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Khati Hendry is a family doctor in Summerland, Btit Columbia,

Canada. Summerland is a semi-rural town of aboi@0D1 one of a ring of communities around Lake
Okanagan, 5 hours east of Vancouver. A dozen Yashoittors provide medical care in town, and admit
patients to the Penticton Regional Hospital 10 sndeay. Penticton has a population of 33,000 ,harstis
a wide range of specialty services. More complacedures are done in Kelowna, a city of 120,000 an
hour to the north, and the highest complexity maflsrgo to Vancouver.

Tom: You recently moved from primary care practicéghe US to Canada. What is the most striking
difference?

Khati: Not having the worry of uninsured patienssaam overriding feature of your medical life. Vatly
everyone here has a “Care Card”, which authorizesrance coverage through the Province of British
Columbia. The focus becomes providing care, notyutg about how to bill for it. This has really rght
home to me the fact that access is number ongheldS, even though there is great expertise and
technological capacity, measures such as life éapeg and population health lag compared to other
developed countries because of all the patientsaahd even get in the door. | was quite astonidbed
meet so many patients in their 50’'s who were redircutting back, or changing careers without agho to
health insurance consequences—how liberatingfad) people tend to make life choices based othall
other things that matter—interests, career oppaitsnfamily issues. In the office I'm back teetmodel
of the doctor and the patient, with no insurancaganies looking over my shoulder and with far less
paperwork. The Province has a relatively handspfiroach to meddling in what remain mostly private
family physician practices. We bill, they pay. €furse if you are a specialist working in a hadpthere
are constraints based on hospital budgets andgmlievon’'t go into here

| find things are more relaxed generally. Thereasthe constant pressure from insurers to getipEtiout

of the hospital. There is definitely concern abovgrcrowding and moving patients to the appropriavel
of care in a timely fashion, but it is addressedrany levels by the Province and each regionatineal
agency. It's not just a question of getting peaplg but of increasing nursing home beds, chroaie
services, home care services, primary care coveeaglegenerally improving the population healthusgta
Since the health care organization is not so fragetkit is possible to manage issues from a molistico
perspective. There is some waste and bureauaadythe regional health authorities have theirlehgks
managing a complex budget. What is interestirthpesdegree of engagement everyone has in the issues



Health care is big press, constantly in the puijie, with problems widely publicized. Because tieal
budget decisions affect people across the specpaliticians are under constant pressure to address
deficiencies. It is frustrating to people of med&met they can'’t easily buy themselves into a dife tier of
care, and that is both a strength and source optzomh about the system.

Tom: do you have a pretty average primary caretiget

Khati: Our practice is fairly large, with 7 famitoctors who share space. We see our patientse ioffice
and rotate hospital rounds. We have a part-timmdiperson (the single payer system makes thiy/rea
easy), an office manager, 2 medical assistants? gradt-time RNs. We routinely do minor procedures
office. Itis a bit unusual for family doctorsihave RNs in their practice.

Tom: what is your day like?

Khati: | see 20-25 patients per day. Some daysrkwee walk-in clinic, which is run out of the afé on
evenings and weekends. It was started when thit GRaun Summerland Hospital was closed down a
few years ago and patients had no place to gonin for urgent matters. Doctors in the communityetak
turns staffing it; it is open to anyone. Duringuéar office hours, doctors set their own schedudeially
seeing patients every 10 or 15 minutes. | uses& i® minute visit, 4 per hour, though physicams are
30 minutes. | tend to run a bit behind, and hawegs$ been the “turtle” style. When | worked in a
community health center in the US, we always claimer patients were “harder” than the norm, and how
believe it even more--it is in fact much easiesée patients here because they have more resautbes
lives generally. The Province pays us fee-fordseswvhich means we create our own demon — more
patients per day means more money but a hardeftaye are limits -- you are paid half price foyan
patients above 50 per day, and get no money fonarg than 65. | haven’t even come close!.

