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1. EXECUTIVE SUMMARY

A) THE SPECIALIST SERVICES COMMITTEE AND ITS INITIATIVES

The Specialist Services Committee (SSC) was established in 2006 to facilitate collaboration between the
Government and the British Columbia Medical Association (BCMA) on the delivery of services by
Specialist Physicians (Specialists) and to support the improvement of the Specialist care system.

Under the 2009 Memorandum of Agreement, $45 million in funding was allocated to the SSC to enhance
and expand programs that support the delivery of high quality specialty services in British Columbia (BC).
Reinforcing triple aim goals and its own guiding principles, the SSC implemented several initiatives to
enhance the quality of and improve appropriate patient access to Specialist services. The specific
initiatives that encompass the SSC program for 2010/11 and 2011/12 are as follows:

1

1. Physician to physician phone fees which include the specialist telephone advice fee and the
specialist telephone patient management fee.

2. Specialist to patient phone fee which includes the specialist telephone patient management /
follow-up fee.

3. Practice Support Program (PSP) for Specialists which includes the group medical visits module
and the advanced access / office efficiency module.

4. System redesign funding to compensate Specialist participation in system-level change initiatives
led by the Health Authorities.

5. Peri-operative billing rule changes to support the provision of medically necessary peri-operative
care.

6. Labour market adjustment funding to support the recruitment and/or retention of Specialists in BC.
7. Discharge planning fee to improve the information that is documented when a patient is discharged

from hospital.
8. Physician scholarships for leadership training to fund scholarships for Specialists participating in

system redesign initiatives.

The purpose of the mid-term evaluation was to evaluate the first five of these initiatives. All eight
initiatives will be evaluated during the outcome evaluation.

B) PURPOSE OF THE EVALUATION

The overall objective of this evaluation was to assist the SSC in assessing the relevance and
performance of its fiscal 2010/11 initiatives and to help determine whether the initiatives have achieved
their overall intended goals and objectives. This mid-term evaluation report provides an interim
assessment of the progress made to date in five key areas including Implementation; Achievement of
Objectives; Success and Constraining Factors; Unintended Consequences; and Improvement
Opportunities.

1 For more information on the SSC initiatives, please refer to Section 3.B of the mid-term evaluation report.
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C) METHOD OF STUDY

The mid-term evaluation relied on information gathered through both primary and secondary research
including:

 Interviews with program participants and stakeholders.
 An online survey of SSC members.
 An online survey of General Practitioners and Specialists in 2010 (baseline survey) and a second

survey of General Practitioners and Specialists in 2011 (mid-term survey).
 Section head input.
 A case study of the PSP for Specialists.
 Administrative reports including MSP reports, PSP reports and Health Authority reports on the system

redesign initiative.

D) KEY EVALUATION FINDINGS

There were six major findings in the mid-term evaluation. They are summarized in the following textbox
and described in more detail below.

1. There is a strong need for the SSC initiatives in BC.

Our research showed that there is a need for the types of services and funding provided by the SSC
initiatives, particularly because the program:

 Focuses at the BC health care system as a whole.
 Addresses factors that are critical to sustaining a healthy medical practice including system redesign,

access to care, efficiency, collaboration and communication.
 Applies across the province and across specialty areas.

There is also a need to revisit and potentially expand the SSC program offerings in the future (e.g.
expanding the phone fees to other modes of communication such as email).

Summary of Mid-Term Evaluation Findings (1.5 Years into the SSC Program):

1. There is a strong need for the SSC initiatives in BC.

2. The SSC initiatives have made progress towards achieving their intended

objectives.

3. Program uptake varies across the SSC initiatives.

4. There is an opportunity to improve the communication and promotion of the SSC

initiatives.

5. There is an opportunity to tailor the SSC program offerings and content to make

them more effective and relevant to Specialists.

6. There has been one main unintended consequence as a result of the SSC

initiatives.
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2. The SSC initiatives have made progress towards achieving their intended objectives.

About 1.5 years after implementation, the SSC program has been successful in achieving some of its
intended objectives. The SSC initiatives have yielded positive impacts for both physicians and their
patients.

2

According to program stakeholders and participants, the program has yielded positive impacts in the
following areas:

 Enhanced collaboration between the BCMA, Ministry of Health Services (MOHS), Health Authorities
and Specialists.

 Enhanced collaboration and consultation between General Practitioners and Specialists.
 Improved access by patients.
 Reduced number of unnecessary patient visits.
 Improved doctor/patient relationships.
 Increased capacity and efficiency within Specialist practices.

3. Program uptake varies across the SSC initiatives.

Program uptake varies across the five SSC initiatives. For example, physician uptake of the changes in
peri-operative billing rules has been higher than anticipated. Conversely, the PSP for Specialists has
experienced low uptake among Specialists. It is important to recognize that low uptake in some program
areas is due to the fact that the program is still new, that working with Specialists is a process that takes
time, and that it is difficult to target and engage Specialists across BC because they are a very
heterogeneous group.

4. There is an opportunity to improve the communication and promotion of the SSC initiatives.

One important implementation-related improvement opportunity is in the area of marketing and
promotion. Some of the SSC initiatives, such as the telephone fees, have been fairly well-advertised
among Specialists, whereas others such as the PSP for Specialists have not been well-articulated across
sections. Key promotion and marketing improvement opportunities include:

 Identifying best avenues to reach General Practitioners to market the phone fee initiatives.
 Clearly articulating program objectives and creating marketing materials which highlight program

benefits and success stories.
 Leveraging existing relationships with Specialists to promote the initiatives.
 Engaging Specialists through word-of-mouth.
 Engaging sections individually and identifying and utilizing peer champions to articulate and promote

the initiatives.
 Identifying and targeting each section’s societies to promote the initiatives.

5. There is an opportunity to tailor the SSC program offerings and content to make them more

effective and relevant to Specialists.

Program stakeholders and participants who were surveyed in the mid-term evaluation indicated that there
is an opportunity to improve program effectiveness by further tailoring the SSC program to different
specialities. The PSP for Specialists, for example, is still perceived as a General Practitioner program

2
MNP did not extract and analyze detailed data from the MSP claims database for the mid-term evaluation. The

outcome evaluation in the summer and fall of 2010 will feature several specific MSP extractions to. The additional
MSP data analysis will help assess the SSC program’s impact on cost efficiency.
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among Specialists and the current modules do not apply across all specialities. For example, specialities
such as Pathology that do not see patients or specialities that need to meet with patients one-on-one
cannot apply group medical visits.

Key improvement opportunities for program delivery include:

 Facilitating strategic planning sessions involving Specialists to assess future initiatives and changes
to existing initiatives before implementation.

 Linking with Specialists one-on-one and/or in group sessions to identify their needs, perceived system
gaps, mitigation strategies and engagement strategies. Sections that share certain needs (i.e. those
in a solo practice) could participate in one group session.

 Involving individuals who are non-physician experts in models of health care delivery to work in
collaboration with physicians.

6. There has been one main unintended consequence as a result of the SSC initiatives.

There was one main unintended consequence, related to the peri-operative billing rule changes, as a
result of the SSC program. In particular, there was higher than anticipated billing in some sections due to
the implementation of the peri-operative billing rule changes.

In summary, there is a strong need for the SSC program in BC and the program has had positive
impacts since its implementation in mid 2010. Going forward, there are opportunities to improve
program marketing and promotion. There is also an opportunity to tailor program offerings to
make them more applicable across the different specialities. The PSP for Specialists, for instance,
needs to be revisited so that the program is perceived as a Specialist and not a General
Practitioner program.

E) RECOMMENDATIONS

For a detailed discussion of potential improvement opportunities and recommendations in the areas of
content, delivery, collaboration and marketing and promotion, please refer to the Recommendations
section of the mid-term evaluation report.

The high level recommendations that we derived from our mid-term evaluation are presented below.

Content

 Expand existing and/or design additional initiatives that will have a direct impact on improving patient
care.

 Consider expanding the telephone fees to other means of communication and other services.
 Tailor program offerings and content to reflect the needs of different specialties or groups of

specialties.

Delivery

 Address implementation and administrative difficulties.
 Consider increasing Health Authorities’ capacity and ability to support the SSC initiatives.

Collaboration

 Further improve the referral process between physicians.
 Consider increasing representation of various specialties on the SSC.

Marketing and Promotion

 Improve proactive communication and promotion of the SSC initiatives and implement a consistent,
province-wide marketing approach.
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2. INTRODUCTION

In this chapter, we provide a brief introduction of the Specialist Services Committee (SSC), describe the
purpose of this report, outline the work undertaken to complete the mid-term evaluation and review the
structure of the report.

A) BACKGROUND

Established in 2006, the SSC aims “to
facilitate collaboration between the
Government and the British Columbia
Medical Association (BCMA) on the delivery
of services by Specialist Physicians
(Specialists) to British Columbians and to
support the improvement of the Specialist
care system.”

3

The SSC was allocated $20 million in
2010/11 and an additional $25 million in 2011/12 for a total of $45 million in funding. The targeted funding
falls under the 2009 Memorandum of Agreement to enhance and expand programs that support the
delivery of high quality specialty services in British Columbia (BC). The SSC implemented several
initiatives that are a combination of new fees, training modules and activities to enhance the quality of and
improve appropriate patient access to Specialist services. Specifically, the 2009 agreement identifies the
following issues for the SSC to address in 2010/11 and 2011/12:

4

 Enhancing quality.

 Expediting access.

 Supporting provision of complex and/or chronic care.

 Supporting provision of indirect/remote care.

 Expanding clinical prevention activities.

 Making labour market adjustments where required for recruitment and retention.

B) PURPOSE OF THE REPORT

The overall objective of this evaluation is to assist the SSC in assessing the relevance and performance
of its fiscal 2010/11 initiatives and to help determine whether the initiatives have achieved their overall
intended goals and objectives. These include the prevention of unnecessary face-to-face encounters;
faster access to appropriate physician and Specialist advice; compensation for expert clinical advice; and
encouragement to engage in service delivery improvements.

We conducted the mid-term evaluation, as outlined in this report, on the first year of the SSC initiatives
(2010/11) to provide an interim assessment of the progress made to date. We intended to address five
key questions:

1. Implementation. Have the initiatives been implemented in an effective manner?

2. Achievement of Objectives. To what degree have the initiatives achieved their intended objectives?

3. Success and Constraining Factors. What kinds of factors contribute to and/or constrain the

effectiveness of the initiatives?

3 Specialist Services Committee Annual Report 2009-2010.
4 SSC Program Inception Report April 2010.

SSC Mandate:

The Government and the BCMA agree to collaborate
with Specialist Physicians to improve access to needed,
evidence-based, quality services to meet patients’
medical needs for optimum health outcomes. This
approach will be built on understanding population
health needs, linked to optimizing the mix of service
delivery options, technology options and health human
resource options.
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4. Unintended Consequences. Are there any unintended (positive or negative) consequences

occurring as a result of the initiatives?

5. Improvement Opportunities. Are there opportunities for improvement?

The results of the mid-term evaluation will be used as a benchmark measure for the outcome evaluation
which will provide an assessment of the SSC initiatives for 2010/11 and 2011/12. The outcome evaluation
is intended to be a summative assessment of the SSC’s program and will provide a more comprehensive
understanding of program effectiveness, impact and future directions. The evaluation results will inform
further program design and future funding for the services. The SSC will utilize the outcome evaluation
to:

5

 Determine what lessons have been learned.
 Make recommendations for future project development and improvement.
 Guide decision making for future SSC funding considerations.

C) STRUCTURE OF THE REPORT

In this document, we present the methodology and mid-term evaluation findings on the first year of the
SSC initiatives (2010/11). The report will function as an interim assessment and will allow the SSC to
measure the progress made to-date. The remainder of this document contains the following five chapters:

 Chapter III provides an overview of the SSC, including a description of the program, its initiatives and
its intended outcomes, implementation of the initiatives, the program budget and the logic model.

 Chapter IV outlines the evaluation design. It introduces the evaluation matrix and contains a
description of the project steps, data collection approach and evaluation limitations.

 Chapter V summarizes the respondents’ profile. It explains the number and types of respondents in
the mid-term evaluation surveys and interviews.

 Chapter VI presents the evaluation findings, both for the SSC program overall and by initiative.
 Chapter VII synthesizes the key findings and highlights recommendations for improvement.

The appendices include:

 The glossary of terms.
 The list of documents reviewed for the mid-term evaluation.
 The evaluation work plan.
 The final evaluation matrix.
 The data collection tools including interview and survey questionnaires.

5 SSC Program Inception Report April, 2010.
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D) WORK PLAN

As described above, this project is a multi-year evaluation comprised of three phases. The first phase
was a detailed evaluation methodology report, implemented in the subsequent phases of the project. This
document represents the output of the second phase, the mid-term evaluation. Phase three will consist of
a summative evaluation of the SSC program for 2010/11 and 2011/12. A detailed overview of each of the
three phases, and the steps taken by MNP to carry out the mid-term evaluation, are provided in Appendix
C.

Mid-Term
Evaluation

Presentation

Early
Nov,
2011

Mid-Term
Evaluation

Report

Late
Nov,
2011

Outcome
Evaluation

Oct,
2012
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3. OVERVIEW OF THE SPECIALIST SERVICES COMMITTEE

This chapter provides an overview of the SSC.

A) SSC PROGRAM DESCRIPTION

The SSC identified several approaches and principles to be referenced and used when considering ideas
for implementation. The specific tools that the SSC utilized for developing and implementing proposed
initiatives included:

6

A) Triple Aim Initiative

The Institute for Healthcare Improvement’s Triple Aim Initiative communicates the system-wide goals that
will lead to more coordinated, integrated and comprehensive patient care, specifically:

1. The model/approach impacts positively the experience of the individual (i.e. the individual can receive
the care that they exactly want and need, and how they exactly want and need it).

2. The model/approach impacts positively the health (physical and mental) of a defined population.
3. The per capita cost of the model/approach has a positive effect on health care cost/spending.

B) The SSC’s Guiding Principles

The SSC’s guiding principles include to:

 Address a care gap.
 Improve/benefit patient experience by improving and supporting patient engagement.
 Improve/benefit provider experience by:

- Improving knowledge, skills and judgements of individual physicians that will positively affect
patient management and outcomes.

- Improving collaborative practice.
 Encourage efficient capacity.
 Encourage appropriate access to care.
 Demonstrate a positive cost benefit.
 Demonstrate an achievable, measurable outcome.

C) SSC Program Objectives:

The SSC has program objectives directed at both patients and Specialists.

Patients will:

 Avoid unnecessary face-to-face encounters.
 Be seen by the most appropriate physician.
 Have faster access to Specialist advice.

Specialists will:

 Avoid unnecessary face-to-face encounters.
 Be compensated for expert clinical advice.
 Be encouraged to engage in service delivery improvements.

6 SSC Program Inception April 2010.
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In addition to consideration of the above, the SSC instigated a comprehensive consultation process with
key stakeholders, including the Society of Specialist Physicians and Surgeons (SSPS) and BCMA
sections as part of the initiative development process.

B) OVERVIEW OF SSC INITIATIVES (2010/11 TO 2011/12)

The SSC developed several initiatives that encompass the SSC program for 2010/11 and 2011/12. These
initiatives are comprised of new fees, training modules and other activities aimed at enhancing the quality
of and improving appropriate patient access to Specialist services. In the following table, we summarize
the SSC initiatives for 2010/11 and 2011/12. The mid-term evaluation assesses the progress made with
respect to five of the eight SSC initiatives, as indicated in the table. The outcome evaluation will evaluate
all of the initiatives.

Mid-Term & Outcome
Evaluation

Description

1. Physician to
Physician Phone Fees

This initiative covers two new telephone advise fees:

A. Specialist Telephone Advice (Fee Code G10001 - response within 2 hours).

Based on St. Paul’s Rapid Access to Cardiology Expertise (RACE) project,7 this
fee is used when another physician (General Practitioner or Specialist) requires
immediate advice. Specialists can bill this item when they provide telephone advice
to the initiating physician within two hours. The purpose of these calls is to seek the
advice of a physician more experienced in treating the particular problem in
question, and that the initiating physician intends to continue to care for the patient.
The advice provided is intended to enable the primary care physician to continue to
care and treat the patient and avoid referral to a Specialist. In addition, the process
may also allow for the identification of patients who require urgent assessment.

B. Specialist Telephone Patient Management (Fee Code G10002 - response
within 1 week).

This fee is used when a referring physician needs advice and guidance with the
management of a patient. Specialists can bill this item when they provide
telephone advice to the initiating physician within seven days. The purpose of
these calls is to seek the advice of a physician more experienced in treating the
particular problem in question, and that the initiating physician intends to continue
to care for the patient. The advice provided is intended to enable the primary care
physician to continue to care and treat the patient and therefore avoid referral to a
Specialist. The process is also expected to allow for the identification of patients
who require urgent assessment.

7 SSC “Phase 1” Initiatives Effective April 1, 2010 Costing Background Information.
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Mid-Term & Outcome
Evaluation

Description

2. Specialist to Patient
Phone Fee

This initiative covers one new telephone advice fee, the Specialist Telephone
Patient Management / Follow-Up (Fee Code G10003).

This fee is for Specialists to have scheduled follow-up phone visits with their own
patients in situations that do not require a face-to-face visit. The telephone follow-
up must be pre-scheduled with the patient to bill this fee. The potential benefits of
this activity include freeing capacity for the physician and providing an alternative
to a patient travelling to the physician’s office for a short visit.8

3. PSP for Specialists The Practice Support Program (PSP) was launched for General Practitioners in
2007 with two objectives: 1) To improve care for patients throughout the province
and 2) to increase job satisfaction among BC’s general practitioners. The PSP
offers focused training sessions for physicians and their Medical Office Assistants
(MOAs) to help them improve practice efficiency and to support enhanced delivery
of patient care. In early 2010, the PSP expanded to include Specialists and their
MOAs and tailored its practice management modules to Specialist practices.

The initial Specialist module combined three management modules into one
condensed version. The modules included are group medical visits, office
efficiency and advanced access (patient scheduling). Combined, these modules
aim to enable physicians and MOAs to maximize the physician’s time with patients.
The expected outcomes include reduced waiting lists for patients, reduced stress
for staff and increased job satisfaction and income for Specialists. Specialists and
MOAs who attend PSP sessions are compensated. Physicians are compensated
at the sessional rate and reimbursed for their MOAs time at a rate of $20 per hour.

A. Group Medical Visits.

Group medical visits are intended to provide an effective way of leveraging existing
resources while simultaneously improving quality of care and health outcomes,
increasing patient access to care and reducing costs. Group medical visits’
potential benefits include offering patients an additional health care choice,
providing them support from other patients and improving the patient-physician
interaction. Physicians can also potentially benefit by reducing the need to repeat
the same information many times and free up time for other patients. Appropriate
patient privacy is maintained.

One change was made to the program after implementation. Specialists can now
bill the PSP even if they have not completed the group medical visits module yet.

B. Advanced Access / Office Efficiency.

Learning modules were also developed on advanced access / office efficiency. By
offering a new, more efficient way of scheduling patient appointments and helping
free up time in Specialists’ schedules, the module is intended to enable Specialists
to eliminate backlogged appointments and see more patients throughout the day.9

Implementing advanced access for scheduling practices is intended to create
system capacity, improve patient care, increase satisfaction and create higher
earnings.10

8
SSC Program Inception Report April 15, 2010.

9 http://www.gpscbc.ca/psp/learning.
10 SSC 2009/10 Annual Report (General A05).
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Mid-Term & Outcome
Evaluation

Description

4. System Redesign
Funding

Health Authorities are already engaged, at many levels, in system process
redesign, capital construction project planning and implementation, and clinical
program redesign initiatives aimed at improving quality and efficiency within their
organizations. A key success factor in systems redesign is the requirement for full
participation from key stakeholders.

The SSC allocated funding to compensate Specialists to participate in the design,
planning and implementing of the system-level changes initiatives led by Health
Authorities. Specialists are paid by Health Authorities at sessional rates. The
funding is intended to support Specialists’ participation in a variety of activities
ranging from LEAN education and training to participation in evaluation and
sustainability activities.

The objective of this initiative is to support and encourage participation in system
redesign initiatives to improve the delivery of Specialist services. This is beyond
the hospital administrative duties that Specialists may already be responsible and
compensated for. Health Authorities can now submit funding requests to the SSC
for consideration and approval. Physicians are contacted directly by the Health
Authorities if their involvement is required for an initiative.

5. Peri-Operative Billing
Rule Changes

The SSC change to the MSC Payment Schedule Preamble
is intended to bring billing rules up to date with modern practice.11

As of April 1, 2010, Specialists are able to bill the pre- and post-operative visits in
addition to the surgical fees as follows:

 Pre-operative visits in the office or in the hospital.

 Post-operative visits in the office.

 Post-operative visits in the hospital after 14 days (previously this was 42

days).

This change now compensates Specialists for providing this work and aims to
ensure that patients receive care at the most appropriate time. The change to
modernize the billing rules for peri-operative care is in keeping with practices
across Canada.

In addition to the five initiatives listed in the table above, the outcome evaluation will assess the following three
initiatives.

Outcome Evaluation
Only

Description

6. Labour Market
Adjustments

Funding was allocated to make labour market adjustments (LMAs) where required
to recruit and/or retain Specialists in BC and where it also meets the overall
objectives of the 2009 agreement of supporting the delivery of high quality specialty
services. Funds were allocated to Specialist sections where relevant evidence-
based information demonstrated that recruitment and/or retention and inter- and/or
intra-provincial disparity issues existed. The allocations are used to establish new
fees or initiatives that help support the delivery of high quality services (i.e. access,
quality of care or care for complex patients). This initiative was implemented in
April, 2011. Fees and initiatives developed through the LMA allocation are
monitored and managed on a quarterly basis to ensure expenditures remain with
the allocation.

11 SSC 2009/10 Annual Report (General A05).
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Outcome Evaluation
Only

Description

7. Discharge Planning
Fee

A fee developed to improve the information that is documented when a patient is
discharged from hospital to ensure there is proper follow-up and coordination of
patient care and management. This may involve the development of a discharge
plan in coordination with other health care providers, including a patient’s family
physician. The objective of the initiative is to improve the continuity and
coordination of care, particularly in complex cases.

8. Physician
Scholarships for
Leadership Training

Further to the systems redesign initiative and to promote work being undertaken
within each Health Authority, the SSC committed to fund scholarships for training of
Specialists to enhance the redesign experience and outcomes. Interested
Specialists are to complete the application form and submit it to the Vice President
of Medicine at their respective Health Authority for endorsement. Endorsed
applications will be submitted to the SSC for sub-committee funding approval. To
be eligible for endorsement, Specialists must fulfill the following criteria:12

 SSC scholarship funding is available for Specialists as certificants or fellows of
the Royal College of Physicians and Surgeons of Canada.

 The scholarship funding is for the successful completion of training for
leadership activities such as participation in system redesign, and LEAN
processes.

