1%. While not all of the drop can be at-
tributed to cost constraint measures, it does indicate that the
pressure of cost escalation exhibited throughout the 80s and
early 90s has abated, and provides some indication of the cost

crunch that the Canadain health care system has faced over the
last number of years,

Analysis :

Physician Representation, Method of Payinents and Income levels
Physicians have national and provincial medical associations

that represent their political and economic interests. One of the
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activities of the p;'oxfinf:ia! associatlon_s lb{tijnsgfg%tﬁg;;
fee schedules with the provincial health nj1}1_1'b t L,] . .t hese
e et s have aggressively defended profebslt?na_ interest
aSSOCIatm%Zisted poTimcv initiatives they consider will hll:ldEl 3(:9-
and i}ﬂ\’lf;tl clinical freedom. Their actvivities haw;: cz(:;n}r;b‘uti? E)Llo_
n&?&i Lz-mci overt EO\.rernment-professxonlal Conﬂ‘ldlé(}g u,Q Iil:jjec
. oty i e i catchewan in 2,
it Stl'llr(ESdl{l L%?]Eli?gl?;is‘;’gg g?v:l;ome dramatic faxamples of
e ?1“ t u"}he 1'czlati0nship between the associations and the
Suggiﬁz?ﬂiﬁc;vemments can be characterized as constantly ne-
r al g
Eotiating a stressful agenc%a. _ ned. the most prevalent
“ In Canada fee-for-service has remaine he most preya on
e o 1y he only pay method that can fair
: £ i - s the ay L ca
]theﬁiﬁ??ﬁéiﬁ?ﬁilﬁ(i.»ti'j:ecss}ive demands placed on Ll:e(lll\I tLrl]:qu:g;
ir i > [ 5 3 5 an,
petients and 1L appesls o their ndependant spit (Nt
‘e ha en, however, sig h
: 997)- T,heclg Egltﬁeb?(fgkor-ser\fice systern. I-jirst, i_t has bcen t -
COHUHUE‘{! -ended payment system in wh1cl"{ physicians
B E‘j' a? OEE: and volume of services they provide ar}d as a
Cgfuﬁeﬁ;es 111::’6 a areat deal of discretion determining theil_crs?gx;n
inc ) e 1990s, provinci rernment put some re -
incomes. In the 1990s, plovmmal gov C-mmdina i restmic
tions on this flexibility by employmg 5}?6];1 | 1;;) and on individ,
al physician earnings (somc?tlmes.s by 5pc,c1_a y) and neg tated
?iileg budgets for ]Jhysic.ial?s services aE 1“2}? p{i?q‘;;]t“e:ilal];lzished,
e indi‘!idllfﬂlg }Lhoer(;zef‘(c)i?}je?ltlcifz;e theemse]ve;s. This has
{2::;1\1\;2!] tzl:}?:igriclsjeiti\?e to increase serviccs. that the fee’ii'oi'-;;;nf;c&ei
sis provides. A concern is now emerging about wha P !
blablilg-;;?;‘il]rinﬂ of services will have on the gm}\fth OE,SL?]C:F
t}lzt are im‘ovi?ied by physicians on a pn\ra:te beaslil;\;l:i:i; I:;: o
fective control systems are not in place. Snulcon'.,r_ he curtent fee
strong tendency to reward curative me :
e T t’tmnbtive medicine, such as health education
y 5 : eV ! . . "
th{f:l ek%?gl%ﬁ?{g?_}%‘ﬁi the fee-for-service s'_esults in a \_Vlfle }\]’al 1:
ation i hysician incomes that has negative resul&: fD.l p }sc.ll
ian m'(:llj ?Elf .':nc} for income negotiation with provincial med-
C]j{l :S:;Callllltl:)jr:b and provincial departments of health (Nova
wcal o & ¢

primary
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Scotia, 1997). Fourth (Nestman, 1989), when most physicians
are paid on a fee-for-service basis, and most other health care
professionals are paid on a salary basis and hospitals are fund-
ed on a global budget basis, these payment systems have major
implications for resource allocation. The level of resources con.
sumed in the patient care process is determined, in large part,
by individual physicians. As a result, health service budgets are
set implicitly, not explicitly, and this makes the changing of the
allocation of health care resources very difficult to achieve, par-
ticularly if the changes are being attempted from thosa outside
the medical profession, Physicians, as a group, are not responsi-
ble in a line management sense to administrators in Canada,
and it is therefore misleading to think of the hospital as a well
defined economic entity that is under the control of a single cen-
tral source, such as the chief executive officer. Physicians are not
directly held responsible for costs incurred in the hospital. This
situation has a disabling and tension provoking influence on the
health system because the financial payment systems are in con-
flict in terms of their impact on hospital operations. Lastly, the
fee-for-service method does not encourage physicians to include
in their practice the services of other health professionals, be-
cause the cost of including them must come out of their income,
These concerns and others have resulted in many provincial
governments considering other methods of payment for physi-
cians. At the provincial level many pilot projects are taking
place (CMA News, 1997) and some provinces have released dis-
cussion papers that recommend various pay methods (Nova
Scotia, 1997). Some common themes coming out of this
process are that payment methods should centre on improving
the population’s health by focusing on improved outcome and
evidence-based practices and encouraging physicians to accept
responsibility for the health of their patients (Nestman, 1997).
In addition the payment system should encourage delivery of
care with other health care professionals as team members. The
stage has been set for change and only time will tell if major
change will come forth.
Physicians in Canada enjoy high incomes compared to other
self-employed professionals. For example in 1992 the average
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before tax income for seif—employefl phqua_ni \\7?51%13‘3637,'000006
compared to $109,000 for dentists, 5'96,000 for awyers, . gjﬁ'\fe
for accountants and $38,000 for engineers. The income was
t?mes higher than $25,000 the average salary for workers™.

