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Presenter
Presentation Notes
At Anchor Family Medicine clinic in Nanaimo, we have begin to lay the foundations for a “Blue Sky Clinic” which involves engagement of Early Career Physicians.  See slide Principles of Primary Care Plus.  At this time, we are the prototype Patient Medical Home for Nanaimo, but have had no supports with regards to alternative physician funding and team-based care with allied health (yet).  If you are more interested in the infrastructure and changes needed to build a high performing primary care clinic then Bodenheimer’s work at the University of California is helpful.
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Mitigating factors

As a Family Physician, B.C. taxpayer, father of 3 and
future heavier healthcare user my agenda is to help
Improve healthcare in B.C.

In the interest of science and improvement in
healthcare, my thoughts and comments are not
representative of UBC, the Health Authority nor
Nanaimo Division of FP... merely a curious scientist.

Does not want or need to be paid for today’s
presentation... it’s an honour to be here!



The Bad News

COUNTRY RANKINGS
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Effective Care 4 7 9 6 5 2 1 10
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Cost-Related Problem 9 10 4 B 6 3 1
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Healthy Lives 4 B8 _ 7 5 k] 6 2
Health Expenditures/Capita, 2011** 53,800 54,522 $4,118 $4,495 $5,099 $3,182 $5,669 53,925 55,643

53,405

58,508

Motes: * Includes ties, ** Expenditures shown in $US PPP (purchasing power parity); Australian $ data are from 2010.
Source: Calculated by The Commonwealth Fund based on 2011 International Health Policy Survey of Sicker Adults; 2012 International Health Policy Survey of Primary Care Physicians; 2013 International Health

Policy Survey, Commonwealth Fund National Scorecard 2011; World Health Organization; and Organization for Economic Cooperation and Development, OECD Health Data, 20132 (Paris: OECD, Nov. 2013).




Health Care System Performance Compared to Spending
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“There Is a storm coming...”

Estimated Total Population
Percent of LHA population by Age Gruups

Calendar Years
Age Groups 2016 2026 2036 2041
0-19 18.6Y%% B4 18.4Y%
20-44 30.6" 31.4% 29.4%

45-64 28.8% 23.9% 25.7%

10,060

65-74 12.5%  13.2% 11.1% 10.4%

75+ 9.5% 128% 154% 15.6%

Average Age (PEOPLE - 2016)
BC Island Health Nanaimo

2017 2019 2021 2023 2025 2027 2020 2031 2033 2035 2037 20
Percent Change from 2016

WO B 20-44 W 4564 Wos74 B 5+



Presenter
Presentation Notes
Nanaimo’s over 75 population will be doubling in the next 10 years.


TOP 4 CHRONIC DISEASES
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Presenter
Presentation Notes
Yet from a preventive health perspective – only 30% of Canadians eat 5 vegetable and fruit servings a day, about 20% of us are active to the required 2.5 hours per week, unhealthy drinking is estimated at 30 to 40% (with the new guiidelines) and 18+% of Canadians still smoke.  Improvement of these 4 behaviours would have significant impact on prevention and treatment of chronic disease.


BC fails to improve primary healthcare after more than a
billion dollar investment

By Ruth Lavergne and Kimberyn McGrail

Increased doctor incentives do not improve access to care

A version of this commentary appeared in the Globe and Mail, the Huffington Post and Ottawa Life

“‘“ PE—— Since 2006, British Columbia has spent more than a

bilion dollars to improve primary healthcare. 5o have
BEC patients benefited from such a massive investment?

“ : Sadly, it appears not.
“ l‘ ‘ 'N Primary care — access to doctors and nurses for
‘ ' , general health concerns — forms the backbone of our
l\\“ “ yaV YL healthcare system. Good primary care means we can
; s r ' ' '
"‘, quickly and easily access services and get referrals to
more specialized services when needed. We also rely

on primary care providers to maintain a patient record, monitor chronic conditions, such as diabetes or high
blood pressure, help prevent disease, and coordinate care with specialists or in hospitals.




2/3
feel that their

workload is too
demanding.

1/2
feel that tiredness,
exhaustion, or sleep
deprivation affects the
care they deliver.

1/2
Feel that their family

and personal lives
have suffered.

of residents have
symptoms of
burnout.



Presenter
Presentation Notes
This is from Adam Jones-Delcorde’s talk at last week’s R1 Academic Day on Physician Burnout and Resiliency.  It is estimated that at any given time that approximately 40 to 50% of community Primary Care Physicians and Family Medicine Residents have symptoms and signs of physician burnout.



