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1.  INTRODUCTION 

1 .  I N T R O D U C T I O N  

1.1 INTRODUCTION TO TASK FORCE TWO  

The past decade has been a time of substantial change in health care delivery in Canada. 
Traditional delivery models and the roles of physicians and other health care providers 
have been under scrutiny in the face of changes such as regionalization, funding 
constraints and associated stresses on human and material resources. One response to 
coping with these pressures has been to develop new, innovative models and tools while 
maintaining a focus on improving outcomes, efficiency, satisfaction, access, quality and 
accountability. While innovative health care models have been introduced in both Canada 
and internationally, the majority have not been analyzed, evaluated and/or widely 
publicized.  

In order to address these matters in relation to physicians, the Canadian Medical Forum 
Task Force on Physician Supply (Task Force One) prepared a report to help stakeholders 
make timely and strategic decisions to address the issues of physician availability across 
Canada. This report also identified the need to undertake further research in the areas of 
health care funding and delivery models, and their impact on physician resources in 
Canada. Through consultation with Human Resources Development Canada and Health 
Canada, this concept was expanded into a more comprehensive examination. It was 
recognized that various organizations and jurisdictions have contributed numerous 
studies and a variety of data and/or profiles on Canada’s physicians but that this 
information has not been systematically consolidated and evaluated. The resulting three-
year initiative (Task Force Two) is a partnership involving the medical profession, 
Human Resources Development Canada, Health Canada and other components of the 
health care system. 
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1.2 INTRODUCTION TO THIS PROJECT 

This project was part of the Phase One activities of Task Force Two. The primary goal or 
purpose of the project was to develop a representative inventory and synthesis of new and 
emerging models for the delivery of health care services across Canada. The project was 
not intended to provide a comprehensive or exhaustive list of all such models in Canada. 

Specifically, the objectives of the study were to: 

• conduct a literature search of new and emerging models for health services 
delivery with a focus on the delivery of medical services; 

• develop an inventory of new and emerging models of medical services delivery 
from actual examples of existing Canadian models; and  

• develop a synthesis of findings based on the literature search and inventory of 
models. 

 
In order to keep the project to a manageable size, the study:  

• limited the number of health care models to models of funding and delivery in 
which there was substantial physician involvement; 

• included “new and emerging models” defined as those in which there was some 
sort of innovation, within developed key parameters, of the delivery of medical 
services; and 

• applied an analytical framework, which placed boundaries on what would be 
retained for analysis. 

 
For the purposes of the project, the term “inventory” was used to refer to an electronic 
searchable database that captures the key elements/characteristics of each model and the 
term “synthesis” was used to refer to a structured assessment (categorization) of the 
models using defined criteria. 
 
The study focused on new, emerging and existing models of health services delivery in 
Canada. In order to be included in the study, new, emerging, and existing models needed 
to: 

• have substantial physician involvement and/or impact; 
• be focused on collaborative approaches with other physicians and/or healthcare 

professionals and/or on new funding approaches; and 
• demonstrate innovation in one or more of the following areas:  

¾ innovation in the organization, interaction and management of 
human health resources (such as group and/or collaborative team 
practices, shared care, optimization of practice to licensure, role 
enhancement, disease or systems- based teams); 

¾ innovation in the coordination and/or integration of health care 
delivery systems and processes by one or more of the following: 
points of service, geographic setting, communication methods, 
organization and management of delivery systems; 

¾ innovation in resource utilization; 
¾ innovation in funding and remuneration;  
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1.  INTRODUCTION 

¾ innovation in the use and deployment of technology;  
¾ innovation in the development and/or application of evidence 

based standards or best practices. 
 
It is anticipated that future work by Task Force Two will include adding to, and refining, 
the list of programs catalogued in this project. 
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2 .  O V E R V I E W  O F  T H E  S T U D Y  

 

2.1 CONCEPTUAL FRAMEWORK 

A service delivery “model” can be broadly defined as a structured pattern of relationships 
and processes delivered through the use of defined physical, technological and human 
resources (inputs) which are guided by established goals and objectives intended to 
achieve specific outcomes (outputs). 