Tom: Are family doctors in British Columbia gatekees? Do patients need to see their family doctor i
order to access a specialist?

Khati: In theory patients can go directly to a spkst. However specialists get paid more if thégr is
referred by a family doctor, which causes most igists to require a referral before seeing théepat One
thing that is different from the US is that genensdrnists and general pediatricians are spetsalimt
primary care physicians; they see complex patiexiesred by family doctors. The concept of having a
family doctor is still alive and well in Canada—d® just wish there were more of them.

Tom: Is there a standard panel size for primarg daysicians?

Khati: It varies. The concept of “panel size” isptevalent—people see as many as they want tava to
(especially in rural areas) People aren’t paighdyel size, and most practices don’t know exduthy
many patients are “theirs”. People come and gextaihly some family doctors serve at least 20Giepts.
With the advent of patient registries for chronisedse, it will be easier to keep track of actimégnts with
those health concerns.

Tom: is primary care respected and valued in Cehada



Khati: Patients certainly appreciate and respeuilfadoctors, but as with primary care everywhave,
complain that we don’t get adequate respect froad@aia, adequate payment for cognitive services, or
institutional appreciation for the hard work we toreover, medical schools tend to push speciadinas
in the US. However, maintaining primary care iggadoncern, and things are changing. In British
Columbia there is a strong movement foimary care renewal.

Tom: What is primary care renewal?

Khati: In this province, the British Columbia MedlAssociation (BCMA) negotiates with the proviricia
government to determine how much we get paid amde work together providing health care to the
population. Five years ago the BCMA and MinistryH#alth formed the joint General Practice Services
Committee (GPSC) to address the renewal of prirhaajth care in BC, to encourage more people to
choose family medicine as a career and to stayacotige. They heard the message from province-wide
meetings with family doctors—value us, pay usntias, and support us. There is a financial ingenti
program for recently graduated family physicianseétp them establish practices in areas of need
throughout BC. They have developed a broad memuagjframs, with changes in the billing structuee, t
better recognize primary care services. We usée toaid a flat rate for patients of a given agmardless
of complexity. Now we get a yearly bonus paymenbwdr $300 -- in addition to the visit-based feefor
certain complex patients. If we maintain a registng flow sheets for patients with chronic diseaa@&scan
also bill yearly bonus fees for each patient. Thakes a huge difference in practice income. Thysfast
practices don’t have a registry but that will charsgon with the EMR project. There is a fee for
coordination of care with specialists, home canes@s, or other community providers. This year tlieege
new code for mental health care patients who take2rmime and need more counseling and care
coordination. There are also special bonuses foilyadoctors providing obstetric care, which hatpkd
stem the loss of maternity services. These biltingnges are designed for full-service family docteho
are caring for the patients requiring more time afidrt, and it is already making a big differenne
income. There have been some conflicts in theipcevover how to allocate money between specialists
and primary care, but the primary care renewal ianogs happening and the commitment seems real.

Tom: We could use that kind of primary care renewahe US. So what is the EMR project?

Khati: The British Columbia Medical Association atte BC Ministry of Health developed what they call
“PITO” (Physician Information Technology Office f@ritish Columbia), set up as part of the 2006
Agreement. They selected 6 EMR vendors that wegain requirements such as population registry
capability, decision support with embedded guidediand flow sheets, ability to take lab, x-ray atiter
data feeds from hospitals, servicing support, anagy/security. For practices that pick one ofdho
approved EMR vendors, the Ministry of Health pa§%o/of the qualifying hardware, software, and relate
costs. There is also assistance with training addsign of office workflow required by a digitafioé. In
our community, 122 physicians — primary care aretgpists — came together to pick one EMR. Thi$ wil
allow the best possible coordination of care witteterrals, reliable service from the vendor, ameldbility
to form user groups for training. We can input té&atgs and lists of medications on the provincial
formulary. Our practice will be rolling out the ENM$®on.

Tom: I'm getting jealous. Why can’t we do thosentis in the US? Are other primary care innovations
taking place in British Columbia?