 Maximum funding of up to $10,000 per physician is available to cover actual
tuition fees and travel costs.

 As part of the scholarship funding, physicians may be expected to participate
in a SSC scholarship program evaluation.

 Time/compensation for attendance is excluded from funding.
 Endorsement is required from the Health Authority prior to the final approval of

the SSC.
 The maximum SSC program funding is $250,000.

12 Specialist Services Committee Leadership Training Scholarship Information (B10).
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C) GOALS OF THE SSC INITIATIVES

The SSC identified the following overall program goals for 2011/12:
13

Program Level Goals

1. Patient care and patient outcomes are improved through enhanced and more appropriate patient
access to Specialist Physician services.

2. Provider experience, knowledge and practice management is improved through initiatives that promote
learning, collaboration and office efficiency.

3. The implemented initiatives demonstrate measurable cost effectiveness for the health care system.

Specific goals pertaining to each SSC initiative are outlined in the table below. These individual goals
contribute toward the general program level goals outlined above.

Initiative Level Goals

PHYSICIAN TO PHYSICIAN PHONE FEES

1. Primary care physicians are able to continue care and treatment for patients and unnecessary referral
to Specialists are avoided.

2. Patients receive better and timelier access to care. There is timely identification of patients who require
urgent assessment.

3. Collaboration and consultation is improved between providers.

4. Providers improve efficiency and capacity

5. On a per-patient basis there is a positive cost effective impact resulting from the physician to physician
telephone communication fees.

SPECIALIST TO PATIENT PHONE FEE

1. Patients receive better and timelier access to care, while avoiding unnecessary visits to Specialists.

2. Specialists improve efficiency and capacity

3. On a per-patient basis there is a positive cost-effective impact resulting from the patient
communication fee.

PSP FOR SPECIALISTS

1. Specialist practice management and patient access to Specialist care is enhanced through knowledge
transfer and access, capacity and/or efficiency improvements.

2. Specialist Physicians identify greater provider satisfaction with improvement to office management and
being able to see more patients, while patients indicate satisfaction with the patient-Specialist
experience.

SYSTEM REDESIGN FUNDING

1. Specialists become more engaged with and participate in health system redesign initiatives.

2. System redesign initiatives are better developed and receive better buy-in as a result of greater
physician participation and input.

CHANGE TO PERI-OPERATIVE BILLING RULES

1. The provision of peri-operative care is better aligned with patient care needs through the reduction of
disincentives in peri-operative billing rules.

13 SSC Program Inception Report April 15, 2010.
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Initiative Level Goals

DISCHARGE PLANNING FEE

1. There is better and timelier information that accompanies the discharge of a patient from the hospital
into the community.

2. There is improved continuity and coordination of care for patients discharged from hospital, particularly
in complex cases.

LABOUR MARKET ADJUSTMENTS

1. Specialist sections with the greatest recruitment/retention and disparity problems are provided with
funding for a labour market adjustment.

2. LMA funding is able to improve access and quality of Specialist care through the implementation of
new fees and initiatives.

D) IMPLEMENTATION OF THE SSC INITIATIVES

The project team consists of SSC members as well as staff
members from the BCMA and the Ministry of Health Services
(MOHS) that provide support to the SSC.

14
The project is led by

two project managers, one each from the BCMA and the MOHS.
Responsibilities of the project team encompass:

 Designing, planning, implementing and monitoring the SSC
initiatives.

 Developing and executing the communications plan.
 Monitoring and managing expenditures within the overall

funding allocation.
 Providing the SSC with progress reports on a regular basis.
 Providing guidance to the external evaluation consultant

regarding the mid-term and outcome evaluation.

Other responsibilities of the project team include discussing the status of implementation; reviewing
monthly uptake of fees and monitoring impact on the SSC allocation; reviewing risks, issues and lessons
learned; and providing input into the development on quarterly status reports to the SSC.

The SSC members’ responsibilities include:

 Providing the project team with strategic guidance.
 Providing oversight of project implementation and overseeing progress based on monitoring and

progress reports.
 Providing input regarding redesign or modification to the project components if required.
 Reviewing the evaluation reports prepared by the Evaluation Consultant.
 Project monitoring on a quarterly basis to track implementation progress; utilization levels of the new

fee codes; whether adjustments are required to remain within the funding allocations; whether
information and data is being properly collected; and whether there are issues requiring action.

14 SSC Program Inception Report April 15, 2010.

Project
Team

SSC
Members

MOH Staff
Members

BCMA
Staff

Members
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E) BUDGET

Summaries of 2010/11 and 2011/12 SSC budget allocations are provided in the subsequent table.
15

Initiative Funding

2010/11 2011/12

Physician to Physician Phone Fees $4.0 million $7.8 million

Specialist to Patient Phone Fee $6.0 million $12.9 million

PSP for Specialists $0.8 million $0.8 million

System Redesign Funding $0.5 million $0.5 million

Discharge Planning Fee $2.5 million $7.0 million

Change to Peri-Operative Billing Rules $6.1 million $6.1 million

Labour Market Adjustments - $10.0 million

Annual Expenditures $19.9 million $45.1 million

F) SSC INITIATIVES LOGIC MODEL

The logic model, presented on the following page, outlines activities, outputs and program outcomes for
SSC program design and delivery. A set of output and outcome indicators were established for each SSC
initiative. Ultimately, the SSC initiatives aim to encourage improved access and quality of patient care;
cost-effective improvements for the health care system; and improved provider efficiency and capacity.
MNP revised the logic model was revised to include two additional SSC initiatives: the PSP for Specialists
and the Discharge Planning Fee.16

15 Ibid.
16 The Discharge Planning Fee was not implemented until 2012.
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SSC Program Initiatives Logic Model

Program
Components

Activities

Outputs

Immediate
Outcomes

Intermediate
Outcomes

Long Term
Outcomes

Physician to Physician
Phone Fees

Specialist to
Patient Phone

Fee

Peri-Operative
Billing Rule

Changes

System Redesign
Funding

Practice Support
Program (PSP) for

Specialists

Discharge
Planning Fee

•Urgent calls
•Management calls

•Improved continuity
and coordination of

care

•Improved access and quality of patient care
•Cost effective improvements for the health care system

•Improved provider efficiency and capacity

Fees paid to Specialists for
telephone calls with General
Practitioners and other

Specialists

Fees are paid to
specialists for follow-
up telephone calls

with patients

Fees are paid for pre-
and post-operative
visits in the office and

in the hospital

Funding is allocated for
compensation of
Specialists participating in

health system redesign

initiatives

PSP is expanding to

include Specialists and
their MOAs

Fee to improve the
information that is
documented when a

patient is discharged

from hospital

•Patient management
calls

•Pre and post
operative visits in the

office and hospital

Specialist participation in:

•Education and training in
redesign strategies

•Design of
tools/techniques

•Planning and
implementation
committees

•Evaluation activities

•Development of PSP
materials for Specialists

& work plan & schedule

for training modules
•Participation of

Specialist practices in
Learning Sessions &
Action Period activities

•Development of a
discharge plan in

coordination

with other health care
providers, including a

patient’s family
physician

•Better access by General
Practitioners to specialists
•Quicker access by patients to

Specialist advice

•Timely identification of patients
who require urgent assessment
•Reduced number of

emergency room visits

•Avoidance of unnecessary
referrals to specialists

•General Practitioners are able
to continue care/treatment of
patients

•Improved
convenience for
patients

•Improved patient

access to care
•Decreased need for
follow – up office

visits by patients

•Less Specialist
resources for

telephone call versus
office visit

•Reduction of
disincentives in peri-

operative billing rules

•Increased engagement
of Specialist in health

system redesign

initiatives

• Enhance learning,

application, and sharing
of improvement work

•Gradual
implementation of

practice changes by
Specialists and MOAs

•Improved information

that is documented
when a patient is

discharged from
hospital

•Improved follow-up
patient care &
management

•Patients receive more

appropriate and timelier access
to specialist services

•Improved collaboration and
consultation between General

Practitioners and Specialists
•Knowledge transfer to General
Practitioners

•Increase in the number and/or
complexity of patients handled
by Specialists

•Cost effective access to
Specialist advice resulting from

telephone fees

•Increased patient
access, convenience

and quality of care

•Positive fiscal benefit
resulting from avoided
office visits

•Patients receive care
at the appropriate

time

•More appropriate
timing of pre and post
–operative visits

•System redesign
initiatives are better

developed

•Greater Specialist buy-in
to system redesign
initiatives

•Decreased waiting and
attendance time for

patients

•Improved Specialist
practices with improved
efficiency and capacity
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4. EVALUATION METHODOLOGY AND APPROACH

This chapter provides an overview of the methodology and approach utilized to carry out the mid-term
evaluation. It outlines the data collection approach, as well as strengths and limitations of the evaluation.

A) EVALUATION MATRIX

A summary of the evaluation issues, questions, indicators and data sources is provided in the evaluation
matrix in Appendix D. The evaluation matrix shows the different qualitative and quantitative methods used
to collect and analyze data.

B) KEY QUESTIONS

The evaluation was designed to answer the following questions:

1. Implementation. Have the initiatives been implemented in an effective manner?
2. Achievement of Objectives. To what degree have the initiatives achieved their intended

objectives?
3. Success and Constraining Factors. What kinds of factors contribute to and/or constrain the

effectiveness of the initiatives?
4. Unintended Consequences. Are there any unintended (positive or negative) consequences

occurring as a result of the initiatives?
5. Improvement Opportunities. Are there opportunities for improvement?

C) DATA COLLECTION APPROACH

The data collection took place from September to October 2011. To answer the key evaluation questions
listed above, the evaluation relied on information gathered through both primary and secondary research,
as outlined in the graphic below. A detailed description of the evaluation and data collection approach
follows.

Note: HA reports = Health Authority Reports on System Redesign Funding.

• Collected by MNP:
• Phone interviews
• Online survey of

SSC members
• Section head input
• PSP case study

• Other:
• Ipsos Reid survey of

physicians

Primary
Research

• Document and
literature review:
• SSC documentation

• Summary Reports:
• MSP reports
• PSP reports
• HAreports

Secondary
Research
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Primary Research

1. Primary Data Collected by MNP

The primary research tools developed by MNP and used to assess program participant and stakeholder
perceptions included the following telephone interview tools:

 Key Informant Questionnaire.
 Health Authority Stakeholders Questionnaire.
 PSP for Specialists Staff Questionnaire.
 PSP for Specialists Participant Questionnaire.
 Other Stakeholders Questionnaire.
 GPSC Representatives Questionnaire.

Other primary data included a short online survey of SSC members, email input from four section heads
and a PSP case study of group medical visits.

The individual data collection tools and questions (i.e. interview guides and survey questionnaires) can be
viewed in Appendix E.

2. Primary Data Collected by Ipsos Reid

Two online surveys of physicians (General Practitioners and Specialists) were administered by Ipsos Reid
assessing physicians’ knowledge of the SSC initiatives and the degree to which the initiatives are
achieving their intended objectives (i.e. avoiding unnecessary face-to-face encounters and improving
collaboration between General Practitioners and Specialists). Ipsos Reid conducted a baseline and a mid-
term survey:

 2010 Baseline Survey. The baseline survey was conducted in 2010 to gather General Practitioner
and Specialist perceptions prior to the implementation of the SSC initiatives (i.e. prior to April 1,
2010).

 2011 Mid-Term Survey. The mid-term survey was conducted in mid-2011 to gather General
Practitioner and Specialist perceptions a year into the implementation of the SSC initiatives (i.e. after
April 1, 2011).

Sample sizes are included in the Respondent’s Profile section below. The specific survey questions can
be viewed in Appendix E.

Secondary Research

Secondary research conducted by MNP for the mid-term evaluation included:

1. Document Review

The document review consisted of a comprehensive review of existing resources including the SSC
Inception Report and annual reports. For a comprehensive list of documentation reviewed, please refer to
Appendix B.

From the document review, information was extracted to address the relevant issues included in the
evaluation matrix and answer the evaluation questions.
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2. Review of Summary Reports

MNP reviewed and analyzed the following summary reports provided by the SSC:

 MSP Summary Reports showing usage by Speciality and month for fee codes G10001, G10002
and G10003. The SSC was able to access the Medical Services Plan (MSP) Claims Database
which includes claims which were paid by the MSP for eligible services rendered. The data
available for the mid-term evaluation and included in this report was from April 1, 2010 (when the
SSC initiatives were introduced) through March 31, 2011.

 PSP Reports which summarized the number of Specialists engaged, the number of participants by
Health Authority, as well as the number of graduates and withdrawals. The reports also summarized
total cost and total hours invested by PSP Coordinators, Specialist Champions and participating
Health Authorities.

 Health Authority Reports on the system redesign initiative which summarized available data on
the number of projects funded, the number of participating physicians and the related effort.

D) EVALUATION STRENGTHS AND LIMITATIONS

In this section, we discuss the evaluation strengths and outline the potential limitations that should be
considered when reviewing the results.

Evaluation Strengths

The evaluation used several methods and mechanisms to enrich the data collection and increase
confidence in the overall results. Strengths of the evaluation approach included:

 Relationships can be inferred through the use of multiple lines of evidence, such as the use of various
sources of information and a mix of methods such as interviews, surveys, case studies, document
review and administrative data review. This type of evaluation design improves the reliability and
validity of findings.

 The evaluation incorporated significant sample sizes. Over 2,500 individuals from various groups
provided input via primary data sources. Sample sizes by stakeholder group and respondent profiles
are included in Chapter V of this report.

 The data collection tools and the questions utilized in the mid-term evaluation were tailored to each
respondent group. This approach allowed us to collect more meaningful input regarding the SSC
initiatives than would have been the case with a single standardized questionnaire.

 To assist PSP staff in improving the delivery and implementation of the PSP for Specialists, MNP
prepared and delivered a detailed presentation of findings and improvement opportunities for the PSP
for Specialists and facilitated a question-and-answer period with PSP staff on November 22, 2011.
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Evaluation Limitations

Some of the potential limitations pertaining to data reliability and validity that should be considered when
reviewing the mid-term results are summarized in the following table:

Limitation Approach Taken to Resolve or Mitigate the
Limitation

Interviews. Low participation rate from one
stakeholder group in the telephone
interviews. Only one GPSC member
participated.

Even though only one GPSC member
participated in the telephone interviews, input
was gathered from the General Practitioner
perspective:

1. From the Ipsos Reid Survey.

2. By speaking to PSP staff who work with

both General Practitioners and

Specialists.

MSP Data. MNP was not able to extract and
analyze detailed data from the MSP claims
database for the mid-term evaluation due to
the data agreement between the Ministry and
the BCMA. We only assessed summary
reports including the uptake of the new fee
codes by specialty and month. We were
unable to conduct a detailed analysis of fee
code data.

The outcome evaluation will feature several
specific MSP extractions to assess the cost
effectiveness of initiatives utilizing MSP billing
codes. For example, we may assess how the
number of office visits and MSP billings were
affected by the introduction of fee codes G10002
and G10003. The additional MSP data analysis
will help assess the impact of the new codes on
cost efficiency.

Health Authority Reports. Two Health
Authorities did not participate in the system
redesign initiative. The remaining Health
Authorities reported very inconsistently and
the only common uptake measure was the
number of projects implemented.

The lack of sufficient background data and
consistent reporting mechanisms across the
Health Authorities posed a difficulty when
reporting on the results and making inferences
pertaining to the system redesign funding
initiative. To mitigate this limitation, we gathered
input from Health Authorities in telephone
interviews. We are further including an
improvement opportunity around consistent
reporting in Chapter VII.

Overall, we mitigated limitations as much as possible through the use of multiple lines of evidence and by
validating findings through other primary and secondary sources of data. We will include analyses that we
were not able to conduct for the mid-term evaluation (e.g. MSP extraction) as part of the outcome analysis
in 2012.

Potential data collection methods for the outcome evaluation will include:

 Additional document review.
 Detailed MSP data set review.
 Case studies.
 Interviews (and, if applicable, surveys) with

stakeholders and program participants.

 Focus groups with physicians.
 Focus groups/surveys with patients.
 Literature review and comparative analysis of

similar programs in Canada and other
jurisdictions.
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5. RESPONDENTS’ PROFILE

We collected program perceptions from a large and diverse sample of respondent groups, summarized in
the table below. We present a profile of each respondent group below (with the exception of SSC
members and section heads which are self explanatory categories).

Summary of Respondents Number of Respondents

SSC Members (mini online survey) 13

Section Heads (email correspondence) 4

Physicians

 Specialists (Ipsos Reid survey)
708 (baseline survey)

637 (mid-term survey)

 General Practitioners (Ipsos Reid survey)
635 (baseline survey)

537 (mid-term survey)

Key Informants 13

GPSC Representatives 1

Health Authority Stakeholders 5

PSP Staff 7

PSP Participants 12

Other Stakeholders 6

Total 2,578

A) PROFILE OF SPECIALISTS – IPSOS REID SURVEY

As shown in the table above, a total of 1,343 Specialist
and General Practitioners participated in the Ipsos Reid
baseline survey. In the mid-term survey there were 1,174
participants. A detailed description of the mid-term survey
participants is included below.

As indicated in the pie chart on the left, more than half of
the physicians surveyed by Ipsos Reid practice primarily
as Specialists (54%) while 46% practice as General
Practitioners.

GP (family
practitioner)

46%

Specialist
54%
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More than half (52%) of Specialists surveyed practice
in the field of Psychiatry (12%), Anesthesiology (9%),
Paediatrics (7%), Emergency Medicine (7%), General
Surgery (6%), Orthopaedic Surgery (6%) and
Obstetrics and Gynaecology (5%), as indicated in the
chart on the left.

Ninety-two percent practice in an urban location while
8% practice in a rural location. Sixty-one percent of
respondents are fee-for-service physicians while
others are remunerated through blended payment
(17%), service contracts (14%), salary (5%) and
sessional rates (1%).

Respondents are primarily male (73% male, 26%
female, and 2% did not identify gender). Age ranges
among respondents are as follows: 36% are over 55
years of age, 29% are 45-54 years of age, and 34%

are under 45 years of age. Almost half (48%) of respondents have been practicing for over 21 years.
Twenty-seven percent have been practicing for 10 to 20 years and 25% have been practicing for less
than 10 years.

B) PROFILE OF GENERAL PRACTITIONERS – IPSOS REID SURVEY

The majority (74%) of General Practitioners in the Ipsos Reid mid-
term survey practice mainly in a group or solo practice. Other practice
types include locum (8%), walk-in (6%) and hospitalist (4%), as
indicated in the table on the right. Seventy-two percent practice in an
urban location while just over a quarter (28%) practice in a rural
location. Three quarters of respondents are fee-for-service physicians
while others are remunerated through blended payment (12%),
service contracts (6%), sessional rates (4%) and salary (2%).

Respondents were relatively evenly distributed by gender (57% are
male and 42% are female). Age ranges among respondents are as
follows: 39% are over 50 years of age, 30% are 45-54 years of age
and 31% are under 45 years of age. More than half of respondents
have been practicing for over 21 years. Twenty-two percent have
been practicing for 10 to 20 years and 20% have been practicing for less than 10 years.

C) PROFILE OF KEY INFORMANTS – MNP TELEPHONE INTERVIEWS

Key informants range with respect to their roles regarding the SSC initiatives. A breakdown of key
informants interviewed is provided in the table on the right. Respondents are involved in the SSC and its
initiatives in a variety of ways. While some are providing
secretariat and staff support from the BCMA or MOHS
side, others are SSC co-chairs, Health Authority and
government representatives on the SSC, executive leads
for the SSC or executive directors of the Medical
Services Branch.
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D) PROFILE OF GPSC REPRESENTATIVE – MNP TELEPHONE INTERVIEWS

Only one GPSC Representative participated in the telephone interviews. To maintain confidentiality, we
are not providing additional details about the respondent.

E) PROFILE OF HEALTH AUTHORITY STAKEHOLDERS – MNP TELEPHONE
INTERVIEWS

Health Authority stakeholders included regional managers, directors and leaders of physician initiatives.
One representative coordinates the funding allocation process within his/her Health Authority and
approves or rejects physician proposals internally. Respondents feel that they are generally very
knowledgeable with regards to the physician payment for the system redesign initiative.

F) PROFILE OF PSP STAFF – MNP TELEPHONE INTERVIEWS

PSP staff in the interviews consisted of project coordinators, a primary health care regional support
program manager, a Specialist champion and a regional support team lead.

17
Another respondent has

been supporting the primary care improvement initiatives since 2003, working with the MOHS, the BCMA
and all the Health Authorities as a private contractor.

One respondent noted that he/she has supported the PSP since its inception and has been involved in
both the development and delivery of the modules. He/she is currently supporting his/her respective
Health Authority in the delivery of the Specialist PSP modules as well as the shared care chronic
obstructive pulmonary disease module, the latter involving both Specialists and General Practitioners.

While most (60%) of the staff are very familiar with the SSC and its initiatives, one respondent indicated
being more familiar with the GPSC and the PSP for General Practitioners.

G) PROFILE OF PSP PARTICIPANTS – MNP TELEPHONE INTERVIEWS

Feedback regarding their involvement in, and satisfaction with, the PSP for Specialists was gathered from
twelve participants included eight Specialists, three MOAs and one endoscopy nurse. The eight
Specialists represented the following sections: Psychiatry (3), Respirology (2), OB/GYN (1),
Anesthesiology (1) and General Surgery (1), as indicated in the chart below.

Participants also varied by geography,
stage of completion and Health Authority.
Half of the respondents interviewed are
located in the Vancouver and Lower
Mainland region. Others are located on
Vancouver Island, Prince George, Port
Alberni and Penticton.

All respondents participated in at least one
of the PSP’s three learning session.
However, only four of the eight Specialists
interviewed participated in an action period
where physicians attempt to implement
practice change in their office.

18

17 Three of the seven PSP staff were interviewed in a face-to-face focus group session instead of a telephone
interview.
18 There two action periods for each module.
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Five of the eleven respondents represent the
Fraser Health Authority (FHA), as indicated in the
chart on the left. The others represent Vancouver
Island Health Authority (VIHA), Vancouver
Coastal Health (VCH), Northern Health Authority
(NHA) and Interior Health Authority (IHA).

H) PROFILE OF OTHER STAKEHOLDERS – MNP TELEPHONE INTERVIEWS

Other stakeholders included representatives of BCMA societies (i.e. Society of Specialist Physicians and
Surgeons of BC), section heads and one communications and media relations representative. When
asked to rate their familiarity with the SSC and its initiatives on a scale of 1 to 5, where 1 is not at all
familiar and 5 is very familiar, respondents provided an average rating of 4.3. Their involvement with
respect to the SSC initiatives ranged from attending SSC meetings and providing feedback, to utilizing
the billing codes for telephone calls and making physicians (General Practitioners and Specialists) aware
of the SSC initiatives. Two respondents indicated not having had any involvement in the design and
development of the SSC initiatives.