There were three major dimensions to the conceptual framework for organizing and 
categorizing models of care for this project. Figure 1 presents a simplified version of 
these dimensions in which Type of Medical Practitioner, the first dimension, is broken 
down into General Practitioners (including Family Practitioners) and Specialists; Models 
of Care, the second dimension, is broken down into Models of Medical Care and Models 
of Health Care; and Models of Funding, the third dimension, is broken down into Budget 
Models, Capitation Models, and Outcome Models. Each of these dimensions is 
incorporated into the inventory of models. Thus, for example, one model could be of 
geriatricians working in long term care on a capitation model of funding. Another 
example would be of general practitioners working in a local primary health care 
community clinic and being paid a salary. Each of the dimensions in the typology can 
include numerous components, that is, there are more components along each dimension 
than are shown in Figure 1 (such as, all types of physicians and specialists, all major 
components of the health system and all funding models). 
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2.  OVERVIEW OF THE STUDY 

The full model implied in Figure 1 has many empty cells which would not occur in the 
real world (for example, surgeons in a community clinic being paid on the basis of 
outcomes). Nevertheless, it served as a useful tool to define the scope of our search for 
models and provided a typology into which the models could be placed. 

2.2 ACTIVITIES AND DELIVERABLES 

Figure 2 provides an overview of the overall approach used for this project. As can be 
seen, the definition of the model of care and the conceptual framework were critical. 
They informed the approach to be taken to conduct research and development activities. 
They also served as the basis for selecting the range of documents to be reviewed, the 
content of the key informant questionnaires and the layout of the items to be included in 
the hard copy and electronic versions of the inventory. The research activities were the 
inputs, that is, they provided the content for the deliverables of the final report and the 
inventory of models. The activity of developing the searchable electronic database 
provided an input into the inventory of models and formed the basis for the deliverable of 
the electronic searchable database. 

Figure 1:  Simplified Overview of Conceptual Framework 
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Figure 2: The Integration of Conceptual and Analytical Activities, and Deliverable 
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3.  F INDINGS 

3 .  F I ND INGS  

3.1 OVERVIEW OF MODELS 

Table 1 provides an overview of the distribution of the summaries of the models (referred 
to as narratives) across Canada. Ontario had the largest number of narratives while the 
Yukon, Northwest Territories and Nunavut had a relatively small number of narratives.  
 
Table 2 provides an overview of how the narratives were distributed across types of 
health services. The largest number of narratives of care models (35 or 22.7%) fell into 
the category of Primary Health Care. This category included a wide range of models from 
physician group practices to community based primary health care centres which provide 
a wide range of community based health services. Acute care hospitals were the primary 
focus of 21 narratives (13.6%). There were 12 narratives (7.8%) on continuing care; these 
incorporated home care, home support services, case management, community based 
services such as an adult day care, residential long term care, chronic care and palliative 
care. There were 12 narratives on community and/or residential mental health and 8 
(5.3%) on mixed or integrated models of care. The term integrated care was used to refer 
to models which generally combined three or more components of the health care system. 
There were 8 narratives which fell into the cluster which included public health, health 
promotion, population health, preventive health and training and education. There were 9 
narratives (5.8%) related to e-Health; seven of these focused on telehealth. There were 11 
narratives (7.1%) on a range of other health topics (such as midwifery, cancer care and 
pharmaceutical services). Finally, there were 38 narratives (24.7%) on funding models. 
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Table 1: Distribution of Models Across Geographic Regions 
 
 Narratives 

from 
Interviews* 

Narratives 
from Written 

Materials 

Total 
Narratives Percent 

Yukon 1 0 1 0.6 
Northwest Territories/Nunavut 4 1 5 3.2 
British Columbia 3 3 6 3.9 
Alberta 12 10 22 14.3 
Saskatchewan 8 1 9 5.8 
Manitoba 9 0 9 5.8 
Ontario 15 17 32 20.8 
Québec 1 10 11 7.1 
New Brunswick 11 0 11 7.1 
Nova Scotia 5 3 8 5.2 
Prince Edward Island 4 0 4 2.6 
Newfoundland 9 0 9 5.8 
National - 27 27 17.5 
Total 82 72 154 100 
*  Narratives which were a combination of interviews and written materials were counted under the  

“Narratives from Interviews” column. 
 
Table 2: Distribution of Models By Type of Health Service 
 
 Number Percent 
Primary Health Care 35 22.7 
Hospitals 21 13.6 
Continuing Care 12 7.8 
Mental Health 12 7.8 
Public/Population Health (includes Training and Education) 8 5.2 
Mixed/Integrated Care 8 5.2 
Other Health Services 11 7.1 
e-Health  9 5.8 
Funding1 38 24.7 
Total 154 100 
1 Narratives which included descriptions of both funding and care delivery were included in the counts 

of the types of care models. Thus, the total in this row is for narratives on funding per se. 
 
