FAMILY MEDICINE UPDATES

ing more compassionate, more effective family physi-
cians;" in fact, only 0.8% believed this would occur.

In July 2011, the ACGME's revised duty hour rules
went into effect, in part based on voluminous research
into the effects of fatigue and sleep deprivation on
performance, but also due to external political pres-
sures that forced the ACGME to take action and try to
preserve the vestiges of a profession before Congress,
governmental agencies, and activist groups forced
more draconian measures. Considering the previously
surveyed opinions of program directors, one can draw
2 conclusions concerning the impact of duty hour revi-
sions on the quality of our residents' education and on
patient care. The first possibility is that program direc-
tors collectively were wrong and that the duty hour
changes will in fact result in better family physicians and
improved care for patients. This is 1 circumstance where
most program directors hope they were indeed wrong.

The other possibility is that the collective wis-
dom of the group responding was generally correct.
Regardless, Congress, advocacy groups, residents, and
recently graduated family physicians (who may not
fully appreciate their level of preparedness or have a
basis for comparison) will not likely agree to go back
to less restrictive duty hour rules. Assuring adequate
experience levels for independent practice, teaching
professionalism, and providing residents a glimpse of
the joy of deep and meaningful patient relationships
needs to be addressed in new ways.

John Wooden said, “If you don't have time to do
it right, when will you have time to do it over?” The
realistic answer is never, CME reforms notwithstand-
ing. As family medicine educators, we need to get it
right the first time! As the effective amount of training
time continues to diminish (1 estimate is that a resident
now will train the equivalent of 2.4 years compared
to a 3-year residency of the past), we owe it to our
residents and the public to honestly and actively study
the length of family medicine residency training to
minimize any unintended negative impact of duty hour
restrictions. Producing quality family physicians can-
not be even partially sacrificed for other important
goals such as meeting primary care workforce needs.
We need to assure that a board-certified family physi-
cian stands out from mid-level practitioners and other
generalist physicians, both in scope of practice and
skills. This may require more time than we currently
give ourselves to provide our residents the new skill set
needed to lead in the future health care system.
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LESSONS LEARNED FROM REBUILDING
A PRIMARY CARE INFRASTRUCTURE:
A CANADIAN PERSPECTIVE

The Canadian health care system began to crumble in
the 1990s after its foundation, primary care, had been
neglected for more than 2 decades. Canada has spent
the last decade trying to fix the problem and restore
and strengthen its primary care system. While there
is much work left to be done, much has been accom-
plished. Here are a few pearls of wisdom learned
along the way and what is still in the works to bring
primary care back to the core of the Canadian health
care system.

1. Don’t Think Your System is Always the Best
Policy-makers and the health care establishment

were inattentive to the weakening of the Canadian
primary care infrastructure. Physicians in training
were increasingly choosing specialties over family
practice to be able to pay off their student loans.' As a
result, first contact with the medical system for many
patients became emergency departments and walk-in
clinics since many Canadians could not find a family
doctor. Our specialist colleagues were being asked by
patients to do the job of family doctors. These were
just a few symptoms of a sick system that needed
some serious attention.

2. The Solution of Simply Spending More
Money is Unsustainable

Despite huge amounts of money being thrown at

the Canadian system, international reports indicated
that Canada was losing ground among industrialized
nations in terms of the quality of primary care. Coun-
tries that had invested in their primary care systems
were well ahead of Canada—even after spending
fewer resources.??
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3. Spending the Majority of Resources on
Health Systems, Hospitals, and Specialties is
Not the Answer

Provincial governments expanded emergency rooms
and funded more specialists, while primary care slowly
continued to crumble. Quadrupling the size of emer-
gency departments and not spending any money on
the primary care sector did not solve the problem. The
cost of caring for patients in the emergency depart-
ments far exceeded the cost of delivering primary care
yet the quality of care was inferior.

4. Establish Measures of Performance for the
Primary Care Sector

The quality of care in hospitals was the focus of public
debate since there were few decent measures of perfor-
mance of the primary care sector.

5. Fix Primary Care First; Then Put Money Into
the Rest of the System

International research shows that countries that invest
in primary care as the foundation of their health care
system have better outcomes: their citizens live longer
and have a better quality of life.*

6. The System Needs to Be in Balance
Primary care physicians need to be the cornerstone
of the health care system. They need to care for the
whole patient, not just a single condition. Specialists
cannot be specialists without this balance. The other
components of the health care system depend on a
solid and stable primary care foundation.

7. Significant Investment in Reforming the
Primary Care Sector is Necessary

In the past 10 years, Canada has spent hundreds of
millions of dollars to reform the primary care sector,
including: electronic health records (EHRs), blended
systems of remuneration for family doctors, multidisci-
plinary teams, and requirements for accountability.

8. Research Ensures the Money Has Been
Well Spent
We must study the effects of our financial investments,
compare results among communities, and examine the
data on patient outcomes.’

The Canadian Institutes of Health Research
(CIHR) convened a 2-day summit in 2010 with key

stakeholders to discuss the state of primary care
research nationally and internationally, and to explore
new applications for Canada. In 2011, CIHR initiated
a 10-year research plan that can not only support the
delivery of high-quality, community-based, primary
health care across Canada, but also build a strong,
evidence-based research capacity and infrastructure.®
Canadian PHC researchers have come together
to form the Canadian Primary Health Care Research
Network that will coordinate Canadian research efforts
and work toward enhancing the quality, access and
cost-effectiveness of Canada’s health care system.

9. Technology and Innovation Are Keys to
Success
Modern information technology tools and new analyti-
cal techniques will unlock our understanding of what
makes primary health care effective and inform us of
what is needed to improve the quality and cost effec-
tiveness of the entire health care system.
This article was adapted by Joan Hedgecock, MSPH,
NAPCRG Member Services Manager, and Kristin Robinson,
NAPCRG Public Relations Specialist, from an original manu-
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