5

3

1 1 1
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6. SUMMARY OF MID-TERM EVALUATION FINDINGS

In this chapter we present the mid-term evaluation findings for each of the five SSC 2010/11 initiatives
evaluated, and for the program overall.

A) PHYSICIAN TO PHYSICIAN PHONE FEES

The key mid-term evaluation findings for the physician to physician phone fee initiative are as
follows:

 Program uptake was initially slow.
 Program participants and stakeholders feel that the initiative has improved patient access to

care and reduced the number of unnecessary visits to Specialists.
 Specialists are experiencing difficulties with the billing process.
 A potential way to expand and improve the program is to make email communication eligible

for billing.

We outline the detailed secondary and primary evaluation findings for the physician to physician phone
fee initiative below.

Findings from Secondary Research

There are two types of physician to physician phone fees: one that requires a two-hour response
(G10001) by the Specialist; and, one that requires a one-week response (G10002). The findings for fee
code G10001 are presented first, followed by the findings for G10002.

Specialist Telephone Advice Fee (Code G10001)

Between April 1, 2010 and March 31, 2011, 37.6% of the Specialist population billed fee code G10001.

As indicated in the table below, total SSC telephone fee payments amounted to roughly $2.4 million for
40,196 services rendered by 1,599 physicians (excluding General Practitioners). Average payments per
physician amounted to $1,508. The fee code was most commonly billed by gastroenterologists (73.7%),
followed by cardiologists (72.7%), endocrinologists (71.2%) and urologists (70.7%).

Specialist Telephone Advice (2 Hour Response) - G10001

Section Specialty Physicians Services Payments
Total

Physicians
% of Total
Physicians

Payments
per

Physician

56 Gastroenterology 56 2,421 $145,260 76 73.7% $2,594

26 Cardiology 88 1,637 $98,220 121 72.7% $1,116

51 Endocrinology 37 611 $36,660 52 71.2% $991

13 Urology 65 2,905 $174,300 92 70.7% $2,682

44 Rheumatology 36 777 $46,620 54 66.7% $1,295

10 Orthopaedic
Surgery

141 7,867 $472,020 219 64.4% $3,348

59 Nephrology 46 837 $50,220 73 63.0% $1,092

49 Respirology 48 782 $46,920 78 61.5% $978

02 Neurology 70 2,558 $153,480 117 59.8% $2,193

09 Neurosurgery 22 2,254 $135,240 37 59.5% $6,147

67 Infectious
Diseases

26 1,364 $81,840 45 57.8% $3,148
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Specialist Telephone Advice (2 Hour Response) - G10001

Section Specialty Physicians Services Payments
Total

Physicians
% of Total
Physicians

Payments
per

Physician

07 Otolaryngology 47 599 $35,940 86 54.7% $765

74 Hematology &
Oncology

19 1,217 $73,020 35 54.3% $3,843

05 Obstetrics &
Gynaecology

128 2,431 $145,860 245 52.2% $1,140

47 Vascular Surgery 16 551 $33,060 31 51.6% $2,066

08 General Surgery 127 3,129 $187,740 259 49.0% $1,478

45 Allergy and
Immunology

13 108 $6,480 27 48.1% $498

11 Plastic Surgery 37 1,083 $64,980 81 45.7% $1,756

01 Dermatology 25 163 $9,780 65 38.5% $391

53 Critical Care 16 580 $34,800 48 33.3% $2,175

14 Paediatrics 102 1,263 $75,780 307 33.2% $743

24 Geriatric
Medicine

11 36 $2,160 36 30.6% $196

06 Ophthalmology 51 578 $34,680 200 25.5% $680

33 Nuclear
Medicine

6 51 $3,060 24 25.0% $510

15 General / CRIM 138 2,668 $160,080 619 22.3% $1,160

03 Psychiatry 128 538 $32,280 695 18.4% $252

16 Radiology 59 751 $45,060 323 18.3% $764

20 Physical
Medicine

10 44 $2,640 58 17.2% $264

17 Pathology 5 179 $10,740 119 4.2% $2,148

18 Anesthesia 19 96 $5,760 486 3.9% $303

00 General Practice 21 49 $2,940 5,197 0.4% $140

12 Cardiac Surgery * 38 $2,280 38

19 Paediatric
Cardiology

* 22 $1,320 9

28 Emergency
Medicine

* 23 $1,380 61

48 Chest Surgery * 19 $1,140 13

TOTAL 1,620 40,245 $2,414,700 9,453 17.1% $1,491
TOTAL

(without
General

Practitioners)

1,599 40,196 $2,411,760 4,256 37.6% $1,508

*Claim Specialty is the specialty associated with physician at the time of the claim. As some physicians hold multiple
certifications or change specialty during the year this classification should be used with caution. The total number of
physicians is less than the sum of physicians by claim specialty due to physicians with multiple designations.

**Removed Medical Genetics because sample size was 1.
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As indicated in the chart below, the uptake of fee code G10001 increased steadily over the course of the
2010/11 fiscal year. The uptake of the fee code increased over 80% between April 2010 (2,261 services
rendered) and March 2011 (4,176 services rendered).

Specialist Telephone Patient Management Fee (Code G10002)

Fee code G10002 (one week response) has experienced lower uptake than fee code G10001 by the
Specialist population. Just under a quarter (22.3%) of Specialists billed the fee code between April 2010
and March 2011, as indicated in the table below. Total payments amounted to $262,920 for 6,573
services rendered by 950 physicians (excluding General Practitioners). Average payments per physician
amounted to $277. The fee code was most commonly billed by rheumatologists (59.3%), followed by
urologists (56.5%), gastroenterologists (53.9%) and endocrinologists (53.8%).

Specialist Telephone Patient Management (One Week Response) - G10002

Section Specialty Physicians Services Payments
Total

Physicians
% of Total
Physicians

Payments
per

Physician

44 Rheumatology 32 327 $13,080 54 59.3% $409

13 Urology 52 649 $25,960 92 56.5% $499

56 Gastroenterology 41 299 $11,960 76 53.9% $292

51 Endocrinology 28 216 $8,640 52 53.8% $309

09 Neurosurgery 19 124 $4,960 37 51.4% $261

02 Neurology 52 455 $18,200 117 44.4% $350

74 Hematology &
Oncology

14 195 $7,800 35 40.0% $557

47 Vascular Surgery 12 156 $6,240 31 38.7% $520

26 Cardiology 43 595 $23,800 121 35.5% $553

05 Obstetrics &
Gynaecology

86 416 $16,640 245 35.1% $193

08 General Surgery 88 603 $24,120 259 34.0% $274

45 Allergy and
Immunology

9 59 $2,360 27 33.3% $262
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Specialist Telephone Patient Management (One Week Response) - G10002

Section Specialty Physicians Services Payments
Total

Physicians
% of Total
Physicians

Payments
per

Physician

07 Otolaryngology 28 162 $6,480 86 32.6% $231

10 Orthopaedic
Surgery

61 376 $15,040 219 27.9% $247

59 Nephrology 20 113 $4,520 73 27.4% $226

49 Respirology 21 115 $4,600 78 26.9% $219

11 Plastic Surgery 21 76 $3,040 81 25.9% $145

01 Dermatology 16 99 $3,960 65 24.6% $248

67 Infectious
Diseases

9 157 $6,280 45 20.0% $698

24 Geriatric
Medicine

6 14 $560 36 16.7% $93

14 Paediatrics 49 310 $12,400 307 16.0% $253

06 Ophthalmology 30 111 $4,440 200 15.0% $148

20 Physical
Medicine

8 19 $760 58 13.8% $95

03 Psychiatry 86 245 $9,800 695 12.4% $114

15 General / CRIM 65 410 $16,400 619 10.5% $252

53 Critical Care 5 26 $1,040 48 10.4% $208

16 Radiology 21 72 $2,880 323 6.5% $137

18 Anesthesia 14 33 $1,320 486 2.9% $94

17 Pathology 0 0 $0 119 0.0%

28 Emergency
Medicine

0 0 $0 61 0.0%

00 General Practice * 10 $400 5,197

12 Cardiac Surgery * 2 $80 38

19 Paediatric
Cardiology

* 2 $80 9

33 Nuclear
Medicine

* 59 $2,360 24

48 Chest Surgery * 77 $3,080 13

TOTAL 950 6,583 $263,320 9,453 10.0% $277
TOTAL

(without
General

Practitioners)

950 6,573 $262,920 4,256 22.3% $277

*Claim Specialty is the specialty associated with physician at the time of the claim. As some physicians hold multiple
certifications or change specialty during the year this classification should be used with caution. The total number of
physicians is less than the sum of physicians by claim specialty due to physicians with multiple designations.

**Removed Medical Genetics because sample size was 1.
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Overall, the uptake of fee code G10002 experienced variability and minimal growth (less than 10%) over
the course of the 2010/11 fiscal year. As shown in the chart below, 567 services were rendered in April
2010 and 605 services were rendered in March 2011.
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Findings from Primary Research

We summarize the primary research findings for the physician to physician phone fees initiative below.
The assessment includes both fee code G10001 and fee code G10002.

Implementation

A variety of communication tools (i.e. SSC 2010 initiative FAQs, President’s Letter, BCMJ article – New
SSC initiatives Underway, news release by the MOHS, SSC posters and advertisements and quarterly
newsletters for BC’s Specialist Physicians) were utilized to inform Specialists of the new fee codes. In
addition, using the communication tools available to the GPSC, primary care physicians were informed
and encouraged to remind Specialists that they may bill for the fee codes.

19

Participants in the telephone interviews noted that the telephone fees have been well communicated in
comparison to some of the other SSC initiatives and that section heads conducted follow up
communication.

When asked how familiar they are with the fees and initiatives that were implemented by the SSC on April
1, 2010, more than half of the General Practitioners surveyed by Ipsos Reid indicated being at least
somewhat familiar with the initiatives, as shown in the chart below. General Practitioners’ familiarity with
the SSC initiatives increased significantly, from 24% in 2010 to 57% in 2011. Thirty nine percent of
General Practitioners felt that they received the right amount of information about the initiatives while 46%
felt they received too little information. Only 1% of General Practitioners indicated having received too
much information about the initiatives.

*Note: This graph shows results for General Practitioners familiarity with all SSC initiatives implemented on April, 2010. The
initiatives that are most relevant for General Practitioners are fee codes G10001 and G10002. Hence the above graph is included in
the physician to physician phone fees section of this report.

Specialists’ familiarity with the fees and initiatives implemented by the SSC on April 1, 2010 also
increased between 2010 and 2011. In 2011, almost 60% of participating Specialists were at least

19 SSC “Phase 1” Initiatives Effective April 1, 2010 Costing Background Information (A15).
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somewhat familiar with the initiatives, as indicated in the chart below. This represents a 9% increase from
the baseline survey in 2010.

Knowing that Specialists are now compensated for providing these telephone services only somewhat
changed the frequency with which General Practitioners contact Specialists by telephone for urgent
advice and/or for non-urgent patient management advice, as indicated in the chart below. Twenty-nine
percent of General Practitioners indicated contacting Specialists more often for advice knowing that they
are now compensated, while 67% said it has not changed their frequency of interaction with a Specialist.
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Achievement of Objectives

In the telephone interviews and SSC online survey, key Informants (n=10) and SSC members (n=12)
generally felt that, although uptake was slow and billing of the fee codes unequally distributed across the
sections, the physician to physician phone fees have been fairly successful in improving access by
patients and reducing unnecessary Specialist visits. As shown in the chart below, when asked to rate how
successful they feel the Initiatives have been in achieving their intended objectives, on a scale of 1 to 5,
where 1 = not at all successful, 3 = somewhat successful and 5 = very successful, key informants
provided an average rating of 3.2 and SSC members provided an average rating of 3.7.

Although the perceived success of physician to physician phone fees is moderate, they have nonetheless
yielded some positive outcomes. Participants in the telephone interviews indicated that the physician to
physician phone fees have allowed for discussion of patient cases, facilitated consultative care and
improved collaboration between General Practitioners and Specialists, thus resolving problems
associated with unnecessary patient visits and long wait lists. The fees have made Specialists more
accessible and have made General Practitioners more comfortable with phoning Specialists, knowing that
they are now reimbursed for providing medical advice via telephone.

Feedback received from section heads further supports
these findings. One section head noted that phone
advice is very helpful, particularly in hospitals that serve
a large geographic area. He/she further explained that
his/her members have been able to provide advice to
physicians in smaller communities and in many cases
prevented unnecessary transfers of patients to the
regional hospital. The telephone consultations have also served a significant role in enhancing physician
to physician communication and collaboration.

According to the Ipsos Reid survey, the percentage of non-emergent calls to Specialists returned within
specific timeframes has increased since 2011; 97% of calls initiated by General Practitioners are returned
within one week, as indicated in the chart below. Specialists that bill fee code G10001 do so an average
of 6.7 times/month. Specialists that bill fee code G10002 do so an average of 4.2 times/month.
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General Practitioners and Specialists in the Ipsos Reid survey were also asked to rate the extent to which
they agree with the following statements:

 The telephone fees help improve collaboration and consultation between physicians.
 The telephone fees help enable primary care physicians to continue care and treatment for patients

and avoid unnecessary referrals to Specialists.
 The telephone fees help better enable identification of patients that require an urgent Specialist

assessment/referral.
 The telephone fees help enable patients to receive timelier access to care.

Agreement was indicated on a scale of 1 to 5, where 1 = disagree strongly, 2 = disagree somewhat, 3 =
neither agree nor disagree, 4 = agree somewhat and 5 = agree strongly.

As indicated in the chart below, respondents’ perception ratings in all three areas are fairly positive and
support the initiatives’ intended objective to avoid unnecessary consults and encourage consultation
which can expedite management of patients. A GPSC representative in the telephone interviews also
noted that the physician to physician phone fees have made it easier for General Practitioners to access
advice from Specialists by phone on an expedited basis instead of trying to set up appointments for
patients.
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Nonetheless, physicians’ overall perceptions regarding the reasonableness of wait times for Specialist
consultations indicate that wait times, particularly for non-urgent visits, are still an issue that needs to be
further addressed, as indicated in the charts below.

Success and Constraining Factors

Factors constraining the success of the initiative include difficulties with the administrative/billing process
and lack of knowledge regarding appropriate billing procedures. Specialists are also often not in the habit
of using the fee code and may not note down the information required for billing.

Interviewees suggested that success is dependent on the individual expectations of physicians, the ease
of using of the different processes and the interest and awareness across the sections. Success should
be measured by looking at outcome data (e.g. by measuring whether there was a reduction in emergency
visits because of code usage).
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Unintended Consequences

In the Ipsos Reid survey, 60% of General Practitioners felt that there have not been any unintended
outcomes as a result of the physician to physician phone fees. Only 5% felt that there were unintended
outcomes. As shown in the chart below, such outcomes included better relationships with Specialists and
differences in compensation between General Practitioners and Specialists. More specifically, some
General Practitioners suggested that they should be remunerated in a similar fashion.

Participants in the phone interviews did not mention any unintended outcomes for the physician to
physician phone fees.

Improvement Opportunities

The referral process between health care providers is one area which can be improved. Specialists in the
Ipsos Reid survey were asked to approximate how many times per week they receive a patient referral
where they feel that if there was better communication with the General Practitioner, the patient may not
have needed a referral. As indicated in the chart below, 45% of Specialists indicated that at least one
referral per week could be avoided by better communication between health care providers. Thus,
opportunities to improve collaboration and communication among health care providers still exist.
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Participants in the phone interviews and online surveys shared a few additional improvement
opportunities and recommendations, including:

 Expanding the scope of the telephone fees and considering the inclusion of other communication
channels such as email in the program.

 Eliminating tactical problems related to billing of the codes.
 Raising General Practitioner awareness to call Specialists for advice.
 Developing an improved process to facilitate increased Specialist use of telephone fees.

Sections also provided recommendations and suggestions. Some potential incentive fees suggested by
sections include consults and procedures for:

 Patients with multiple conditions or high risk (e.g. age>75 and BMI>35).
 Patients with co-morbidities, e.g.

- Cancer diagnosis (not including non-melanoma skin cancer)
- Diabetes mellitus
- Congestive heart failure
- Hypertension
- Chronic obstructive pulmonary disease
- Renal failure
- Liver failure
- Adrenal insufficiency or chronic steroid dependence
- Infectious or pharmacologic immuno-suppression
- Cerebro-vascular or peripheral vascular disease
- Coronary artery disease
- Severe malnutrition
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B) PHYSICIAN TO PATIENT PHONE FEE

The key mid-term evaluation findings for the physician to patient phone fee initiative are as
follows:

 Program uptake has been slow.
 The initiative may not be applicable to some sections where in person follow up is needed.
 Program participants and stakeholders feel that the initiative has improved the process and

effectiveness of advising patients and reduced the number of unnecessary visits to
Specialists.

 Specialists are experiencing difficulties with the billing process.
 A potential way to expand and improve the program is to make email communication and

support staff communication eligible for billing.

We outline the detailed secondary and primary evaluation findings for the physician to patient phone fee
initiative below.

Findings from Secondary Research

The Specialist to patient phone fee (G10003) was billed by about 28.2% of the Specialist population
between April 2010 and March 2011, as indicated in the table below. Total payments amounted to
$927,000 for 46,350 services rendered by 1,200 physicians (excluding General Practitioners). Average
payments per physician amounted to $776. The fee code was most commonly billed by urologists
(73.9%), followed by rheumatologists (72.2%), endocrinologists (67.3%) and gastroenterologists (65.8%).

Specialist Patient Telephone Follow-Up - G10003

Section Specialty Physicians Services Payments
Total

Physicians
% of Total
Physicians

Payments
per

Physician

13 Urology 68 8,849 $176,980 92 73.9% $2,603

44 Rheumatology 39 2,194 $43,880 54 72.2% $1,125

51 Endocrinology 35 3,049 $60,980 52 67.3% $1,742

56 Gastroenterology 50 1,906 $38,120 76 65.8% $762

07 Otolaryngology 56 2,646 $52,920 86 65.1% $945

05 Obstetrics &
Gynaecology

130 5,390 $107,800 245 53.1% $829

74 Hematology &
Oncology

17 601 $12,020 35 48.6% $707

26 Cardiology 57 1,791 $35,820 121 47.1% $628

02 Neurology 55 1,464 $29,280 117 47.0% $532

08 General Surgery 119 6,735 $134,700 259 45.9% $1,132

09 Neurosurgery 17 312 $6,240 37 45.9% $367

47 Vascular Surgery 14 649 $12,980 31 45.2% $927

45 Allergy and
Immunology

12 580 $11,600 27 44.4% $967

01 Dermatology 26 1,677 $33,540 65 40.0% $1,290

49 Respirology 31 598 $11,960 78 39.7% $386

59 Nephrology 28 603 $12,060 73 38.4% $431

10 Orthopaedic
Surgery

76 772 $15,440 219 34.7% $203

11 Plastic Surgery 26 595 $11,900 81 32.1% $458

14 Paediatrics 94 2,079 $41,580 307 30.6% $442
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Specialist Patient Telephone Follow-Up - G10003

Section Specialty Physicians Services Payments
Total

Physicians
% of Total
Physicians

Payments
per

Physician

20 Physical
Medicine

15 169 $3,380 58 25.9% $225

67 Infectious
Diseases

10 155 $3,100 45 22.2% $310

06 Ophthalmology 31 644 $12,880 200 15.5% $415

15 General / CRIM 86 1,840 $36,800 619 13.9% $428

53 Critical Care 6 74 $1,480 48 12.5% $247

03 Psychiatry 76 399 $7,980 695 10.9% $105

18 Anesthesia 14 155 $3,100 486 2.9% $221

17 Pathology 0 0 $0 119 0.0%

19 Paediatric
Cardiology

0 0 $0 9 0.0%

33 Nuclear
Medicine

0 0 $0 24 0.0%

00 General Practice * 9 $180 5,197

12 Cardiac Surgery * 1 $20 38

16 Radiology * 3 $60 323

24 Geriatric
Medicine

* 407 $8,140 36

28 Emergency
Medicine

* 7 $140 61

48 Chest Surgery * 2 $40 13

TOTAL 1,200 46,359 $927,180 9,453 12.7% $773

TOTAL
(without
General

Practitioners)

1,200 46,350 $927,000 4,256 28.2% $773

*Claim Specialty is the specialty associated with physician at the time of the claim. As some physicians hold multiple
certifications or change specialty during the year this classification should be used with caution. The total number of
physicians is less than the sum of physicians by claim specialty due to physicians with multiple designations.

**Removed Medical Genetics because sample size was 1.

As indicated in the chart below, over the course of the 2010/11 fiscal year, the uptake of the services
offered varied between fee code G10003 and the other two phone fee codes. Overall, the uptake of fee
code G10003 has increased the most over the course of the year whereas there has been no growth in
the use of fee code G10002. Fee code G10003 has seen the most variability in its use over the course of
the year. To illustrate, between June and August, the number of services rendered dropped from 3,853 to
2,967. The uptake of fee code G10001 has increased the steadiest between April 2010 and March 2011.
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Since the implementation of the fee codes, fee code G10001 saw the most physicians billing the service
per month.

As indicated in the chart below, more telephone fees were for surgical use rather than medical use.

0

1,000

2,000

3,000

4,000

5,000

6,000

S
e
rv

ic
e

C
o

u
n

t

Month

Services Rendered per Month

10003

10002

10001

0

100

200

300

400

500

600

700

800

900

N
u

m
b

e
r

o
f

P
h

y
s
ic

ia
n

s

Month

Physicians per Month

10003

10002

10001



Page | 43

Mid-Term Evaluation of the SSC 2010/11 Initiatives
Final Report

0

1,000

2,000

3,000

4,000

5,000

6,000

Services per Month
for SSC Telephone Fees
April 2010 - March 2011

Surgical

Medical



Page | 44

Mid-Term Evaluation of the SSC 2010/11 Initiatives
Final Report

Findings from Primary Research

We summarize the primary research findings for the physician to patient phone fee initiative below.

Implementation

Similar to fee codes G10001 and G10002, the Specialist to patient phone fee has experienced somewhat
slow uptake and is under-subscribed by Specialists.

In the Ipsos Reid survey, when asked to approximate how many follow-up clinical telephone calls they
initiate and conduct with patients per week (excluding calls for informing a patient about diagnostic results
or for administrative purposes such as appointment notification), more than half (54%) of Specialists
indicated initiating at least one follow-up phone call with their patients per week. As indicated in the chart
below, about a third (35%) of Specialists initiate none or less than one call per week. This is mainly the
case for Specialists who have no need to see patients for follow up visits such as Anaesthesiologists or
Pathologists.