Khati: The primary care renewal GPSC is also reside for promoting a series of programs to gemeral
improve patient care, all part of the Practice Qupprogram. There are four main modules—advanced
access to same-day appointments, group visits, ginanahronic disease, and patient self management.
These are highly adapted versions of the IHI (lagifor Healthcare Improvement) programs, taildeed
small practices. Doctors and staff are paid tenattiocal learning sessions on how to implemergehe
reforms. If practices implement disease regisprr@viding basic and summarized data to the provinoe
individual patient data), they receive over $10660 gioctor; that money can be used to have someahe i
practice use the registry for population managemeéntr local health authority is also on the veofe
starting to outstation its own staff in physicidfiaes if the doctors want help managing registaesther
chronic conditions. | would love it if we can gemental health worker on site.

Tom: Is there a major primary care-specialty incagmap in British Columbia?

Khati: Not as great as in the US. The big inconspadliity is between Canadian and US specialistg;twhi
does create some flight of specialists to the Urd is less disparity between time spent in cognit
services vs. in procedural services here thangrt8. But the fees are low — currently $27.90 fetaadard
primary care visit. If the patient is over 60 yedh® amount rises somewhat, and more if over @dCoaer
80, and we do have a pay raise pending. The gaogl ihthat it is easy to get paid. We bill theyncial
government and 2 weeks later we are paid, withdemials or partial payments. While payment is low,
practice expenses are much lower than in the USekample, we don’'t need the big billing departrsesft
US practices; we have one insurer and the bilknguick and easy. Moreover, my malpractice inswganc
costs $107 per month. Yes, $107. In fact, the natge reduced last year. And most of that is caléem
rebates from BCMA dues. Malpractice suits areasotommon in British Columbia.

Tom: Do you have pay for performance in British @obia?

Khati: Not yet, though there is talk. To some extéme billing incentives already discussed offarenpay
in return for care, which is a first step in thaedtion, but it is not closely monitored at thisimt.
Physicians are concerned that pay for performaniteequire more paperwork, data will be inaccurated
it will lead to the government inappropriately nmaranaging patient treatment, which is not happening
now. Ultimately the EMR will allow everyone to geg¢tter data on patients, and the Ministry of Health
would certainly want to have information on heatatus of the population. These are all issuethtor
future.

Tom: As you know, primary care physicians in the $¢®lom go into a hospital any more since the adven
of hospitalists. Is that true in British Columbiaa?

Khati: Many family doctors still go into the hosgito care for their patients. In our local hostitet is the
standard, and all admitted patients have an idedt{fssigned if needed) family doctor. We bill farspital
visits. Generally the emergency department physid@es admissions and care at night so that we det’
called. However, this is an issue in flux; in Vaanger and some of the larger areas they do usethbs{s,
so there may be a trend in that direction. It lvelithat its future depends in part on the primangc
renewal program, since hospital care generallystalpetime and doesn’t pay very well so is tempting
stop if finances are otherwise tight.



One problem that is surfacing in British Columtsahe tendency for family doctors to work in watk-i
clinics Walk-in clinics can create a nice work lfad pay better in a fee-for-service system, ascamusee
a lot of urgent problems in a shift. This choiced not involve a commitment to be the personasician
who provides long-term continuity of care for a @lof patients, including hospital, nursing home, o
maternity care. This development reduces the nuwibmily doctors available to provide more
comprehensive care. This is part of the reasothioprimary care renewal/GPSC efforts previously
described.

In summary, family doctors in British Columbia aneder pressure, but they are wanted by the comgnunit
and there is recognition that steps must be takeiréngthen this resource. The work may be ditfiend
the work life challenging, but the primary careewal process with its various incentives and pnogr&
starting to make family doctors feel that theirogs are being heard. I'm looking forward to sgdéiow

the changes proceed. | want to continue to engarygoa family physician, and | want everyone toehav
their own family doctor who enjoys the work and sl@egreat job.
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