The following sections present examples of the models included in the project. 

3.2 EXAMPLES OF MODELS OF FUNDING HEALTH SERVICES 2 

3.2.1 Funding Models for Rural and Remote Areas 

Alternative, salary-based funding models to recruit and retain physicians have been 
developed in the Northwest Territories. These models have five levels of remuneration 
based on the level of experience for specialists and six levels based on the level of 
responsibility for general practitioners. Physicians work an eight-hour day, plus having 
                                                 
2 The descriptions of the models presented here are based on written documents and/or key informant 

interviews and are believed to be accurate representations of the information provided. It should be noted 
that some changes may have occurred since the interviews were conducted or the written reference 
sources were published. 
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some on-call responsibilities. There is a wide range of benefits including medical 
education, vacation time, sick leave, special leave, a retirement plan, insurance coverage 
and maternity benefits. Family physicians may also receive recruitment and retention 
bonuses. 

Ontario has a number of models designed to provide services in rural areas. The Northern 
Group Funding Plan and Community Sponsored Contract was introduced in the fall of 
1998. Under this plan, a global payment is made to a group of physicians to ensure that 
primary care services are provided in rural areas. Physicians in these groups receive an 
annual guaranteed remuneration that is 20% higher than the provincial net fee-for-service 
income of family physicians. Additional payments are made to cover overhead costs and 
for specialized services such as minor surgery. Replacement physicians to cover off for 
vacations and continuing medical education are available up to 37 days per year. 
Relocation and retention initiatives are also provided. A separate initiative also pays 
physicians $7000 per year to provide full-time continuous service in a northern 
community for four years.  

The province of Manitoba has established a range of alternative funding mechanisms to 
address the need for physicians in underserviced areas. These approaches include: salary, 
sessional fees, block funding and contract funding. Thus, a range of funding approaches 
is used to provide services in northern and underserviced areas and to provide for on-call 
emergency services (provided by general practitioners) in small communities. Manitoba 
also has an alternate funding model to ensure the retention of physicians in rural areas. 

The University of Saskatchewan administers the Coordinated Northern Medical Services 
Program which is designed to provide care in remote northern communities. Funding is 
obtained from the federal government (20% of the funding, to cover First Nations) and 
the provincial government (80%). Physicians are recruited by the University of 
Saskatchewan Northern Medical Services and are paid as staff of the university. 

The Province of New Brunswick, in 1999, adopted a new alternative payment plan for 
physicians to better ensure coverage for rural communities based on alternate payment 
contracts. Annual incomes are based on the average for the specialty in the area of the 
province in which the physician is located.  
 
Finally, the St. John’s Health Care Corporation in Newfoundland has developed a plan to 
use block funding to ensure the uninterrupted services of specialists and sub-specialists 
across the province. 

3.2.2 Funding Models Related to Primary Health Care 

There were several variations of the salary/contract/block funding approach in which an 
annual amount of funding is guaranteed. The Klinic Community Health Care Program in 
Winnipeg, Manitoba has some 20 pilot projects in which physicians have changed from 
being paid via a fee-for-service model to being paid by salary. A nurse practitioner model 
in Labrador pays nurse practitioners involved in primary health care on a salaried basis. 
The Eskasoni Primary Care Project on the Eskasoni First Nations Reserve in Cape 
Breton, Nova Scotia, pays physicians assisting in primary health care clinics on a contract 

9



 ASSESSING NEW MODELS FOR THE DELIVERY OF MEDICAL SERVICES: INVENTORY AND SYNTHESIS 

basis, based on an annual income. A similar contract/block funding approach was also 
used for the Strengthening Primary Care in Nova Scotia Communities initiative.  

There were a number of primary health care models which used capitation funding. 
Ontario has instituted a series of family and primary care health networks as part of its 
primary care reform initiative. In these networks, physicians can be paid on a reformed 
fee-for-service approach, or by capitation calculated on the age and gender composition 
of the patients on the physician’s roster. Ontario also has Health Service Organizations 
which are funded on a capitation basis. 