Achievement of Objectives

When asked to rate the extent to which the Specialist to patient phone fee has been successful, on a
scale of 1 to 5, where 1 is not at all successful, 3 is somewhat successful and 5 is very successful, key
informants in the phone interviews (n=9) and SSC members in the online survey (n=12) provided a
weighted mean of 2.9, as indicated in the chart below.
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Participants in the MNP telephone interviews, who indicated that the initiative has not been successful,
noted that the fee code has not been broadly effective across the sections and that uptake has been
slow. Factors perceived as constraining Specialists’ use of the fee code include the cumbersome nature
of the administrative process associated with billing and Specialists’ lack of knowledge regarding
appropriate billing procedures. Some interview respondents were unsure of the impacts of the program
on quality and patient care but indicated that anecdotal evidence suggests that the initiative has had
positive results. Several interviewees indicated that patients generally benefit from being able to talk to
their physician via telephone rather than having to travel to the physician’s office for a short visit.

Other stakeholders also indicated that the initiative supports a more efficient way of advising, which can
free capacity for the physician and provide an alternative to a patient travel to the physician’s office. One
section head noted that, by conducting follow-ups over the phone rather than in person, the telephone
fees have freed up significant time in his/her office to see new patients. One Specialist, however, finds it
somewhat cumbersome to pre-schedule follow-up phone visits with his/her patients.

Success and Constraining Factors

According to participants in our telephone interviews, difficulties with the administrative/billing process
and the risk that MSP may not reimburse the claim are the main constraints to the success of the
Specialist to patient phone fee. Respondents noted that the fee is lower than the physician to physician
phone fees (i.e. $20 in comparison to G10001 = $60 and G10002 = $40) which may be a constraining
factor. Another respondent commented that the fee code’s applicability is limited for certain sections (i.e.
orthopaedics) that need to follow-up with patients in person.

Unintended Consequences

Participants in the phone interviews did not mention any unintended consequences for this initiative.

Improvement Opportunities

Similar to the improvement opportunities for the physician to physician phone fees, interview participants
provided the following recommendations to improve the Specialist to patient phone fee:

 Expanding the scope of the telephone fees and considering the inclusion of other communication
channels such as email in the program.

 Providing compensation for MOA, assistant and nurse follow-up with patients.
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 Eliminating tactical problems related to billing of the codes.

Sections also suggested implementing a mechanism to allow for the billing of partial consultation in
addition to billing for a full consultation when seeing patients with two separate problems. This may
improve access to Specialist care because it would free up time for the Specialist to see other patients.
Another suggestion was to provide incentives for after-hour care.

C) PRACTICE SUPPORT PROGRAM FOR SPECIALISTS

The key mid-term evaluation findings for the PSP for Specialists are as follows:

 There is a strong perceived need for the program.
 Program uptake has been very slow.
 Program participants and stakeholders feel that the initiative has improved the patient

experience, doctor/patient relationship, access and efficiency.
 The initiative can be improved by implementing a more consistent, province-wide marketing

approach, changing the perception that the program was designed for General Practitioners
and finding ways to tailor the program by specialty or specialty groupings.

We outline the detailed secondary and primary evaluation findings for the PSP for Specialists below.

Findings from Secondary Research

To further improve practice efficiency and to support enhanced delivery of patient care, the PSP was
extended to include Specialists and their MOAs in early 2010. In comparison to the PSP modules for
General Practitioners, the approach that Health Authorities have taken for Specialists:

20

 Is more resource-intensive, in that it uses a 1:1 model of
support, for both learning sessions and action periods.

 Requires more preparation time.
 Requires an understanding of the Specialist environment and

determining what “level of control” the Specialists have over
their environment.

 Requires longer timelines to complete a module; this is
because the action period is specific for the Specialist (not a
group), and since the scheduling is not fixed, any
rescheduling of a cancelled appointment can take over a
month.

 Is more complicated since Specialists often work in multiple
places, including in hospital-based facilities, and the
Specialist may not have specific control over staffing and
resources.

20 PSP for Specialists – What’s working, what’s not and why! (B05).
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The graphic below shows Specialist engagement by section.

Six new Specialists have been engaged in Quarter 1 Fiscal Year 2011\12 (April 2011 – June 2011). In
addition, 12 Specialists attended a FHA engagement and recruitment session on June 23

rd
2010.

Specialists who participated in the PSP represent several Health Authorities. As indicated in the pie chart
below, half of the participants represent VIHA.

The following two charts provide a summary of the hours invested and associated cost to support the
PSP for Specialists.

21
Expenditure data was available for April 2010 to June 2011.

21 PSP for Specialists Engagement and Activity Status Update April 2010 to June 2011.
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The majority of funds allocated to the PSP went to PSP coordinators.
22

FHA spent the most out of the
participating Health Authorities.

Hours invested in the PSP for Specialists include 851 for FHA, 777 for PSP Coordinators, 235 for VIHA,
186 for Specialist Champions and 57 for VCH.

* Fraser Health and Vancouver Coastal hours of support include time since January 2010.

22 PSP Coordinator time estimated at high end of the Level 8 pay grade ($38/hour).
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Even though the PSP for Specialists is much newer than the PSP for General Practitioners, uptake has
been very slow in comparison. A preliminary General Practitioner / Specialist comparison shows that:

 The total of fee-for-service physicians that received MSP payments in 2010/2011 was 9,450
including:
- 5,132 General Practitioners (54%).
- 4,318 Specialists (46%).

 The number of General Practitioners (as of January, 2011) who participated or are participating in the
PSP was 1,841 or about 36% of General Practitioners, whereas only 44 or about 1% of Specialists
participated.

Findings from Primary Research

We summarize the primary research findings for the PSP for Specialists below.

Implementation

As described in the telephone interviews, PSP staff members are using different approaches to promote
the PSP for Specialists, including:

 Letters and other promotional materials.
 Informational evening meetings.
 Networking and relationship building with

Specialists met at events and forums (e.g.
Chronic Disease Management Forum).

 One-on-one meetings.
 Word-of-mouth.
 Engagement through using the shared care

approach.

PSP staff in our telephone interviews noted a number of difficulties associated with the promotion of the
program. A few respondents indicated that their Health Authority lacks capacity, as no additional staff was
hired to assist with the expansion of the PSP to Specialists.

PSP staff emphasized the difficulty associated with marketing the program across the heterogeneous
Specialist sections. They feel that the PSP for Specialists is more complicated than the PSP for General
Practitioners, since Specialists often work in multiple places, including in hospital-based facilities, and
may not have specific control over staffing and resources.

One respondent indicated that the program was initially intended to be marketed across the province
through information sessions using regional support teams as infrastructure. However, the initial plan was
not followed through, as representatives did not anticipate a high enough uptake at the proposed
meetings.

Engagement of Specialists has also been
difficult due to the fact that there has not been a
clear articulation of the program objectives and
there is no good body of evidence or practice
around outcomes. PSP staff indicated needing
more direction and marketing materials from the SSC. In
addition, pre-role marketing was not at the same level (i.e.
ground level) as with the General Practitioners, making it
difficult to disseminate the program thoroughly amongst the
Specialist population. A few PSP staff indicated that
working with Specialists is a process that takes time and
that the uptake of the initiative has been slow due the fact
that it takes time to build engagement, find out what
Specialists’ needs are and publicize the initiatives.

“There has not been any clear articulation of the
program objectives anywhere, which is a large

limitation.”
PSP Staff

“We just had an annual general
meeting and we discussed some of
the initiatives…nobody out of 45
attendees knew of the PSP.”

Other Stakeholder
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PSP participants most commonly heard about the PSP for Specialists through word-of-mouth or referral
by a colleague. Other ways through which participants found out about the program include
communication through the BCMCA and BCMJ and through Health Authority engagement or advertising.
When asked how they were engaged in the program, most participants indicated having received in-
practice support, as indicated in the chart below. Some participants attended information sessions with
PSP coordinators. One participant received assistance with the setup of group medical visits from a
Specialist Champion at FHA, who has been assisting the Specialist once a month since November 2010.

In the telephone interviews, key informants including SSC members noted that uptake among Specialists
has been very low for a number of reasons. The applicability of the program across the different sections
is yet to be demonstrated. A key informant commented that “it is unclear as to how the program will add
value to participants.” Another key informant noted that the applicability and viability of the program also
depends on office structure (i.e. individual versus group practices) and whether clinics actually possess
the physical space or infrastructure to see 16 patients in a group visit.

Other stakeholders question the applicability of the program across the array of heterogeneous Specialist
sections and suggested that the program and its potential benefits were not properly communicated to
each section. Several interviewees stressed that the program originated with the GPSC and that the
individuals representing the program were hired by General Practitioners. One respondent said he/she
would like to “see some dedicated Specialists and coordinators for the PSP” who would exclusively work
with Specialists.

As part of the data collection, we investigated reasons for discontinuation. It was difficult to analyze
reasons for drop out because contact information was not available for Specialists who engaged with the
program but never billed MSP.

MNP was able to ask three Specialists why they chose to discontinue. Reasons as described in the
phone interviews included semi-retirement and lack of follow-up by PSP support staff.

Achievement of Objectives

When asked to rate the success of the program in achieving its objectives, on a scale of 1 to 5, where 1 is
not at all successful, 3 is somewhat successful, and 5 is very successful, PSP participants (n=4) provided
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a rating of 3.8, PSP staff (n=5) provided an average rating of 2.3, and key informants (n=7) and SSC
members (n=12) provided an average rating of 1.7, as indicated in the chart below.

Even though success ratings are moderate, PSP staff suggested that the program has been somewhat
successful in achieving its intended objectives, namely:

 To increase patient access to Specialist services,
experiences and outcomes.

 To increase capacity and efficiency within Specialist
practices by means of assisting Specialists with
scheduling, dealing with no-show appointments and
quicker follow-up appointments.

 To increase Specialists’ job satisfaction.
 To improve communication and relationships between General Practitioners and Specialists.

PSP staff in our telephone interviews mentioned that Specialists that engaged in pre-surgical procedural
talks freed up more appointment and consultation time. In surgical practice, group medical visits serve up
to 20 patients in less than 20 minutes.

Program participants were generally satisfied with the impact that the program had on improving their
scheduling systems, cutting down wait times and (through group medical visits) providing essential
services in a more comfortable and educational environment. One participant, however, noted that
although the solutions offered through the program are reasonable, implementation has been a gradual
process. Another participant indicated that improvements to his/her clinic’s scheduling system were not
feasible due to a non-adaptable software system through which the clinic operated.

Specialists in the telephone interviews participated in both group medical visits (n=4) and advanced
access/office efficiency (n=5). When asked to rate the usefulness of the modules for their practice, on a
scale of 1 to 5, where 1 = not at all useful, 3 = somewhat useful, and 5 = very useful, participants provided
high ratings; an average rating of 4.0 for advanced access/office efficiency and 3.8 for group medical
visits, as indicated in the chart below.
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Key Informants SSC PSP Participants PSP Staff

Please rate how successful you feel the
Initiatives have been in achieving their
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PSP FOR SPECIALISTS

Weighted Mean: 2.1

“The ones [Specialists] who have
truly been engaged learned a different
approach to working with their
patients…part of it was self-learning.”

PSP Staff
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According to interviewees, group medical visits have allowed for better quality patient care; enabled
patients to be seen sooner; enabled physicians to save time and be more streamlined; provided patients
with an opportunity to learn from one another; and improved the physician/patient relationship.

Those who participated in the advanced access/office efficiency module were able to reduce their wait
lists to some degree and capitalize on office efficiency. One interviewee stated that the program enabled
him/her to pinpoint the reason behind his/her formerly long waiting list (i.e. too many patients were being
recalled, filling up the scheduling system and making it very difficulty to see new patients in a timely
manner). Another respondent, however, indicated that his/her scheduling system is still not functioning at
an optimal level. PSP staff feels that the advanced access/office efficiency module leads to income
increases for participating physicians and improves Specialist business management knowledge.

Success and Constraining Factors

Some of the factors which have contributed to the success of the program include its ability to address
issues of access and efficiency as well as its positive effects on the way that care is provided. More
specifically, key factors that have contributed to the success of the program include that:

 Group medical visits are applicable and appropriate for many specialties, especially for pre- and post
operative visits.

 The program addresses issues of access and efficiency.
 The program is needed across the province and across specialty areas.

PSP staff mentioned that the program will be more successful in engaging Specialists if:

 There are pre-existing relationships.
 Trust has been built with a regular group of Specialists.
 Specialists and MOAs are interested and understand what the positive effect on their practice will be.
 Allied health providers are engaged.
 Regional support teams are available.

Factors that serve as constraints include that:

 It is difficult to market and communicate to a heterogeneous group.
 There has been a lack of marketing and outreach.
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 There has not been a demonstration of how the program is applicable across different sections. A
clear value proposition is needed.

 There has not been a body of evidence demonstrating value for money and positive outcomes.
 According to a few PSP staff, Specialists were not convinced of program benefits.
 The administrative process can be cumbersome.
 From a Health Authority perspective, there are insufficient resources especially because the

engagement process is very resource-intensive and requires one-on-one relationship building.
 Working with Specialists is a process that takes time and implementation has hence been very slow.
 The reimbursement is not sufficient in the opinion of some fee-for-service physicians.
 The time commitment can be problematic for Specialists.
 There can be a lack of infrastructure to conduct group medical visits.

Unintended Consequences

PSP staff noted a few unintended consequences as a result of the PSP for Specialists including that:

 Several Specialists are now participating in modules for General Practitioners (i.e. the end of life
module).

 There has been frustration on the side of the regional support team in terms of resourcing the PSP for
Specialists and successfully engaging Specialists.

Improvement Opportunities

There is a strong perceived need for the PSP for Specialists. When asked to rate how much of a need
there is in BC for the types of support provided through the PSP for Specialists, on a scale of 1 to 5,
where 1 is no need at all, 3 is somewhat of a need and 5 is a major need, PSP staff (n=4) provided an
average rating of 5.0 and PSP participants (n=4) provided an average rating of 4.3, as indicated in the
chart below.

The PSP for Specialists is widely needed across the province and specialty areas, according to PSP staff.
Interviewees explained this high need by the program’s ability to improve patient access to care while
providing Specialists with valuable new skills and tools (i.e. business management) that may not have
been emphasized in medical school. By addressing major issues of access and efficiency, the program
helps reduce patient wait times for regular and urgent appointments. PSP participants provided similar
rationales for the highly perceived program need. They indicated that Specialists need to find a way to
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provide more efficient service delivery and can thus can benefit from participating in the PSP initiatives.

Despite a major perceived need for the program; considerable improvements need to be made to make
the program successful. Rather than replicating the PSP for General Practitioners approach, the program
needs to evolve and take more of an individual approach to help Specialists with their individual issues
and needs, according to PSP staff. Program participants stressed that tailoring program offerings to
different specialties would improve program effectiveness.

PSP participants and staff provided the following recommendations and suggestions to further improve
the program:

 Tailor the program and content to Specialists and customize the tools to reflect the needs of the
different specialties.

 Tailor the program to reflect the needs of rural versus urban Specialists.
 Involve Specialists in decision making early on and consult with Specialists regarding their needs.
 Recognize that working with Specialists takes time.
 Allow Specialists to engage and complete material in their

own time / pace.
 Provide hard tools for MOAs (i.e. offer module booklets

with instructions and referral templates).
 Improve the billing and payment process.
 Use a shared care approach to engage

Specialists/develop a dialogue between General
Practitioners and Specialists.

 Leverage existing relationships built from other shared care initiatives (e.g. Chronic Disease
Management Forums on the Island).

 Build a network or Specialists and General Practitioners around cross-practice issues.
 Develop new modules such as end of life and chronic obstructive pulmonary disease through shared

care.
 Expand program content beyond administrative offerings to clinical areas (e.g. mental health).
 Implement a more consistent, province-wide marketing approach.
 Engage champions to promote the program.
 Link with Specialists one-on-one and/or in small groups.
 Ensure Health Authority follow-up and support.
 For the advanced access/office efficiency module, consider implementing a preliminary assessment

for office scheduling and administration.
 Find alternate ways to reduce wait times.

23

In the telephone interviews, we asked specific questions around improving physician engagement and
program delivery mechanisms.

According to PSP participants, the best ways to engage Specialists include word-of-mouth (especially by
participating Specialists); speaking at existing group sessions and forums instead of sending out general
emails; cold calls; referrals from family doctors; advertisements throughout hospitals; and repeated
advertising through the BCMJ, emails and links to websites. One participant indicated that, “within a
specialty group there are always individuals who are more adaptive than others,” and that involving key
players within each Specialist group or community would be beneficial. Another participant suggested that
working in partnership with Pain BC Society would enable PSP staff to “access to Specialists who are
interested in doing things innovatively”.

23 We asked PSP participants in the phone interviews about their waitlists. Participants are generally aware of how
long their waitlists are and on the resulting implications on health care delivery. Interviewees mentioned that their wait
lists range from 1 to 3 weeks to 6 to 8 months.

“There are several ways to network
and contact these groups … part of
our problem is that we have the
word ‘authority’ in our title”

PSP Staff
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When we asked if self-directed study such as online modules would be an improvement, 67% of
participants said no, as indicated in the chart below. Participants (n=6) indicated being too time-
constrained and needing “an incentive” or “concrete” evidence of the benefits that participation in the
modules would result in. Another respondent said group medical visits could perhaps be conducted
online, following a similar format that was utilized by the GPSC (i.e. videos, mock-up demonstrations
etc.); however, online modules are less likely to be effective for advanced access / office efficiency.

We also asked participants (n=6) whether they would prefer learning with other Specialsits in a group. As
indicated in the chart below, the majority (67%) of participants were in favour of the idea. Of those in
favour, one participant said that it would be beneficial “as long as it is within your own speciality” and
another suggested that “it might be interesting to meet with other Specialists as they may have some
individual solutions which we can implement at our clinic.”
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CASE STUDY

The following two pages feature a case study of the successful
implementation of group medical visits by a group of general
surgeons in Langley Memorial Hospital. Other case study articles
published by the BCMJ, which showcase the usefulness of the
PSP for Specialists, can be accessed through the following links:

 Vancouver psychiatrists incorporate group medical visits

into patient care:

http://bcmj.org/Generalistsc/vancouver-psychiatrists-

incorporate-group-medical-visits-patient-care

 Innovative group medical visits benefit both dementia

patients and their caregivers:

http://bcmj.org/Generalistsc/innovative-group-medical-

visits-benefit-both-dementia-patients-and-their-caregivers

 Group medical visits: enhancing chronic illness care:

http://bcmj.org/Generalistsc/group-medical-visits-enhancing-chronic-illness-care

“At first, it was tough to adjust to the
group setting with patients,” says
Blouw. “I’m used to doing things one-
on-one in a closed office. But after
we’d had a couple of sessions, I saw
that the group dynamic was working
better than I expected, and I’m getting
used to it. I don’t think I’ll suddenly
become an extrovert, but the session
is really working for everyone,
including me.”

BCMJ Article: Innovative group medical
visits benefit both dementia

patients and their caregivers

The whole experience has been very
satisfying, says Dr Gorman, mostly
because it works so well for patients.
“Some people can’t handle groups,
and we understand that. But most of
our patients do very well in the group
setting,” says Dr Gorman, adding that
patients learn as much from each
other as from the attending
psychiatrists. In fact, Dr Gorman
believes one of the key benefits of the
group process is the heightened self-
esteem for patients who feel they have
helped others in the group.

BCMJ Article: Vancouver psychiatrists
incorporate group medical

visits into patient care
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The PSP Program is
designed to improve care
for patients throughout the
province and to increase job
satisfaction among BC’s
practitioners. The program
features learning modules
on group medical visits,
office efficiency and
advanced access (patient
scheduling).

BC Medical Association

“Patients who have gone
through these meetings
seem much more relaxed
during the actual endoscopy
procedure because all of
their questions had already
been answered during the
group medical visits. This is
an invasive procedure.
Having the surgeon and
endoscopy nurse educate
the patients in detail about
the procedure seems to
diminish any lingering
anxiety patients might have.
Being able to use
multimedia such as videos
of the procedure demystifies
the experience.”

Dr. Cowie, General Surgeon

CASE STUDY

Pre-Colonoscopy Group Medical Visit:
What you need to know before your colonoscopy

Drs. Cowie, Ross, Shirley and Shete
General Surgeons

Langley Memorial Hospital
Background

Dr. Cowie is a general surgeon at Langley Memorial Hospital (a medium-sized
community hospital) where he works as part of a close-knit group of four
surgeons who provide general surgical services such as abdominal,
laparoscopic and endocrine surgery. The group also functions as the
endoscopists in the hospital, providing services such as colonoscopy and
gastroscopy.

Langley Memorial Hospital’s Experience with Group Medical Visits

Dr. Cowie first heard of the Practice Support Program (PSP) from his wife who
is a family physician. She told him about the idea of group medical meetings
and their use in managing patients with chronic diseases. Faced with
challenges in meeting the demands for services in their community, Dr. Cowie
and his partners conducted some online research to learn more about the PSP.
Their interest was further piqued by a BC Medical Association article describing
the success that a group of psychiatrists at St. Paul’s hospital has had with
group medical visits.

In order to meet the high demand for endoscopies in their community the
general surgeons at Langley Memorial Hospital decided to develop and
implement group medical visits so that their patients could be seen more
efficiently.

The surgeons then contacted the PSP staff at Fraser Health and a series of
meetings were arranged both with the surgeons and with their medical office
staff. The PSP staff from Fraser Health and the BC Medical Association worked
closely with the surgeons and their office staff to structure the process
efficiently. The PSP staff:

 Provided direction on the referral and scheduling process.
 Developed a series of handouts, presentations and videos for the group

medical visits.
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Below are patient satisfaction ratings and session statistics
for two of Dr. Cowie’s pilot group medical visits:
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Medical Visits on July 19 and 26, 2011
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Colonoscopy patients who were referred to the surgeons’ office family physicians were pre-selected for the
group medical visits and contacted by the office staff. Patients were given a brief explanation of the process
on the telephone by office staff, and were asked a series of screening questions. Eligible patients were then
booked for group medical visits.

A total of four pilot sessions were conducted consisting of 20 patients per meeting. Each meeting lasted 20
to 30 minutes. Both the surgeon and Maria Simon, an endoscopy nurse, presented at the session. A
question and answer period followed. At the end of the session, the medical office staff scheduled patients’
colonoscopy appointments. In total, the surgeons at Langley have conducted over ten group medical visit
sessions over three months comprising more than 200 patients.

Benefits for Patients

Patient satisfaction with the group medical visits was very high. Patient satisfaction was almost
100% across the board. Patients who participated in the pilot group medical visits were on average
seen 4-5 months sooner than they would have been otherwise.

Fraser Health gathered patient feedback from all patients who attended the initial group medical visits.
Patients felt that the sessions were informative and relaxed. They enjoyed listening to others and described
benefits such as efficiency, cost effectiveness, speeding up wait times and saving physicians’ time. Patients
also indicated that they enjoyed the group setting as it enabled them to hear other patients ask questions
that they would not have had the insight to ask themselves.

