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The BC Office of the Canadian Centre for Policy Alternatives welcomes the opportunity to 
share our views and recommendations in response to the question posed by the Select 
Standing Committee on Health: how can we create a cost-effective system of primary and 
community care built around interdisciplinary teams? We very much agree with the panel 
that answering this question is critical to ensuring the long-term sustainability of a high 
quality, cost-effective public health system. Our analysis of the available evidence leads us to 
believe that a shift to more interdisciplinary team-based care will also address many of the 
access challenges in rural and remote communities across BC. 

Established nearly twenty years ago, the BC Office of the Canadian Centre for Policy 
Alternatives investigates the key challenges facing our province and provides independent 
public policy research and analysis. We work with a team of over fifty staff and volunteer 
research associates to develop and put forward real, workable solutions, and share our 
findings as widely as possible to advance social, economic and environmental justice in our 
province.  

Since 2004, the Canadian Centre for Policy Alternatives has published seven research studies 
looking at the restructuring of primary and community care services in British Columbia 
and at the benefits of moving to a more integrated interdisciplinary service delivery model.  

 

Summary 

 There is very strong and conclusive international evidence showing that countries 
with a strong primary care orientation have lower health care costs, less medication 
use, better health outcomes and reduced health inequities.   

 Patient centred, team-based care is increasingly recognized as the optimal strategy 
for delivering on the four pillars of effective primary care: defined as care that is 
comprehensive, co-ordinated, continuous, and the first point of contact with the 
health system.   
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 Both the Conference Board of Canada and Canadian College of Family Physicians 
are strong advocates for team-based primary care, arguing that interdisciplinary 
teams should be the standard of practice and a centrepiece of health system 
transformation in Canada. 

 Community Health Centres (CHCs) have been providing interdisciplinary team-
based primary care in Canada since the early days of Medicare. In Ontario, where 
CHCs are widely used, they have proven more effective than other primary care 
models in delivering high quality, comprehensive primary care, avoiding 
unnecessary emergency room visits, and in providing access to primary care for 
people with significant mental health challenges. The Ontario CHCs are 
community-governed, serve high-needs, low-income populations in both urban and 
rural communities, and provide a much broader range of health promotion and 
community development activities than is common in more traditional medical 
practices.    

 Many people in BC, and particularly those living in rural communities, have 
difficulty accessing a regular family physician; team-based care is increasingly 
recognized as an effective strategy for improving access to care.  

 With the fee-for-service (FFS) funding model there are few financial incentives for 
sharing service provision and decision-making with other team members. Health 
professionals are increasingly recognizing that fee-for-service funding is the most 
significant barrier to implementing an interdisciplinary model for primary care 
delivery.  

 In BC almost all of the provincial funding to support primary care reform has 
focused on providing fee-for-service family physicians with an increasing array of 
financial incentives to provide care to particular patient groups. Funding to integrate 
other health professionals into primary care practices and/or to facilitate team-based 
approaches in home and community care delivery has been significantly lower and 
always time limited. 

 All of the academic articles that find health and cost benefits of BC’s financial 
incentive program for fee-for-service physicians have been written by physicians or 
researchers affiliated with or contracted to the incentive program. Independent 
assessments of the program from BC’s Auditor General and the Centre for Health 
Services and Policy Research are considerably more critical.   

 There are few opportunities in BC for younger physicians to work in “full service” 
primary care settings supported by an interdisciplinary team, where they are able to 
work a reasonable number of hours and effectively manage their work and family 
commitments. As a result, the majority of younger physicians in BC are increasingly 
choosing to work in practices, like walk-in clinics, where they are able to limit their 
responsibilities and have control over their hours of work. Unfortunately, these so-
called “low responsibility” practices are less effective at providing care that is 
comprehensive, coordinated and continuous.    

 While BC physicians have resisted efforts to introduce team-based care and 
alternative payment mechanisms up to now, this will not necessarily be the case in 
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the future, particularly if these efforts prioritize younger physicians, underserved 
rural and urban communities, and home and community care. 

 What BC needs is more leadership from the Ministry of Health and a policy 
commitment to increase access to different funding and delivery models, support 
the expansion of interdisciplinary team-based care, and build on what is already in 
place on a small scale here in BC and on a larger scale in other jurisdictions. 

 

Recommendations 

We recommend the following seven priorities for the Select Standing Committee on Health. 

1. Advocate that team-based primary care become the standard model for primary care 
delivery in BC and the top priority for the Ministry of Health for the foreseeable 
future. This model would include a much wider range of activities and health 
providers than is typical in a traditional family physician’s office and would help BC 
achieve the following six goals:    
 Increasing access, care co-ordination, comprehensiveness and continuity in 

primary care provision;  
 Improving the quality of care provided to people living with chronic conditions; 
 Increasing access to health care in rural communities; 
 Providing more opportunities for younger physicians to work reduced hours and 

still be part of a full-service practice;  
 Increasing the cost-effectiveness of the overall health care system; 
 Reducing health inequities.  

2. Advocate that the Ministry of Health develop a policy framework to address the 
systemic barriers that limit the capacity of the health system to move in the 
direction of more team-based primary care. Such a policy framework would include:   

 A strategy for increasing the availability of alternatives to fee-for-service funding 
for physicians that are better aligned with team-based primary care and therefore 
more likely to facilitate its expansion;  

 A governance and leadership structure for team-based primary care practices 
focused on improving, monitoring, and evaluating the cost-effectiveness, 
timeliness, and quality of care;  

 A strategy for optimizing the use of communication technology in primary care 
that is linked to the acute and community care systems;  

 A provincial mandate that supports all team members to fully utilize their 
expertise and experience and includes education for all health professionals in 
the core competencies of inter-professional collaboration; 

 A process for reviewing the appropriateness of remuneration increases for 
physicians.  
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3. Further investigate the viability and effectiveness of different funding models for 
delivering team-based primary care and prepare a report for the Legislature 
reviewing the following Canadian and US examples:   
 The seven capitated family practices in Langley;  
 The salaried Community Health Centres in Ontario, the Family Care Clinics in 

Alberta and the Patient Centre Medical Homes in the US (e.g. Group Health in 
Seattle and Kaiser Permanente in California); 

 The mixed funding models of team-based care in BC including the Community 
Health Centres, the combined fee-for-service and salaried model in Northern BC, 
and other examples of team-based primary or community care in the six Health 
Authorities.  