hiysici 2 / e Hospitals
Pliysicians and Acute Care » o ]
While physicians’s fees represent g(};}p;]ox}rr.]atelﬁ;\ii/giggg_
re ex itures in 1996,7" physicians g g
tal health care expenditures in ! . S B ey,
inf - her 85.4% of costs incurred 11 s
cant influence over the ot 1s inewrr e
iri i ticularly extensive in the acu
tern. Their influence is par arly \ the acute hosp™
i til 1995 one in three hospi
tal svstem. Since 1987 and un - P
) in fi spitals been closed in Canada ¥,
nd one in five hospitals haye : ¢ nada (T
E1l997) (See Table 2). The decline in numbeﬁ; of beds is i?é:ag}i
- short-tet: ds fell to 26.9% or appro ately
number of short-term be X /
30,000 and long term beds fell to 35.6% - 21,600, As gcn hc)f?cll
tal,s 246 were closed, converted lo other usesl; or{ama gian}aaci.‘s(;
is i - 3 - cent. Patient length of stay has ais
This is a drop of 20 per cen eng  stay has o'so
ing thi Fiod: -t term from 9 to ays: g
dropped during this period: shor fror _
ten«‘np-)36 to 153. As a result, the number of beds pEI- 1,1:0001fe_1§
from 6.6 to 4.1. During the same period the numbm L['j ﬁir?udgss
i isits TOS ( illion. By contrast, in-patient caj
tient visits rose 15% to 38 mi y contl atient ¢
decreased 17% from 52 million to 43 million. ‘Th; inc ild;?am
ati isil ink to the increases in day and nig
ott-patient visits can linked be ease: |
carepprograms (visits up 46% by 1994); iljg}g;cal day care (up
special clinies (up 24%). .
37%) and general and special ). e
T1)1e tregd in annual operating expenses is also very 1f:\_f<:'\§1ng
From 1987 to 1992 public hospitals’ average annual mc‘i:ia::m_el 12
operating expenses (in current doliars) was 8%. Hoxffevel,] 9;}) n:;
the perigd when cost restraint was taking hold_ﬁor}? ; 2o
1995, hospitals experienced a negative anpua] ar owt 10 H—...md
in 0}3’61'ating expenses. Even when popﬁatlonlgrox&vthtlb aqg:: by
{ rends are significant. This reflects the efforts made by
for, these trends are significant. fiorts mace B
wvinci - trol or reduce hospital expe
yrovincial governments to con e en
1Lures. it is important to note that significant bed -e.md }]1%;]351?1
closures have taken place or have be;-:n aFnogncel(jj f;::‘;CE .
- X i i for the time being.
seems clear the trend will continue [ me being.
In the 1960s when Canadian Medicare was lgg:mg H_molclluc%;l;
' o - . . o 4
planners predicted an undersupply of physicians™. During the
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and 80s there was a major expansion ia enrollment in medical
schools. By 1989 health care analysts became alarmed because
medical schools graduated so many physicians that the growth in
the supply of physicians was over three times higher than the gen-
eral population growth during the 1980s%. The cut in bed avail.
ability and the increase in the number of physicians resulted in a
decrease in the number of beds available for the physician pool®”.
By squeezing global budgets, provincial governments were able to
tighten the relationships between physicians and bed capacity.
Clearly provincial governments chose the policy that had an im-
pact on moderating the increase in hospital costs. However, it did
also distort the health system by not dealing with the real issue -
the increase in the number of physicians at a faster rate than pop-
ulation growth. In a highly publicized and influential report, Bar-
er and Stoddart’ suggested that medical school enrollment
should be cut and this eventually led to a 10% cut in enroflment
in 1993. Please note in Table 3 that for both generalffamily and
specialist practitioners for the period 1982 to 1989 that the physi-
cian population ratios were dropping (enriched supply), but by
1990 the ratios stabilized through 10 1995. In effect, the growth in
the number of physicians is close to population growth. Though-
out this time the general/family and specialists ratio was approx-
imately 55% in favour of general/family practitioners.

These trends have significant implications for physicians -
that is, the nature and location of their practice, their income,
educational needs, personal and professional aspirations. In ad-
dition for the community, costs of health care do not necessar-
ily decrease when they are not incurred in institutions. The
costs of nursing care, drugs, medical supplies etc., provided by
hospitals have to be covered by other institutions or by patients
themselves®. Data are not vet available to indicate the impact
of these trends on physicians and their practices and patients
and their families. However, there have been many negative re-
ports in the media and poll results from the public and physi-
cians regarding the pace and extent of reforms. Noteworthy,
The National Forum on Health (1997) (a Federally appointed
agency comprising eminent scholars and administrative offi-
cials} has reported that
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; 3 e wrselv afiect-
shere is 1o evidence that reduced stays in hospital liave adversely affect

ed healith siarus or readmission rates

and they noted that recent studies show that seve}‘al pﬁophe ;vhtg
continue to use hospitals do not need to be there. This deba

i bt continue.
w1111nneosgtjrl11ce, several things are happening in heal Eh czule }‘tzlij}'rr;
in Canada®®. Firstly, the role of t}we acute care l:lgh}::ju? -111 t]ﬂ:ﬁ
redefined and in this process it is being do_wn ?1.&1 _fjl_tf:lc;am
"cal, clinical and organizational reasons. Paf-lenlb-'l? 2_10591 gtheir
having shorter lengths of stay and are more activ e uuncacute
stay. Secondly, as the role of the h.ospltal changes to_ta{]HOme
care service only, health care is moving to the_cpmmzim:\; Home
care services, out-of-hospital use oi"c!lagnost_lc an ct],:gf m,eOi-
technologies and ambulatory care visits are mcnegmrn?,ucli LV“
ume and scope. Surgical procedures that nqrmall}:Fn{\o \de : ai.:c.l
eral days of stay in the hospital are now being performe ! sa ilv’
in clinics or physicians’ offices. The hospital is signi 1c51r301).
changing in terms of its role in the system and the scope and
ume of services it offers.

sict istribition

PhjézﬁggaDi;qg sparsely populated country. As a result, access tcz
services throughout the country has a.lwa}'vs b@en a mE[lJO]dFC:r}-
cern; in fact, it has been a strong contributing force to lt he ’ct\em
opment of the Canadian health insurance prograr. F‘S}Z?}S:Zﬁ.
was founded on the principle that health services 5]10_11}( be an

able to all Canadians wherever they are m-':d whatever ¢ feuf ]‘z}m’zit.-
cial means® As noted above, the growth in the nurfbm o ﬁ 1ysi-
cians practicing in the system has for many years mf‘tm:r ly i\h
ceeded the growth in population. However, Lh'ls hlstonic growth
did not alleviate a geographic maldistribution of p 1jvsic1atrls
throughout the country™. The trend has been that new g1 aclula es
locate in urban areas (overserviced), whll_e remdenlt_b that ve in
rural and less urbanized areas (un_clel_‘sewlced) continue }20 C\pqu;
rience problems in access Lo spec12{l1zed and p_nmargv pE y?1c1.c '
care. A significant contributor to this prob'lem is thr_a- ack of con
sensus about what would comprise an optl_mal phy;;_lc_lan t}c; pop-
ulation ratio. This is a result of the inability of defining the un-
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derlying concepts of need, demand and productivity. These is-
sues make it difficult to indicate with some degree of specificity
how many physicians in the various specialities should be work-
ing in a given geographic area™. A national study of physicians
in rural areas and those that recently left rural areas, identified
the lack of personal opportunities, morale problems related 1o
long working hours, and insufficient professional support as
problems™. The difficulties are particularly great for family
physicians in rural areas who deal with problems that their
counterparts in cities can readily refer to specialists.