“Patients who have gone through these meetings seem much more relaxed during the actual endoscopy
procedure because all of their questions had already been answered during the group medical visits”
commented Dr. Cowie. “This is an invasive procedure. Having the surgeon and endoscopy nurse educate
the patients in detail about the procedure seems to diminish any lingering anxiety patients might have. Being
able to use multimedia such as videos of the procedure demystifies the experience.”

According to Dr. Cowie, the group medical visits have been very successful. As a result of the achievements
of the initial rounds of visits, the office now even receives independent calls from patients who have heard
about the visits through word of mouth and wish to schedule appointments. The surgeons at Langley have
sent letters to all referring physicians outlining the process and the formal inclusion criteria for referral.

“It’s a process that seems to work well for our community and practice”, stated Dr. Cowie, “and we hope to
develop it further in meeting the needs of our patients”.

“[Through group medical visits]
we can cut down wait times and
provide essential services in a
more comfortable and
educational environment.”

Maria Simon, Endoscopy Nurse

Session Statistics Jul-19 Jul-26
Session Timing 5pm-6.30pm 5pm-6.30pm

Participants in the Session

(Patients and Professionals)

26 22

Patients Invited 20 15

Patients in Attendance at

Session

19 15

Professionals at Session 7

[1 Specialist, 4

MOAs, 1 RN, 1

Project Coordinator]

7

[1 Specialist, 4

MOAs, 1 RN, 1

Project Coordinator]
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D) SYSTEM REDESIGN FUNDING

The key mid-term evaluation findings for the system redesign initiative are as follows:

 Not all Health Authorities participated and the total number of Specialists who participated in
the initiative is unknown due to inconsistent reporting.

 Program participants and stakeholders feel that the initiative has improved knowledge of
quality improvement and increased partnership and collaboration between Specialists and the
Health Authorities.

 The initiative can be improved by addressing Health Authority’s difficulty to engage
Specialists in the program. Another improvement opportunity is to implement consistent
reporting across Health Authorities by creating a standard form and asking all participating
Health Authorities to supply all relevant information.

We outline the detailed secondary and primary evaluation findings for the system redesign initiative
below.

Findings from Secondary Research

The SSC allocated $0.5 million of its 2010/11 budget to fund Specialist engagement in the design,
planning and implementation of system-level change initiatives. Four Health Authorities accessed system
redesign funding. To apply for funding, each Health Authority had to submit a letter outlining the intended
amount and use of the funding. Health Authorities also had to specify the type and number of Specialists
they wished to engage, the number of sessions required and any additional information necessary to
assist the SSC in understanding the proposed initiative(s).

24

The following table summarizes available Health Authority system redesign report data. The only
consistent reporting measure was the total number of projects, which ranged from three to eight for the
participating Health Authorities. Unfortunately, other more meaningful measures such as the number of
participating Specialists, effort in hours and budget on an initiative-by-initiative basis was not consistently
reported by the participating Health Authorities.

Health
Authority

25
Number of
Projects

Number of Participating
Physicians

26 Effort

VIHA 8 NA NA

IHA 3 66 Specialists 98 Physician Hours

NHA 4
16 Physicians (including
General Practitioners)

16 Separate Meetings with
Physician Involvement

PHSA 3 NA NA

Total 18 NA NA

Thus far, Specialists have been engaged in a variety of activities ranging from redesign education and
training (LEAN processes and tools for example) to participation in workflow and prioritization modelling
activities. The following table summarizes each Health Authority’s fiscal 2010/11 redesign projects.

24(B09) Ministry of Health Services Letter re: SSC allocation of $500, 000 to support HA engagement of Specialists in
systems redesign (January 20, 2010).
25Definitions: Northern Health Authority (NHA), Vancouver Island Health Authority (VIHA), Provincial Health Authority
(PHSA) and Interior Health Authority (IHA).
26 Definition: NA = Not Available.
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Area Project Health Authority

Ambulatory Care Services Redesign / Policy and Procedure Manual NHA

Cataract Surgery
Improve Reporting into the Surgical Patient
Registry / LEAN

NHA

Emergency Room Quality and Process Improvement / LEAN NHA

Endoscopy
LEAN Mapping and Rapid Process
Improvement Workshops

VIHA

General LEAN Training for Physicians NHA

Head Insured Patients Failure Modes and Effects Analysis VIHA

Heart Failure and Diabetes Physician Engagement Strategy IHA

Laboratory Medicine Telepathology Expansion in Cytology VIHA

Laboratory Medicine
Telepathology Expansion in Anatomical
Pathology

VIHA

Maternity Care
Access for Urgent C Sections and Assisted
Delivery Patients

PHSA

Maternity Care
OR Access for Urgent C Sections and AVD
Patients

PHSA

Maternity Care Sonographer Work Flow PHSA

New Clinical Information
Systems

System Redesign Activities VIHA

Outpatient Pacemaker
Implants

Failure Modes and Effects Analysis VIHA

Pain Management Program System Redesign Activities VIHA

Patient Transport High Acuity Outreach Teams (HART) IHA

Surgical Surgical Urgency - Prioritization Model IHA

Findings from Primary Research

We summarize the primary research findings for the system redesign initiative below.

Implementation

Health Authority representatives in our telephone interviews shared the strategies that they us to engage
Specialists in system redesign initiatives. Health Authorities use a range of approaches to promote and
advertise redesign opportunities including:

 Project Level Engagement. Health Authorities surveyed interest from Specialists in a given project,
educated them about requirements and provided them with initial information on quality improvement.

 Management Level Engagement. Some Health Authority representatives began engagement at the
senior level and received referrals to key players (e.g. medical leaders and physician leaders). One
Health Authority engaged its VP of medicine who, in turn, facilitated information sharing.

 System Level Engagement. Health Authorities disseminated information about opportunities to large
groups of Specialists through medical directors (e.g. at emergency and critical care departments).

Health Authority representatives typically share their vision and objectives with Specialists and notify
them of the reimbursement that they will receive for their time. One Health Authority representative in the
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interviews mentioned that he/she typically engages Specialists outside of the physicians’ “office” hours
either very early in the day or around dinner time.

As shown in the chart below, the majority of interviewees indicated that their Health Authority has
accessed funding from this initiative between two and seven times.

No Health Authority interviewee had submitted a funding request to the SSC that was refused.

Achievement of Objectives

In our telephone interviews, key informants, SSC members and Health Authority representatives were
asked about the success of the system redesign initiative. When asked to rate the success of in achieving
its objectives, on a scale of 1 to 5, where 1 is not at all successful, 3 is somewhat successful and 5 is very
successful, Health Authority representatives (n=5) provided an average rating of 4.0, key stakeholders
(n=7) provided an average rating of 3.1 and SSC members (n=12) provided an average rating of 2.6, as
indicated in the chart below. Hence the initiative is perceived to be moderately successful.
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Health Authority interviewees were also asked to rate the impacts that the system redesign initiatives has
had to date in terms of:

 Increasing physician participation in planning.
 Enhancing relationships with physicians.
 Improving the quality of health service delivery.
 Improving the efficiency of Specialist service delivery in your region or hospital.

Impact was assessed on a scale of 1 to 5, where 1 = no impact, 3 = somewhat of an impact and 5 =
major impact. As indicated in the chart below, respondents’ perception ratings in all four areas are fairly
positive and support the initiative’s intended objectives.

In answering open ended interview questions, Health
Authority representatives stressed the importance of
physicians' involvement and input in system redesign
initiatives to ensure a sustainable and effective health
care system. They added that, without funding to
remunerate physicians for their time, physician
involvement is less likely to occur. Health Authority stakeholders mentioned that the funding source
enabled them to involve a larger number of Specialists than would otherwise have been possible.

The projects supported through this funding source have improved the quality of health service delivery in
certain areas, according to interviewees. For instance, one Health Authority representative indicated that
the LEAN initiatives that his/her Health Authority participated in have provided a “positive increase in
flow”. Key stakeholders including SSC members also recognized the initiative’s positive impact in terms of
encouraging collaboration between Specialists and Health Authorities.
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The impacts that the initiative has had on physicians and Health Authorities are summarized in the table
below.

Impacts on Physicians Impacts on Health Authorities

 Better knowledge of quality improvement,
patient safety and evaluation.

 Improved satisfaction.
 Increased knowledge about LEAN.
 Increased partnership/collaboration.
 Enabled physician participation at

meetings/in-services/presentations.

 Opportunities for physician engagement.
 Improved efficiency and effectiveness of the

health care system.
 Positive increase in flow.
 Streamlined care/improved care process.

Success and Constraining Factors

Interviewees were also asked about the factors which contributing to and constraining the success of the
system redesign initiative.

Interviewees mentioned that the following factors contributed to success:

 Effective engagement and reimbursement of physicians from the front lines.
 Leadership support and support of medical directors.
 Communication between all parties involved.
 Creation of an overall vision and common language.
 Flexibility of funding (i.e. a variety of projects are eligible).

According to both Health Authority representatives and key informants, a number of factors have
constrained the success of the initiative to date including the following:

 Lack of organizational readiness for Health Authorities.
 Difficulty with timing and coordination.
 Challenge securing physician participation.
 Physicians’ lack of time to become involved, lack of interest and lack of knowledge of the program’s

existence.
 Challenge ensuring physician reimbursement.
 Sessional rates minimize physicians’ participation.
 Challenges keeping track of funding allocations.
 An arduous claims process for Specialists within a Health Authority.
 Heterogeneity of the Specialist population.
 Difficulties for the SSC to coordinate with the Health Authorities.

The main difficulty with the program is that the total number of Specialists participating in the program is
unknown due to inconsistent reporting.

Unintended Consequences

The majority of participants in our telephone interviews did not mention any unintended outcomes of the
system redesign initiative. One Health Authority representative, however, indicated that physicians have
expressed an interest in participating in more initiatives and creating guidelines, but that his/her Health
Authority is “holding back because of funding.”

Improvement Opportunities

According to Health Authority representatives, there is a strong perceived need for the system redesign
initiative. When asked to rate how much of a need there is in BC for the types of support provided through
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the initiative, on a scale of 1 to 5, where 1 is no need at all, 3 is somewhat of a need and 5 is a major
need, Health Authority stakeholders (n=5) provided an average rating of 4.8.

27

Despite a high perceived need for the initiative, considerable improvements need to be made to optimize
its success. One key suggestion made by several Health Authority representatives in the telephone
interviews was the need to address the lack of resources from a Health Authority perspective. In
particular, stakeholders suggested that Health Authorities are under-staffed and find it difficult to engage
physicians and to take on extra projects in addition to their regular workload. Some key informants
stressed that collaboration with the Health Authorities has been rather difficult, and that the funding for the
initiative should potentially be administered by the SSC rather than the Health Authorities.

Other suggestions and recommendations made by Health Authority representatives to improve the
initiative include:

 Finding effective ways to engage and ensure physician involvement.
28

 Eliciting cooperation and buy-in from all parties is crucial to the success of the system redesign
initiative. This includes cooperation across the whole clinic or operating group.

 Communicating and raising the profile of the importance of quality improvement and patient safety.
 Defining a clear application process.
 Ensuring the process is as streamlined as possible.
 Ensuring timely payments to physicians.
 Potentially broadening the scope of physicians who can be involved to open it to all physicians and

not just fee-for-service physicians. Salaried physicians and ER doctors on contracts, for instance,
should not be excluded.

 Potentially broadening the scope of eligible projects to include any type of quality improvement and
evaluation initiative.

 Expanding the program to look at acute care from this perspective.

E) CHANGES TO PERI-OPERATIVE BILLING RULES

The key mid-term evaluation findings for the system redesign initiative are as follows:

 Program uptake has been high.
 Program stakeholders feel that the initiative has been successful from a patient perspective

and enabled Specialists to see patients at the most appropriate time.
 There has been one main unintended outcome related to this initiative. A few sections have

billed more than anticipated due to the changes in peri-operative billing rules.

Findings from Secondary Research

One of the areas targeted for funding by the SSC included pre- and post- operative billing rule
adjustments, effective April 1, 2010. Previously, the pre-operative period was 30 days and the post-
operative period was 42 days. These have been adjusted to exclude office based visits and reduce the
post-operative period for hospital visits from 42 days to 14 days,

29
recognizing that practice of surgery

and hospitalization has changed.

27 We are not including a graph here because there was only one respondent group, Health Authority representatives.
28 One Health Authority representative indicated that, while Health Authority administrators have been successful at
identifying how they would like to use the funding, they are finding it difficult to engage Specialists.
29 SSC “Phase 1” Initiatives Effective April 1, 2010 Costing Background Information (General A15).
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Findings from Primary Research

Implementation

In the telephone interviews, key informants and SSC members generally felt that uptake of this initiative
has been high, especially within some sections. Interviewees noted that Specialists are now able see
patients when they think it is clinically appropriate.

Achievement of Objectives

When asked to rate the success of the initiative in achieving its objectives, on a scale of 1 to 5, where 1 is
not at all successful, 3 is somewhat successful and 5 is very successful, key informants (n=6) and SSC
members (n=11) provided average ratings of 3.8, as indicated in the chart below. Out of the five SSC
initiatives assessed during the mid-term evaluation, this was the highest success rating.

Interviewes indicated that the initiative is a success story and that surgeons appreciate that barriers to
seeing patients at clinically appropriate times have been removed.

One key informant, however, noted that feedback from Specialists is that “generally the splitting of fees
and the potential of this [initiative] has not been
communicated as well.”

Another interviewee suggested that, although it has
helped, many surgeons have pre-established post-
operative rules to care and usually want to see the
patient after surgery and that the initiative therefore
has not necessarily changed his/her practice to a
large degree.

Surgical Specialists (n=192) in the Ipsos Reid survey were asked to indicate in what way(s), if any, the
changes made to the peri-operative billing rules have affected the timing of how and/or when they
schedule their patients for pre- or post-operative visits. As indicated in the chart below, 63% of
respondents indicated that the changes made to the peri-operative billing rules have not had an impact on
the timing of how and/or when they schedule their patients for pre- or post-operative visits. Some
respondents indicated that the changes made to the peri-operative billing rules have enabled them to see
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patients/follow-up earlier (11%); allowed them to provide better treatment/care (6%); positively influenced
them by getting reimbursed for services already provided (6%); and enabled them to book/schedule
appointments easier (3%). Two percent of respondents indicated conducting fewer/less follow-
ups/consultations with patients and another 1% of respondents indicated being negatively influenced by
the fees/not getting paid. Two respondents (1%) indicated needing more information with regards to this
initiative.

In their open ended responses in the Ipsos Reid survey, Surgical Specialists commented that:

 The rule changes allowed them to see patients sooner / more often.
 The rule change made it easier to schedule patients.

Success and Constraining Factors

As mentioned above, some respondents felt
that communication of the initiative can be
improved; however, the uptake has been
reasonably high to date. Therefore, the
amount of communication may have been
adequate.

Unintended Consequences

The impact of adjusting the peri-operative billing rules was higher than allocated ($1.1 million over
budget).

Key informants and other stakeholders noted that a few sections in particular billed more than was
anticipated.

Improvement Opportunities

Participants in the phone interviews did not mention any improvement opportunities pertaining to this
initiative.
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Surgical Specialists: Impact of Changes to Peri-Operative Billing Rules
on Scheduling

“I strongly support the peri-op billing fees. I spend a lot
of time seeing patients in the hospital and I provide good
clinical care by seeing all patients in follow up. I have not
changed my standards due to the fee but it is nice to
have the work recognized monetarily. This was a good
initiative for the specialty of general surgery.”

Surgical Specialist
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F) SSC PROGRAM AS A WHOLE

In the evaluation interviews and surveys, we also asked SSC stakeholders and program participants to
evaluate and share their perceptions on the SSC program as a whole. There were six major findings:

Our detailed findings are outlined below.

Implementation

According to participants in the telephone
interviews, the SSC program as a whole
has been largely implemented as
planned, even though some initiatives
deviated from the initial plan to some
degree. For instance, the PSP for
Specialists was initially intended to be
marketed across the province through
information sessions using regional
support teams as infrastructure.
However, the initial plan was not followed
through as representatives did not
anticipate a high enough uptake at the
meetings.

According to interviewees, the uptake of some SSC initiatives has been slow due to the fact that it takes
time to build engagement, find out what
physicians’ needs are and publicize the
initiatives. One key informant noted that
the SSC had not used as much of the
discretionary money as they had hoped.

When asked whether there are different
ways of implementing the initiatives that
should be considered, 89% of key
informants in the interviews said yes, as
indicated in the chart on the right. For
improvement opportunities for the SSC
program including implementation
alternatives, please refer to Chapter VII
of this report.

Summary of Mid-Term Evaluation Findings (1.5 Years into the SSC Program):

1. There is a strong need for the SSC initiatives in BC.

2. The SSC initiatives have made progress towards achieving their intended

objectives.

3. Program uptake varies across the SSC initiatives.

4. There is an opportunity to improve the communication and promotion of the

SSC initiatives.

5. There is an opportunity to tailor the SSC program offerings and content to

make them more effective and relevant to Specialists.

6. There has been one main unintended consequence as a result of the SSC

initiatives and it relates to the peri-operative billing rule changes.

7. The SSC program has made progress towards achieving its intended objectives.
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0%0%

Have the SSC initiatives been implemented
largely as planned?
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11%
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Are there different ways of implementing the
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As explained earlier, the SSC provided information about its April 1, 2010 initiatives to physicians through
a variety of formats. As indicated in the charts below

30
, the SSC initiatives have been communicated and

promoted to Specialists and General Practitioners in slightly different ways. The initiatives have most
commonly been promoted to Specialists through word-of-mouth, BCMA E-news, BCMA President’s letter
and the BCMJ. General Practitioners, on the other hand, have most commonly been reached through the
BCMJ and BCMA E-news.

When asked to rate the effectiveness of the SSC’s communication and promotion, on a scale of 1 to 5,
where 1 is not at all effective, 3 is somewhat effective and 5 is very effective, key informants (n=9)
provided an average rating of 2.8 and other stakeholders (n=5) provided average rating of 3.0, as
indicated in the chart below. Thus, interviewees perceive the promotion of the initiatives to be moderately
successful.

30 Respondents were key informants with n = 9 for the graph on the left and n = 8 for the graph on the right. The
height of the bars corresponds with the number of key informants who selected an answer choice.

2.8 3.0

0

1

2

3

4

5

Key Informants Other Stakeholders

On a scale of 1 to 5 with 1 being not
effective and 5 being very effective, how

effective have the SSC initiatives been
communicated and promoted?

Weighted mean: 2.9

7 7
6

4
5 5

6
5

0

1

2

3

4

5

6

7

8

How have the SSC initiatives been
communicated and promoted to Specialists?

4
5

4 4
3

6

4

0

1

2

3

4

5

6

7

How have the SSC initiatives been
communicated and promoted to General

Physicians?



Page | 69

Mid-Term Evaluation of the SSC 2010/11 Initiatives
Final Report

A few interviewees indicated that the SSC may have done an adequate job promoting the initiatives
through all the venues, but that the SSC had no control over whether Specialists actually review and
utilize the information provided. Several key informants in the telephone interviews noted that “no broad
level of communication will be effective” and that the SSC needs to target sections individually, whereas
others find that communication is “too sporadic” and suggest communicating the initiatives to physicians
multiple times. A few key informants and other stakeholders also suggested that the GPSC has done a lot
more in terms of communicating its initiatives to General Practitioners (e.g. booths at events and
workshops on the application of fee codes). Other stakeholders indicated that while some initiatives such
as the telephone fees) have been well-advertised among Specialists, others such as the PSP for
Specialists have not been articulated well across all sections.

As indicated in the chart below, fifty-seven percent of General Practitioners (n=537) in the Ipsos Reid
survey were familiar with the fees and initiatives that were implemented by the SSC on April 1, 2010,
representing a 33% increase in awareness from 2010. Nonetheless, 46% of General Practitioners
indicated having received too little information about the physician to physician phone fees. Thirty-nine
percent said they received the right amount of information, and 1% said they received too much
information.

In the Ipsos Reid survey, the majority (77%) of Specialists also received the information provided by the
SSC, as indicated in the pie chart below. Only 7% of Specialists did not receive any information regarding
the initiatives.
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Specialists in the Ipsos Reid survey indicated that the usefulness and clarity (ease of understanding) of
the information provided by the SSC about these initiatives was somewhat or very good, as indicated in
the chart below. The majority (65%) of respondents also noted that the SSC provided them with about the
right amount of information about these initiatives, 18% indicated having received too little information
and 2% indicated having received too much information.

So in sum, both Specialists and General Practitioners are becoming more familiar with the SSC program
but significant promotion and marketing improvement opportunities exist for the PSP for Specialists in
particular.
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Achievement of Objectives

In general, program stakeholders believe that significant progress has been made towards achieving
many of the intended program impacts on physicians and patients.

In the telephone interviews, we asked other stakeholders to rate how successful they believe the SSC
initiatives have been to date in achieving their intended objectives, on a scale of 1 to 5, where 1 = not at
all successful, 3 = somewhat successful and 5 = very successful. The average rating provided by this
group was 3.3.

31
Respondents indicated that the lack of uptake/understanding by Specialists has been a

roadblock to the success of the SSC. A few respondents also noted that the SSC is still a fairly young
committee in comparison to other committees such as the GPSC.

Overall, the SSC initiatives introduced April 1, 2010 have yielded fairly positive impacts for both
physicians and their patients, as indicated in the charts from the Ipsos Reid survey results below. Of the
participating General Practitioners, 46% feel that there have been positive impacts for themselves and
47% feel that there have been positive impacts for their patients. Of the participating Specialists, 37% feel
that there have been positive impacts for themselves and 32% feel that there have been positive impacts
for their patients.

31 We are not including a graph here because only one respondent group answered this question.
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The program has also enhanced collaboration between the BCMA, MOHS, Health Authorities and
Specialists according to participants in the telephone interviews. The telephone fees are perceived to
improve collaboration and consultation between physicians. Perceptions regarding the degree of
collaboration and consultation between General Practitioners and Specialists have improved among both
groups. The graph below shows General Practitioners’ perceptions of overall degree of collaboration and
consultation with Specialists.

This represents a small increase in collaboration since the baseline survey:

 86% of General Practitioners in the 2011 Ipsos Reid survey rated collaboration as somewhat or very
good, representing an increase of 8% from 2010.
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 91% of Specialists’ in the 2011 Ipsos Reid survey rated collaboration as very or somewhat good,
representing an increase of 4% from 2010.

Success and Constraining Factors

Interviewees were asked about the factors which have contributed to and constrained the success of the
SSC initiatives. Interviewees mentioned that the following factors contributed to the program’s success:

 The funding available for the initiatives.
 Engagement and reimbursement of physicians from the front lines.
 Awareness of the initiatives.
 Leadership support and support of medical directors.
 Communication between all parties involved.
 That the program addresses issues of access and efficiency.
 That the program is needed across the province across specialty areas.