4. Advocate that the Ministry of Health address the following policy issues specific to 
the situation in BC including the need for:     
 A new governance structure for primary care reform that provides an 

opportunity, not only for family physicians, but for a much wider range of 
health professionals, health care staff and community stakeholders to take 
leadership in developing a primary reform agenda that supports interdisciplinary 
team-based care and is responsive to community needs;  

 Research to identify the specific policies needed to support younger physicians 
to work in full service team-based primary care practices; 

 A review of the different approaches to performance measurement for primary 
care that have been successfully implemented in other jurisdictions, with the 
goal of developing specific policies for improving, monitoring, and evaluating 
the cost-effectiveness, timeliness, and quality of care.      

5. Share what the Select Standing Committee on Health learns about how to introduce 
team-based primary and community care with a broad stakeholder group of 
representatives from the Health Authorities, health providers, community groups 
and patients, and work with these stakeholder groups to develop recommendations 
on specific funding and delivery options that would facilitate the long-term shift to 
more patient-centred, prevention-oriented and comprehensive team-based models 
of care with a priority emphasis on: 
 Addressing the needs of underserved rural and urban communities;  
 Addressing the need for more team-based primary care in home health, assisted 

living, residential care, adult day care and community mental health services; 
 Optimizing the deployment of younger physicians in new team-based funding 

and delivery models. 
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Definitions 

 
Primary Care is the entry point to the health care system where the majority of health 
problems are identified and treated and where other health services can be mobilized and 
co-ordinated. In Canada it most often means a visit to the office of a family physician but 
can also include consultation with a nurse practitioner, advice from a pharmacist, telephone 
calls to a nurse information line, etc.  

Team-Based Primary Care is primary care that includes a wider range of prevention, health 
promotion and chronic care management activities than is typical in the traditional office 
of a family physician. Staffing on primary care teams vary depending on the needs of the 
patient population and may include registered nurses, nurse practitioners, licenced practical 
nurses, community developers, mental health outreach workers, medical office assistants, 
physiotherapists, clinical social workers, psychologists, behavior therapists,1	  pharmacists, 
etc. The goal of interdisciplinary team-based care is to improve access, quality and the cost-
effectiveness by ensuring that everyone on the team is working collaboratively and each 
team member is able to fully utilize their expertise and experience.  

Community Care refers to the health and personal services that some people require to 
remain in their homes or to live in a community facility such as Assisted Living and 
Residential Care. It includes home support, nursing and physiotherapy, adult day care 
services, assisted living, residential care, community mental health services, etc. As more 
people with higher needs are being supported to live at home or in community facilities, the 
need for interdisciplinary team-based care is increasingly seen as essential to improving care 
quality and avoiding unnecessary hospital visits.  
 

 

I. Introduction 

Since 2004, the Canadian Centre for Policy Alternatives has published seven research studies 
looking at the restructuring of primary and community care services in British Columbia 
and at the benefits of moving to a more integrated interdisciplinary service delivery model. 
Now, more than at any time in the past, leading national policy and professional 
associations (e.g. of physicians, nurses, etc.) also acknowledge the importance of increased 
access to team-based primary and community care:  

 In 2012 the Conference Board of Canada organized a Summit on Sustainable 
Health and Health Care with opinion leaders and experts from across the country.2  
Five priorities for reform emerged from the Summit. The first was “a strong consensus 
that interdisciplinary family care teams should be the standard model of primary care and 
that those teams should be expanded and strengthened in all provinces and territories,” and 
they should include a clear focus on the care needs of “seniors and other vulnerable 
populations.”3 Interestingly, the other four priorities identified at the Summit—new 
physician compensation models, more standardized access information technology, 
a greater focus on preventative care and more accountability—are also critical for the 
effective delivery of team-based primary care.    



Page 6 |	  CCPA Submission to the Select Standing Committee on Health 

	  

 In 2011 the Wait Time Alliance—an organization made up of 14 national specialist 
medical groups and the Canadian Medical Association—concluded that the most 
cost-effective strategy for improving timely access to hospital emergency and 
elective surgical care is not to provide more funding for surgeries per se, but instead 
to increase access to community health services for patients classified as Alternative 
Level of Care (ALC).4 ALC patients are those who no longer need hospital services 
but continue to occupy a hospital bed because the community health services they 
require are not available. Most often ALC patients are the frail elderly. In its annual 
reports the Wait Time Alliance argues that increased access to home care, residential 
services and interdisciplinary team-based care is critical to reducing the pressure in 
hospital emergency and surgical services.   

As an interesting side note on this last point, between 2006 and 2011 BC saw a 35.5 per cent 
increase in the portion of hospital days that were ALC, growing problems of hospital 
overcrowding and long waits in emergency.5 By 2013 only 34 per cent of BC physicians 
were satisfied with their access to hospital beds—the lowest level of satisfaction among 
physicians in any province in the country.6  

This Submission reviews the literature on team-based care in order to provide more clarity as 
to why it is increasingly seen as critical to reducing pressure on hospitals services and as the 
centrepiece of health care reform in Canada, and yet continues to be so difficult to 
implement. To set the context for this discussion, however, it is important to look briefly at 
the history of primary care reform in Canada and at the different ways that primary care 
reform has been defined.    

 
II. A Brief History of Primary Care Reform in Canada 

Beginning in the mid-1990s evidence of the critical importance of primary care began to 
emerge in the seminal research of Barbara Starfield. She compared health systems across the 
industrialized world and was able to demonstrate conclusively that countries with a strong 
primary care orientation had lower costs, less medication use, better health outcomes7 and 
reduced health inequities.8 Starfield identified four key pillars of effective primary care: care 
that is comprehensive, co-ordinated, on-going (i.e. longitudinal), and provides patients with 
the first point of contact to the health system. 

