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Foreword

We are pleased to present the 2010 version of Legal, Ethical and Organizational
Aspects of Medical Practice in Québec (ALDO-Québec).

Initially, this document was meant for candidates applying for a permit to practice
medicine in Québec. Over the years, however, it has become a reference for all
physicians practicing in Québec who wish to round out their knowledge on these
topics.

Indeed, from 1988 to 2007 for residents in family medicine, and from 1996 to 2007 for
residents in a specialty, successful completion of the ALDO examination administered
by the Collége des médecins du Québec was necessary to obtain a permit to practice.
Since 2007 however, mandatory training sessions on the content of this document
have replaced the examination. This is why we wish to keep it up to date.

We believe that the ALDO-Québec document can be thought-provoking for Québec
physicians. It will give them a quick grasp of the essentials in the organization of the
health care system and the legal and ethical framework of medical practice in Québec.
These will also serve as guideposts enabling physicians to better situate themselves
and better bear the moral burden of decisions they must make in the interests of their
patients.

The ALDO-Québec document touches on a host of subjects that are constantly
evolving as well as becoming increasingly complex. In recent years, several of these
have been the topic of new publications or sections on the website of the Collége. We
have taken advantage of the latest updates to that might be useful to consult for more
information about a given topic. And over the course of the past year, we have also
revised the entire section focused on the practice of medicine outside of institutions.

We thank all those who have contributed to ALDO-Québec’s ongoing existence and
evolution: the editorial committee, the writers, the publishing team and the numerous
collaborators who have been with us since the beginning.

oo Gl

Yves Lamontagne, M.D.
President-CEO
College des médecins du Québec
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ALDO-Québec
Introduction

In 1988, Québec’s four faculties of medicine and the Collége des médecins du Québec
decided to produce a document for residents in family medicine, with a view to
preparing them for the new examination they would have to successfully pass to
obtain a permit to practice. This document addressed aspects of medical practice
specific to Québec. These were mainly legal, ethical and organizational in nature,
hence the name ALDO-Québec, after the French acronym.

Subsequently it became apparent that all physicians practicing in Québec had to be
familiar with these aspects, and that residents in a specialty as well as physicians
preparing to practice in Québec without having previous trained here, also had to pass
this examination. In February 2007, the examination was replaced by mandatory
training sessions organized by the Collége within the faculties of medicine themselves,
with the view of better incorporation, the ALDO document into the various university
curricula.

Since 1991, the ALDO document has sought to provide the information deemed
necessary for the proper practice of medicine in Québec, that is, the organization of
the health care system in Québec, medical ethics, and the many applicable laws.

This objective presents a two-fold challenge. Firstly, the fact that all three aspects of
the medical practice environment is constantly evolving, is not insurmountable. A
prime example of this is the in-depth revision of the Code of Ethics of Physicians of
Québec, completed in November 2002, but which did not preclude -certain
amendments made in 2008 and in 2010. The second challenge is more basic, and that
is to select the truly relevant information amidst all the information available on these
subjects. One should ask whether all these data need to be known in order to practice
well, and to what extent must a physician’s practice be dictated by codes, governed by
legislation, and controlled by health care systems. In today’s world, getting physicians
to reflect on these questions is probably just as essential as transmitting the
information necessary to respond to them.

The 2004 edition marked an important milestone in the document’'s evolution. Its
content was reviewed, not only for purposes of updating it, but to ensure its pertinence
for our physicians. While the sum total of the information deemed essential was still
impressive, the revision exercise focused mainly on inducing our readers to think.
Thanks to computer resources, updates can now be made on a regular basis, allowing
the reflection process to be ongoing.

The document is divided into two main parts: the first is theoretical, and the second
presents clinical situation scenarios.

Part |

CHAPTER 1 of Part | deals with organizational aspects and includes three broad
sections. The first sketches the broad outlines of the road travelled in the area of
health in Québec. In the 1970s, the government established a system of social
solidarity to deal with disease. By ensuring first the provision of hospital care, then of
medical care, the Québec system resembled those in other Canadian provinces and in
many industrialized countries of the world. However, it subsequently distinguished
itself from the others when public funding and government administration were
extended to all social services.
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The entire organization of the health care system reflects this policy. Its most
striking example is the constantly reaffirmed determination to see the CLSCs as the
point of entry to health care services, while acknowledging that physicians in private
practice provide most of the primary services. The regional health and social services
agencies (ASSS) and the health and social services centres (CSSS) are another
revealing example. Since 2005, these are the solutions being applied to better link the
local delivery of services to the central bodies. This section presents the actual
organization of the Québec health care system and the anticipated organization of
medical services, for it is vital that physicians know how their professional practice
fits into this system.

The second section of this chapter touches on the present organization of medical
practice. It describes the two main types of professional practice in Québec. Practice
in institutions is an independent type of professional practice, but it is linked in many
ways to the structure and operation of public institutions. Although practice outside
an institution has a connection to the public health care system, the links are less
direct and are not necessarily maintained via institutions. While increasingly prevalent,
medical practice without any link to the public system remains a marginal phenomenon
in Québec. The relatively new phenomenon of diversified practice will also be
presented. Running parallel to the common types of practice are the many other forms
of medical practice, among them, clinical research, medico-legal assessment, public
health, occupational medicine, as well as administrative and commercial practice.
Each in its own way presents problems with respect to professional independence.

CHAPTER Two is of more direct concern to physicians since it deals with ethical
aspects of medical practice in Québec. Here, medicine is broached from the
perspective of professional practice. The medical profession fulfilled a social function
and had its own rules long before it was incorporated into health care systems. This
was particularly true in Québec, where physicians were obliged as early as 1847 to
become members of a professional order. An order whose disciplinary power imposed
itself quickly, thanks to a code of ethics that was also quite distinctive. In the 1970s,
following the example of other countries and other Canadian provinces, Québec
recognized the existence of professional orders and invested them with substantial
peer-review powers.