Factors that have constrained the program to date include:

 Inadequate program promotion and physician engagement.
 Program implementation and administration (i.e. difficulties with the billing process).
 Heterogeneity of specialties (i.e. it is difficult to market and communicate to a heterogeneous group).
 There has not been a demonstration of how the program is applicable across different sections.
 Working with Specialists is a process that takes time and implementation has hence been slow.
 There is limited representation of few front-line physicians on the SSC (i.e. more representation from

diverse specialties is needed to capture the breadth of all perspectives).

Unintended Consequences

One major unintended consequence of the SSC
initiatives was identified by key informants and other
stakeholders during the telephone interviews. With
the implementation of the peri-operative billing rule
changes, some sections billed more than
anticipated.

Improvement Opportunities

Respondents in the telephone interviews generally felt that there is a high need for the SSC program
overall. When asked to rate how much of a need there is in BC for the types of support provided through
the SSC initiatives, on a scale of 1 to 5, where 1 is no need at all, 3 is somewhat of a need and 5 is a
major need, key informants (n=9), other stakeholders (n=6), and one GPSC representative provided a
weighted average rating out of 4.3, and 5.0.
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The Ipsos Reid surey supports this conclusion. The majority of Specialists in the survey felt that it is
important to have the types of support provided through the SSC inititaives in BC, as indicated in the
chart below.

Participants in the telephone interviews mentioned that there is a need for the SSC program because:

 It focuses at the health care system as a whole.
 The initiatives address factors that are critical to

sustaining a healthy medical practice including
system redesign, modes of accessibility and
strengthening communication.

 It allows for targeted funding to improve the quality of
patient care while simultaneously fostering
collaboration.
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In the telephone interviews, we also asked respondent groups whether there are any other related needs
that have arisen that the SSC initiatives currently do not address. According to interviewees, some
outstanding needs and issues include the:

 Need to address intra-disparity and lack of initiatives that support generalism/are applicable across
different Specialist sections.

 Need to support of physicians involved in chronic disease management.
 Need for better management of multi-disciplinary teams. Some physicians are heavily involved in

procedures as part of multi-disciplinary teams but are not reimbursed.
 Need to fund additional quality improvement services, instead of just fees-for-service.
 Need to improve communication between Specialists and patients.
 Need for additional engagement opportunities between Specialists and patients as a group (e.g. by

including patients on committees and working groups).
 Need for more flexibility when applying funding to support Specialists.
 Need to address long wait lists for surgical services.
 Need to speed up patient care.
 Need to improve relationships between the different specialties and between Specialists and Health

Authorities.
 Need for integration of the medical records between the office and the hospital.
 Need for rural programming. The availability of programs is more challenging in rural communities.

Recommendations and suggestions on how to address the issues and needs identified in the mid-term
evaluation are summarized in the following chapter.
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7. RECOMMENDATIONS FOR IMPROVEMENT

Our recommendations and suggestions on how to address the issues and needs identified in the mid-
term evaluation are summarized in four categories:

A) Content

B) Delivery

C) Collaboration

D) Marketing and Promotion

For each recommendation, we describe the rationale for the recommendation, the benefits that can be
achieved by implementing the recommendation, and implementation considerations and suggestions.

A) CONTENT

1. Expand existing and/or design additional initiatives that will have a direct impact on improving
patient care.

Rationale

MNP’s telephone interviews revealed that the perceived need for the SSC initiatives is high, however,
respondents stressed that initiatives should be further tailored to Specialists needs. For example, long
wait lists continue to be an area of concern for physicians and a barrier to delivering high quality care to
patients.

Benefits

Potential benefits of this recommendation include improved timeliness and quality of patient care.

Considerations

This recommendation is broad but the mid-term evaluation identified a number of specific considerations
including:

 Utilizing the sections to come up with and/or revise initiatives.
 Looking at alternative models to health care delivery, in other jurisdictions for instance.
 Considering fees to:

– Provide complex care for patients with multiple conditions or high risk (age>75 and BMI>35).
– Spend extra time with patients.
– Participate in multi-disciplinary teams.
– Provide after hour care and partial consultations.
– Broaden the scope of physicians who can be involved in the system redesign initiative (e.g. all

physicians and not just fee-for-service physicians).
 Considering initiatives that:

– Integrate medical records between the office and the hospital.
– Focus on rural programming, particularly because there is less availability of programming in

rural communities.
– Relate to shared care (e.g. improving the referral process).
– Expand the PSP for Specialists modules (e.g. through shared care modules such as the end of

life and the chronic obstructive pulmonary disease module).
– Expand the PSP for Specialists beyond administrative offerings to clinical areas such as

mental health.
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2. Consider expanding the telephone fees to other means of communication and other services.

Rationale

Extending the applicability of the telephone fee initiatives was a suggestion repeatedly raised by
participants in MNP’s telephone interviews and by the physicians surveyed by Ipsos Reid, particularly by
making email communication eligible. Other potential examples of expansion of the phone fees are as
follows:

 One anesthesiologist, surveyed by Ipsos Reid, suggested that the telephone follow-up fee should
apply to interventional anesthesiology.

 A psychiatrist in the Ipsos Reid survey suggested that the initiatives be extended to non-patients
(e.g. parents of children, teachers and social workers).

Benefits

Potential benefits of this recommendation include improved Specialist efficiency and capacity, reduced
wait lists and improved collaboration and consultation between Specialists and other service providers.

Considerations

When addressing and implementing this recommendation, consider:

 Including other communication channels such as email in the telephone fees.
 Providing compensation for MOAs, assistants and/or nurses for follow-up with patients.
 Extending the applicability of the telephone fees to other services and telephone calls involving

non-patients.

We recommend not immediately expanding the phone fees but waiting until the outcome evaluation has
been completed and the cost effectiveness of the phone fees has been investigated more rigorously.

3. Tailor program offerings and content to reflect the needs of different specialties or groups of
specialties.

Rationale

In MNP’s telephone interviews, it was indicated that, rather than replicating the approach used for General
Practitioners, the SSC program needs to evolve to help Specialists with their issues and needs. This was
particularly true for the PSP for Specialists. Participants in this initiative generally felt that program
offerings could be more tailored to their needs.

Benefits

Potential benefits of this recommendation include improved program uptake and thus a higher likelihood
of achieving intended program objectives and improving the physician and patient experience.

Considerations

When addressing and implementing this recommendation, consider:

 Facilitating strategic planning sessions involving Specialists to assess future initiatives and
changes to existing initiatives before implementation.

 Linking with Specialists one-on-one and/or in group sessions to identify their needs, perceived
system gaps, mitigation strategies and engagement strategies. Sections that share certain needs
(i.e. those in a solo practice) could participate in one group session.

 Involving individuals who are non-physician experts in models of health care delivery to work in
collaboration with physicians.
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B) DELIVERY

1. Address implementation and administrative difficulties.

Rationale

Phone and survey respondents in the mid-term evaluation consistently mentioned tactical problems with
billing for initiatives and related paperwork.

Benefits

Potential benefits of this recommendation include improved uptake across initiatives and thus a higher
likelihood of achieving intended program objectives and improving the physician and patient experience.

Considerations

When addressing and implementing this recommendation, consider:

 Eliminating tactical problems regarding the implementation of telephone fee initiatives and making
the implementation of the initiatives more seamless from the physicians’ points of view.

 Facilitating billing tutorials/seminars for Specialists.
 Ensuring timely payments to physicians.
 Implementing consistent reporting for Health Authorities participating in system redesign initiative

potentially through an online form that includes mandatory fields. All participating Health
Authorities should specify the number of Specialists who participated and the hours they invested.

2. Consider increasing Health Authorities’ capacity and ability to support the SSC initiatives.

Rationale

Health Authority staff that participated in our phone interviewees felt that Health Authorities are under-
staffed and lack the necessary capacity and resources to engage Specialist Physicians and promote the
SSC program. This has proven to be particularly strenuous for the PSP for Specialists and the system
redesign initiative. For example, respondents stressed that no additional staff was hired to assist with the
expansion of the PSP to Specialists and that Health Authorities are under-staffed and find it difficult to
engage physicians in system redesign projects in addition to their regular workload.

Benefits

Potential benefits of this recommendation include improved program promotion and uptake, increased
satisfaction by Health Authority stakeholders and Specialists and improved collaboration between the
Health Authorities, physicians and the SSC.

Considerations

When addressing and implementing this recommendation, consider:

 Whether additional staff dedicated to the PSP for Specialists is needed.
 Expanding staff support among the allied Health Authorities or administering funding for the

system redesign initiative directly through the SSC or BCMA rather than the Health Authorities.
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C) COLLABORATION

1. Further improve the referral process between physicians.

Rationale

Opportunities to improve collaboration and communication among health care providers still exist. For
example, a significant proportion (45%) of Specialists surveyed by Ipsos Reid indicated that about 1 to
10+ weekly referrals could be avoided by better communication between health care providers.

Benefits

Potential benefits of this recommendation include collaboration between General Practitioners and
Specialists and hence reduction of unnecessary referrals, improved identification of patients requiring
urgent assessment or referral, improved Specialist capacity and increased timeliness of patient care.

Considerations

When addressing and implementing this recommendation, consider:

 Creating a dialog between the GPSC, SSC and SCC.
 Using a shared care approach to engage Specialists/develop a dialogue between General

Practitioners and Specialists.
 Building a network or Specialists and General Practitioners around cross-practice issues.

2. Consider increasing representation of various specialties on the SSC.

Rationale

Throughout the telephone interviews, several stakeholders noted that limited representation of front-line
physicians exists on the SSC and that broader representation from diverse specialties is needed to
capture the breadth of all perspectives on the Committee.

Benefits

Potential benefits of this recommendation include increased satisfaction among Specialists and improved
relationships between the different specialties and the Government, the BCMA and the Health Authorities.

Considerations

When addressing and implementing this recommendation, consider broadening representation from all
sections, and of front-line physicians, on the SSC to provide a consultative role. Alternatively and as
suggested in Recommendation A3 above, Specialists could be involved in strategic planning sessions to
assess future initiatives and changes to existing initiatives before implementation.
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D) MARKETING AND PROMOTION

1. Improve proactive communication and promotion of the SSC initiatives and implement a
consistent, province-wide marketing approach.

Rationale

Although the perceived need for the SSC initiatives is, the uptake has been low and there has not been a
clear demonstration of how the program is applicable across different sections. For example, more than
half (57%) of General Practitioners surveyed are unfamiliar with SSC fees (Ipsos Reid mid-term survey).
Furthermore, the PSP for Specialists had only 44 participants as of January 2011.

Benefits

Potential benefits of this recommendation include improved uptake across initiatives and thus the higher
likelihood of achieving the program objectives and increasing the physician and patient experience.

Considerations

When addressing and implementing this recommendation, consider:

 Identifying best avenues to reach General Practitioners (regarding the phone fee initiatives) and
collaborating with the GPSC.

 Clearly articulating program objectives and creating marketing materials which highlight program
benefits and success stories. Examples include articles and case studies of the successful
implementation of SSC initiatives and their usefulness across specialties.

 Leveraging existing relationships built from other shared care initiatives (e.g. Chronic Disease
Management Forums on the Island).

 Engaging Specialists through word-of-mouth, especially by Specialists utilizing or participating in
the SSC initiatives.

 Engaging sections individually and identifying and utilizing
advisors/champions/liaisons/ambassadors/section heads within each specialty to articulate and
promote the initiatives to their respective sections.

 Identifying and targeting each section’s societies to promote the initiatives. The umbrella
Specialist societies need to be recruited more actively.

 Collaborating with organizations such as the BC Pain Society to gain access to Specialists who
are interested in doing things innovatively.
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8. APPENDICES

A) GLOSSARY OF TERMS

This Glossary of Terms appendix identifies and defines key terms and acronyms that are used throughout
this report.

BC – British Columbia
BCMA – British Columbia Medical Association

BCMJ – BC Medical Journal
CDM – Chronic Disease Management

ENT – Otolaryngology or ENT (ear, nose and throat)
ER – Emergency Room

FHA – Fraser Health Authority
G10001 – Specialist Telephone Advice Fee (2 Hour Response)

G10002 – Specialist Telephone Patient Management Fee (One Week Response)
G10003 – Specialist to patient Telephone Follow-Up Fee

GP – General Practitioner
GPSC – General Practice Services Committee

HA – Health Authority
HART – High Acuity Outreach Teams

IHA – Interior Health Authority
LMA – Labour Market Adjustment

MOA – Medical Office Assistant
MOHS – Ministry of Health Services

MSP – Medical Services Plan
N – Sample Size

NHA – Northern Health Authority
OB/GYN – Obstetrics and Gynecology

PHSA – Provincial Health Services Authority
PSP – Practice Support Program

RACE – Rapid Access to Cardiology Expertise
RN – Registered Nurse

SP – Specialist
Specialists – Specialist Physicians

SSC – Specialist Services Committee
SSPS – Society of Specialist Physicians and Surgeons

TBD – To Be Determined
VCH – Vancouver Coastal Health

VIHA – Vancouver Island Health Authority
VP – Vice President
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B) SSC MID-TERM EVALUATION DOCUMENT LIST

This appendix lists the documents and materials reviewed as part of the mid-term evaluation.

Number Document

A. General

A01

A02

A03

Program Inception Report (v1.1, April 15, 2010)

Program Inception Report Appendices

Program Initiatives Logic Model

A04 SSC Contact List (May 31, 2011)

A05

A06

SSC 2009-10 Annual Report (Official SSC Report, Prepared by MOH)

2010 Annual Report (submission to 2010 BCMA Annual Report)

A07

A08

“Progress of the Specialist Services Committee “ Report to SSPECIALISTS, Sept 23/09

SSC Presentation “Presentation to the SSPECIALISTS” Nov. 25/09

(Note: the Society of Specialist Physicians and Surgeons” is the body that represents many
of the Specialist sections.)

A09

A10

A11

A12

A13

Central Coordinating Committee (CCC) Minutes 2010 & 2011 (excerpts)

SSC Update to CCC April 2010

SSC Update to CCC Sept 2010

SSC Update to CCC Jan 2011

SSC Update to CCC May 2011

(Note: SSC provides semi-annual updates to CCC. Minutes of SSC meetings are also
available upon request, but may be too detailed for evaluation purposes).

A14

A15

A16

A17

A18

“Think Tank” Report for SSC (June 2009)

SSC “Phase 1” Initiatives Costing Background Information

SSC Budget Update

Utilization Report for Evaluation of SSC initiatives

Phone Fee Utilization 10/11

B. SSC initiatives

Practice Support Program for Specialists

B

B01

B02

B03

B04

B05

Practice Support Program general info: http://www.impactbc.ca/practicesupport

PSP Specialist Modules developed for SSC

PSP Module Pre-work Presentation

Update for April 2010 to December 2010 Engagement and Activity Status

PSP Module Progress Report (Feb 23, 2011)

PSP for Specialists, What’s Working, What’s Not, and Why (Feb 25, 2011)

Labour Market Adjustment

B06

B07

B08

Labour Market Adjustment Framework (Jan 27, 2010)

Report of the Labour Market Adjustment Advisory Group (Nov 16, 2010)

Labour Market Adjustment (LMA) Evaluation of Submissions
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System Redesign

B09

B10

B11

B12

B13

B14

Health Authority System Redesign letter (Jan 20, 2010)

Leadership Training Scholarship Information

Interior Health Authority Redesign Report

Northern Health SSC Redesign Funds Report

Provincial Health Services Authority Redesign Summary

Vancouver Island Health Authority Redesign Funding Report

(Note: Vancouver Coastal Health did not submit a redesign summary report)

C. Communications

C

C01

C02

C03

C04

C05

C06

C07

C08

C09

C10

C11

C12

C13

SSC webpage on BCMA website

https://www.bcma.org/committee/Specialist-services-committee-ssc

SSC 2010 Initiatives Guide (Sept 2010 version)

SSC initiatives Frequently Asked Questions (FAQ)

President’s Letter (Mar 23, 2010)

BC Medical Journal article “new SSC initiatives are underway”

Ministry of Health News Release: $45 million to support better care (April 1, 2010)

BCMJ Ad1

BCMJ Ad2

BCMJ Ad3

CMPA Telephone advice notation pad

“Specialists Consult” Newsletter Jan 2011 (e-newsletter in Outlook format)

“Specialists Consult” Newsletter May 2011 (e-newsletter in Outlook format)

Prince George Citizen article Apr 2010 (email in Outlook format)

Medical Post article May 2010

D. Baseline Survey (Ipsos-Reid)

D01

D02

D03

D04

D05

D06

D07

Baseline Survey Summary (Oct 2010)

SSC initiative Survey Report (Oct 2010)

SSC Initiative Survey Topline Results (July 9, 2010)

SSC Baseline Survey Summary of Verbatim Responses

SSC Baseline Survey Verbatim Responses, Categorized

SSC Baseline Survey data (3 excel files)

2010 BCMA Survey Results – Specialist Questions (separate survey)

(Note: This except is from a larger membership survey the BCMA conducts every other
year. The 2010 survey was conducted in Jan before the details of the SSC initiatives were
announced. References to GPSC in the survey are due to the fact that physicians are
generally aware of GPSC and its achievements)

E. Other

E

E01

E02

E03

Medical Services Commission (MSC) Payment Schedule

http://www.health.gov.bc.ca/msp/infoprac/physbilling/payschedule/index.html

GPSC GP/Specialist Telephone Consultation Fees (refer to fee code G14018- General
Practice Urgent Telephone Consultation with a Specialist Fee) Jan 2011

Medical Services Plan (MSP) Payment Data Series 2008/09

Medical Services Plan (MSP) Payment Data Series 2010/11
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C) WORK PLAN

Phase 1: Evaluation Methodology Report

The primary objective of the first phase was to prepare a detailed evaluation methodology report. The
specific steps completed in Phase 1 of the project were as follows:

 Facilitated a kick-off meeting with the Project Authority. During the meeting MNP clarified the
scope, timing and desired outputs of the evaluation.

 Conducted a review of relevant SSC documentation. A list of the documents and data that MNP
reviewed is presented in Appendix B.

 Prepared a preliminary profile of the SSC and its initiatives. Based on the documents reviewed
and other information provided by the Project Authority, MNP developed an overview of the SSC and
its initiatives including the program’s objectives, activities, outputs, intended outcomes, delivery and
logic model. The preliminary profile is presented in Chapter III of this document.

 Conducted an Evaluability Assessment. Upon completion of the kick-off meeting and review of
project documentation, MNP assessed the degree to which the five elements for a successful
program evaluation are present, including that:

1. A realistic logic model exists.
2. Program implementation matches program design.
3. Required data and information exist.
4. Desired indicators are measurable.
5. Required resources and the timeframe to conduct evaluation are present.

 Revised the SSC program logic model. MNP revised the existing logic model to include two
additional SSC initiatives, namely the Practice Support Program (PSP) for Specialists and the
Discharge Planning Fee Initiative.

 Refined and updated the evaluation matrix. MNP reviewed the existing evaluation matrix to ensure
that it contains the most appropriate performance indicators and sources of data to address the
evaluation issues. MNP added additional data sources to the matrix including stakeholder interviews;
focus groups with physicians (general practitioners and specialists); focus groups and surveys with
patients; and case studies.

 Prepared a detailed evaluation methodology report. MNP drafted and finalized an evaluation
methodology report in collaboration with the Project Authority. The report described the evaluation
approach and data collection tools. The questionnaires and surveys used as part of the mid-term
evaluation data collection are included in Appendix E.

Phase 2: Mid-Term Evaluation

The specific steps completed in Phase 2 of the project were as follows:

1. Completed document review. MNP completed the review that we began in Phase 1 by completing a
comprehensive review of existing resources including the SSC Inception Report and annual reports.
From the document review, we extracted information to address the relevant issues included in the
evaluation matrix. For a comprehensive list of documentation reviewed, please refer to Appendix B.

2. Finalized the mid-term evaluation survey tools. We finalized the evaluation survey and interview
tools based on feedback received from the Project Authority.
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3. Conducted preliminary interviews. MNP conducted preliminary interviews with two SSC Co-Chairs,
and several other SSC members/alternates and BCMA staff.

4. Conducted “mini” online survey with SSC members. MNP prepared and administered a brief
online survey of 13 SSC members to obtain initial success ratings and perceptions of the SSC
program.

5. Assisted Ipsos Reid with the mid-term survey of physicians. The market research firm Ipsos
Reid was engaged to conduct a baseline survey of General Practitioners and Specialists in 2010 and
a mid-term survey in 2011. MNP provided Ipsos Reid with additional evaluation questions to include
in the online survey. The survey was completed by 637 Specialists and 537 general practitioners.

6. Conducted semi-structured telephone interviews. MNP conducted 44 interviews with
stakeholders and program participants. The Project Authority provided us with a contact list and
contacted each potential participant by email and then by telephone. Three or more attempts were be
made to reach each potential participant. Individuals were informed of the voluntary nature of the
survey and interviews were only conducted with those who agreed to participate. In total MNP
interviewed:

 13 key informants including 9 SSC members and staff, 3 BCMA staff and 1 consultant.
 One General Practices Service Committee representative.
 Five Health Authority representatives.
 Seven PSP staff.
 Twelve PSP participants including nine specialists, one nurse and two medical office

assistants (MOAs).
 Six other stakeholders including one communications & media relations representative and

five BCMA societies and section heads.

Please note that several participants opted to complete the interview questions in an online survey
instead of a phone interview.

Four additional sections provided us with input regarding the SSC initiatives through email
correspondence.

7. Conducted a case study. MNP conducted a case study of the PSP for Specialists and specifically
the group medical visits module. The case study featured one general surgeon’s and his colleagues’
experience using group medical visits for pre-endoscopy patients. MNP conducted two semi-
structured telephone interviews with the general surgeon and his endoscopy nurse, as well as an
online survey completed by his MOA. Feedback forms filled out by participating patients were also
integrated in the case study findings.

8. Review of administrative data sets. MNP reviewed administrative data including summary reports
from the Medical Services Plan (MSP) claims database for fee-for-service practitioners. MNP looked
at the use of the new fee codes by specialty and month from April 1, 2010 (when the SSC initiatives
were introduced) through March 31, 2011. MNP also reviewed the program reports for the PSP for
Specialists and System Redesign Funding.

9. Analysed evaluation data. Evaluation data from document reviews, interviews, surveys and MSP
data sets were synthesized to address each evaluation issue.

10. Presented mid-term evaluation findings. MNP presented the findings of the mid-term evaluation to
the SSC on November 3, 2011.

11. Prepared mid-term evaluation report. MNP then drafted the mid-term evaluation report to
summarize the methodology, findings and recommendations.
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Phase 3: Outcome Evaluation

In 2012, MNP will:

1. Conduct additional document and administrative data review, as needed. The mid-term
evaluation only includes summary reports for the MSP data including the use of the new fee codes by
specialty and month. The outcome evaluation, however, will feature several specific MSP extractions
to assess the cost effectiveness of initiatives utilizing MSP billing codes.

2. Revise data collection tools, as needed. In conjunction with the Project Authority, will determine if
any changes are required to the data collection instruments.