Key Points of Nanaimo Community Town Hall
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March 2018

Finding a community Family Physician is challenging
Delay in ER care (++ busy), unnecessary ER visits
Long waitlists for specialist appointments/care and Medical Imaging

Transportation to medical appointments and care for frail elderly is
lacking (little caregiver support)

Loneliness/social isolation is a disease
Lack of continuity with NRGH providers

At NRGH, there was consensus that patient-centred care did not occur
iIn most areas of the hospital: lack of continuous communication — one
exception Palliative Care ward

Families of patients at NRGH felt intimidated with giving feedback
because they feared that their loved ones would not be cared for if
they “complained”


Presenter
Presentation Notes
Community volunteerism (Nanaimo SOS?) and Patient Advocacy at NRGH were 2 constructive solutions discussed



\

1. Explaring both disease
and illness experience

History . Feelings
Physical | ldeas
Lab | Function
f_.-'Expectatinns

4. Incorporating
preventions and

health promaotion
“-\""1_

Patient-Centered Care MModel

2. Understanding the whole
person

3. Finding
Comman Sround

- Problems
- Goals

- Roles

futual decisions

Disease Ferson

Froximal context

Distal context

b. Being Realistic

/

e

5. Enhancing the patient-
physician relationship

(otewart, et al. 2003)



Presenter
Presentation Notes
This Is Dr. Eva Knell’s slide on the complexity of an office visit and with the increase in chronic disease and mental health – a Fee For Service payment system is challenged.  “Value over volume” is a tenet of Primary care Plus. 


The Nanaimo FM Residency
Site Experience

» Started in 2007.
» By 2017, 71 new FPs graduated from Nanaimo site

=38 grads working in Nanaimo =33 grads working in other communities

Associates in FP clinics In other settings

24/33 | 73%) in other communities in FP Clinics — most are full spectrum



Presenter
Presentation Notes
There have been 71 Family Practice residents who have graduated the UBC Family Medicine Residency – Nanaimo site since 2007.  36 have stayed in Nanaimo, but only 12 have chosen community primary practice (31%).   When they move to other communities, 73% work in community primary care settings.  Source Dr. Steve Beerman and UBC Family Medicine Residency program – Nanaimo site.



Nanaimo Division of FP Data

200 Working Primary Care Providers (Jan/18)

5 GPs with focused
8 Npﬁ,d-%raﬂke,zﬁ

*18 Family Medicine Residents not included




Inter-generational challenges to engage early career Family
Physicians in full spectrum primary care in community clinics

Qualitative Focus groups explore challenges (2016)

» Key themes emerged,
» Want to work hard, be dedicated to community and a cohort of patients
» Willing and expect to be on call, evening, weekend work
» Want to be connected to acute, residential/complex and home care
Prefer not to manage or be involved in the business of clinics
Want to provide full spectrum experiential learning clinics for FP Residents
Want to be team members in care — with allied health providers
Want provider wellness acted upon
Want alternatives to fee for service

Want to focus on quality care delivery

V Vo NG WYV

Not wanting to juggle multiple responsibilities/work locations at same time/day


Presenter
Presentation Notes
This was from a focus group of Early Career Physicians in Nanaimo – we had representation of every graduation year since 2007 at this event.  Special thanks to Erin Hemmens of Nanaimo Division of Family Practice.


“Relational versus transactional medicine”


Presenter
Presentation Notes
Key principles:
1. Comprehensive, longitudinal, relationship based care 
2. Prioritizing continuity for patients, in management, relationships, and information
3. Include patients of greatest need from the geographic community of the clinic
4. Facilitate assess to unattached and highest risk patients 
5. Reduced stress for patients and care providers, decreasing barriers and burnout
6. Attract and inspire young family physicians/primary care providers to engage in meaningful, effective care based on concepts learned from focus groups and key principles garnered from evidence regarding high-quality primary care.

Practitioners will continue to make their own choices as to the scope of work they provide but collectively, each clinic will have attached practitioners who will provide comprehensive care for their clinic patients, including in patient acute care, residential care and home care.



"Did I turn off the stove?"”




Research Proposal

.
1Lt

Practice Residency cohort.

Poteryko, Derek MD CCFP, Wolfe, Jesse MD, Yeker, Chnstopher MD.

Introduction:

Topic Overview

Primary care is generally considered the foundation of the Canadian health care
system.! Family doctors are often the first point of contact for people with a new
complaint, manage an extremely broad spectrum of illnesses, refer patients to specialist
care, and act as stewards of limited resources.” A value that has long been a
component of the practice of family medicine is continuity of care. This conceptis
defined in a variety of ways but we feel a good summary is characterized by Mazowita
and Cavers in 2011* who define Full-Service Family Physicians as practitioners “who
provide primary care throughout patients’ lifespan.” This has traditionally encompassed
out of office care in the form of inpatient hospital care, obstetrical care, care facility visits,
and home visits.
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Blue Sky Clinic

» Exercise done yearly with R1 residents during Behavioural Medicine sessions
TRIZ exercise — Black Sky, Blue Sky, Better Sky

» 2016 Early Career Physician focus group (Nanaimo Div of FP)