While the present structure and function of the Collége des médecins du Québec
dates back to a time when professions were little known, their intention essentially
remains the same—that physicians themselves ensure the competence and proper
practice of the members of their profession. Over time, the Code of Ethics of
Physicians has become more complex, because this regulation, like many others that
complement it, attempts to lay out as precisely as possible the obligations that every
physician must fulfil. This is not easy in a context of our new and complex realities.
The situation of a public system experiencing a period of restriction of resources is
unprecedented. This applies to clinical research, medical entrepreneurship and
medicolegal assessment. Therefore, we must be innovative and ask our own
guestions with respect to the independence of professional practice vis-a-vis the
pressing economic and political constraints in the field of health care.

In this context, it must be recognized that the Collége is not the only organization that
brings physicians together. The medical federations, for example, play a decisive role
in negotiating the practice conditions of physicians. Medical ethics is still very much
alive in Québec, and the Collége remains a vital organization for both the medical
profession and the public.
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CHAPTER THREE deals with the legal aspects of medical practice. In Québec, as
elsewhere, many laws have a bearing on the practice of medicine. This chapter
presents an overview, emphasizing those that impose special obligations on
physicians and those that frame “medical civil liability.” When one analyzes the
guestion of medical civil liability and the risk of lawsuit—a subject of concern to
physicians—, one realizes that it goes beyond the strict legal framework. Indeed,
transparency, as well as ethical and organizational considerations, often improves the
quality of medical practice and, as a result, reduces the risks of lawsuit.

Part Il

How should the physician act, given the organizational constraints, the general points
of reference established by the legislation, and the guideposts defined by the codes?
For every physician, the moral challenge is to answer the question in the heat of the
action.

PART Il of this document is perhaps the most important in this regard, for it
demonstrates that one can and must integrate the various aspects mentioned earlier in
order to make enlightened decisions. The best way to understand the legal and moral
aspects of one’s professional practice is to look at practical problems and, even
better, clinical situations. Many questions are examined: consent, confidentiality,
end-of-life issues and personal convictions. While the list is not exhaustive, it does
provide practical examples to illustrate the new difficulties confronting physicians and
society on a regular basis.

The collaborators in the production of the ALDO document have always been
concerned with making it more than just a collection of laws and regulations to be
followed to the letter so as to avoid problems. References to legal texts have been
added for consultation as needed. Supplemental reading is also suggested, notably a
text on professionalism. More recently, references to other documents produced by
the College have been added to the text, enabling quick access to more exhaustive
information.

The primary goal of this document is to provide accurate information to Québec
physicians on aspects deemed to be decisive for their professional practice. One
hopes that the document will also induce them to participate in a critical reflection
process, thereby making the information interesting and useful.

COLLEGE DES MEDECINS DU QUEBEC * ALDO-QUEBEC « 2010

10



PART |

THE PRACTICE OF MEDICINE IN QUEBEC

Chapter 1
Organizational Aspects

Introduction

It is essential that all physicians practicing in Québec understand how the health care
system functions. This is not necessarily an easy task, for health care systems
throughout the world, whether public, private or mixed, have become imposing,
complex structures. The Québec system differs from those in other Canadian
provinces because of the integration of health services and social services thus adding
its complexity.

The first section of this chapter sketches the broad outlines of the health and social
services system—"Québec-style”. A brief history will illustrate how the Québec health
care system compares to other public systems, where needs increasingly exceed
resources. This overview will also show how the Québec system differs from others in
that its general organization is very centralized, a rather paradoxical feature given that
services are essentially provided at the local level. It is evident that the multiple
formulas applied to promote decentralization of the system have not managed to
eliminate this contradiction. Reorganization on a regional and then local basis now
seems to be the advocated solution for better integrating medical and other activities.

The second section attempts to precisely situate the professional practice of
physicians within the health care system. The manner in which the medical practice of
physicians is integrated has not always been clear in Québec. This is still the case,
and the various types of current practice bear this out. To date, the two principal forms
of medical practice have been practice in institutions and private practice. However,
other formulas situated somewhere between these two are on the rise. These include
family medicine groups (GMF), specialized medical centers (CMS), and associated
medical clinics (CMA). Once again, these new developments point to the difficulties
inherent in wanting to integrate independent professionals into an essentially public
system.

The practice of medicine in an institution is an independent type of practice. But as it is
linked to institutions in the public system, this type of practice obliges physicians to
reconcile their ethical obligations with the medical and administrative constraints of
institutions as stipulated in the Act respecting Health Services and Social Services
(LSSSS).
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In contrast, medical practice outside public institutions is often designated as “private
practice”. However, barring a few exceptions, it also is an integral part of the public
health care system, if only because medically required services are publicly funded.
Here again, many formulas from CLSCs to family medicine groups (GMF), from
regional medical manpower plans (PREM) to special medical activities (AMP), have
been put in place to better integrate this type of practice into the public network. To
date, the results have been mitigated, so much so that one can rightly ask whether a
healthy tension between the professional independence of physicians and the very
centralized organization of the health care system is not just another characteristic of
the “Québec way".

The organizational aspects of medical practice in Québec pose an additional challenge to
physicians. Indeed, what we see is that physicians are working in increasingly varied
spheres. Clinical research, medico-legal assessment, occupational medicine, public health,
as well as administrative and commercial types of practice, are all areas of activity in which
the professional independence of physicians is constantly being put to the test.
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The Health and Social Services System
The Québec Way

The health and social services system is a pillar of social policy in Québec. To the
individual it offers a guarantee of security in case of health problems. To the
community at large it represents an instrument of social justice and progress.

By way of information, every year over 80% of the population, or six million persons,
consult a physician; approximately 675,000 patients are admitted to general or
specialized hospital centers within health and social services centers (CSSS); over
400,000 surgical procedures are performed in these centers; finally, thousands receive
various services of a preventive, curative or palliative nature, as well as rehabilitation
or social integration services.