Largely on the basis of the international evidence, two major commissions on health reform 
in Canada, the National Forum on Health (1997) and the Romanow Commission on the 
Future of Health Care in Canada (2002), introduced recommendations to strengthen and 
reform Canada’s primary care delivery system. For ten years (1997 to 2006) the federal 
government targeted funding to the provinces for primary care reform initiatives designed 
to enhance the four features of effective primary care identified in Starfield's research. In the 
first round of funding, the focus was on innovative and integrated delivery models, 
inclusive of both primary and community care and physicians and non-physician 
providers.9 Many of the projects funded experimented with alternatives to fee-for-service 
payment systems that better support interdisciplinary care. Over time these goals were 
modified, in some provinces at least, in response to lobbying efforts by provincial 
physicians’ organizations anxious to reinforce the centrality of the family physicians’ role 
and to retain fee-for-service funding.10  
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In other words, the priorities for primary care reform have varied over time in Canada 
depending on the relative power and influence of physicians’ organizations and the 
leadership provided by federal and provincial governments, community organizations 
and/or other provider groups (e.g. nurses). Some reform initiatives have included a broad 
team of health professionals and para-professionals. More often than not, however, funding 
has been targeted primarily for family physicians.11 In this context, it is important to note 
that there has been a community-driven interdisciplinary model of primary care, 
Community Health Centres (CHCs) in place in some communities since the early days of 
Medicare. More recently, a growing body of evidence from Ontario shows that Community 
Health Centres have been more effective than other primary care models in delivering high 
quality care particularly for high-needs, low-income populations in both urban and rural 
communities.12    

Increased support for interdisciplinary primary care is also called for in the 2009 discussion 
paper from the College of Family Physicians of Canada (CFPC) where they argue that 
“medical homes” should become the standard model for delivering primary care in 
Canada.13 Medical homes are physician-led, patient centered and team-based. The idea 
originates in the United States where a number of not-for-profit health care organizations 
introduced the Patient Centered Medical Homes (PCMH) model as a way of more efficiently 
and broadly entrenching Starfield’s four pillars of effective primary care.14 A growing body 
of evidence on PCMH practices in the US shows that the shift from the traditional family 
practice model to a PCMH improved health outcomes and, in some cases, reduced total per-
capita costs.15   

The next two sections summarize the evidence of the benefits and barriers of moving to a 
team-based model of delivering primary and community care and include references to the 
literature on both Community Health Centres and Patient Centred Medical Homes.  

 

III. Why Team-Based Primary and Community Care? And Why Now? 
 
1) Improved Quality of Care  

Today in Canada the majority of health services and expenditures are for people living with 
chronic conditions. It is estimated that two thirds of medical admissions via emergency 
rooms are due to the exacerbation of a chronic disease, and 80 per cent of primary care 
physician visits are related to chronic conditions.16 Not surprisingly, more effective 
management of chronic conditions in the community—to avoid unnecessary emergency 
room visits and hospital admissions—has become a key goal of primary care reform in 
Canada. The research tells us that way best way to improve the quality of care for people 
living with chronic conditions is to ensure that care is co-ordinated, comprehensive, 
continuous and timely (same day access).17 Slow progress in achieving this goal has been 
attributed to the limited implementation of interdisciplinary teams in primary care.18 The 
research summarized below looks at recent evidence showing how team-based care improves 
care quality, particularly for people living with chronic conditions: 
   

 An international meta-analysis assessed the effectiveness of strategies to improve 
care co-ordination by looking at 36 randomized control trials comparing 
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primary care practices that provided co-ordinated care and those that did not.19  
They found a 20 per cent reduction in hospital admissions among patients with 
chronic medical conditions and a 31 per cent reduction in emergency room 
visits for patients over 65 within practices providing co-ordinated care. The four 
interventions identified as effective were: 1) case management by an individual 
other than the primary care clinician; 2) expanded and improved utilization of 
interdisciplinary team members; 3) promotion of patient self-management and 
4) patient education.  

 In Quebec researchers examined 37 primary care practices in three regions of the 
province and developed a composite quality score to measure the organizational 
characteristics associated with high quality primary care.20 The key 
characteristics identified were: physician remuneration model (i.e. mostly salary 
or hourly pay as opposed to mostly fee-for-service); sharing of administrative 
resources (group as opposed to solo practice); the presence of allied health 
professionals and/or a medical specialist; and mechanisms for maintaining and 
evaluating provider competence and ease of access to care.     

 In Ontario considerable research is now available comparing the salaried 
interdisciplinary Community Health Centres (CHCs) to other Ontario-based 
primary care funding models (i.e. fee-for-service, capitation, blended payment). 
CHCs have proved more effective in managing chronic conditions,21 reducing 
emergency visits,22 ensuring a strong community orientation23 and providing 
better access to people with serious mental health issues.24 The evidence showing 
that Community Health Centres do better in managing chronic conditions 
points to the greater inter-professional collaboration and longer consultations as 
key driving factors.25 The stronger community orientation reflects the broader 
outreach and engagement of communities and the greater attention paid to 
assessing health needs and monitoring and evaluating the effectiveness of their 
programs and services.26  The Community Health Centres in Ontario serve 
higher needs patients in both urban and rural communities and have the 
following key features: community governance, salaried physicians, 
interdisciplinary teams, and a much broader range of health promotion and 
community development activities than is common in traditional medical 
practices.  

Taken together this research shows that moving towards more team-based care is one of the 
key] changes needed to improve the quality of primary care delivery. 