Atternpts to deal with the distribution problem have only had
limited success™. One of the major contributors to this problem
has been that up until now the current funding systems for
physicians have guaranteed payment for their services regard-
less where they practiced. It has been assumed that competition
for patients would by itself provide for an equitable distribution
of physician resource within communities. This has not been
the case. Provincial health departments have attempted to deal
with this issue by providing financial and other incentives to
physicians to locate outside the population centres, by fnan-
cially penalizing physicians for establishing their practices in
overdoctored areas, by refusing to provide billing aumbers to
physicians in over serviced areas and by recruiting foreign
physicians to rural areas. Barer and Stoddart suggested several
recommendations that would aid in relieving the distribution
problem, such as compulsory rural area rotations and the devel-
opment of residency programs to prepare generalist specialists
to serve as rural consultants. Several innovative pilot projects
are now in process using telemedicine and the preliminary re-
sults are encouraging (Robb, 1997)**. The medical associations
have, however, been critical of these options because they are
perceived as a threat to physician freedom, interfering with a
physician's choice of practice locaton.

Physicians and Other Health Care Professionals

Over the last five vears there has been a growing recognition
of the role health professionals such as midwives, nurse practi-
tioners, physiotherapists etc., play in the defivery of health care
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services. Historically, other health care ps‘oFessmnalsi 1121Cl;ax;§aslzi
that have practiced within the medical model h,aﬁ’e a t_.e\l ar
eas of clinical decision»making }hat they can legally p-lh ac_j]gf: un
Jess thev are under the supervision of a physician. II} t eb tsv‘een
40s there has been ongoing debate and ne\gotlatctlon_ e \ en
nurses and physicians about what procedure::. and Hutlebrcz_mthe
appropriately and legally pe‘rformed .by nu ses.] ! owey eix,ThiS
ower to diagnose and prescribe remained with physicians.

is despite the fact that some of the other health p‘roifessions halve
...c:Eearlv defined areas of expertise that are quite distinct from the

expertise of physicians. Some health care proi;e.s.sgonali, fséleclitﬁz
chiropractors, optometrists, ete., have opela;_e-'ou’m]e e
medical model. These professionals eac?.h have their g\fn lg ;C_
tion and each can diagnose and treat within a_defme fl:ga\ spig_
trum of practice. Physicians have no autl'ionty over tl1eb? 8 ‘
fessionals and do not perform any role in ciec:ldlr‘]g 10}';'{ h );
practice. However, these profession;is_ are in a gor;:tz};m s Ccll e.i(c;s
dispute and disagreement with phys.mians about the boundar
of practice and the efficacy q[f.]Jl'EICtl(I.eS.- i the 1990 un.
Qo it is obvious that traditional views are, m.‘txe .V‘b L‘ !
dergoing significant change in C‘an_agla. First, n_Lu‘sT Iftiact;t;ozgiz
are beginning to play a more 51gmflca'n‘t I‘O](.E- in tu»‘,‘}ea aexn_a
system. The education of nurse practitioners requires ’an exire
12 months beyond the baccalaureate level in a umvelsat_\ks;ad llf’:l.___..‘
Nurse practitioners in northern Canada havi \-v_m :, 1(;;
decades in primary care settings an-cl have had ,L el ox\n;ﬁe
loads, admitting and discharging patients under t}}en CB.{‘E.; ! Iy
have been licensed to diagnose, prescnbe_ and per ﬁm‘n inv sz,nr:f
procedures. What is new in the 1950s is t-hat the bfzr\gcescci)
nurse practitioners are now being accepted in SO!.IH’E}S[I’;\I ithi
with legislation that defines their scope of pi‘a_ctlce“,b oh he-
less, the increasing reliance on nurse practitioners jy céa i
care providers has been strongly criticized by pI‘OVlI’lC-l}a m]f:i ica
associations, which have made the case ‘that nurses should per-
form their tasks only under the supervision of physu:la{ls, again
failing to recognize that, as mentioned Etbo_ve, nu:rs? p1ac(tilt10¥1—
ers have practised competently a'nd e(‘i'ect.wely for deca efsﬂm
northern Canada. Secondly, there is a growing acceptance of the
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multidisciplinary team approach to delivery of services both in

acute care and community care settings™. Health professionals,

such as NUI'ses, nurse practitioners, physiotherapists, occupa-
tional therapists, speech therapists, dietitians, social workers,
etc., are potential members of this team. Often this trend is dri-
ven by some physicians themselves, as well as other health pro-
[essionals. However, a major force in the recognition of other
health professions is consumers themselves who expect a wider
choice and selection of services. In fact, many practitioners who
did not fit into the traditional medical model, such as chiro-
practors etc., are now in some quarters being recruited to the
teamn because of consumer recognition and selection. Third, the
arrival over the last five years of a new category of health pro-
fessional - midwives - has sent a strong message of the accept-
ability of other health professionals in the health care scene™,
Several provinces have developed setup educational programs at
the university level for midwifery and legislated sell-governing
colleges of midwifery.

These changes are not taking place uniformly across Canada,
Rather some provinces are taking the lead and moving the agen-
da along. The force and direction of the changes are strong and
it is clear the changes will have a definite impact on physicians.

Regionalization

A key issue in the reform process is whether the new region-
al governance structure can improve the performance of the
health care system™. What impact will it have on physician
practices? The governance of the regions varies from province to
province; members of the regional councils can be either elect-
ed, appointed, professional or non professional or a mix of the
above. Some provinces have restricted the scope of services ad-
ministrated by regional agencies to only acute hospitals* while
others have included a wide spectre of services on the continu-
um of care™. So far physician services, i.e.fee negotiations and
payment, have been excluded from the mandate of regional
agencies and have remained under the provincial ministry pre-
view™. The emerging role of the ministries of health is (o pro-
vide some specialized services, distribute funding envelopes to
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the regions, develop provincial pol-ices and p]a:ss, and set stan
-d'uevaluate programs and mom?or outc:.om > 4 Nova
dates - orovinces (British Columbia, Sas]\a'gcl?cwan,fzin pova
‘St(') ;.LT)] ehj:?we devolved authority from the mmlstry 0 Je?onl to
- | councils which have a clear legal ma{ldate and ¢ e
reglonalcc?_ e of autonomy V7. In these provinces the spef;_ c
emil;]:e; Tﬁi: will oceur will be decided a_nld }c;arrcllecll ogtebdy cl:;_t i ;31;
ol ies ontras r Brunswick has delegza a
O'dﬁ?. Intci-g;l? ziltc’l T)i:;ls for the regions to execute ‘and
be acen ble to the ministry of health. The province
decided that regional hospital boards will O\fersee_qttl;gn;mgl};?e
i f their plan as well as da_\_f-to-day opera ons. The
;11%?}1?122 ]zlooes give the power to the 1'eg1mi1al bodzu Ecll_b ttlol 1;:1111L 105 ced
e 5 rand dis ]
management plan to regulate the supply a
physiC1an'ila:niir\]fgtsi:éssnlents of these changes have not aT; yett;
. }gom{;ge? Disputes have and will continue to t:-‘lke pla?eztl tﬁl;t
t?] Lnoxpverﬂ that will be relinquished to th'e regions. It }115:*.: ea that
oo ntwgilitv for health services as d'e51gnmeqd by t, L cgr}[ tit
B_CCOU i to rest with the provmcml govet nm'en.{'an 1 .
honic)(')ezaﬂuleaz unable to elude ultimate responsibility and ac-
as o