The Québec health and social services system was established in 1970. This was a
pivotal moment, marking a culmination, on the one hand, and a point of departure, on
the other.

A Culmination

The creation of the public health and social services system was the culmination of a
long developmental process. It seems unnecessary to recall every milestone in the
history of medical services and, in a more global sense, of health and social services
in Québec. Suffice it to mention the salient facts:

1886 The Public Health Act was enacted; its mandate was to check the
spread of infectious diseases and to improve sanitary conditions;

1921 The Québec Public Charities Act was adopted. The government would
henceforth intervene in the area of helping the needy, an area
heretofore restricted to the Church and to groups doing good works;

As of

1926 Clinics were set up, making for immense progress in matters of public
health. These would also serve as models for other societies;

1936 The first Ministry of Health was created to settle the thorny question of

hospital deficits and to improve the overall administration of hospitals.

In Canada, as in all industrialized countries, the end of World War Il launched a period
of progress in the area of social policy. This was the beginning of the thirty-year boom
period, from 1945 to 1975, three decades marked by economic prosperity
unprecedented in our history. As for Québec, it would have to wait until the early 1960s
and the end of the Duplessis era to experience that same effervescence. Indeed,
Québec would be transformed by teeming cauldron of social ferment. This was the
period of the Quiet Revolution.

In the decade preceding it, the federal government had laid the groundwork for social
measures. It had implemented old-age security (1951), unemployment insurance
(1956) and a measure that would have a decisive effect on the development of health
services—hospital insurance (1957). The federal government drew its inspiration from
the Marsh Commission (1943), considered to be Canada’s social charter, and from the
policies of Great Britain and the Beveridge Report (1942), which lead to the
implementation of the British health care system, the National Health Service (1948).
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Saskatchewan was the first province to establish government-funded systems, namely
a hospital insurance plan in 1948, and a universal health insurance plan in 1962. The
Cooperative Commonwealth Federation (CCF), precursor to the New Democratic
Party (NDP), may therefore be considered as the “father” of health insurance in
Canada.

In Québec, a series of measures were enacted, in particular the Hospital Insurance Act
(1960) providing free hospital services to the user, the Act respecting the Québec
Pension Plan (1965) and the Social Aid Act, all of which represented the Québec
government’s first incursion into the field of professional practice. In matters of health,
social services and social development, however, the lack of a global perspective was
still a matter of deep concern. Conclusions would emerge from two important task
forces—the Boucher Committee (1963) studying public assistance, and the
Castonguay-Nepveu Commission (1966-1972) mandated to inquire into health and
social services. The first recommended that the public sector take over assistance
activities from the church and other charitable works groups. It insisted that Québec
adopt an integrated economic and social policy, and it defined its broad parameters.
As for the Commission, it submitted to the government a global and generous vision of
social security based on three pillars: health, social services and income security. It
also proposed the implementation of innovative services that would take into account
these concerns.

A Point of Departure

In the early 1970s, the Québec government gave itself a new legislative framework to
support the implementation of the public health and social services system. This
framework included the following key pieces of legislation: the Act respecting the
Ministére des Affaires sociales (1970), the Health Insurance Act (1970), and the Act
respecting health services and social services (1971).

The new ministry of social affairs was responsible for implementing the overall policies
of the government in matters of health, social services and income security, and for
defining the rules for the administration and operation of the institutions. The Health
Insurance Act instituted free medical services for the user. The Act respecting health
services and social services broadened the scope of the Health Insurance Act and
provided for universal access to a complete range of health services and social
services. It also specified the mode of organization of this new public system, namely
the mission of institutions, the role and responsibilities of the institutions’ committees,
the role and responsibilities of the new regional bodies (Regional Boards of Health and
Social Services), the powers of the Minister, etc.

The Québec of the 1970s was one great beehive of activity, a going concern. But
quickly, the new organization would run into obstacles that would affect its
development in the subsequent thirty years.

— The costs of services continued to increase rather than decrease as had been
predicted after the required period of investment given that the population should
be healthier. Thus, the problem of hospital deficits, in particular, remained
unresolved.
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— The new institution, the CLSC, which was to be the cornerstone of primary care
services, did not fulfill its promise for a variety of reasons: hesitation on the
government’s part, lack of resources, unfavorable climate in certain CLSCs,
resistance on the part of physicians to practice there, etc. In this context, medical
clinics and hospital emergency rooms became the real first line.

— The coordination of efforts had its deficiencies; the dividing lines between
institutions and between professionals were impediments to the effectiveness and
efficiency of services.

— The centralized decision-making progress made for great rigidity.

These difficulties would become more pronounced over the years and, coupled with
the economic crisis in the early 1980s, would lead to an impasse. The government
then created an inquiry commission chaired by Dr. Jean Rochon; its mandate was to
find solutions to the problems of funding and operating the system. Fifteen years later,
another study commission chaired by Michel Clair would be given the very same
mandate. Yet during this period, we would witness profound changes that would
clearly improve the system’s general performance. But these changes did not appear
to satisfactorily resolve the basic problems that had remained since 1970: the
weaknesses in primary care; the ever growing needs in matters of coordination, and
the funding problems. Reforms are still under way to tackle these very problems. Two
other task forces were set up in recent years to re-examine the problem of funding.
One, chaired by Mr. Jacques Ménard, tabled its report in July 2005; the other, chaired
by Mr. Claude Castonguay, the very father of health-insurance in Québec, published
its report in February 2008. These two reports identify an increase in health
expenditures in excess of government revenues, inevitably leading to a financial
impasse. To offset the impasse, they propose using additional revenues, either in the
form of a specific tax or private funding sources (user’s contribution, insurances, etc.).
The mixed aspect of medical practice is at the heart of the debate. They also note that
there is more room for improvement in the efficiency and effectiveness of the public
system, whose adaptability and flexibility are still weighed down by a cumbersome
bureaucracy that seems resistant to streamlining.