2) More Cost-Effective 

The most systematic tracking of the efficiently gains associated with interdisciplinary team-
based primary care is found in the evaluation literature on Patient Centred Medical Home 
(PCMH) interventions from the U.S. The goal of these evaluations is to calculate the return 
on investing in health care teams. The researchers calculate the cost of increasing the non-
physician complement in primary care practices and then redesigning the care so that 
everyone is working collaboratively and each member of the team is fully utilizing their 
expertise and experience. The return on investment is measured by the reduction and/or 
increase in overall total per capita health costs.   
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Reports from 26 evaluation reports conducted between 2010 and 2012 point to lower total 
per capita health care costs in the majority of cases, achieved primarily through reduced 
utilization of hospital and emergency services.27 A systemic review of 19 academic studies 
found moderate improvements in preventative care, reduced emergency room visits but 
inconclusive evidence of overall cost savings.28 While more research is needed to determine 
why some PCMH initiatives appear to succeed in reducing costs while others do not, 
evidence from two recent peer reviewed articles suggests that the longer and more fully a 
PCMH model is implemented the more evidence accumulates of improved quality and 
reduced total per capita health care costs.29  

In Canada there has been limited research examining the cost-effectiveness of team-based 
primary care due, in large measure, to the limited implementation of standardized, system-
wide information systems in health care. To address this shortfall in information, the 
Conference Board of Canada decided to estimate the annual health and cost benefits with 
better management of two chronic conditions: adult Type 2 diabetes and depression.30 They 
chose to focus on these two conditions because of the high quantity and quality of 
empirical evidence showing significant clinical benefits when patients with these conditions 
have access to interdisciplinary team-based care.31 They found that if all patients in Canada 
with these two chronic conditions had access to team-based primary care in 2011, there 
would be a 15 per cent reduction in complications from Type 2 diabetes and an 8 per cent 
increase in productivity in the population with depression. This would amount to a 
combined savings of $262 million dollars in direct health care costs and $2.7 billion dollars 
in productivity gains.32  

While there is clearly some evidence of improved cost savings with team-based care, the 
research methodologies described above are somewhat limited in that they do not take into 
account the longer term benefits of team-based care as it relates to: 1) potential savings from 
reductions in health inequities and 2) potential savings from reductions in the demand for 
new hospital services. Given these limitations, it is helpful to return to the very strong and 
well-established international evidence from Barbara Starfield showing that health systems 
with a stronger primary care orientation have lower costs, higher quality outcomes and 
reduced health inequities. This research should be considered alongside more recent 
evidence demonstrating that patient-centred, team-based care is the most effective strategy 
for implementing Starfield’s four pillars of primary care. In combination this research 
provides a strong rationale for making primary care transformation the centrepiece of health 
reform in Canada.   

3) Increased Access  

It is very common to hear people talk about the difficulty they are experiencing in finding a 
family physician and easy to conclude that there must be a physician shortage.  Yet, 
according to a 2012 report from the Canadian Institute for Health Information (CIHI), there 
are more doctors per capita in Canada today than at any time in the past.33 In every 
province in the country, there has been a major expansion of medical schools since the 
early 2000s. Over the five years from 2007 to 2011, the number of physicians in Canada 
increased three times faster than the country’s population.34  

Why then all this talk about a physician shortage? A review of the literature on changes in 
physician supply and preferences reveals a number of intersecting explanations for why 
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patients have difficulty finding a family doctor despite the increasing number of physicians 
per capita. These include: the long-term trend for physicians to work fewer hours,35 the 
increase in the portion of female physicians in the workforce,36 the under-representation of 
physicians in rural communities, and the growth in walk-in clinics.37   

The evidence of a long-term reduction in the hours worked by family physicians reflects an 
increased priority placed on family and work-life balance among younger physicians, and is 
particularly pronounced among female physicians. In response to the 2007 National 
Physician Survey, 60 per cent of medical students and 52 per cent of residents stated that 
achieving a balance between their family and professional lives was the most important 
factor in establishing a fulfilling career in medicine.38  

Very recent and significant research conducted by the Centre for Health Services and Policy 
Research (CHSPR) at UBC indicates that many younger physicians are achieving this balance 
by choosing to opt out of establishing their own fee-for-service practice and work in 
practices such as walk-in clinics, where they have fewer responsibilities and more control 
over their hours of work (as they are not running their own business and do not have to 
provide on-call care).39 The CHSPR researchers used five indicators to differentiate between 
“high responsibility” physicians, who work in “full service” practices, providing ongoing, 
comprehensive and coordinated care, and “low responsibility” physicians who do not. They 
found that only 24 per cent of primary care physicians in BC work in “high responsibility” 
practices and they tend to be older on average. Remarkably, only 8 per cent of younger 
physicians work in the “high responsibility” practices, while 55 per cent work in the “low 
responsibility” group (with the remainder somewhere in the middle, a “mixed 
responsibility” group).   

The growth of walk-in clinics and other types of “low responsibility” practices goes against 
what the research tells us is needed to maximize both quality of care and its cost-
effectiveness.40 Yet it is clearly the preferred delivery model for many young physicians and 
is seen as more convenient by many patients because of the longer hours of operation 
(including weekends) and because there is no need to book an appointment ahead of time.41 
In addition, because so many people today do not have a family physician, walk-in clinics 
are one of the few options available to them when they need to access medical care. In 
2013, approximately 60 per cent of the 4.6 million Canadian patients without a regular 
family physician went to a walk-in clinic for their medical care (another 13 per cent went to 
emergency).42 

Increasing access to team-based primary care can address these dual challenges; that is, the 
need for easier access to high quality “full-service” primary care for a greater portion of the 
population and at the same time the need of family physicians for better work-life balance. 
Recent research findings demonstrate that the capacity of a primary care practice to increase 
access and provide all the recommended preventative, chronic and acute care interventions 
is greatly enhanced when that practice includes non-physician providers (e.g. nurses, 
mental health and substance abuse counsellors, case managers, pharmacists etc.) with the 
appropriate skills and expertise. 43 There is also a growing body of evidence showing that a 
well-functioning primary care team can reduce work stress and physician burnout by 
allowing the physicians to access the support and expertise of other providers, and control 
their hours of work while knowing that their patients’ needs are being met.44 
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Community Health Centres (CHCs) have been very successful at increasing access to 
primary care in rural Ontario.45 When the number of CHCs in Ontario was doubled in 
2007/08, half of the new centres were established in rural locations and many were satellite 
units of larger CHCs. This greatly increased access to health services in very small 
communities.46 As Adrianna Tetley, the executive director of Ontario CHC’s Association 
pointed out in recent interview, the team-based model of CHCs facilitates rural recruitment 
and retention because health professionals are more willing to work in a rural area if they 
are part of team. As she put it, “no one today wants to have total responsibility for a 
population 24/7.”47  

These well-documented benefits of interdisciplinary, team-based primary care lead us to our 
first recommendation. 