\Y e O 250 S T oovel ]l].l:l(_:nt‘n
) SOUICes. Ca adial‘l =
ai‘)]llt [OL tl1e LS re .

ch
gional b
manager
thev will be accounta

count ‘ s, Lanadian g0
have adhered to the concept that a minister of the c

i : - she is ulti-
maintain control of the p1:1b]1c purs? bcgau?zc};ﬁ-gq})(I;:}:e;iman,
mately responsible to parhan.qent fgt those n? , ,-Hh (Nestmar,
1989). As a result, the authority regional boﬂax gls \}1] gz;a-\ sume wi
be dependent on wl"latiis[‘delllagated bt)Cf) tL}]l-i ;]3:: Z;f(ljr:;i?h;t vernment,

It is, however, the shift of pou}er fo the T e their
; ave for physicia
et a'b lm]‘;tst)}::?arpigizi?.g\/{ftl;i\llenregionaliz]?u’ion has ‘dCCEE-‘lti"%l]—
}_TJTOJ%TEOTS“? budgeting and delivery of hea]th services l‘ol}.e(;
t:'e —% Ell::)die?it sir;ultaneously has the pot_entsa‘l to C(.J‘{‘t]]-arélég.
b]]Oﬂnalfmnirmr and delivery of health services at t.egso?aﬂ cﬁ:mai
}Fibﬁpdi‘sbandcinc of hospital boards and. the C[‘?:ElLlOIjl 0 rsc)clhi )
bo]:rds that clt;:selv oversee (and sometimes assur_lle "T:;t;;:;]tbghi}:[}:t
. I 3 S5 aSs £
the operations of hospitals can be 1'egaldid, as E}\;’ib:i:c antshit
to more centralized control. For some p }sicigth.e he idea that
nonmedical people might manage and contro
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practising physicians is a concern (CMA,1996). For others as
long as they have effective participation in regional governance
they feel that regionalization can be a positive change.
For provincial governments while they have set up regional
bodies to fund and administer regional health systems, they
must maintain some overall control of services and standards.
For example, if a province has ten regions with each given ex-
ecutive authority to make decisions, it is inevitable that differ-
ences will emerge because of the different characteristics of
each region. However, there is a need for some uniformity and
provincial standard setting. Will this mean that as regionaliza-
tion evolves, the provinces will be required to introduce strong
provincial controls, policies and guidelines and as a result some
recentralization will most likely take place? The question for
provincial medical associations is how do they arrange their ad-
ministrative and membership affairs in this changing climate.
Traditionally, their major relationships have been with the
provincial government regarding issues of policy, fee negotia-
tions, standards etc. If regional bodies assume more power over
medical affairs, provincial medical associations will have to re-
spond. An example is the agreement the Saskatchewan Medical
Association (SMA) has negotiated with the provincial govern-
ment™. The agreement provides a process for physicians to be
involved in regional planning and gives the SMA the right to
represent all physicians in clinical practice and becomes their
agent for representation with respect to remuneration and
terms and conditions of work. The SMA has responded by re-
structuring their administrative affairs in that SMA districts
now match health district boundaries, and each district med-
ical staff association became a subsection of the SMA. This has
given the SMA a stronger role as an advocate and representative
of physicians; however, it does extend the reach of the SMA to
day to day affairs and local issues. It is too early to evaluate the
success of provincial medical associations adapting to a region-
al structure; however, provincial hospital association have had
a difficult time adapting to a regional structure in Canada. For
physicians this creates an uncertainty as to the future of ad-
ministrative direction of medical affairs, and for provincial
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medical associations it results in a dilemma‘about EOW tg 1?]&11:
their administrative affairs. Thk.s a-]s.o comphcate:s the nf‘bi‘lis
ing role for the provincial associations. In the past negotia ;(zha
have always had the difﬁculty.c‘).f reconcd.m-g the mteres,t.i };) _ao\::
various specialities into a unified bargaining stance \211 ! gov,
ernment. If administration of the payment system 1s .e\'ou :
to regions this will add the complexity of not only bargaining by
speciualty, but also by region.

ssicians and Quality of Care ' . _
Ph.}l:qlif"gigh theg organized and self-govem.mtg professmr}l}al ?tll;
ganization, physicians have had a strci)ong m.fluence_on. ]e: ’
Eolicv and standard setting in Canada’™. Whlle Ejrovmaah c(})&;
ernments have the constitutional authority to te.gglat’e ea
providers, they have delegated control overjphyslmanslto pI:D:;
fessional self-governing colleges. The college's _f'nan_dattle is tobsit'_c
and enforce standards for licensure and practice mé:lelpu 11
interest. In the last few years governments have _ma c. t 16:_ ?0;
leges more accessible and accountable-to the public bcjl/ 1§:qu111r11;
lay 1‘epresentati€§ on gloveming cougf:ﬂs:md by mandating pu
ic disclosure of disciplinary proceedings. ) )
fe S;i,fc&}fg;nb in Cana%a have taken a lea-d'in developmgdpractllce
ouidelines® to ensure that clinical decisions are.base : ondt 16;
Eest available scientific evidence. Howeve'r, there is a g cat ea
of coniroversy within the medical professmn as to the ‘e,\te~n_t mci
dividual physicians should be requm_zd to f.ollo'w or be IfZSlt] a:{ne
by the guidelines. At this point practice gu]delm.es are volun ;znk')v
Only in a few cases are physician practices §ubject te 1ev}e\\ ta}i
the professional colleges. Also _x\fhlle ti}e:fe is a strong cni:.\peson
tion that physicians will participate in continuing eoucat on
there are no formal requirements for L‘eﬁ:@]‘ilﬁc%\t](’)n. c Vilil the
last eight years there have been many e.f[‘orts w1th1r.\ the ?rcecll
health care system to improve the f_‘fl:lCl.enC.‘,}’, effectlvenessg z-mt
efficacy at the micro level, such as, quality 1mpr;_33vel:nfm,\ };:-u!ﬂ
come measurement and technology assessment”. ‘bi[OI'tb a\:
moved from improving administrative and clm}?al suppmt
changes to those processes that improve the d_u(ijct 11?-;11:161';:
process itself and where professional resistance may be highest.
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While governments and health care organizations have been oc-
cupied with budget cutting and structural change there are in-
dications that once this phase of reform is over, quality fine tun-
ing will be given a higher priority™.