» 2018 Research: “Perceived Baurriers to Full Service Family Practice”

» These physicians are listening: Dr. Steve Beerman, Dr. Jessica Otte and
colleagues at Anchor Family Medicine (co-creators)

» In 2017, the creation of Primary Care Plus — a prototype Primary Care Clinic
with Family Medicine principles at its roots and a focus on Physician Resiliency,
Early Career Physician (ECP) engagement and enhanced patient care
through prevention and relational care


Presenter
Presentation Notes
Key themes emerged;
Want to work hard, be dedicated to community and a cohort of patients
Willing and expect to be on call, evening, weekend work
Want to be connected to acute, residential/complex and home care
Prefer not to manage or be involved in the business of clinics
Want to provide full spectrum experiential learning clinics for FP Residents
Want to be team members in care – with allied health providers
Want provider wellness acted upon
Want alternatives to fee for service
Want to focus on quality care delivery
Not wanting to juggle multiple responsibilities/work locations at same time/day



Principles of Primary Care Plus

1. Comprehensive, preventive-focus, longitudinal, relationship-based care

2. Prioritizing continuity for patients, in management, relationships and
information

3. Include patients of greatest need from the geographic community of the
clinic
4. Facilitate assess to unattached and highest risk patients

5. Reduced stress for patients and care providers, decreasing barriers and
burnout

6. Attract and inspire young Family Physicians to engage in meaningful,
effective care based on concepts learned from focus groups and key
principles garnered from evidence regarding high-quality primary care.



PCP clinical roles
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Presenter
Presentation Notes
Compartmentalizing these roles during a day can help with improving care and reduce physician fatigue and burnout.


Family Medicine

Evolution:
CBT Plus 1s Good for You and Me

DEREK POTERYKO, MD, CCFP, FCFP
JUNE 14, 2018


Presenter
Presentation Notes
CBT Plus is more than CBT – it is a communication and change strategy which involves patient-empowered care through Brief Action Planning, Motivational Interviewing, Acceptance Commitment Therapy and Cognitive Behavioural Therapy.  It is taught to the Family Medicine Residents at the Nanaimo site during Behavioural Medicine sessions.  We presented this at R1 Academic Day last week at UBC.
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Search YouTube: mci minute shaw 4e’s


Presenter
Presentation Notes
The 4E’s are 1E – Eat Healthy, 2E – Exercise 2.5 hours/week or 21 minutes a day, 3E Ethanol – limit to 1 drink per day or 7 per week (new healthy drinking guidelines) and 4E – Eliminate Smoking.


“We are using the old system parts to try
and build a new one...”


Presenter
Presentation Notes
This was said at a recent meeting by an Island Health Executive


Blue Sky Enabler:
Value Based Physician Remuneration

Appropriateness
Accessibility

Cenfl’edness Acceptability

. . . Efficiency
PhYSICICIn * Complexity and Continuity of Care

CCI re (relational medicine)

* Research, Education and Innovation

* Efficiency

Operqﬁon * Administrative Resource Use

Chopra, S and Ostrow, D. Physician Remuneration Systems: Assessment and Recommendations for British Columbia. UBC Master of Health
Administration Capstone Project. April 2017.


Presenter
Presentation Notes
Dr. Chopra’s UBC Master of Health Administration Capstone Project


Blue Sky Enabler:

Value Based Physician Remuneration

Now?

Value-based and time-based MSP fee for service
code ($50/15 minutes) for Complex Medical, Frail
Elderly, Moderate to Severe Mental Health and
Substance Use patients (aka community
members)*

For 24/7 availability and access - Telehealth on-
call stipend (95% of all care can be done in a high
functioning primary care clinic)

* for Clinics or Primary Care Networks of Family Physicians who agree

to practice relational, longitudinal and comprehensive Family
Medicine


Presenter
Presentation Notes
A blended payment system could come from this code… when physicians need to slow down and do “Value over Volume” medicine, their time is compensated. Alberta has this system as well as B.C. pediatricians use a code like this with complex patients and care.


Ultimate Goals

Quadruple Aim:
1) Patient-centred/empowered care

2) Cost effective and evidence-based (Quality
Assurance and Quality Improvement)

3) Population health (prevention, Outreach)

4) Clinician experience (Resiliency and work-e-
work-life balance)

» Improve the existing healthcare culture is
paramount.





Presenter
Presentation Notes
Here we are doing outreach work with a local elementary school delivering the 5-2-1-0 healthy message.
https://www.youtube.com/watch?v=mU7Bl6vWSUQ


IcHARY

FAMILY MEDICINE AWAKENS

AWARISY



QZ,) Ecocycle Planning

Renewal Maturity

Networker Manager

Poverty Trap / ‘ Rigidity TE_

Not investing

| Not letting go

: Creative
Birth Destruction

Heretic

Entrepreneur
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