Recommendation One: That the Select Standing Committee on Health advocate that 
team-based primary care become the standard model for primary care delivery in BC 
and the top priority for the Ministry of Health for the foreseeable future. This model 
would include a much wider range of activities and health providers than is typical in 
a traditional family physician’s office and would help BC achieve the following six 
goals:    

 Increasing access, care co-ordination, comprehensiveness and continuity in 
primary care provision  

 Improving the quality of care provided to people living with chronic 
conditions 

 Increasing access to health care in rural communities 
 Providing more opportunities for younger physicians to work reduced hours 

and still be part of a full-service practice.    
 Increasing the cost effectiveness of the overall health care system 
 Reducing health inequities  

  

IV. Barriers to Implementing Team-Based Primary Care and How to Overcome Them 

In the Conference Board of Canada’s recent research report, Getting the Most out of Health 
Care Teams: Recommendations for Action, the authors note that there has been an increased 
interest in interdisciplinary teams over the last decade, facilitated by changes in provincial 
health care funding and incentive structures, and new educational programs for new 
provider groups (e.g. nurse practitioners).48 At the same time, they are very clear that “much 
more could be done.”49 Researchers working with the Canadian Foundation for Healthcare 
Improvement came to similar conclusions, arguing that Canada lags behind many other 
high-income countries in access to coordinated, patient-centred, team-based primary care.50  

In a survey of non-physician health professionals working in primary care (e.g. nurses, 
psychologists, midwives, etc.), the Conference Board of Canada identified “funding models 
and financial incentives as the most significant barrier to interdisciplinary, collaborative 
primary care practice.”51 In commenting on this finding, the Conference Board researchers 
noted that when primary care funding flows through one provider—most commonly in the 
form of fee-for-service remuneration for family physicians—there are “few financial 
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incentives for sharing service provision and decision-making with other team members.”52 
They also noted that teams are less effective when the payment mechanism for the 
physician (most often fee-for-service) differs from the payment mechanism for the other 
members of interdisciplinary team (most often salaried health professionals such as nurses, 
pharmacists, etc.)53  

Ontario, the province that has taken the lead in developing alternative forms of payment 
for primary care provision, recently established a working group and commissioned a study 
to examine how to structure compensation in their team-based primary care practices more 
consistently and fairly.54   

Alberta, like Ontario, has been a leader in primary care reform in Canada. In 2005 the 
Alberta government introduced Patient Care Networks (PCNs) as a way of supporting 
physicians to move away from sole practices and to facilitate more of a “medical home” 
model, where care is comprehensive, prevention-oriented and team-based.55 The core 
funding for the Primary Care Networks, however, continued to be primarily fee-for-service 
payments to physicians and as a result the shift to team-based care was quite limited. By 
2012 there were 2500 physicians in 400 Primary Care Networks but only 600 other health 
professionals working in them.56 

In an attempt to improve access to primary care in high-needs, underserved communities in 
urban and rural Alberta, the provincial Ministry of Health introduced a new team-based 
model for primary care provision, Family Care Centres. In many ways, these are very similar 
to the Community Health Centres in Ontario. All the staff, including the physicians, are 
paid on an hourly basis; the teams often include a very broad range of non-physician health 
care providers (e.g. nurse practitioners, registered and licensed practical nurses, mental 
health professionals, social workers, etc.); the local community is included in the 
development and governance of the centre; the centres are not-for-profit; and the focus is 
on the broader determinants of health as well as the more traditional forms of medical 
care.57  

A recent report prepared by the Alberta Medical Association for the provincial Ministry of 
Health acknowledges that the “FFS [fee-for-service] model does not incent or align well with 
comprehensive team-based care.”58 And yet as Tracy Imai, the Director of the Family Care 
Centres Unit for Alberta Health, notes many older physicians who are close to retirement 
are resistant to moving away from fee-for-service funding.59 Her advice for BC is to target 
younger physicians who are keen on alternatives to fee-for-service funding and are more 
open to working collaboratively with non-physician health professionals.60  

In addition to finding that the fee-for-service funding model is a barrier to implementing 
team-based care, the Conference Board has identified a number of additional practice- and 
system-level barriers related training, governance and accountability. Their March 2014 
report recommends a number of strategies for addressing these barriers including: 
establishing strong and stable governance and leadership within primary care practices 
focused on improving, monitoring, and evaluating the cost-effectiveness, timeliness, and 
quality of care; optimal use of communication technology; supporting all team members to 
fully utilize their expertise and experience; and mandating system-wide education for all 
health professionals in the core competencies of inter-professional collaboration.61         
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There are other larger financial barriers standing in the way of team-based primary care 
models related to the pressures on provincial health budgets to decrease the rate of growth 
in health spending that come after reductions in federal transfer payments and years of slow 
economic growth.62 While there is a growing body of evidence that team-based care, once 
established, can improve both quality and cost-effectiveness, there is an initial up-front 
investment required if non-physician health professionals are to be integrated into more 
traditional family practices. In recent years, very significant increases in physician 
remuneration combined with the reduction in the rate of increase in overall health 
spending appear to be making the transition towards team-based care more challenging. 

 
Dramatic Increases in Physician Remuneration in Recent Years 

 
Between 1998 and 2011, physician remuneration in Canada increased on average by 
approximately 7 per cent a year, well above the inflation rate and much faster than the 
average weekly earnings increases in all health and social service occupations.63 It is 
important to note that over the same time period physicians’ workload (their average hours 
of work) declined. In BC, between 2001/02 and 2011/12 payments to physicians increased 
by 64 per cent (from $2.2 billion to $3.6 billion) even though total days worked declined by 
7 per cent.64 While growth in physician remuneration in 2014 is projected to be more 
modest (4.5 per cent), the increases are still higher than for any other category of health 
spending.65  

Increased access to primary care is facilitated by a shift to team-based care delivery and yet 
increases in remuneration for physicians may be reducing the capacity of provincial 
governments to make these changes. As a recent article in the Canadian Medical Association 
Journal noted, quoting Stephen Birch, a professor at the Centre for Health Economics and 
Policy Analysis at McMaster University, if this continues “the trend could ‘threaten the 
sustainability of a publicly funded system,’ as government and patients become dissatisfied 
with the balance of access for dollars spent.”66 
 

 

Recommendation Two: That the Select Standing Committee on Health advocate that 
the Ministry of Health develop a policy framework for addressing the systemic barriers 
that limit the capacity of the health system to move in the direction of more team-
based primary care. Such a policy framework would include:   

 A strategy for increasing the availability of alternatives to fee-for-service 
funding for physicians that are better aligned with team-based primary care 
and therefore more likely to facilitate its expansion.  