The Charging Role of the Federal and Provincial Governments and
its Impact on Physicians
Canadians have accepted a strong role for governments and a
strong commitment to egalitarianism®. This reflects a Canadian
acceptance of a central authority to make decisions that are im-
portant to the future of the health care system. Canadians would
not now be enjoying health service delivery on uniform condi-
tions and terms without the crucial role plaved by the federal
government. The role of the federal government as standard set-
ter and controller must be carelully considered. The greatest
threat to the five principles of the Canada Health Act has been
decline in federal contributions for health care. The credibility
of the federal government’s managemnent role in heaith care is
now being challenged. It must make a decision as to whether the
level of existing cash transfer is sufficient to allow it to remain
an effective administrator of the health system. It is the only
government which can establish national standards, and enforce
these standards by eliminating its Fnancial support for
provinces that attempt to reduce their health care costs by not
adhering to the principles of the Canada Health Act™®. The
provinces have a similar decision to make. While many provin-
cial governments have set up regional bodies to administer re-
gional health systems there is a need for uniformity and stan-
dard setting at the provincial level. Funds raised by the federal
government to provide services under the Canada Health Act are
transferred to provinces with the understanding that all citizens
are entitled to the same basic services. Will the extent of region-
al decision making be such that the provinces will feel the need
to legislate the principles of the Canada Health Act and play the
role of standard setter and controller that the federal govern-
ment now plays with the provinces? If they do then it can be ar-
gued that provincial governments, through regional authorities,
will move the arm of government to a more micro management
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focus. In other words, for physicians the l'ear, th:at gov_eir)krasai
, i 5 viewpoin
ill interfere (or age - depending on one’s
vill interfere (or manag : . with
Lea]th care issues closer to the actual delivery points may b
e a reality. N
Co%ne of the maijor shifts in government snatulg){jula ft'hedlgg(c)is
i ing to global fixed bud-
sen the shift from open ended funding to glot -
1as been the shift from or loba :
}g_ets57 When physicians increase volume undelfﬁ,\ed_ buc}l:%g:’.,
) - . - " e- =
il i recei -educed price per unit of servic
ey in effect receive a re : unif How-
t}ve?" prices cannot be scaled down indefinitely and ph)‘fa.lcmnls
N i in i increasing vol-
-spec,iﬁcallv have tended to maintain income hy 1nc1ei1.t.m.iimes
ume. When the total health care budge; is equal Fo Izllglcfir mes
i i ) s become a toc
: services both components e a - c
A e ; i f using the pricing
) i -, when the option o g i
contraol review. However, sing the pi
i st 2 ailed, the focus
S 5 to control cost has been curle focy
systems as a vehicle : ‘ : n cuttailed, the focus
I ift and intensity of services™, D
then shifts to volume an y of s rovincie]
‘ e able to control hea
icy cers the only way they may 2
P e i S i ive, focused and direct
st ex ures is to be more active,
care cost expenditures is . e, focused andt dircet
i ir acti issue then arises as to wha
with their actions. The iss &  Level of the
system does the government play a stlron%ez role - pr otfs.iaciitl,q e
V X g L1 2
i - the provider level? The role of governmen eal
o e ['];iovrlil?u]btedlv have to be determined. Provincial
care services wiiiu \ determined. Provincial
- ‘ = traditionally played the role of payers, n
sovernments have t1ad1t10n.= y play e role of payers, not
n s, of services. The significance of this shift f provi
managers, of services. g , his shilt frer provin-
i ¥ s as a payver of health services 1o h
cial governments as a pay ervices 10 health sepvice
- s i 2. In the past provincial goy
managet is immense. 1 ‘ governments have
i ir e -ity on the health care sys g
exercised their authority he . rouE
e¢lobal budgets, which had an indirect impact on bed capacity
e Tysici - Now governments are taking a
and non physician labour costs. o}\1 [ ments ave taking o
irect approach in, reducing the number entering
more direct approach in, re e _ ering mecical
< - -ship of hospitals through regiona
schools, taking over owners _ ough regional au-
i ipitals and beds, expanding co lity
thorities, closing hospita panding community
- ans, resiricting
N i = methods of pay for physicians, res g
care, changing the m : esiricting
illi -5, utilizati ntrols, developing one p y
billing numbers, utilization co pit :
i i 5 et ortant to note
5 neric drugs etc.. It is imp te
systems, promoting ge g Is Imp nt Lo note
i is ge the health care system, 3
that this new role, to manag : s ‘
ferent from the management of patient care 1'tself atlt!"u?, m}lc;os
level. When provincial governments use p'ahcy Lpbc; sfzﬂ{i }lem
fixed budeets and bed closure, it is next to iImpossibie ot
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to influence or impact directly patient management decisions
that could provide delivery efficiencies. However, some reforms
now being undertaken are starting to engage in directly influ-
encing patient managerment decision-making. At the centre of
this issue is the relationship of the provincial government as a
manager, to the physicians and other health care professionals
who are responsible for making patient care decisions.