3. Conduct telephone interviews. Similar to the mid-term evaluation, we will conduct a series of
telephone interviews with SSC stakeholders and program participants.

4. Gather data from patients. MNP will work closely with the Project Authority to gather lists of patients
to contact. We suggest an email/letter going out from the BCMA, or signed by the BCMA, explaining
the purpose and importance of the initiative and encouraging individuals to participate. In
collaboration with the Project Authority, MNP will determine the best approach (e.g. focus groups,
surveys, interviews) to gather data from patients.

5. Conduct case studies of selected SSC initiatives. MNP will conduct two to three case studies of
select SSC Program Initiatives in 2011/12. Case studies will focus on the impacts and outcomes of
SSC initiatives. For each case study, MNP will review relevant documentation and conduct interviews
with related stakeholders.

6. Conduct focus groups of physicians (specialists and general practitioners). To gain additional
qualitative information, MNP will conduct focus groups with physicians (both Specialists and General
Practitioners). MNP suggests conducting two focus groups with physicians (one in-person group in
the Lower Mainland and one web-hosted group for participants in other regions of BC). Each focus
group will include 5-10 individuals that have participated in the SSC’s 2011/12 initiatives. MNP
anticipates each focus group to take approximately 1-2 hours to complete.

7. Conduct a comparative analysis of similar programs. MNP will conduct Internet and literature
research to identify similar initiatives either in Canada or in other jurisdictions. Program initiatives
most similar to the SSC’s 2010/11 and 2011/12 initiatives will be examined for their design and
delivery mechanisms, costs and degree of success achieved. MNP will then conduct up to five
interviews with representatives of similar program initiatives to obtain more detailed information on
the outcomes achieved, best practices and possible program design and delivery mechanisms that
could be considered by the SSC.

8. Conduct data analysis of evaluation data. Evaluation data from document and literature reviews,
interviews, surveys, focus groups and administrative data sets will be synthesized to address each
evaluation question.

9. Prepare outcome evaluation report (Target Date: October, 2012). Similar to the mid-term
evaluation report, MNP will also draft an outcome evaluation report based on the second wave of
data collection. MNP will circulate the draft report for review by the Project Authority and incorporate
feedback received.

10. Present outcome evaluation findings. Subsequent to the completion of the final outcome
evaluation, MNP will present the findings to the Project in October, 2012 or as suggested by the
Project Authority.
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D) EVALUATION MATRIX

SSC program Initiatives

Program
Outcomes:

A) Patient care and patient outcomes are improved through enhanced and more appropriate patient access to Specialist Physician
services (SSC Guiding Principles: 1, 2, 3, 7, 10)

B) Provider experience, knowledge and practice management is improved through initiatives that promote learning, collaboration and
office efficiency (SSC Guiding Principles: 4, 5, 6, 7, 8, 9)

C) The implemented initiatives represent a cost-effective improvement for the health care system (SSC Guiding Principles: 11 & 12)

Initiative Outcome Indicator Target Data Sources Timeline

Specialist
Telephone Advice
Fees

Outputs:
1) Development of

new fees,
technical
descriptions
and billing
rules.

2) New fees and
billing changes
implemented
through MSP.

A) Primary care physicians
are able to continue care
and treatment for patients
and unnecessary referral to
Specialists are avoided.

B) Patients receive better
and timelier access to
care. There is timely
identification of patients
who require urgent
assessment.

C) Collaboration and
consultation is improved
between providers.

D) Providers improve
efficiency and capacity.

E) On a per-patient basis
there is a cost-effective
improvement resulting
from the physician to
physician telephone fees

i) Number of urgent and
patient management calls
made, and discrete patient
count.

i) 58,000 urgent calls and
122,000 patient
management calls will
be made per year.

MSP Claims Database Monthly

ii) Average number of patients
per office day for relevant
specialties.

ii) An increase in the
average number of
patients treated/
managed per day in the
office.

MSP Claims Database Monthly

iii) % of cases where primary
care physicians are able to
retain care/treatment for
patients without Specialist
referral due to patient
management calls with
Specialists.

iii) 80% of calls do not
result in a Specialist
referral as a result of
urgent phone call.

Survey of General
Practitioners

Mid-Term
Evaluation;
Outcome
Evaluation

iv) Whether General
Practitioners and Specialists
perceive collaboration and
consultation have improved
as a result of the new fees.

iv) General Practitioners and
Specialists both agree
collaboration and
consultation has
improved.

Survey of General
Practitioners and
Specialists
Interviews with Key
Informants and Other
Stakeholders

Mid-Term
Evaluation;
Outcome
Evaluation

v) Whether General
Practitioners and Specialists
perceive patient access to
care has improved as a result
of the new fees.

v) General Practitioners and
Specialists both agree
patient access to care
has improved.

Survey of General
Practitioners and
Survey of Specialists

Mid-Term
Evaluation;
Outcome
Evaluation
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vi) The perceptions of
General Practitioners
and Specialists of
whether efficiency and
capacity has improved,
as a result of the new
fees.

vi) General Practitioners and
Specialists both agree
efficiency and capacity
has improved.

Survey of General
Practitioners and
Specialists
Interviews with Key
Informants Interviews
with Other
Stakeholders

Mid-Term
Evaluation;
Outcome
Evaluation

vii) Financial cost of patient
management telephone
fee compared with cost
avoidance from
avoiding Specialist
referrals.

vii) Cost avoidance of
avoided referrals is
achieved.

MSP Claims Database Fiscal year-
end

Initiative Outcome Indicator Target Data Sources Timeline

Patient Telephone
Management Fee

Outputs:
1) Development of

new fees,
technical
descriptions
and billing
rules.

2) New fees and
billing changes
implemented
through MSP.

3) Development of
new fees,

A) Patients receive better and
timelier access to care and
patients avoid unnecessary
visits to Specialists.

B) Specialists improve
efficiency and capacity.

C) On a per-patient basis there
is a cost-effective
improvement resulting from
the patient communication
fee.

i) Utilization: number of
calls and discrete patient
count.

i) 645,000 patient
management calls
will be made per
year.

MSP Claims Database Mid-Term
Evaluation;
Outcome
Evaluation

ii) Utilization: number of
follow-up visits.

ii) The number of
follow- up visits
decrease.

MSP Claims database Mid–Term
Evaluation;
Outcome
Evaluation

iii) Patient perception of
access, convenience
and quality of care.

iii) Patient perceives
improved access
and quality of care.

Survey/ Focus Groups with
Patients

Outcome
Evaluation

iv) The perceptions of
Specialists on whether
patient access to care
has improved.

iv) Specialists perceive
improved patient
access and quality
of care.

Survey and Focus Groups
with Specialists

Mid-Term
Evaluation;
Outcome
Evaluation
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technical
descriptions
and billing
rules.

4) New fees and
billing
changes
implemented
through MSP.

v) Financial cost of patient
management telephone
fee compared with cost
avoidance from avoiding
physical visit to
Specialist.

v) Cost avoidance of
avoided visits.

MSP Claims Database Fiscal year-
end

vi) The perceptions of
Specialists of whether
efficiency and capacity
has improved.

vi) Specialists perceive
improved efficiency
and capacity of care.

Survey and Focus Groups
with Specialists

Mid-Term
Evaluation
Outcome
Evaluation

Practice Support
Program for
Specialists

Outputs:
1) Development of

PSP materials
for Specialists
and work plan
and schedule
for training
modules.

2) Implementation
of training
modules across
BC.

A) Specialist practice
management and patient
access to Specialist care is
enhanced through
knowledge transfer and
access, capacity and/or
efficiency improvements.

B) Specialist Physicians
identify greater provider
satisfaction with
improvement to office
management and being
able to see more
patients, while patients
indicate satisfaction with
the patient-Specialist
experience.

i) Advanced Access: 3rd next
available appointment

i) One week for 3rd next
available appointment
time

Report from PSP Quarterly

ii) Office Efficiency: cycle
time

ii) TBD
Report from PSP Quarterly

iii) Group Medical Visits: # of
group medical visits per
month

iii) 2 group medical visits
per month

Report from PSP Quarterly

iv) Provider, patient and PSP
staff experiences

iv) Positive response from
providers, patients and
staff regarding
experience and
services

Report from PSP;
Surveys/Focus Groups
with providers, patients
Case Studies
Surveys/Focus groups
with Specialists

Quarterly;
Outcome
Evaluation

Initiative Outcome Indicator Target Data Sources Timeline

System Redesign
Funding

A) Specialists become more
engaged with and
participate in health

i) Number of sessions utilized
and number of Specialists
participating.

i) Steady utilization
and uptake across
all HAs.

Quarterly report of HAs to
SSC

Quarterly
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Outputs:
1) Development of

criteria and
funding
mechanism for
compensating
Specialist
participation.

2) Approval of
Health Authority
funding
applications.

system redesign
initiatives.

B) System redesign
initiatives are better
developed and receive
better buy-in as a result of
greater physician
participation and input.

ii) Satisfaction level of
Specialists who participate
in system improvement
initiatives.

ii) Administrators and
Specialists are satisfied.

Report and interviews
with other stakeholders
(HAs)
Survey of Specialists

Fiscal year-
end

Discharge
Planning Fee

Outputs:
Same as above

A) There is better and timelier
information that
accompanies the discharge
of a patient from hospital
into the community.

B) There is improved
continuity and coordination
of care for patients
discharged from hospital,
particularly in complex
cases.

To be developed Case Studies
Interviews with Key
Informants Interviews with
Other Stakeholders

Outcome
Evaluation

Initiative Outcome Indicator Target Data Sources Timeline

Change to Peri-
Operative Billing
Rules

Outputs:
Same as above

A) The provision of peri-
operative care is better
aligned with patient care
needs through the reduction
of disincentives in peri-
operative billing rules.

i) Number of claims i) Estimate: MSP Claims Database Monthly
ii) Average number of days

from surgical procedure to
first post-operative visit

ii) Half of all general
surgery cases have
follow-up hospital or
office visits within 42
days

MSP Claims Database Semi-annual

iii) Average number of visits
over 42 days and less than
75 days

iii) Average number of visits
between 43 days and 75
days either remains the
same or decreases.

MSP Claims Database Semi-annual
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E) DATA COLLECTION INSTRUMENTS

KEY INFORMANTS INTERVIEW GUIDE

Good morning/afternoon. My name is and I am calling from MNP.
MNP, a management consulting firm, has been engaged to conduct an evaluation of the Specialist
Services Committee (SSC) Initiatives. As part of this evaluation, we are conducting interviews with
representatives such as yourself. Do you have 20 minutes right now to answer some questions?

CONTACT INFORMATION

Name:

Position:

Phone Number:

Date:

1. What has your role been with respect to the SSC initiatives?

2. Have the SSC initiatives been implemented largely as planned?

 Yes  No  Don’t Know

IF YES, SKIP TO QUESTION 3

2a. (If no) What major changes were made?

2b. Did these changes have an impact on the effectiveness of the SSC initiatives?

 Yes  No  Don’t Know

2c. (If yes) In what way?
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3. Are there different ways of implementing the initiatives that should be considered?

 Yes  No  Don’t Know

3a. (If yes) What are they?

4. How can the SSC initiatives be strengthened and/or improved?

5. How have the SSC initiatives been communicated and promoted (i.e. word-of-mouth, BCMA e-
news, BCMA president’s letter, SSC Quarterly Newsletter: ‘The Specialist Consult’, MSP newsletter,
SSPECIALISTS newsletter, BC Medical Journal)?

a) to Specialists?
□ Word-of-Mouth 
□ BCMA E-News 
□ BCMA President’s 

Letter
□ MSP Newsletter 
□ SSPECIALISTS 

Newsletter
□ SSC Quarterly 

Newsletter, ‘The
Specialist Consult’

□ BC Medical Journal 
□ Other ____________ 

b) to General Practitioners?
□ Word-of-Mouth 
□ BCMA E-News 
□ BCMA President’s 

Letter
□ MSP Newsletter 
□ SSPECIALISTS 

Newsletter
□ BC Medical Journal 
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□ Other ____________ 

6. On a scale of 1 to 5 with 1 being not effective and 5 being very effective, how effective have
the SSC initiatives been communicated and promoted?

1 – Not
effective

2 3 4
5 – Very
effective

N/A

Please Explain.

7. Overall, what do you see as the primary objectives of the SSC initiatives?

8. For each of the SSC initiatives listed below, please rate how successful you feel the Initiatives
have been in achieving their intended objectives since their introduction. The rating is on a
scale of 1 to 5, where 1 is not at all successful, and 5 is very successful.

How successful have the following SSC
initiatives been since their inception?

Success Rating

Not at all
successf

ul

Very
successf

ul
N/A

1 2 3 4 5 N/A

Specialist Telephone Advice Fees 1 2 3 4 5 N/A
Why is that?

Patient Telephone Management Fee 1 2 3 4 5 N/A
Why is that?

Practice Support Program for Specialists 1 2 3 4 5 N/A
Why is that?

System Redesign Funding 1 2 3 4 5 N/A
Why is that?

Changes to Peri- Operative Billing Rules 1 2 3 4 5 N/A
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How successful have the following SSC
initiatives been since their inception?

Success Rating

Not at all
successf

ul

Very
successf

ul
N/A

1 2 3 4 5 N/A

Why is that?

9. What factors are contributing to or constraining success of the Initiatives?

10. Have there been any unintended outcomes as a result of the SSC initiatives? If so, please

explain.

11. What lessons have been learned thus far that may have implications for delivery of the SSC

initiatives in the future?

12. On a scale of 1 to 5, where 1 is no need at all, and 5 is a major need, how much of a need do
you believe there is in BC for the types of support provided through the SSC initiatives?

1 – Not need
at all

2 3 4
5 – Major

need
N/A

Please explain:
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13. Are there any other related needs that have arisen that the Initiatives currently do not

address?

14. Do you have any final comments or recommendations?

THANK YOU FOR YOUR PARTICIPATION
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OTHER STAKEHOLDERS INTERVIEW GUIDE

Good morning/afternoon. My name is and I am calling from MNP.
MNP, a management consulting firm, has been engaged to conduct an evaluation of the Specialist
Services Committee Initiatives. As part of this evaluation, we are conducting interviews with
representatives such as yourself. Do you have 20 minutes right now to answer some questions?

CONTACT INFORMATION

Name:

Position:

Organization:

Phone Number:

Date:

1. On a scale of 1 to 5, where 1 is not at all familiar and 5 is very familiar, how familiar are you
with the SSC and its initiatives?

1 – Not at all
familiar

2 3 4
5 – Very
familiar

N/A

Please Explain.

IF NOT AT ALL FAMILIAR, PROVIDE A FUTHER DESCRIPTION OF THE
SSC AND ITS INITIATIVES, CONFIRM AND THEN TERMINATE THE INTERVIEW

2. What has your involvement been with respect to the SSC initiatives?
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3. How have the SSC initiatives been communicated and promoted (i.e. word-of-mouth, BCMA e-
news, BCMA president’s letter, SSC Quarterly Newsletter: ‘The Specialist Consult’, MSP
newsletter, SSPECIALISTS newsletter, BC Medical Journal)?

□ Word-of-Mouth
□ BCMA E-News
□ BCMA President’s

Letter
□ SSC Quarterly

Newsletter: ‘The
Specialist Consult’

□ MSP Newsletter
□ SSPECIALISTS

Newsletter
□ BC Medical Journal
□ Other ____________

4. On a scale of 1 to 5 with 1 being not effective and 5 being very effective, how effective have
SSC initiatives been communicated and promoted?

1 – Not
effective

2 3 4
5 – Very
effective

N/A

Please Explain.

5. Overall, what do you see as the primary objectives of the SSC initiatives?

6. On a scale of 1 to 5, where is 1 is not at all successful, and 5 is very successful, how
successful do you think the Initiatives have been to date in achieving their intended
objectives?

1 – Not at all
successful

2 3 4
5 – Very

successful
N/A

Please explain.
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7. Which of the following SSC initiatives would you say have been particularly successful?
Which have been utilized more than others? Why?

Success Utilization
Specialist Telephone
Advice Fees

Patient Telephone
Management Fee

Practice Support
Program for
Specialists
System Redesign
Funding

Changes to Peri-
Operative Billing Rules

8. Which Initiatives would you say have been less successful?

9. What factors are contributing to or constraining success of the Initiatives?

10. Have there been any unintended outcomes as a result of the SSC initiatives? If so, please

explain.

11. What lessons have been learned thus far that may have implications for delivery of the SSC

initiatives in the future?
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12. From your perspective, what have been the effects of the Initiatives on your organization so

far (e.g. increased capacity, enhanced partnerships, improved efficiency)?

13. On a scale of 1 to 5, where 1 is no need at all, and 5 is a major need, how much of a need to
you believe there is in BC for the types of support provided through the SSC initiatives?

1 – Not need
at all

2 3 4
5 – Major

need
N/A

Please explain:

14. Are there any other related needs that have arisen that the Initiatives currently do not

address?

15. Do you have any final comments or recommendations?

THANK YOU FOR YOUR PARTICIPATION
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PSP STAFF INTERVIEW GUIDE

Good morning/afternoon. My name is and I am calling from MNP.
MNP, a management consulting firm, has been engaged to conduct an evaluation of the Specialist
Services Committee Initiatives. As part of this evaluation, we are conducting interviews with
representatives such as yourself who were involved with the Practice Support Program. Do you have 20
minutes right now to answer some questions?

CONTACT INFORMATION

Name:

Position:

Organization:

Phone Number:

Date:

1. On a scale of 1 to 5, where 1 is not at all familiar and 5 is very familiar, how familiar are you
with the SSC and its initiatives?

1 – Not at all
familiar

2 3 4
5 – Very
familiar

N/A

Please Explain.

IF NOT AT ALL FAMILIAR, PROVIDE A FUTHER DESCRIPTION OF THE PRACTICE SUPPORT

PROGRAM INITIATIVE, CONFIRM AND THEN TERMINATE THE INTERVIEW

2. What has your role been with respect to the Practice Support Program for Specialists?

3. Overall, what do you see as the primary objectives of the Practice Support Program for

Specialists?
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4. On a scale of 1 to 5, where is 1 is not at all successful, and 5 is very successful, how
successful do you think this initiative has been to date in achieving its intended objectives?

1 – Not at all
successful

2 3 4
5 – Very

successful
N/A

Please explain.

5. What factors are contributing to the success of the Practice Support Program for Specialists?

6. What factors are constraining the success of the Practice Support Program for Specialists?

7. From your perspective, what have been the effects of the Practice Support Program on

participating Specialists?

8. What strategies have you taken to engage Specialist Physicians?

9. On a scale of 1 to 5, where 1 is no need at all, and 5 is a major need, how much of a need do
you believe there is in BC for the types of support provided through the Practice Support
Program for Specialists?
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1 – Not need
at all

2 3 4
5 – Major

need
N/A

Please explain:

10. Are there any other related needs that have arisen that the PSP currently does not address?

11. Have there been any unintended outcomes as a result of this SSC initiative? If so, please

explain.

12. What lessons have been learned thus far that may have implications for delivery of the

Practice Support Program for Specialists in the future?

13. As part of our evaluation, we would like to speak to Physicians involved in the Program. Who

would you suggest we contact to learn more about their interaction with the Program?
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14. Do you have any final comments or recommendations?

THANK YOU FOR YOUR PARTICIPATION
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PSP PARTICIPANTS INTERVIEW GUIDE

Good morning/afternoon. My name is and I am calling from MNP.
MNP, a management consulting firm, has been engaged to conduct an evaluation of the Specialist
Services Committee Initiatives. As part of this evaluation, we are conducting interviews with
representatives such as yourself who participated in the Practice Support Program for Specialists. Do you
have 20 minutes right now to answer some questions?

CONTACT INFORMATION

Name:

Do you hold an
Administrative role at a

hospital?

Yes No

Specialty:

Phone Number:

Date:

1. Have you heard about the Practice Support Program?

1 – No 2 – Yes

2. Have you heard about the Practice Support Program for Specialists?

1 – No 2 – Yes

3. How did you hear about the Practice Support Program for Specialists?

IF THE PARTICIPANT ANSWERS NO TO QUESTIONS 1 OR 2, PROVIDE A FUTHER DESCRIPTION
OF THE PSP, CONFIRM AND THEN TERMINATE THE INTERVIEW.
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4. How were you engaged with the program? Check all that apply.

1 –  □ 
I was introduced to the Practice Support Program for
Specialists individually or in a group setting and am
not continuing.

2 – □
I was introduced to the Practice Support Program for
Specialists individually or in a group setting and am
continuing.

3 – □ I attended a learning module session.

4 – □ I received in-practice support.

5 – □ I completed a learning module(s) / graduated.

Please Explain.

IF THE PARTICIPANT SELECTED ANSWER CHOICE“1” ONLY, SKIP TO QUESTION 12.
IF THE PARTICIPANT SELECTED ANSWER CHOICE“2” ONLY, SKIP TO QUESTION 16.

5. Which modules did you attend?

□ Group Medical Visits 
□ Advanced 

Access/Office Efficiency
□ Neither 

6. Before you began participation, what did you see as the primary objectives of the Practice
Support Program?

7. Now that you have participated, how has your perception of the Practice Support Program for
Specialists changed?

8. On a scale of 1 to 5, where 1 is not at all successful, and 5 is very successful, how successful
do you think the Practice Support Program for Specialists has been in achieving its
objectives?

1 – Not at all
successful

2 3 4
5 – Very

successful
N/A
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Please explain.

9. On a scale of 1 to 5, where 1 is no need at all, and 5 is a major need, how much of a need do
you believe there is in BC for the types of support provided through the Practice Support
Program for Specialists?

1 – Not need
at all

2 3 4
5 – Major

need
N/A

Please explain.

10. On a scale of 1 to 5, where 1 is not useful at all and 5 is very useful, how useful were the
following modules for your practice?

a) Group Medical Visits

1 – Not at all
useful

2 3 4
5 – Very
useful

N/A

Why is that?
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b) Advanced Access/Office Efficiency

1 – Not at all
useful

2 3 4
5 – Very
useful

N/A

Why is that?

c) Do you know how long your waitlist is?

1 – No 2 – Yes

d) How else can the length of your waitlist be improved?

11. Do you have any recommendations for how the modules could be improved? Is there any
other practice support that you need?

a) Would self-directed study such as online modules be an improvement?

Yes No Don’t Know

b) Would you prefer learning with other Specialists in a group?

Yes No Don’t Know

SKIP TO QUESTION 16. QUESTIONS 12 TO 15 ARE FOR PARTICPIANTS WHO DROPPED OUT OF
THE PROGRAM.

12. Why have you not continued with the Practice Support Program for Specialists?
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13. How could the Practice Support Program for Specialists be improved?