 A governance and leadership structure for team-based primary care practices 
focused on improving, monitoring, and evaluating the cost effectiveness, 
timeliness, and quality of care;  

 A strategy for optimizing the use of communication technology in primary 
care that is linked to the acute and community care systems;  
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 A provincial mandate that supports all team members to fully utilize their 
expertise and experience and includes education for all health professionals 
in the core competencies of inter-professional collaboration; 

 A process for reviewing the appropriateness of remuneration increases for 
physicians  
 
 

V. Funding Models that Support Team Based Primary Care Delivery 

Given the general consensus that fee-for-service payment mechanisms are not well aligned 
with interdisciplinary care, it is important to consider alternative funding models. While no 
model is perfect, two approaches—capitated funding and salary—hold considerable promise 
if implemented with appropriate safeguards in place. A number of countries, including 
Canada, have also experimented with pay-for-performance incentives and funding models, 
but this approach has not lived up to its promise (see below).   

 
Definitions: Primary Care Funding Models 

Fee-For-Service (FFS) is the most common payment model for physicians in Canada. With a 
fee-for-service funding model services are unbundled and each service provided by a 
physician (such as an office visit, test, medical procedure, etc.) is paid for separately based 
on a set schedule of fees. The fee-for-service funding model creates a financial incentive for 
physicians to provide more treatments because payment is dependent on the quantity of 
care, rather than the quality of care. 

Capitation is often referred to as population-based funding model because the primary care 
practice receives a set amount each month to provide for all of the primary care needs of the 
patient population enrolled with the practice. The size of the monthly reimbursement for 
each patient enrolled varies depending on the age, gender and health needs (i.e. the level of 
complexity) of the patient. Unlike fee-for-service, where physicians are reimbursed for each 
patient visit, with capitation the reimbursement is based on the number of patients served 
and the needs of the patient population.   
 
 

Capitated (or population-based) funding models pay the primary care practice, rather than 
the individual physician, a set amount of money for each patient served by the practice on a 
monthly basis. This gives the practice the freedom to decide how to allocate funding among 
different teams members based on the health needs of their patient population. For 
capitated funding to work effectively, two conditions (or safeguards) need to be put in place. 
The first is a reliable measure of the complexity of the health needs in the population served 
to ensure that primary care practices are reimbursed at a higher rate for patients with 
complex health needs—otherwise the funding model would incentivize “cherry picking” of 
patients with less complex needs.67 The second safeguard required is a system for ensuring 
that primary care practices are not unfairly penalized if one of their patients routinely seeks 
care from multiple primary care providers (in many jurisdictions per capita payments are 
reduced when patients access multiple providers).  
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In Langley BC, a very promising capitated funding model has been in place for more than 
10 years. It includes seven family practices, 20 physicians and 35,000 patients and is funded 
by the Ministry of Health.68 The care in these family practices is provided by 
interdisciplinary teams that include registered nurses, nurse practitioners and medical office 
assistants, all of whom are supported to fully utilize their experience and expertise. The 
capitated funding formula in Langley includes a well-recognized measure for complexity of 
patient needs, and both the physicians and patients report high levels of satisfaction with 
the model. In fact, 85 to 90 per cent of patients in these capitated practices get the majority 
of their care from their primary provider, compared to 45 to 55 per cent of patients in many 
fee-for-service doctors’ offices.69  

The Langley capitated practices also report that their hospital admission rates have been 
significantly reduced.70 Unfortunately, the Ministry of Health has not commissioned any 
independent research on the potential cost and health benefits of expanding the Langley 
model. Given that the administrative infrastructure is already in place within the Ministry 
of Health for funding capitated practices, expanding this delivery option would be relatively 
easy. One of the obstacles to implementation may well be the long-standing reluctance of 
the BC Medical Association, which recently changed its name to Doctors of BC, to 
champion this model (see also page 16).  

Another promising alternative to the fee-for-service funding model is paying primary care 
physicians a salary. In the Ontario Community Health Centres, the Alberta Family Care 
Clinics and in many non-profit health organizations in the US, physicians, like other staff, 
are salaries employees. Kaiser Permanente (KP), the largest not-for-profit health organization 
in the US is a leading example of an organization that pays its physicians a salary and is 
widely recognized as providing high quality, cost-effective primary care.71 Concerns are 
often raised about the efficacy of paying physicians a salary since salaries provide no direct 
financial incentive to increase volume and/or improve quality of care.72	  Kaiser Permanente 
has successfully dealt with this concern by putting a very strong emphasis on measuring 
performance, reporting everything transparently, and using this information to “continually 
and relentlessly” provide feedback to clinicians.73 In addition, Kaiser Permanente has made 
significant investments in leadership training to ensure that all clinicians are equipped with 
the skills and capacity to implement the changes identified through the performance 
measures.     

In the 1990s, Kaiser Permanente experimented with a compensation scheme that rewarded 
physicians for meeting performance targets, and penalized them if they did not (pay-for-
performance). What emerged was “a negative, destructive environment focused too heavily 
on pay.”74 The lesson Kaiser Permanente took from this experience was that performance 
could not be managed effectively with financial incentives. Kaiser Permanente has, 
however, maintained some limited bonuses as a very small share of overall pay. These 
bonuses are not paid to individuals but awarded instead to an entire team based on their 
overall performance (i.e. as measured in a patient satisfaction survey) and are shared among 
team members.75  

The UK also invested massively in pay-for-performance incentives for family physicians 
beginning in 2004, and their experience has been extensively studied. The evidence reveals 
that the improvements in the volume and quality of care, which this funding model was 
designed to incentivize, have been very modest at best, while the costs have been extremely 
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high.76 In 2014/15, the share of family physicians’ pay coming from PFP incentives was 
significantly reduced and there are on-going discussions about making incentives more 
team based.  