General Characteristics

In many ways, the Québec health and social services system is similar to those in
other Canadian provinces. Everywhere in Canada, access to medical services and
hospital services is subject to the same rules, and the general organization of services
is similar. In other important aspects, however, the Québec system has its own
peculiarities. These similarities and differences stem from the very origins of the
system and from its recent developments.

Canadian Features

Health is an area of provincial jurisdiction. However, since the middle of the
20th century, the federal government has used its spending power to gradually
establish a truly Canadian health insurance system and to impose its vision on the
system’s development. From this perspective we can understand this government’s
great exercises in planning, notably the Hall Commission in the early 1960s, the
National Forum on Health in the 1990s, and the Romanow Commission in the early
years of this century.

The Government of Canada has also used legislation to gradually imprint its own
vision. The Hospital Insurance and Diagnostic Services Act (1957) was a first step. It
came hand-in-hand with equal cost-sharing between the central government and the

COLLEGE DES MEDECINS DU QUEBEC * ALDO-QUEBEC « 2010

15



222

provincial governments. This was also the case with the Medical Care Act (1966),
aimed at inciting the provinces to promulgate a similar law and thus cover medical
costs. This measure represented a decisive step in establishing a universal health-
insurance plan. The legislation set four conditions for the provinces: the services must
be universal (at least 95% of the population must be covered); comprehensive;
portable (access provinces); and publicly administered.

These principles would be reiterated, adapted and strengthened in the Canada Health
Act (1984). We know that it was adopted to counter the over-billing of medical services
in certain provinces, particularly in Ontario and Alberta. Above all, it laid the
groundwork for the “Canadian health insurance plan”.

Today, everywhere in the country, the provincial plans must respect the following five
principles:

— accessibility;

— universality;

— comprehensiveness;

— portability;

— public administration.

These principles apply to medical services and hospital services. From the Canadian
perspective, they do not apply to other service sectors. Furthermore, while the federal
government’s share of the funding has steadily decreased over the years—in 2004, it
cover no more than 16% of the costs, compared to 50% in the mid-1970s—the
principles stipulated in the Canada Health Act have retained all of their political
legitimacy given that they have the support of a very large segment of the population.

Discussions on these principles have nonetheless been reopened by a decision of the
Supreme Court issued in June 2005 in the Chaoulli-Zéliotis case, which ruled that it
should be possible to resort to private insurance to obtain medically required care,
when waiting times in the public system are “unreasonable”.

Québec Particularities

Since its creation, the public system in Québec has always brought health services
and social services together under one administration. Québec is the only province to
maintain this kind of integration. This has the advantage of better responding to the
needs of populations that require a lot of services, particularly the elderly who have
lost their independence, and the handicapped.

Québec is also the only province to have established a general drug insurance plan.
The other provinces have various selective programs serving specific populations, and
these give rise to access problems. Before this plan was instituted in 1997, 20% of the
Québec population had no public or private drug insurance.

Queébec is also the province that has paved the way for decentralization in Canada.
Since then other provinces have followed suit, taking it even further. Finally, in
response to the Supreme Court ruling, Québec is the first province to legislate certain
organizational changes likely to increase access to care, as well as the possibility of
using private resources in specific cases where the care required is not accessible
within medically reasonable waiting times.

Indeed, in December 2006, the Québec government amended its Act respecting health
services and social services and other legislative provisions to establish a central
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management mechanism in hospital centres giving access to surgical procedures and
allowing the use of private facilities and private insurance if access to three procedures
(knee and hip arthroplasty and cataract surgery) is not available within a reasonable
waiting time. Bill 33 established the legal framework whereby certain medical services
usually provided in an institution may be provided outside an institution, that is, in
specialized medical centres (CMS), some of which may be completely private (non-
participating physicians), or in associated medical clinics (CMA), where physicians
participating in the public system would have entered into agreements with these
establishments. All centres providing services determined by regulation would meet
three requirements:

1. obtain an operating permit from the government;
2. name a medical director responsible for ensuring the quality of medical services;

3. within three years of issuance of the permit, be accredited by an organization
recognized for this purpose.

General Organization and Medical Organization
General Organization

— The Organization of the Services

With respect to the organization of services, the public system operates on three levels: a
central level, a regional level, and a local level.

Power sharing between the levels has been transformed over the years. In the 1970s,
the system was very centralized and most decisions were made at the central level,
that is, at the ministére de la Santé et des Services sociaux (MSSS). Over the course
of time, many social players advocated decentralization of the system. In 1987, the
Rochon Commission made it one of its key recommendations. As a result, the regional
boards of health and social services were created in 1991. But in practice, these new
boards did not have the necessary means to create what could be called
regionalization in a true sense. Throughout the 1990s, the central level held onto the
reins of major decision-making, such as the rules for budget allocations to institutions,
the rules for work organization and the distribution of resources to institutions. It must
be said that the climate of budget cutbacks that prevailed as the regional boards took
their first steps was not conducive to decentralization.

Recently, a new trend has taken over: the government has chosen to bring the
decision-making centers even closer to the action. To make the local services
networks more effective, all of the establishments in a given territory were grouped
together under one board of directors, creating a new type of institution called the
health and social services centre (CSSS).

The roles and responsibilities of the health and social services system’s three levels
are now divided as follows:

= The Ministeére

The ministere de la Santé et des Services sociaux (MSSS) fulfils a two-fold
mandate:

— To propose, on behalf of the government, to other ministries and public
agencies, as well as to all social players, action priorities, with a view to
positively affecting the health and well-being of the population.
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— To ensure that the health and social services system functions properly, and
that individuals have access to a complete range of services of the highest
quality.