14. What other services could be improved?

15. Would you attend the program if these improvements were made?

Yes No Don’t Know

16. How did you learn about the Practice Support Program for Specialists?

□ Through BCMA communication 
□ Through Health Authority engagement 
□ Other, please specify:                      

17. How else could Specialists be engaged and informed about the Program?

18. Do you have any final comments or recommendations?

THANK YOU FOR YOUR PARTICIPATION
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HEALTH AUTHORITY STAKEHOLDERS INTERVIEW GUIDE

Good morning/afternoon. My name is and I am calling from MNP.
MNP, a management consulting firm, has been engaged to conduct an evaluation of the Specialist
Services Committee Initiatives. As part of this evaluation, we are conducting interviews with
representatives from Health Authorities such as yourself.

Specifically we would like to talk to you about the Physician Payment for Health Authority System
Redesign Initiative. Do you have 20 minutes right now to answer some questions?

CONTACT INFORMATION

Name:

Position:

Phone Number:

Date:

1. Please describe your knowledge of the Physician Payment for Health Authority System

Redesign Initiative.

IF NOT AT ALL FAMILIAR, PROVIDE A FUTHER DESCRIPTION OF THE PHYSCIAN PAYMENT

FOR HEALTH AUTHORITY REDESIGN INITIATIVE, CONFIRM

AND THEN TERMINATE THE INTERVIEW

2. Has your Health Authority accessed funding from this initiative?

1 – Yes 2 - No 3- Don’t know

3. If yes, how often?

1 time 2 – 4 times 5 – 7 times 8 or greater

4. If no, please explain why not.

5. Have you submitted a funding request to the SSC that has been refused?

1 – Yes 2 - No 3- Don’t know
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6. If yes, please describe what explanation was provided for the refusal.

7. Overall, what do you see as the primary objectives of this SSC initiative?

8. On a scale of 1 to 5, where is 1 is not at all successful, and 5 is very successful, how
successful do you think this Initiative has been to date in achieving its intended objectives?

1 – Not at all
successful

2 3 4
5 – Very

successful
N/A

Please explain.

9. What factors are contributing to the success of this Initiative?

10. What factors are constraining the success of this Initiative?
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11. From your perspective, what have been the effects of this Initiative on participating

physicians?

12. What strategies have you taken to engage physicians?

13. On a scale of 1 to 5, where 1 is no need at all, and 5 is a major need, how much of a need do
you believe there is in BC for the types of support provided through this Initiative?

1 – Not need
at all

2 3 4
5 – Major

need
N/A

Please explain:

14. Are there any other related needs that have arisen that this Initiative currently does not

address?

15. Have there been any unintended outcomes as a result of this SSC initiative? If so, please

explain.
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16. What lessons have been learned thus far that may have implications for delivery of this SSC

initiative in the future?

17. From your perspective, what have been the effects/impacts of this Initiative on your

organization so far?

18. On a scale of 1 to 5, with 1 being no impact and 5 being major impact, please rate the impacts
that the Redesign Initiative has had in terms of:

System Redesign Funding
Scale

1 2 3 4 5 n/a

a
Increasing physician participation
in planning? No Impact 2 3 4

Major
Impact

n/a

Why is that? Do you have any recommendations to increase physician participation?

b
Enhancing relationships with
physicians? No Impact 2 3 4

Major
Impact

n/a

Why is that? Do you have any recommendations to enhance relationships with physicians?

c
Improving the quality of health
service delivery? No Impact 2 3 4

Major
Impact

n/a

Why is that? Do you have any recommendations to improve the quality of health service delivery?

d

Improving the efficiency of
Specialist service delivery in your
region or hospital?

No Impact 2 3 4
Major
Impact

n/a

Why is that? Do you have any recommendations to improve efficiency?
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19. Do you have any final comments?

THANK YOU FOR YOUR PARTICIPATION
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GP SERVICES COMMITTEE INTERVIEW GUIDE

Good morning/afternoon. My name is and I am calling from MNP.
MNP, a management consulting firm, has been engaged to conduct an evaluation of the Specialist
Services Committee Initiatives. As part of this evaluation, we are conducting interviews with
representatives such as yourself. Do you have 20 minutes right now to answer some questions?

CONTACT INFORMATION

Name:

Position:

Organization:

Phone Number:

Date:

1. On a scale of 1 to 5, where 1 is not at all familiar and 5 is very familiar, how familiar are you
with the SSC and its initiatives?

1 – Not at all
familiar

2 3 4
5 – Very
familiar

N/A

Please Explain.

IF NOT AT ALL FAMILIAR, PROVIDE A FUTHER DESCRIPTION OF THE
SSC AND ITS INITIATIVES, CONFIRM AND THEN TERMINATE THE INTERVIEW

2. How have the SSC initiatives been communicated and promoted to you (i.e. word-of-mouth,
MSP newsletter, BC Medical Journal etc.)?
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3. On a scale of 1 to 5 with 1 being not effective and 5 being very effective, how effective have
SSC initiatives been communicated and promoted to you?

1 – Not
effective

2 3 4
5 – Very
effective

N/A

Please Explain.

4. From your perspective, what have been the effects of the following SSC initiatives on general
practitioners thus far (e.g. enhanced partnerships and collaboration, improved efficiency etc.)?

Specialist Telephone Advice
Fees

Patient Telephone
Management Fee

Practice Support Program
(PSP) for Specialists

Changes to Peri- Operative
Billing Rules

5. What factors are contributing to or constraining success of the Initiatives?

6. Have there been any unintended outcomes as a result of the SSC initiatives? If so, please

explain.

7. How have the SSC initiatives impacted collaboration between Specialists and general

practitioners? Please explain.
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8. On a scale of 1 to 5, where 1 is no need at all, and 5 is a major need, how much of a need to
you believe there is in BC for the types of support provided through the SSC initiatives?

1 – Not need
at all

2 3 4
5 – Major

need
N/A

Please explain:

9. Are there any other related needs that have arisen that the SSC initiatives currently do not

address?

10. Do you have any final comments or recommendations?

THANK YOU FOR YOUR PARTICIPATION
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ONLINE SPECIALIST SERVICE COMMITTEE SURVEY (“MINI SURVEY”)

MNP has been engaged to conduct an evaluation of the Specialist Services Committee (SSC) Initiatives.
As part of this evaluation, MNP representatives will be attending the SSC meeting being held on
September 15, 2011 in Victoria, BC. To make the most efficient use of your time during this meeting we
are asking that you complete the short survey below that will allow us to focus our discussion with you.
Thank you for your participation.

1. For each of the initiatives listed below, please rate how successful you feel the Initiatives have
been since their introduction. The rating is on a scale of 1 to 5, where 1 is not at all successful,
and 5 is very successful.

Overall Success of the SSC initiatives

Scale

Not at all
successful

2 3 4
Very

Successful
n/a

a Specialist Telephone Advice Fees

b Patient Telephone Management Fee

c
Practice Support Program for
Specialists

d System Redesign Funding

f
Changes to Peri-Operative Billing
Rules

2. Please provide a brief explanation on why you believe the initiatives were or were not

successful?

3. Please list what you believe are the four greatest strengths of the SSC initiatives.

4. Please list what you believe are the four greatest weaknesses of, or challenges facing, the SSC
initiatives.

5. Have there been any unintended outcomes as a result of the SSC initiatives? Please explain.

6. Please list up to four changes you would implement to improve the SSC initiatives.

THANK YOU FOR YOUR PARTICIPATION
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IPSOS REID SURVEY QUESTIONS

SSC initiatives Mid-Term

Table of Contents

GP OR SPECIALIST

1
Q1. The survey questions are slightly different for Generalists and Specialists. Do you practice
primarily as a GP or Specialist?

GP QUESTIONS
2 Q2. Which of the following best describes your practice?

3
Q2a. In addition to your answer to the previous question, do you also practice in any of these other
styles of practice?

4
Q2/Q2a. Which of the following best describes your practice? Do you also practice in any of other
styles of practice?

5
Q3. Approximately how many times per week do you have a telephone conversation with a Specialist
Physician regarding the assessment and management of a non-emergent patient (exclude calls for
the purpose of booking an appointment or other administrative issues)?

6
Q4_1. [Within 2 hours] Approximately what percentage of the calls you make to Specialists (regarding
the assessment and management of a non-emergent patient) are responded to within each of the
following timeframes?

7
Q4_2. [Within 24 hours (but more than 2 hours)] Approximately what percentage of the calls you
make to Specialists (regarding the assessment and management of a non-emergent patient) are
responded to within each of the following timeframes?

8
Q4_3. [Within 3 days (but more than 24 hours)] Approximately what percentage of the calls you make
to Specialists (regarding the assessment and management of a non-emergent patient) are responded
to within each of the following timeframes?

9
Q4_4. [Within 7 days (but more than 3 days)] Approximately what percentage of the calls you make
to Specialists (regarding the assessment and management of a non-emergent patient) are responded
to within each of the following timeframes?

10
Q4_5. [More than 7 days or not at all] Approximately what percentage of the calls you make to
Specialists (regarding the assessment and management of a non-emergent patient) are responded to
within each of the following timeframes?

11
Q4. [SUMMARY - MEAN (INCL.0)] Approximately what percentage of the calls you make to
Specialists (regarding the assessment and management of a non-emergent patient) are responded to
within each of the following timeframes?

12
Q4. [SUMMARY - MEAN (EXCL.0)] Approximately what percentage of the calls you make to
Specialists (regarding the assessment and management of a non-emergent patient) are responded to
within each of the following timeframes?

13
Q5_1. [Emergency] How reasonable is the typical wait time for your patients to access a Specialist
consultation based on the following levels of urgency?

14
Q5_2. [Urgent] How reasonable is the typical wait time for your patients to access a Specialist
consultation based on the following levels of urgency?

15
Q5_3. [Non-Urgent] How reasonable is the typical wait time for your patients to access a Specialist
consultation based on the following levels of urgency?
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16
Q5_4. [Overall Average] How reasonable is the typical wait time for your patients to access a
Specialist consultation based on the following levels of urgency?

17
Q5. [SUMMARY - TOP2BOX (VERY/ SOMEWHAT REASONABLE)] How reasonable is the typical
wait time for your patients to access a Specialist consultation based on the following levels of
urgency?

18
Q5. [SUMMARY - LOW2BOX (NOT AT ALL/ NOT VERY REASONABLE)] How reasonable is the
typical wait time for your patients to access a Specialist consultation based on the following levels of
urgency?

19
Q6. Approximately how many times per month do you send a patient to the hospital emergency room
because of the lack of availability of Specialist advice within a short period of time?

20
Q7. How would you rate the overall degree of collaboration and consultation you have with
Specialists?

21
Q8. Overall, how familiar are you with the fees and initiatives that were implemented by the Specialist
Services Committee on April 1, 2010 (i.e. physician to physician telephone advice, Specialist to
patient follow-up advice by telephone)?

22
Q9. How do you feel about the amount of information you have received describing the Specialist
telephone advice fees?

23
Q10. Knowing that Specialists are now compensated for providing these telephone services, has this
changed the frequency with which you contact a Specialist by telephone for urgent advice and/or for
non-urgent patient management advice?

24
Q11_1. [You] Overall, what has been the impact of the SSC initiatives introduced April 1, 2010 on you
and your patients?

25
Q11_2. [Your patients] Overall, what has been the impact of the SSC initiatives introduced April 1,
2010 on you and your patients?

26
Q11. [SUMMARY - TOP2BOX (VERY/ SOMEWHAT POSITIVE)] Overall, what has been the impact
of the SSC initiatives introduced April 1, 2010 on you and your patients?

27
Q11. [SUMMARY - LOW2BOX (VERY/ SOMEWHAT NEGATIVE)] Overall, what has been the impact
of the SSC initiatives introduced April 1, 2010 on you and your patients?

28

Q12_1. [The telephone advice fees help better enable primary care physicians to continue care and
treatment for patients and avoid unnecessary referrals to Specialists.] Please indicate your level of
agreement with each of the following statements regarding the physician to physician telephone
advice fees (e.g. Generalists talking to Specialists, Specialists talking to Specialists).

29

Q12_2. [The telephone advice fees help better enable identification of patients that require an urgent
Specialist assessment/referral.] Please indicate your level of agreement with each of the following
statements regarding the physician to physician telephone advice fees (e.g. Generalists talking to
Specialists, Specialists talking to Specialists).

30

Q12_3. [The telephone advice fees help enable patients to receive timelier access to care.] Please
indicate your level of agreement with each of the following statements regarding the physician to
physician telephone advice fees (e.g. Generalists talking to Specialists, Specialists talking to
Specialists).

31

Q12_4. [The telephone advice fees help improve collaboration and consultation between physicians.]
Please indicate your level of agreement with each of the following statements regarding the physician
to physician telephone advice fees (e.g. Generalists talking to Specialists, Specialists talking to
Specialists).

32
Q12. [SUMMARY - TOP2BOX (AGREE STRONGLY/ AGREE SOMEWHAT)] Please indicate your
level of agreement with each of the following statements regarding the physician to physician
telephone advice fees (e.g. Generalists talking to Specialists, Specialists talking to Specialists).

33
Q12. [SUMMARY - LOW2BOX (DISAGREE STRONGLY/ DISAGREE SOMEWHAT)] Please indicate
your level of agreement with each of the following statements regarding the physician to physician
telephone advice fees (e.g. Generalists talking to Specialists, Specialists talking to Specialists).

34
Q13. In your view, have there been any unintended outcomes as a result of the Specialist telephone
fees?
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35
Q14. Do you have any additional comments or suggestions regarding the implementation of the
physician to physician telephone advice fees or any of the other SSC initiatives implemented since
April 1, 2010?

SPECIALIST QUESTIONS
36 Q15. What is your specialty?

37
Q16. Approximately how many times per week do you have a telephone conversation with a GP or
Specialist regarding the assessment and management of a non-emergent patient (exclude calls for
the purpose of booking an appointment or other administrative issues)?

38
Q17. How many weeks on average does a new patient have to wait for a routine non-urgent office
consultation with you?

39
Q18_1. [Emergency] How reasonable (in your view) is the typical wait time for new patients to have
an office consultation with you, based on the following levels of urgency?

40
Q18_2. [Urgent] How reasonable (in your view) is the typical wait time for new patients to have an
office consultation with you, based on the following levels of urgency?

41
Q18_3. [Non-Urgent] How reasonable (in your view) is the typical wait time for new patients to have
an office consultation with you, based on the following levels of urgency?

42
Q18_4. [Overall Average] How reasonable (in your view) is the typical wait time for new patients to
have an office consultation with you, based on the following levels of urgency?

43
Q18. [SUMMARY - TOP2BOX (VERY/ SOMEWHAT REASONABLE)] How reasonable (in your view)
is the typical wait time for new patients to have an office consultation with you, based on the following
levels of urgency?

44
Q18. [SUMMARY - LOW2BOX (NOT AT ALL/ NOT VERY REASONABLE)] How reasonable (in your
view) is the typical wait time for new patients to have an office consultation with you, based on the
following levels of urgency?

45
Q19. How would you rate the overall degree of collaboration and consultation you have with
Generalists and Specialists?

46
Q20. Approximately how many times per week do you receive a patient referral where you feel that if
there was better communication with the GP or Specialist that the patient may NOT have needed a
referral to you?

47
Q21. Approximately how many follow-up clinical telephone calls per week do you initiate and conduct
with patients (exclude calls for informing a patient about diagnostic results or for administrative
purposes such as appointment notification)?

48
Q22. Overall, how familiar are you with the fees and initiatives that were implemented by the
Specialist Services Committee on April 1, 2010 (i.e. physician to physician telephone advice, patient
follow-up advice by telephone, peri-operative billing rule changes, etc.)?

49
Q23_1. [Physician to Physician Urgent Telephone Advice Fee (Fee code G10001)] Approximately
how many times per month are you billing/claiming each of the following fees?

50
Q23_2. [Physician to Physician Patient Management Telephone Advice Fee (Fee code G10002)]
Approximately how many times per month are you billing/claiming each of the following fees?

51
Q23_3. [Scheduled Telephone Patient Follow-up Fee (Fee code G10003)] Approximately how many
times per month are you billing/claiming each of the following fees?

52
Q23a_1. [The telephone fees are applicable to my practice/role/situation.] Please indicate your level
of agreement with each of the following statements regarding the telephone fees.

53
Q23a_2. [The telephone fees are unnecessary.] Please indicate your level of agreement with each of
the following statements regarding the telephone fees.

54
Q23a_3. [The telephone fees require too much work/time to bill.] Please indicate your level of
agreement with each of the following statements regarding the telephone fees.

55
Q23a_4. [The telephone fees are too low.] Please indicate your level of agreement with each of the
following statements regarding the telephone fees.

56
Q23a. [SUMMARY - TOP2BOX (AGREE STRONGLY/ AGREE SOMEWHAT)] Please indicate your
level of agreement with each of the following statements regarding the telephone fees.
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57
Q23a. [SUMMARY - LOW2BOX (DISAGREE STRONGLY/ DISAGREE SOMEWHAT)] Please
indicate your level of agreement with each of the following statements regarding the telephone fees.

58 Q24. Are you a surgical Specialist?

59
Q24a. In what way, if any, have the changes made to the peri-operative billing rules affected the
timing of how and/or when you schedule your patients for pre- or post-operative visits?

60
Q25_1. [You] Overall, what has been the impact of the SSC initiatives introduced April 1, 2010 on you
and your patients?

61
Q25_2. [Your patients] Overall, what has been the impact of the SSC initiatives introduced April 1,
2010 on you and your patients?

62
Q25. [SUMMARY - TOP2BOX (VERY/ SOMEWHAT POSITIVE)] Overall, what has been the impact
of the SSC initiatives introduced April 1, 2010 on you and your patients?

63
Q25. [SUMMARY - LOW2BOX (VERY/ SOMEWHAT NEGATIVE)] Overall, what has been the impact
of the SSC initiatives introduced April 1, 2010 on you and your patients?

64
Q26_1. [The telephone fees help enable primary care physicians to continue care and treatment for
patients and avoid unnecessary referrals to Specialists.] Please indicate your level of agreement with
each of the following statements regarding the telephone advice and patient follow-up fees.

65
Q26_2. [The telephone fees help better enable identification of patients that require an urgent
Specialist assessment/referral.] Please indicate your level of agreement with each of the following
statements regarding the telephone advice and patient follow-up fees.

66
Q26_3. [The telephone fees help me increase the efficiency or capacity in my practice.] Please
indicate your level of agreement with each of the following statements regarding the telephone advice
and patient follow-up fees.

67
Q26_4. [The telephone fees help enable patients to receive timelier access to care.] Please indicate
your level of agreement with each of the following statements regarding the telephone advice and
patient follow-up fees.

68
Q26_5. [The telephone fees help improve collaboration and consultation between physicians.] Please
indicate your level of agreement with each of the following statements regarding the telephone advice
and patient follow-up fees.

69
Q26. [SUMMARY - TOP2BOX (AGREE STRONGLY/ AGREE SOMEWHAT)] Please indicate your
level of agreement with each of the following statements regarding the telephone advice and patient
follow-up fees.

70
Q26. [SUMMARY - LOW2BOX (DISAGREE STRONGLY/ DISAGREE SOMEWHAT)] Please indicate
your level of agreement with each of the following statements regarding the telephone advice and
patient follow-up fees.

71
Q27. Overall, how important is it in BC to have the types of support provided through the SSC
initiatives?

72

Q28. The Specialist Services Committee provided information about these initiatives in a number of
different formats including the BCMA E-news, BCMA President's letter, SSC Quarterly Newsletter:
'The Specialist Consult', MSP newsletter, SSPECIALISTS newsletter, and the BCMJ. Did you receive
any of this information?

73
Q29_1. [Usefulness] How would you rate the usefulness and clarity (ease of understanding) of the
information provided by the SSC about these initiatives?

74
Q29_2. [Clarity] How would you rate the usefulness and clarity (ease of understanding) of the
information provided by the SSC about these initiatives?

75
Q29. [SUMMARY - TOP2BOX (VERY/ SOMEWHAT GOOD)] How would you rate the usefulness and
clarity (ease of understanding) of the information provided by the SSC about these initiatives?

76
Q29. [SUMMARY - LOW2BOX (NOT AT ALL/ NOT VERY GOOD)] How would you rate the
usefulness and clarity (ease of understanding) of the information provided by the SSC about these
initiatives?

77
Q30. In your view, did the SSC provide you with too much information, too little information or about
the right amount of information about these initiatives?
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78
Q31. Do you have any additional comments or suggestions regarding the Specialist Services
Committee’s initiatives and fees, including opportunities to further develop and strengthen the SSC
initiatives?

79

Q32_1. [Providing complex care for patients with multiple conditions] In the future, the SSC may
decide to expand current or introduce new initiatives, including payments, fees and incentives. How
much of a priority would you like to see the SSC give to providing payments, fees and incentives for
each of the following activities?

80

Q32_2. [Providing prevention activities for patients] In the future, the SSC may decide to expand
current or introduce new initiatives, including payments, fees and incentives. How much of a priority
would you like to see the SSC give to providing payments, fees and incentives for each of the
following activities?

81

Q32_3. [Spending extra time with patients] In the future, the SSC may decide to expand current or
introduce new initiatives, including payments, fees and incentives. How much of a priority would you
like to see the SSC give to providing payments, fees and incentives for each of the following
activities?

82

Q32_4. [Initiating outgoing phone calls / coordination] In the future, the SSC may decide to expand
current or introduce new initiatives, including payments, fees and incentives. How much of a priority
would you like to see the SSC give to providing payments, fees and incentives for each of the
following activities?

83

Q32_5. [Providing patient advice/care management via e-mail communication] In the future, the SSC
may decide to expand current or introduce new initiatives, including payments, fees and incentives.
How much of a priority would you like to see the SSC give to providing payments, fees and incentives
for each of the following activities?

84

Q32_6. [Coordinating or participating in multidisciplinary care teams] In the future, the SSC may
decide to expand current or introduce new initiatives, including payments, fees and incentives. How
much of a priority would you like to see the SSC give to providing payments, fees and incentives for
each of the following activities?

85

Q32. [SUMMARY - TOP2BOX (VERY HIGH/ HIGH)] In the future, the SSC may decide to expand
current or introduce new initiatives, including payments, fees and incentives. How much of a priority
would you like to see the SSC give to providing payments, fees and incentives for each of the
following activities?

86

Q32. [SUMMARY - LOW2BOX (LOW/ MEDIUM)] In the future, the SSC may decide to expand
current or introduce new initiatives, including payments, fees and incentives. How much of a priority
would you like to see the SSC give to providing payments, fees and incentives for each of the
following activities?

CLASSIFICATION QUESTIONS

87
Q33. Now, a few final questions for classification purposes ... Into which of the following categories
does your age fall?

88 Q34. How many years have you been practicing as a physician?

89 Q35. Which one of the following best describes how you are currently paid?

90 Q36. Are you male or female?

CONTEST
91 Q37. Would you like to be entered in the contest to win one of four Visa gift cards worth $250 each?

SAMPLE
92 Type (From Sample)

93 Urban/Rural