There are several ways that a provincial government can in-
crease its patient management roles in the health care system,
One is for physicians to be salaried by the paver or governmen-
tal health service organizations. The resulting entity becomes i
charge as both a system’s manager and the patient care manag-
er. There are examples of direct service provision in Canada.
Many large teaching hospitals, for example, have now negotiat-
ed with some medical staff to move to salary method of pay-
ment. Another way is for the government to contract for patient
care with health services organizations that includes incentives
for efficiencies, such as agreements with physicians and policy
makers for developing and enforcing protocols to restrict use,
moving physicians to rural areas, encouraging hospitals not to
accept certain types of patients, denying or restricting admitting
privileges etc. Another example is the health services organiza-
tions in Ontario™ or community health centres in Quebec and
Saskatchewan®® that were developed with the expectation that
they would reduce costs and improve quality by using other pay-
ment systemns such as salary and capitation. Another exantple is
changing who can make patient care decisions. As noted earlier
$ome provinces are now broadening the scope of decision mak-
ing to include other health care professionals, such as midwives
and nurse practitioners. Many of these reforms are being un-
dertaken with a significant degree of resistance from the med-
ical profession®’. In addition, regionalization of health care bud-
gets has the potential to move management decisions closer to
actual delivery. For exarnple, if regional boards use their budget
power to contract physicians, other health care providers and
hospitals, the distinction between a payer and the provider is
blurred - a governmental HMO. Policy initiatives are moving in
many directions and there is no common pattern across the

96

Canadian Physicians

country; however, they do have one component in cofn}lm?n}i
these approaches bring the government management o "ea éz
care resources closer to the actual patient decision makmg .
Provinces as pavers are struggling with the p_roblems of effective
management in the context of fixed constrained budgets.

nary, conclitsions and observations o
Su;;vsizians in Canada have always enjoyed a mg_mﬁc_ant degree
of economic and clinical freedom. However, tl:lE h}storlcal status,
dominance and power of the medical profes.smn in Canac}a is in
decline as it is other industrialized countries. The decline in-
volves a loss of influence over the terms and condition of Worl_(,
levels of remuneration and methods ?f payment, angl health care
policy. While the medical professions’s historical claim to CO}I;'Lll'?-
ue the right to professional self-governance and_ acccTu.nFa 1'1f ty
can be justified based on adherence to lthe practice of scientific
medicine and representing the patient interests without penury
gain, such claims in the future will be increasmgly challengedl by
governments, the public and other health proFessmna}s. A centralh
Ehalienge comes from the new view (_)f what health is and wh}at
makes people healthy. Several Canadian reports, as well as otlci
ers, have noted that physician services are not the opl)? an
mavbe not the most important, deterrmr}ant to El(.:h.lew{lg EE:
healthy population {(Lalonde, 1974, Meetmg of. M1n{§t§15 1(1)
Health, 1994). The position of the medical profession within the
health care system is being modified by the grow}h and profes-
sional legitimation by governments and the public of the (?ther
health care professions, i.e., midwives, nurse practitioners etc.
Indeed, the active involvement of governments in the micro man-
agement of the medical care system during the refm:m process
regarding cost restraint measures, may only be a precursor to
more active involvement in quality management, outcome mea-
surernent and evidence based-practice in the future. o

As the definition of health has evolved, it has‘\ had a major in-
fluence on health care management and pohcy. In the ‘t_ea_rly
years, physicians were the cenire of attention. The ph}[:s.lmin
was the primary diagnostician and the _prescmber, and also t ‘e
final decision-maker in terms of assessing the appropriateness

97




Lavverence Neseran

of remedies and their impact®. By the 1970s the centre of atten-
tion changed to health service institutions. Health care instity-
tions became the location where the art and science of health care
were practiced by all health professions. In the 1990s a wider
health care concept has been accepted. Community-based and
more patient-centred care are now being delegated to regional
and community levels. The patient (consumer) is becoming an in-
fluential decision-maker and the practice of health care is in-

creasingly corning under the scrutiny of outcome measurement, -

evidence-based practice and practice guidelines. As a result, the
management of health has moved from the alleviation of pain and
suffering to the provision of care, by a multidisciplinary team us-
ing a multidimensional view of health, for patients. This has sig-
niticant implications for the medical profession. The constant
struggle between governments and the medical profession for
health care resources will become more complex. Scientific
health care knowledge is rapidly diffusing and the medical pro-
fession is losing its guildlike control of knowledge. The develop-
ment of new technology and biomedical knowledge will become
more of a driving force in economic development and the prima-
ry beneficiaries of the new knowledge will be health care con.
sumers. Traditionally, multinational corporations involved in de-
velopment of health care technology and services have transferred
through the marketplace knowledge to physicians. In the Ruture,
multinational corporations will focus less on marketing their new
technologies to health professionals and traditiona) health service
organizations and more to independent consumers.

The new views about how health services should be adminis-
teved and funded, and the arrival of reforms to make them are-
ality will have a major impact on the practice of medicine. It will
fundamentally reverse the traditional stance of medicine that the
physician-patient relationship is free of pecuniary interests. The
new thrust on the contrary promotes the power of financial
mechanisms and incentives to control medical costs by influenc-
ing physicians, patients and other health professions®™. In
essence, the new view sees financial mechanisms as a force that
should not be resisted, but rather recruited as a proper regulating
device to aid the improvement in quality and distribution of
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health care resources. For physicianss, thi§ means thit thf}}]f rréttlﬁf
now look beyond the physical and biological sciences 1o e oth-
et determinants of health and the management sc;—ience;. The
management sciences provide such tools as co_st-bene t z;n csta_
effective analysis based on a blend of econamics, aC§OLlnhlI;}géjqns
tistics, probability decision theory, et_c.‘Decmlonsd ybp ty lso‘on
should no lenger be based on}y on clinical groun ? Elj ;11 o on
the economic impact they will have on society ‘(T e Colleg o
Family Physicians, 1995). In essence, thg economic EOI?'&?que; e
of decision making should be honc':d to }nﬂue‘ncg p ys_l.cllanb 2ed
sion making by transferring them into ﬁ-nanlc:lal‘ mcc.zgm es ba‘ d
on scientific research, e.g., practice guidelines, evi ence- 1a5;ei_
practice, etc. The financial incentlv_es would encoull)ag(? ’p nt]s;e
cians to follow the guidelines and patients coul_d then f«? gn;n e
results so that could shop for the hlghest‘qua.h.ty. Ine Iec;it e% 1
services could be reorganized to use S(;‘.llel-'ltlflc knowle ;ge C?:
anced with their impact on costs and efficiency ‘ar}d by that de
velop a more effective and equﬁab]e health Cal-"e-systenjll.] N
One of the debates in Canada is how pl}ysuzla'ns will be pta.
that would allow for these new views. Tl?e incentives mhelin nm
the fee-for-service method were primarily to pr.c?wde HJOI_L[:-S,LE
vices. Under the new payment methods,.operatmg‘ under 1%136
global budgets, the incentives are to prowde fewe.r :Ejer\-nce; ! 117
direction of incentive forces is opposite. However, -t e 1m}fac‘ 01_
this change is significant. In effect, i'hlS means th‘e system “1I€tl.51 e;s
tered its fundamental sense of how it will fiel{\fei ser\flcg:l?. t]a]-
moved from promoting medicine as a proi‘esmon thfat‘ wi ncz’. -
low financial interest to dominaFe_patlent care L‘EEf.ZlSlOn—m;i\ \ma_
to promoling the view that physicians are sub‘cn' clmatf:1 t? ] nlz:n.a
cial incentives based on evidence-based medicine. T elefaut, :
number of reasons why this change has taken place. One }ac: c]n
has been the rise of market oriented and lean goverl?ni'aent t 131 (;
ing® as well as the inability of government to con‘fm ;psts k 11}?3
was evident in the 1980s. With these pressures Lh(_ﬂ sanctity o the
old physician-patient relationship gave way toar ec.ogniu‘(il‘] ::d
physician decisions are influenced ny ﬁn‘anc;al‘ mtetet:db a :
that the framework that will govern this regime will be evidence
based practice and practice guidelines.
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In essence, what is proposed is that the financial incentives and
payment system must consider all of the issues that are essentig] :
to practice the new scientific medicine. The question that is pertj.
nent here is, has Canada also started to change the definition of

tion an m i ifi A ¥ s Of Lhe
g : 1cant !ntenelated par

. d anagement Of Signl‘l ‘ . ! . I.V I '