To fulfill its mandate, the MSSS must act at several levels:

— developing policies in matters of health and social services, their
implementation and evaluation;

— approving regional priorities stemming from ministerial policies;
— coordinating the provincial public health program and instituting measures to
protect the health of the population;

— equitably distributing human, material, financial and information resources
among the regions of Québec;

— establishing the necessary management frameworks for the effective and
efficient use of these resources;

— establishing policies and orientations relative to the network’s manpower;
— ensuring inter-regional coordination of services;

— ensuring inter-sectorial activity;

— assessing the effects of policies in matters of health and social services.

» Health and Social Services Agencies (ASSS)

After an administrative transition phase, the health and social services agencies
replaced the regional boards. Since 2003, these agencies have assumed strictly
regional functions, namely:

— specialized services funding;
— health services and social services planning and coordination;

— functions entrusted to it under the Public Health Act, that is, the promotion and
protection of public health, and prevention.

= Health and Social Services Centres (CSSS) and Local Services Networks (RLS)

The local services networks (RLS) bring together all service-providers in a given
territory to ensure access to a complete range of services, including the care
management and support of persons who need services, particularly those most
vulnerable. Two basic principles underlie the operation of these local services
networks:

— responsibility toward the population, which is entrusted to all the care-providers;
— prioritizing of services.

In practice, a local body called a health and social services centre (CSSS) overseen
by a board of directors, is responsible for bringing together the resources,
coordinating the activities and establishing the partnerships essential to the
operation of the networks, particularly those with physicians, regional institutions
and university institutions.

— Services Provided to the Population

With respect to services provided to the population, the health and social services
system maintains its objective to fulfill five missions, defined according to the
categories of services offered by the five types of institutions originally composing it.
As a result of the groupings and mergers aimed at creating real services networks, one
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institution may now fulfill many missions. The notion of “centre” therefore refers to a
mission and not to a physical space.

The local community service centre (CLSC) offers everyday health and social
services of a preventive and curative nature, as well as rehabilitation and
reintegration services.

Over the years, the CLSCs have concentrated their efforts on services to children
and youth (well-baby clinics and post-partum follow-up, immunization clinics,
health services in schools), on the one hand, and to the elderly, on the other. In
2004, home care and assistance counted for half of all the CLSC'’s activities.

The residential and long-term care centre (CHSLD) provides, on a temporary or
permanent basis, a substitute living environment as well as necessary services
(rehabilitation services, nursing services, psychosocial services, medical services
and pharmaceutical services) to the elderly who have lost their independence and
to handicapped persons who cannot stay in their natural environment despite the
support of their family.

The hospital centre (CH) offers diagnostic services as well as general and
specialized medical care in the physical health and mental health sectors.

The rehabilitation centre (CR) provides adjustment, rehabilitation and social
reintegration services to persons who need them because of physical or
intellectual handicaps, behavioral, psychosocial or family problems, or alcoholism
and other drug dependencies. It also provides accompaniment services and family
support to the persons involved.

The child and youth protection centre (CPEJ), or youth centre, as it is
commonly called, provides, in its region, services of a psychosocial nature,
emergency social services included, to youth whose situation requires it under the
Youth Protection Act or the Young Offenders Act (Canada). The youth centre also
provides child placement services, family mediation, medico-legal assessments to
the Superior Court on child custody, adoption and, finally, research into biological
history.

The Health and Social Services Centre (CSSS). Since 2005, a new type of
institution called the health and social services centre (CSSS) has been
established at the heart of every local services network. It groups together, under
one board of directors, one or more CLSCs and CHSLDs and, in the majority of
cases, the hospital centre in a territory.

The CSSS acts as a base for the local services network, ensuring accessibility,
continuity and quality of services for the population in its territory. The CSSS has
a responsibility to promote health and well-being; to receive, assess and direct
persons to the services required, and to assume care for the most vulnerable. As
an institution, the CSSS must also provide a range of general health services and
social services, as well as certain specialized services. In order to cover all of the
needs of its population, it must also enter into service agreements with other
partners (medical clinics, GMFs, community organizations, rehabilitation centres,
youth centres, university-hospital centres, etc.).

The CSSSs were established to improve the follow-up care given to persons,
since the CSSS, along with the family physician, will become reference points for
people, in case of health problems or psychsocial problems. Here, they will
receive the appropriate services or be directed to another service-provider in the
local network.
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- Advisory Agencies

Many agencies report directly to the Minister of Health and Social Services. These
advisory agencies perform a variety of functions: consultative (Comité de la santé
mentale du Québec); administrative (Régie de Il'assurance maladie du Québec);
concerted action (Office des personnes handicapées du Québec); etc. Four of these
are particularly important for medical practice: the Institut national de santé publique
du Québec, the Commissaire a la santé et au bien-étre, the Agence d'évaluation des
technologies et des modes d’intervention en santé, and the Conseil du médicament.

= Institut national de santé publique du Québec (INSPQ)

This agency’s main function is to support the Minister of Health and Social Services
and the health and social services agencies in matters of public health.

The creation of INSPQ makes it possible to coordinate public health expertise in
Québec. Fulfilling its mission assumes:

- pooling and sharing of expertise;

- research development;

- transmission and best use of knowledge;

- international exchanges.

INSPQ offers a variety of activities and services:

- consulting services and specialized assistance;

- research and development of new knowledge;

- educational activities;

- information activities;

- specialized laboratory services;

- international cooperation and knowledge exchange.

INSPQ has many sites in Québec where it conducts its activities.

= Commissaire a la santé et au bien-étre (CSBE)

The position of Commissaire a la santé et au bien-étre was created in 2006, its
objective being to provide a relevant perspective in matters of public debate and
government decision-making applicable to health and well-being. Certain functions
devolving to the Commissaire were once exercised by the Conseil de la santé et du
bien-étre (CSBE) and the Conseil Médical du Québec. The Commissaire took over
from these two agencies charged with advising the Minister of Health and Social
Services. The mandate was also broadened and includes essentially the following
functions:

- evaluating and assessing the results achieved by the health and social services
system;

- consulting with citizens, including experts and other players in the health and social
services system;

- informing the Minister of Health and Social Services, the National Assembly and all
citizens in order to promote a better understanding of the big issues in matters of
health and welfare;

- recommending improvements.
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Agence d’évaluation des technologies et des modes d’intervention en santé
(AETMIS)

The Agence d'évaluation des technologies et des modes d’intervention en santé
(AETMIS) is an independent organization reporting to the Minister of Health and
Social Services.