The implications for shifting to a more team-based model of primary care in BC are very 
clear: financial incentives, if used at all, should be a small portion of total compensation 
and should be focused on the positive performance of the entire interdisciplinary primary 
care team, rather than on physicians alone. 

 
Recommendation Three: That the Select Standing Committee on Health further 
investigate the viability and effectiveness of different funding models for delivering 
team-based primary care and prepare a report for the Legislature reviewing the 
following Canadian and US examples:   

 The seven capitated family practices in Langley;  
 The salaried Community Health Centres in Ontario, the Family Care Clinics 

in Alberta and the Patient Centre Medical Homes in the US (e.g. Group 
Health in Seattle77 and Kaiser Permanente in California); 

 The mixed funding models of team-based care in BC including the 
Community Health Centres, the combined fee-for-service and salaried 
model in Northern BC,78 and other examples of team-based primary or 
community care in the six Health Authorities. 	  

 

VI. The BC Story of Primary Reform and Community Care Restructuring  

1) A Brief History of the Fee-for-Service Incentive Program  

When the federal government initially provided funding for provincial primary and 
community care reform initiatives in 1997, BC established a number of innovative projects 
including home-based care for the frail elderly and people living with psychosis. The 
greatest portion of the funding went to seven primary care practices, funded through a 
capitated formula, that provided 24/7 access to medical care and a broad range of 
prevention and health promotion services.79 The BC Medical Association, however, did not 
support the shift from fee-for-service to capitated funding and was very vocal in its 
opposition to these primary care initiatives.80  

With the second round of federal primary care transition funding from 2000 to 2006, the 
BC government abandoned its focus on alternatives to fee-for-service funding models, and 
decided instead to distribute most of the available funding through the Health Authorities.81  
Many Health Authorities’ projects included non-physician health care providers who 
worked alongside fee-for-service physicians to better support people with chronic 
conditions. Beginning in 2003, financial incentives were provided directly to fee-for-service 
physicians to encourage them to provide more comprehensive care for two chronic 
conditions: diabetes and congestive heart failure.  

In 2006, when the federal transition funding came to an end, the province did not step in 
to provide ongoing funding and as a result many of the Health Authorities’ projects with 
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non-physician providers were discontinued. What the provincial government did agree to 
fund on an ongoing basis, and in fact expanded greatly, were the fee-for-service incentives 
to physicians. In 2007, the provincial government, through negotiations with the BC 
Medical Association, allocated $454 million over four years to “the full-service practice 
incentive program.” This program provided additional funding to physicians to offer more 
ongoing, comprehensive and preventative care to patients with chronic and/or complex 
conditions.82  Oversight for this program was provided through the General Practice Service 
Committee, a joint Ministry of Health and BC Medical Association committee. Since then, 
additional funding and more incentives have been added, including in the most recent five-
year contract between the Ministry of Health and the Doctors of BC (the new name of the 
BC Medical Association) negotiated in the fall of 2014.  

By 2011/12 more than $1 billion had been invested in primary care reform in BC, and 
family physicians who participated in the incentive program received on average an increase 
in their annual incomes of $27,000 a year.83         

2) Evidence of the Health and Cost Benefits of Fee-For-Service Incentives   

While there is a very broad consensus on the importance of supporting physicians to 
provide “full-service” care and for the BC Practice Support Program that trains physicians 
and medical office assistants (MOA) on how to make the needed changes in how they 
deliver care to patients with chronic conditions,84 there is much less clarity as to the cost 
and health benefits of the fee-for-service incentives. As noted earlier in the Submission, 
there is considerable evidence from other jurisdictions to show that financial incentives are 
not effective in improving physicians’ performance (see page 15). The only academic articles 
reporting positively on the cost and health benefits of BC’s financial incentives for 
physicians are written by physicians involved in running the program for the General 
Practice Service Committee or by researchers hired by the Committee to evaluate the 
program.85 Independent assessments of the impact of the fee-for-service incentive program 
have been far more critical.   

Very recently published research from the Centre for Health Services and Policy Research 
(CHSPR) at UBC looks specifically at whether the fee-for-service incentives have achieved 
the stated goal of the program; that is to increase the number of full-service family 
physicians in BC. The researchers matched the ten dimensions of full-service practice 
(including access outside of office hours, services for people with chronic conditions, etc.) 
from the General Practice Service Committee with Barbara Starfield’s the four pillars of 
effective primary care (access, continuity, comprehensiveness and coordination).86 They 
found that from 1991 to 2010, access, coordination and continuity had declined 
significantly and there was little change on most of the dimensions of comprehensiveness 
of care. Since many of the fee-for-service incentives were not introduced until 2007/08, it is 
unfortunate that this study does not include more recent data. The long-term and very 
significant decline in access, continuity and coordination suggests that something more 
fundamental is at work here. This is reinforced in a second and related research paper from 
the Centre for Health Services and Policy Research at UBC referenced earlier in this 
Submission (see page 10). In that study, researchers found only 24 per cent of all physicians 
and only 8 per cent of younger physicians worked in “high responsibility” (i.e. full-service) 
practices. All of which points to the fact that it is becoming increasingly difficult for 
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physicians who are not working in an interdisciplinary team to provide ongoing, 
comprehensive and coordinated care. 