-113,'_] l system are being admimstrated b}’ P\VO'leE],en} cve ‘5-

l! h'l *'i{[ compound the dlfflculty OE comdlnatlon and iltegl a

the term medicaily fiecessary? Under the Canada Health Act physi-
cians are required to provide all medically
patients. Under the emerging system the definition is changed to
physicians providing all medically necessary services for the pa.
tient that are financially sustainable and scientifically appropriate
for society. It is too early to determine if this scenario as described
will actually take place. However, the essence of medical decision.
making in Canada is evolving in a new direction that will have a

. @conomic, technical, eqd-
ucational, moral and ethical issues invol

ved in this change,
While these comments have a resonance with all physicians,

there is a Erowing recognition that the primary care physicians
are going to play a crucial role in the Canadian health care SVS-
tem in the next century, Tt is they who will be in the front line in-
tegrating and coordinating care, responding to the need for per-
sonal care and controlling costs, Primary care has a reputation
of having too much pressure, too little income, too much paper
work and a lot of hassle, This needs to change. It is the primary
care physicians who will balance the need for treatment with the
need for health promotion and prevention of illness, [F primary
care providers focus on treatment i will only leave them frus.
trated with an inability to improve the health of patients they
see. Other health care professionals have the expertise to assist
in a meaningful and satisfying way as partners in the care
process. However, it is the primary care physicians that must ac-
quire the capacities in these new views of health because it is
they who will influence the direction of the system and it is they
who will be key to gelting the rest of the Systen1 committed to
these values. Emphasis must be placed on the patient-physician
relationship and relationships with other members of the tean.
These relationships may have to be redefined.
The provinces have excluded physicians’ services from the re-
gional authorities’ scope of authority. In effect, the administra-
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necessary services tg -

c P2 h S was one
i E[e d VEery Ol 5ervices Winen 1

31 ell T f 1 il il 1Ctual Wt 15 Wwa 1
on Of

i jecti alth reform. However, it is more dif-
of he s ?bjiicfts!i\::?zsu?i ktgtil ;:gional admir}i:‘strative schime
ficult_tq & a\;\l 'piv) hospitals. Physicians by tradition and cus om
e ctiod laas independent private contractors. It was bei‘fa?g
o oo T to be designated to regions. Whl]e thely were CL{ ~Oof
fot hOSpltas ically independent organizations '\\’lth.b()al[ bde-
e t@% =n :ture of the funding arrangement wlth the "
tmstwei;t; oLf il;lci"-llth means in essence thfat their ]()Berlaettic;n; nwge

fosely vise ical professional ther ele-
Elose}y Supew‘ltseiﬁ-tf gll;ctﬁf \Tlf;lg th}; locus of medical -admlul‘ns:
fratic o u'ﬁcl?l ?ocdsed that is, at the provincial or re:g‘lor{a e;w
oL Whi WII o an im};ortant administrative and'po‘htlca C{uc_:n_
e'l. e t'ubi'l'sf-:tion-decenLratizaton) for provlmcnaln %0\5!1
o e 1L"(}Eessional question for the medical pro eﬁslori,
beausc it ?111}?1 act on central issues to their professiona g?\:
becagzz ]tstl\i:lh 1’-1?11351’1& character of self-government, fee negotia
ernance, 2 . 201
Horts, Personne s ﬂnd pOI}gf\{cr;jE}ljl;};;:ams were first devel-
Wl}eﬂ e (1:11 eailihe ?fgt?nfélso?Canadiancsociety was very im_uc]h
OPGC{ o C’a‘na at,hat of today. There were shortages of h(;bplta f
dlﬁerent"h'oms and actess to care was a major concerf"l. T ‘lfi Iia:n
o phyblflllaﬂ. ‘:n at the national level was a cost sllgl ing S;\S{ ctal ;
That allow ﬁmsovi;ces to decide the level of equndﬂmqs.) . 115
. 9119\\161 \?el physicians were paid on a f_ee-'['or. seinncz, cfl;b-
brd hoopi '? \\;ere on a line-by-line budget at fu's't, t1e;‘1 ag b
i 11059}3%:1 'ic:h.e hospital systerm was in an expansion p mscn]e aro—
211 bufﬂ g@; these systems promoted growth and encomag«?j «dp o
33 Els\‘?; tInu:he mid 70s, the tempo changedfwh;n ;}?egg;,«:Iof
overnmm . y ¢ ing to pay for the e
gOVemF}leHF Eztt[glficlinitbt]ﬁ}g: f];l:ll{d Iingtel.‘rrFl)s of total hea]'t_ll Cg::ﬁ
hea]t'h beil:\il& rovinces also had fiscal pl_'oblems.and vffc?u, .':'15-
e 16!:’ Izleral action was resulting in thc_z I‘I‘Sl{.fQI' m-c:[?rc] -
'CCmEd thﬂt e'e costs being shifted to their _]ur]sdlcpor}s: ]d
oo ?gzclsts*lrgg}ljonded with Eapping physician expenditures an
provinces
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applying strict limits to global budgets. In effect, as the situation
in the country and health care system changed so did the fund-
ing methods throughout the system. In a sense, as the needs at
the macro level required fixed budgets, a cascading effect re.
sulted. It is in this vortex that survival of the fee-forservice
method of payment will either take place or new payment SY5-
tems will come forth. The pressure for change will be signifi-