Its mission is to advise the Minister and to support, by way of assessment, the
decision-makers in the health sector. Its assessments focus on the introduction,
acquisition and use of health technologies and on ways and means of dispensing
and organizing services.

Promoting assessment, transferring knowledge, training and outreach activities to
disseminate Québec expertise are also at the heart of its mission.

Conseil du médicament

The Council’'s mandate is to assist the Minister in updating the lists of medications
covered by the general drug insurance plan and to promote the optimal use of
medication. To this end, the Council may:

— conduct or support reviews on the use of medication;

— propose the development and implementation of strategies to educate, inform
and sensitize professionals and the public, or contribute to these;

— see to it that problems related to medication use are evaluated and measures
put in place to prevent and correct them.

Another function of the Council is to make recommendations to the Minister on pricing
and price-trends in medications, and on all other questions the latter submits to it.

Shortly after the tabling of the task force’'s report on funding for the health care
system, in February 2008, the Minister of Health and Social Services followed up
on one of its recommendations and gave a mandate for a proposed Institut national
d’'excellence en santé et services sociaux (INEES), which would be formed by
merging AETMIS and the Conseil du médicament. As well as assess technologies
and methods of intervention, including clinical effectiveness and cost-effectiveness
of medications, this agency would develop clinical practice guides and protocols,
review the basket of services covered by the public health system, and identify
performance indicators for the health care system. A bill to that effect was tabled in
2009 and adopted on June 10, 2010 (Bill 67).
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2.3.2 Medical Organization

The collaboration of physicians is obviously essential to the development of health
services networks. Certain structural mechanisms have therefore been established to
ensure that the practice of physicians is in keeping with regional priorities.
Unfortunately, medical services deemed unanimously to have priority, such as
emergency services, proved to be unavailable in certain regions. Legal measures were
adopted in recent years to remedy these situations. They require, that physicians
respect the medical staffing plans of institutions and regions, that they take part in
special activities deemed to have priority, failing which the terms of their agreement
with the Régie de I'assurance maladie can be changed. Other legislative provisions
have also been adopted to promote interdisciplinary work and a better sharing of
responsibilities pertaining to medical activities.

The Regional Department of General Medicine

A regional department of general medicine (DRMG) was formed in each region. It
brings together all general practitioners in the region, regardless of their place of
practice. This department performs the following eight functions, within the Agency:

— makes recommendations on the number of general practitioners required in the
region;

— defines and proposes regional plans for the organization of primary care medical
services;

— defines and proposes an access network for general medical care that may
include an integrated duty roster and an on-call duty roster for services provided in
residential and long-term care centers and for the home-care program;

— makes recommendations on the kinds of general services conducive to priority
programs in the region;

— makes recommendations on the particular medical activities required in the region;
— evaluates the extent to which objectives on general care have been achieved;

— advises the regional agency on new projects concerning primary care medical
services;

— assumes all other functions assigned to it by the regional agency for the
organization of primary care services.

Under the authority of a department head elected by all family physicians in the region,
the DRMG is administered by an executive committee composed as follows: three
members elected by their colleagues, who in turn choose three to nine other members
(depending on the region’s profile) to represent the various practice profiles of general
practitioners in the territory. The president and executive director of the health and
social services agency (ASSS), or a physician designated by the latter, also sits on the
committee.

COLLEGE DES MEDECINS DU QUEBEC * ALDO-QUEBEC « 2010

22



The Panel of Heads of Departments of Specialized Medicine

Formed more recently, this body is the equivalent of the DRMG, but for specialized
care. The panel is composed of all the medical specialists who, in a region, act as
department heads within an institution. In the context of powers entrusted to the
agency, and respecting the responsibilities of institutions, the panel exercises the
following eight functions:

- makes recommendations on aspects of the regional medical staffing plans and
ensures the setting up of plans approved by the Minister and decided upon by
the ASSS;

- proposes an organization plan, divided by specialty, and specifies for each
CSSS the specialized care likely to best meet the needs of the population
(including specialized services provided in private practice), and ensures
implementation of the agency’s decision regarding the plan;

- proposes an accessible network of specialized medical care that may include
management of the regional clientele, regional on-call services, and the
conclusion of inter-institutional agreements; also ensures implementation of
the agency’s decision regarding this network;

- evaluates the achievement of objectives applicable to the organization plan
and medical staffing plan;

- give its opinion on any project concerning the dispensing of specialized
medical services, necessary facilities or equipment, and telemedicine;

- give its opinion on some projects related to medication use;

- gives its opinion on the implementation of service corridors proposed by the
Integrated University Health Network (RUIS);

- carries out all other functions entrusted to it by the president and executive
director of the agency and applicable to specialized medical services.

The panel is administered by an executive committee formed as follows: three
members elected by their colleagues, from three different clinical fields (from among
those specified by law); these in turn appoint five to seven other members. The
president and executive director of the ASSS, or a physician designated by the latter,
also sits on the committee. If there is a medical school in the agency’s territory, a
member appointed by the dean must be added to the committee, as well as a medical
resident as observer.

University Medicine

In 2002, the MSSS announced the creation of four integrated university health care
networks (RUIS). These networks must ensure that ultra-specialized care is integrated
into educational, research and technologies assessment activities, and that training is
evenly spread out in the university and community institutions to which they provide
professional support. They must also set up service corridors, give onsite support in
the regions, and respond to the needs of local services networks. Finally, the university
health care networks have a responsibility to advise ministerial authorities.
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The integrated university health care networks rely on partnerships between affiliated
hospital centers, their research centers and their faculties of medicine. For purposes of
consultation and training, a close partnership links every university health care network
with the regions and may even include backup support for the medical workforce. This
mandate includes professional development activities for physicians practicing in the
regions and on-site training.