3.2.3 Funding Models in Hospitals and Academic Health Sciences Centres 

There were a number of models best referred to as Alternative Funding/Payment Plans. 
The University of Alberta has developed specialist service contracts in which specialists 
receive 75% to 90% of the amounts received by colleagues in fee-for-service private 
practice. There is a provincial program called Alternative Funding Plans for Academic 
Health Sciences Centres in Ontario. This program is operated through a contract between 
the Ontario Ministry of Health and Long Term Care, the Ontario Medical Association 
and a provider organization. Funding is provided on a global basis based on all of the 
sources of income received by the physicians in the group. Alternate funding models 
have also been developed at the University of Ottawa and at Queen’s University.  

In regard to other hospital based funding models, Alberta’s Children’s Hospital has 
developed the Coordination and Funding of Sub-Specialty Pediatricians Program. 
Practitioners are paid on a contract basis and are paid for both activities and performance. 
Preliminary work on a funding model for nurses based on a new workload measurement 
system is also being developed in Alberta. The Province of Newfoundland has developed 
a block funding model for physician specialists to ensure that their hospitals have 
adequate specialist services. Finally, the Calgary Regional Health Authority has 
developed a contract based funding model for Hospitalists, and the Atlantic Health 
Sciences Corporation has developed a contract based funding model for neurologists. 

3.2.4 International Perspective 

The international literature notes the importance of capitation models in the United 
States, and in other jurisdictions, and GP fundholding and other attempts at developing 
internal markets. In Canada, there seem to be few, if any, experiments with GP 
fundholding and internal markets, and relatively few examples of pure capitation models. 

 
3.3 PRIMARY HEALTH CARE 
 

3.3.1 Primary Health Care Models 

There were a number of examples in this project of multidisciplinary, community based 
primary health care centres, many operating out of community clinics. There was a great 
deal of similarity across these models. Primary care models through local community 
health centres (CLSCs) have been established in Québec for some time and thus were not 
considered to be “new innovations” as defined for this project. Most of the new models 
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were located in Ontario (e.g., Community Health Centres and Family Health Networks) 
and Western Canada. The distinguishing characteristics of the care models were: use of 
information technology; a focus on the determinants of health; collaboration among 
multidisciplinary teams of health professionals (often including nurse practitioners, 
rehabilitation specialists and/or social workers); alternatives to fee-for-service 
remuneration; a holistic approach to health; an emphasis on prevention and education; 
access to medical services 24 hours a day, 7 days per week (24/7); quality assurance; easy 
access to care (one-stop service); health related counseling and advice; and linkages to 
other community and health services. 

3.3.2 Primary Care 

While terminology varies, primary health care generally refers to more broadly based, 
multidisciplinary care provided in community health centres. The term primary care 
generally refers to physician group practices, often supplemented by nurse specialists 
and/or other highly trained health professionals. An interesting innovation was the Rapid 
Response Clinic in Truro, Nova Scotia in which a person in need of medical care can be 
seen quickly by one of four physicians who operate in a group practice. This clinic was 
developed in response to the lack of family physicians in the area and the long wait times 
to see a physician. Another specialty-type initiative was the development of a health 
promotion/disease prevention program for primary care physicians in Montérégie, 
Québec. The evaluation of the project noted that physicians were satisfied with the 
program and found it to be useful. 

3.3.3 Nurse Practitioners in Primary Care 

A number of models focused on the use of nurse practitioners, and expanded role nurses, 
in primary health care. Typical functions of nurse practitioners in these narratives were: 
diagnosis of patients, prevention/promotion activities, treatment of illness and injury, 
prescribing and dispensing of medications, working collaboratively with the 
multidisciplinary team, providing patient teaching and counseling about health issues, 
ordering laboratory tests, providing routine medical services generally provided by a 
physician and providing other advanced nursing tasks. The use of nurse practitioners is 
still evolving across Canada in terms of the definition of their scope of practice and 
legislation. 

3.3.4 International Perspective 

Primary care is still in the developmental phase in Canada. Thus, most of the narratives 
focused on models of care per se and/or the integration of nurse practitioners into primary 
health care. There were relatively few narratives which looked at the linkages between 
primary care models and other parts of the health care system. There is an emerging 
international literature on this topic. Areas of linkage include primary health care and 
primary care in relation to mental health services, pediatrics, geriatrics, obstetrics and 
gynecology, palliative care, respiratory disease, and care for battered women. 
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3.4 HOSPITAL BASED SERVICES 
 

3.4.1 Expanded Functions of Care Providers 

The largest number of hospital based models dealt with non-physician health 
professionals with expanded roles and responsibilities, primarily nurses. A number of 
different labels were used for such nurses, and there were some models regarding nurses 
who could assist more than one type of specialist. The reasons for establishing these 
expanded function positions included:  

• overcoming shortages of physicians by having nurses perform functions normally 
performed by hospital house physicians;  

• providing coordinated, holistic and cost-effective care to hospital patients;  

• enabling nurses to act as first assistants during surgery and to assist in 
coordinating care; assisting in providing care to patients in intensive care, and 
other hospital units, as required; and  

• expanding the scope of practice for nurses with specialized training and 
experience.  