cant. On top of this, fixed budgets are under pressure because

they have not encouraged promotion of appropriate care. Since -

policy makers may be unable to make health care practice im-
provements through global budget strategies alone, will incen-
tives (financial or others) and regulations be created which will
in turn change the authority and role of government as a payer,
planner and direct provider? Canada may be entering an era
when the downward pressure on cost managernent will eventu-
ally be replaced by a more direct public management of the sys-
tem. The answer to this question will have direct impact on the
role of physicians in the health care system and development of
the profession itself.
It is clear that the Canadian health system is now in an era of
significant change. The significant reforms initiated are domi-
nated by the concepts of decentralization, the changing role of
government, consumer movement and new views on health. The
pressure of adjusting the present health care system to one in
which community-based services provide a significant portion
of services will require a significant reallocation of resources,
Health care expenditures are also people’s incomes. Resistance
has emerged and will continue. The expanding rofe of medicine
in community care will not be similar to an institutional-based
practice. New alliances, administrative and clinical patterns will
emerge that will influence all the professions. The shift from
acute care to community based services represents a shift in
health values, such as cure to care, cure to prevention, etc. Be-
cause this represents a shift in values, health care planners must
be creative in devising methods that are effective, efficient and
appropriate for the services delivered. Tn short, we cannot as-
sume that management systems built for acute care for phvsi-
cians and hospitals are also appropriate for community based
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ervices. One of the strategies of moving services to the ;::cintlln;i;
’ ity sector is to shift tasks to a lower cost setting. However, d"l T
Es a lot of evidence that community resources 2111‘6 r}ﬁt{ria t}ifme
5% this re ibility at this time. It will take
able to assume this respons: y at ill take time
;nd resources to develop this capacity. In Canada, refor mtliloars
ing abcompanied by budgetary constraints. Many comn_ie?_ ad'
La:ve indicated that some resources cut in acute care a eI__m t}l}l’;%
a difficult time being reallocated to the c:omrn‘umty1 . dnﬁ?cgtf‘s
:vords funds are leaving the health system to fight t'lc:tt-eU i
ysici ish to practice in a community setting, ¥
For physicians who wis : L co ¥ iting, this
ituatic i ; vith uncertainties and opp :
situation will leave them w s and opportunitics
i inties, as to administrative
simultaneously. Uncertainties, as sirative, divection
i f physicians and other health proie
and funding, as to roles o ‘ : .
i 3 ; e and the extent of services a |
onals, as to the nature an : ! : ' -
ilnd as to professional cooperation and mteraci;uop,.wﬂl pr ov’:riiqe
] ribili ision and leadership. Physicians are am-
a need for flexibility, vision ip. Physiclans are -
i -e system to provide these n
ly placed in the health care systew de : fed at-
i'{bgtes. The challenge for the medical profession will be to pro
i i | actions.
vide skillful and thoughtfu o .
Despite the increasing challenges to cllglcaldautonoqri::l};, ;tlad
ic fr edicine in Canada rema
tus, and economic freedom, medicir mains and
il r i - d prestigious profession. Ca :
will remain a powerful an profe : adians
i i inical leadership or the income p
are not challenging the clinica  or the income post
i sicians - they are asking for fun
tion of physicians. Rather, \ | ndamenta,
i ; ste srates so that they can be a
changes in how the system opera an be assured
{] g i i re when they need it. y ar
that they are getting quality ca weed it They ave
i ici ne of the key participator
asking physicians to be o \ ticipators in this
rOCEess; vever, their new found freedom will resu ‘
e i i st Jong the reform trail.
estioni d debating each step along :
Physicians and “professional must listen. One of the
ici X rofessional must disten. U1
Physicians and all health profes r ten. One of the
ets of { the Canadian health care sy
tenets of the development o
was that the impact of changes should be accept'flbh? tglltgz
providers and government alike. Now cons}ume_:] vo;c?; ;\:eded
. dina - ineful way. Mechanisms are n
also heard in a more meaning y. N : ‘ e
to increase public accountability so that the pul_)hc ;an._]uc%_%: atl};h
stem’s perfor on an ongeing basis.
health care system’s performance n ong is, Healt?
¥ - ; e providers is a struggle. It
care reform for many heaith car |
health care providers could understand what the Canadian
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health care system really is - an expression of the values of com-
passion and concern for caring for all citizens - the very ideals
why they were drawn 1o the health professions themselves - then
the reform process would have more meaning and be more sat-

isfying, and the outcome more successful than ever before.

Table 1
New Emerging Principles

1. Freedomn: of Choice. The System must

provide for more independence for health care
consumers and reduce dependence on

nstitutional care and professional services,
2 Rasponsibility, All citizens practice lifestyles that contribute to

Both consumers and health practilioners
provision of services,

their own healih.
are respectively respensible in their use and

3. Sense of Qwnership - The health s¥slem must give local people influence and author-
ity aver it.
4. Regional ar Local Systents - The

services that a health system provides must h
local dimension and direction.

ave a

5. Focus an Health - Health care se

rvices must focus more on health and less on sick-
ness.

6. Coittitutiry of Care - A health system must be unified so that there are no walls ar
barriers among the various SUZMEents,

7. Professional Teain Work - Health care profe
delivered through interdisciplinary teams w
thority, work interdependently and coopera
other

ssionals and health care services must be
hose members share responsibility and ay-
tively, and whaose roles compliment cach

8. Effectiveness. The health care system must be outcome-orented.
9. Adaprability - The health

care system must be flexible and adapt to ch
and circumstances,

anging times

10 Affordability - The health care

svstem must be affordable. It muyst he
ficient and effective and must rel

streamlined, of-
ate to the resources available.

{1. Consulration - Those w

ho manage the health care system
sult with their local comm

at every level must con-
uaitics, consumer groups

and health care professionals.

Source WHO Midnet Lawrence Nestman (adapted).
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Table 2

Canadian Bed Counts |
Number of Hospital Bed Decreases and Beds Per 1,000 Population

Beds Per 1,000 Population

Number of Hospital Bed Decreases

Canadian Physicians

Percentage Change  1986-87 1984-95

1884-95

1986-87
3,401

Province

4.7

5.9
5.9
6.4
7.1
8.1

19.4
-32.19
-3

2,753

Newioundiand

3.8
4.0

513
3,722
3,397

38,849
37.303

755
5,705
5,151

54,741
51,181

Prince Edward |sland

Mova Scotia

4.8

4.5
5.3
3.4
4.9
4.6

-34.1
-289.0
-27
-13.2
-35.7
-53.5

New Brunswick

Quebec

-y
o

5.4

Ontaria

5.8

5,527
4,675

6,369

Manitoba

7.0
7.4

7.272
17.990

Saskatchewan

Alberta

31
4.2

4.1

8,372
15,527
120,774

-20.2 6.4

19,466
172,425

British Columbia

Canada*®

5.6

-30.0

‘Includes Northwest Territories and Yukon

1997,

al,

Source: Slatistic Canada - Tully et
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