Distribution and Commitments of Physicians

In recent years, various legislative amendments have been made concerning medical
activities and the distribution and commitments of physicians. Thus, the requests of
physicians who wish to practice in an institution or open an office in a precise location
are now examined in relation to medical manpower plans. These plans are used to
determine the status and volume of activity of physicians practicing in institutions as
well as the places of practice of physicians in a given region (regional medical
manpower plans or PREM). With respect to family physicians, according to the new
rules governing the practice of special medical activities (AMP), the possibility of opting
into an agreement on these activities is now extended to all family physicians in a
given region. The list of special medical activities (AMP) has also been reworked.
Services deemed to have priority status are as follows, in order:

e emergency services in designated institutions;
e care to persons hospitalized in short-term care units of a hospital centre;

e on-call duty in a residential and long-term care centre (CHSLD) or in a
rehabilitation centre, or as part of a CLSC home maintenance program;

e obstetric medical services in a centre operated by an institution;
e primary care services to vulnerable clienteles;
e any other priority activity determined regionally and authorized by the Minister.

It also puts an end to the differential remuneration given to physicians in their first
years of practice. Now, a periodic review of physicians’ commitments to PREM and
special medical activities (AMP) will serve to ensure that medical services deemed to
be a priority are available everywhere.

Inter-professional Sharing of Medical Activities

In the last few years, interdisciplinary work has also been considered a preferred
means of maintaining access to quality medical services despite limited medical
manpower. The Act amending the Professional Code and other legislative provisions
as regards the health sector passed in June 2002 redefined the fields of professional
practice in the physical health sector and laid out a sharing of reserved activities for
professionals in the orders contemplated. The same model was used as the basis for
reform proposals in the field of mental health and human relations, for which legislative
amendments are still expected.

The diagnosis of illness and the determination of medical treatment remain activities
restricted exclusively to physicians. Other acts, such as the use of techniques and
administration of treatments entailing risks of injury are shared with one or several
professionals competent to perform them; some of these acts will be performed
following the issuance of an individual or collective medical prescription. These
activities are clearly defined in the Professional Code or in specific legislation affecting
the professional orders concerned. For example, a pharmacist will be allowed to begin
or adjust a medicinal treatment if he or she has a medical prescription for this purpose.
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Furthermore, nurses holding a certificate in a nursing specialty, pursuant to a
regulation of the Ordre des infirmiéres et infirmiers du Québec, are authorized to
perform certain activities restricted to physicians in accordance with the College des
médecins du Québec authorizing regulation®? This type of sharing is what is meant by
the term “advanced practice.”

Conclusion

The health and social services system is an imposing and complex organization.
Approximately 10% of the collective wealth of the community at large is dedicated to it.
For the government, this represents over 40% of its program spending. Furthermore,
about 7% of Québec’s manpower works in the system.

The establishment of a public health and social services system, coupled with the
constant improvement in living conditions, has translated into incalculable gains in the
area of health and well-being. This is why, despite the criticisms leveled against it, the
health and social services system is still seen as a major achievement and a vital
developmental lever.

! COLLEGE DES MEDECINS DU QUEBEC, Lignes directrices sur les modalités de la pratique
de l'infirmiére spécialisée, Montréal, College des médecins du Québec, 2006.

? COLLEGE DES MEDECINS DU QUEBEC. Lignes directrices Etendue des activités médicales
exercées par l'infirmiére praticienne spécialisée en soins de premiere ligne, 2008.
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3.1
3.1.1

The Professional Practice of Physicians
Practice in Institutions

Introduction

Medical practice in institutions represents a considerable portion of the clinical
activities of general practitioners and specialists in Québec. Many factors explain this
situation: the complexity of health problems; the sophisticated technologies used in
modern medicine; the necessary input of other health and social services
professionals; the need to bring these professionals and resources together into
functioning entities; and the need to hospitalize and provide accommodation for a
great many patients so as to ensure the continuity and quality of their care.

One can expect that, in future, an even greater number of physicians will practice in a
variety of health care facilities. Under a new provision of the Act respecting health
services and social services (LSSSS), all general practitioners must commit
themselves to devoting part of their practice to special medical activities (AMP),
notably in the emergency room or with patients admitted to a hospital centre or to a
residential and long-term care centre (LSSSS, ss. 360 and 361). Physicians who do
not make this commitment could see a reduction in pay imposed upon them. The Act
respecting health services and social services has an equivalent provision for all
medical specialists who do not have privileges in an institution operating a hospital
centre and whose specialty is stipulated in an agreement concluded to this effect (sec.
361.1). The terms and conditions of a physician’s participation in special medical
activities (AMP) are specified by agreement with the Federation of General
Practitioners of Québec (FMOQ) or the Federation of Medical Specialists of Quebec
(FMSQ), whichever is applicable.

Almost all health care institutions in Québec are public. Professional medical practice
in these institutions is governed by several pieces of legislation, notably:

— An Act respecting health services and social services (LSSSS) and the ensuing
Organization and Management of Establishments Regulation (ROAE);

— The Professional Code and the various regulations ensuing from it, among them
The Code of Ethics of Physicians;

— The Medical Act;

— The Health Insurance Act and the agreements concluded with the medical
federations pursuant to this law.

In their relations with health institutions, physicians enjoy a special position because of
their status as independent workers. They are neither members of the personnel of
these institutions (LSSSS, sec. 236); nor executives, nor employees. Physicians are
not subject to the provisions of the Labour Code or the Labour Standards Act, which
apply to other health workers (Health Insurance Act, sec.19). Medical residents are
considered employees of the institution and are subject to the above laws. But they still
maintain their professional independence as medical doctors and are thus subject to
the Code of Ethics of Physicians of Québec.