 

3.4.2 Hospital Based Care Models 

The Western Canada Waiting List Project developed a new approach to handling waiting 
lists for a number of specialist services, and for hospital based services such as surgery. 
The Autocontrol project in Sherbrooke, Québec studied the overuse of routine tests by 
physicians in a general surgery unit. This project led to cost-savings in the use of 
laboratory services. The Expected Date of Discharge Initiative at St. Clare’s Mercy 
Hospital in Newfoundland is an innovation designed to reduce hospital lengths of stay. It 
involves having physicians document the expected length of stay at admission, document 
the major interventions provided, and document the reasons for an extension to the length 
of stay. Physicians have viewed this initiative negatively, possibly because no additional 
remuneration was provided for the activities related to this initiative. However, an 
evaluation of the pilot project indicated substantial reductions in the length of stay for 
some types of patients, and an overall reduction of 15% in the average length of stay. The 
Atlantic Health Services Corporation in St. John, New Brunswick has developed a new 
wound care team to facilitate the care of patient wounds. A nurse clinician leads the 
multidisciplinary team which includes a plastic surgeon, a vascular surgeon, a 
dermatologist, a physiotherapist and a dietician. Finally, the Alberta Children’s Hospital 
has developed a program for the coordination and funding of sub-specialty pediatricians 
to improve access to specialized pediatric services in southern Alberta and to overcome 
problems related to the recruitment and retention of sub-specialty pediatricians.  
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3.4.3 Hospitalists 

Hospitalists are primarily general practitioners/family practitioners (GP/FPs) working in 
hospitals to handle overflow and on-call shift duties. They also assist with patients who 
may not have their own GP/FP. The Dartmouth General Hospital in Nova Scotia has 
hired hospitalists to assist in the Emergency Department and to alleviate the overload of 
emergency room initiated in-patient cases for GP/FPs and specialists. The Atlantic Health 
Sciences Corporation has started to use hospitalists to provide care for patients admitted 
to the hospital who do not have a GP/FP and for patients whose family doctors are not 
able to provide care while they are in the hospital. The Calgary Regional Health 
Authority is using hospitalists to provide medical coverage for persons admitted through 
the emergency room who do not have a GP/FP and for patients transferred from the 
Intensive Care Unit and medical teaching units whose family doctors do not participate in 
the hospital. There was also one narrative which provided an overview of the purpose, 
role and functions of hospitalists. 

3.4.4 Outpatient Services 

The Foothills Hospital in Calgary has developed a low risk maternity clinic to provide 
care for low risk patients whose family doctors do not practice obstetrical care. St. 
Mary’s Hospital Centre in Montreal has developed a program called Postpartum Care for 
Early Discharge Patients which ensures care for mothers and newborns after early 
discharge from the hospital. The program also teaches outpatient assessment skills to 
family medical residents. 

3.5 CONTINUING/COMMUNITY CARE SERVICES 

The Scarborough General Hospital has developed a home based palliative care program 
through its palliative at-home care team which provides 24/7 coverage to patients and 
their families to achieve symptom control and pain management. The governments of 
Nova Scotia and Prince Edward Island collaborated to develop the Rural Palliative Home 
Care Project to increase palliative care in rural communities. The Alberta Cancer Board 
has developed a Palliative Care Network Initiative to increase access to palliative care 
across Alberta. 

The Carelinks Program in the former Simon Fraser Health Region in British Columbia 
provided information on home care “in reach” into the hospital. The program replaced 
hospital discharge social workers with home care nurses who work in the hospital to 
facilitate the transfer of patients from the hospital to home care. Thus, rather than 
discharging patients from the hospital to home care, patients are effectively admitted to 
home care while they are still in the hospital to ensure a smooth transition on leaving the 
hospital.  

There were also models on Quick Response Teams in which home care staff are located 
in hospital emergency rooms and work with emergency room physicians to re-direct 
patients who might otherwise be admitted to the hospital back home (with enhanced 
home care services).  
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