Another independent perspective on the effectiveness of physician services is provided by a 
2014 performance audit by the BC Auditor General.87 The Auditor General found that even 
though nine per cent of the provincial budget goes to physician services, the government 
does not know if these services “are high quality or offering good value for money spent” 
and thus has a limited “ability to make informed decisions.”88  

These limitations stem from the fact that the Ministry of Health has not defined and is not 
tracking either the quality or cost-effectiveness of physician services. Concretely, in terms of 
the fee-for-service incentives, it means that although the vast majority of family physicians 
are billing for a variety of incentive payments, there is no independent tracking to ensure 
that these incentives are: 1) making a difference in terms of the health outcomes for 
patients and 2) the most cost effective strategy for ensuring that care is co-ordinated, 
comprehensive and continuous.  As the Auditor General noted: 

In the current fee-for-service model, physicians can only charge for services that 
they perform themselves. This restricts physicians from working in interdisciplinary 
teams, which have been shown to improve patient satisfaction, access and equity.89 

Further to this point, a study of 137 randomly selected primary care practices in Ontario 
shows that high quality chronic care management is associated with the presence of a nurse 
practitioner and lower patient to family physician ratios.90 Yet the fee-for-service funding 
model is incompatible with the utilization of nurse practitioners and lower patient ratios.91  

In addition, a recent BC survey found that 71 per cent of newly practicing family physicians 
would prefer a non-fee-for-service practice model and 86 per cent “identified the payment 
model as very or somewhat important in their choice of future practice.”92 In the open 
ended comments three themes emerged: frustration with fee-for-service billing, with the 
focus on quantity and not quality of care, and with the lack of choice in primary care 
practice options. While this was a very small survey, it points to the need for further 
research to understand how different funding and team-based delivery options could 
facilitate younger physicians to work in “high responsibility”, full-service primary care.  

3) BC Investments in Team-Based Community Care Services  

The introduction of interdisciplinary teams would also be beneficial in BC’s home and 
community care services, that is residential care, home support, home nursing, adult day 
care centres and other services accessed primarily by seniors and people with disabilities. 
Since the late 1990s there has been a growing demand for these services as patients are 
discharged from hospital earlier, support for institutional care has declined, and the portion 
of the population aged 75 and over has increased.  

Because the growth of home and community services has not kept pace with demand, the 
limited services that are available are increasingly focused on higher needs clients.93 To 
effectively serve a higher needs client population, greater access to coordinated team-based 
social support and medical care is required.94 Yet the current reality on the ground suggests 
the opposite is happening—care is becoming less, not more team-based. Inadequate staffing 
levels in home support mean that the services provided are very limited and narrowly 
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defined, and collaboration with case managers, home care nurses and family physicians is 
more difficult to achieve.95 Similarly, in residential care residents are much frailer with more 
complex needs, and yet short-staffing makes team-based care less feasible.96   

Given the importance of these services for an aging population and the benefits of caring 
for people at home or in the community rather than in the hospital, it is important for BC 
to increase access to interdisciplinary teams not only in family physicians’ offices but also in 
home care/home support, adult day care, assisted living and residential care. Yet, provincial 
funding to support team-based approaches in community care has been very modest and 
always time limited.  

Over two years from 2008 to 2010, $24 million (half from the province and half from the 
Health Authorities) was allocated to 25 Integrated Health Networks designed to provide 
better integration of primary care with home and community care for people with 
significant health challenges.97 When the provincial funding ended, many of these projects 
were either discontinued or significantly scaled back. In 2012, the province announced it 
would allocate up to $50 million annually for three years to the “Home is Best” program.98 
This program is designed to support high needs clients, who would otherwise be in 
residential or acute care, to remain in their own homes for as long as possible. There are a 
variety of projects funded under this program, including many team-based services led by 
non-physician health professionals. Provincial funding for this program will end on March 
31, 2015. It is uncertain how many of the projects will be picked up by the Health 
Authorities, particularly given that funding increases for health care have shrunk in recent 
years.99  

Recommendation Four: That the Select Standing Committee on Health advocate that 
the Ministry of Health address the following policy issues specific to the situation in 
BC including the need for:     

 A new governance structure for primary care reform that provides an 
opportunity, not only for family physicians, but for a much wider range of 
health professionals, health care staff and community stakeholders to take 
leadership in developing a primary reform agenda that supports 
interdisciplinary team-based care and is responsive to community needs;  

 Research to identify the specific policies needed to support younger 
physicians to work in full service team-based primary care practices; 

 A review of the different approaches to performance measurement for 
primary care that have been successful implemented in other jurisdictions 
with the goal of developing specific policies for improving, monitoring, and 
evaluating the cost-effectiveness, timeliness, and quality of care.      

Recommendation Five: That the Select Standing Committee on Health share what it 
learns about how to introduce team-based primary and community care with a broad 
stakeholder group of representatives from the Health Authorities, health providers, 
community groups and patients, and work with these stakeholder groups to develop 
recommendations on specific funding and delivery options that would facilitate the 
long-term shift to more patient-centred, prevention-oriented and comprehensive team-
based models of care with a priority emphasis on: 

 Addressing the needs of underserved rural and urban communities;  
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 Addressing the need for more team-based primary care in home health, 
assisted living, residential care, adult day care and community mental 
health services; 

 Optimizing the deployment of younger physicians in these new team-based 
funding and delivery models. 

 

VII. Conclusion 

There can be little doubt of the growing support for team-based delivery strategies and the 
mounting evidence that team-based care has many advantages over more traditional forms 
of family medicine. There is also an emerging consensus among many stakeholders that fee-
for-service funding is the biggest barrier to the implementation of team-based delivery 
strategies, and a growing sense that a generational shift is under way with younger 
physicians much more open to funding alternatives that allow for better family work-life 
balance.     

BC’s Ministry of Health appears to be continuing to promote the more traditional model of 
primary care, having just signed a five-year agreement with the Doctors of BC, which 
extends and further entrenches the reliance on fee-for-service incentives for physicians as 
the key strategy for making improvements in primary care. At the same time, at the 
September 2014 Union of BC Municipalities conference, the Minister of Health Terry Lake 
acknowledged that “it is going to be a challenge to reach the ambitious goal of providing all 
British Columbians with their own general practitioner by 2015.”100 He went on to say:  

not everybody is going to have a GP for everything…that sort of model is historic 
and teams of health professionals now is the model. The sentiment is still there to 
make sure everyone in BC is connected to primary care but it may not be a stand-
alone GP.101 

The constraints of the five year agreement with the Doctors of BC represent a significant 
challenge to moving BC’s health system in the direction of a more team-based model of 
primary and community care. The recommendations in this Submission represent a multi-
pronged strategy for addressing this challenge and other barriers standing in the way of 
successfully implementing interdisciplinary team-based primary and community care.    

 

The Canadian Centre for Policy Alternatives appreciates the opportunity to share our 
research and recommendations with the Select Standing Committee on Health on how we 
can create a cost-effective system of primary and community care built around 
interdisciplinary teams. 
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