Physicians are independent professionals, and the agreements concluded between the
ministére de la Santé et des Services sociaux (MSSS) and the Quebec Federation of
General Practitioners, and the Quebec Federation of Medical Specialists reaffirm this
independence, notably by ensuring the freedom to provide therapy and freedom to choose
their place of practice, as well as respecting the personal and private nature of the
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physician-patient relationship, an important aspect of which is professional secrecy. The
freedom to provide therapy means that physicians have the right to decide on the medical
care required, to prescribe the appropriate treatments and their mode of administration
(Agreement on health and hospital insurance between the MSSS and the FMOQ, Art.
7.04). Institutions must respect this professional independence, within the framework of
their mission and their resources (Agreement on health and hospital insurance between
the MSSS and the FMOQ), Art 8.01).

While the special status enjoyed by physicians has its guarantees, it also has its
obligations. Physicians must respect the rules in effect in the institution, provide the
professional services attached to their functions and assume on-call duties in their
department or service. In choosing to practice in an institution, physicians also agree
to be part of a health care team with constant concern for the quality of care given to
their patients. When physicians practice in institutions, they, of necessity, have close
relations with the health care network. Hence, the importance of knowing its structures,
the internal organization of its institutions and the elements creating an even more
specific framework for medical practice.

The Institutions

Since 1991, the Act respecting health services and social services (LSSSS) has
distinguished between an institution and a centre. An institution refers to the legal
entity engaging in the activities inherent in the mission of one or many centres. “The
function of institutions is to ensure the provision of continuous and accessible quality
health and social services which respect the rights and spiritual needs of individuals
and which aim at reducing or solving health and welfare problems and responding to
the needs of the various population groups. To that end, institutions must manage their
human, material and financial resources effectively and efficiently and cooperate with
other key players.” (LSSSS, sec. 100).

To summarize, the institution assumes the functions of planning, management and
provision of services within the scope of one or several missions defined in an
operating permit issued by the MSSS.

The notion of centre refers to the mission of an institution and not to a physical place--
for which the term, facility, is used. The Act respecting health services and social
services establishes five types or categories of centers, whose names are rather
explicit in terms of the services offered or the populations served:

— the local community service centre (CLSC);

— the hospital centre (CH);

— the child and youth protection centre (CPEJ);

— the residential and long-term care centre (CHSLD);
— the rehabilitation centre (CR).

Each type of centre has a specific mission, which defines and limits the kind of services
offered there (LSSSS, ss. 79-93. See also Section 2.3.1).

A new type of institution was created in 2005:; the health and social services centre
(LSSSS, s. 99.4). As an institution, the CSSS must offer a certain range of services. But its
main responsibility is to ensure that all of the needs of a population are covered. The
CSSS is responsible for bringing together the resources in the territory, coordinating their
activities, and establishing partnerships essential to the operation of each services
network.
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Physicians’ private offices are not institutions within the meaning of the Act (LSSSS,
sec. 95). They are, however, one of the partners with which the CSSS can conclude
agreements to better meet the needs of the population.

A new legal framework has in fact been created so that resources outside of
institutions can be called upon in order to increase access to certain services without
compromising the quality of these services (See Section 3.2.5 on the subject of
specialized medical centers and associated medical clinics).

The Internal Organization of Institutions

Every institution must establish its own organization plan, but all institutions have a
similar organizational structure, which includes a board of directors, an executive
director, management personnel (which includes a director of professional services), a
council of physicians, dentists and pharmacists, a council of nurses, a multidisciplinary
council, a users’ committee, and a council of midwives, if need be. Each of these
bodies performs its functions in all centers operated by the institution.

The following organization chart shows more specifically the organizational structure of a
CsSs.

Organization Chart I-1.1
General and medical-administrative organization of institutions and centres

Board of directors

CPDP CN

MC
uc
ED

DPS Director Director Director

Note: The department head answers to the CPDP on the quality of medical practice in his or her
department; he or she is accountable to the DPS for the management of his or her
department’s resources.

Key:

CPDP: council of physicians, dentists and pharmacists
CN: council of nurses

MC: multidisciplinary council

ED: executive director

DPS: director of professional services
DH: department head
uc users’ committee
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The Board of Directors

Until recently, a board of directors was formed to administer the affairs of a particular
centre or institution. But to improve the continuity of care and integration of services,
legislative amendments were made whereby one board of directors could administer
several centers, even several institutions, within a given territory (LSSSS, sec. 119-128).

The composition of this one board of directors may vary, depending on whether the
institutions concerned provide rehabilitation or residential services, community health
services, or operate a hospital centre. Essentially, it is composed of:

- representatives elected by the population;

- one or two representatives of the users’ committee;

- a representative of physicians, dentists and pharmacists;

- a representative of the nursing staff;

- a representative of the multidisciplinary council;

- one or two representatives of the remaining personnel members;

- persons representing foundations and landlords of premises, if applicable, or
faculties of medicine, if applicable;

- persons designated by the agency to represent the other institutions in the region
and appointed by the Minister to represent the other regions served, if applicable;

- persons designated by the above-mentioned, one of whom will represent the
community organizations in the territory;

- the executive director of the institution (LSSSS, sec. 129-133).

A specific board of directors must, however, be formed to administer an institution which
operates a university hospital centre, a university institute or an affiliated university centre
(LSSSS, sec. 126).

The board of directors manages the affairs of all the institutions it administers and
exercises all powers within these, as designated in the list of principal powers of the
board (LSSSS, ss. 170-181).

Box No. I-1.1
The principal powers of the board of directors of an institution

The principal powers of the board of directors of an institution are as follows:

1. Manages the affairs of every institution it administers.

2. Establishes the priorities and orientations of the institution.

3. Ensures that these priorities and orientations are respected and are in compliance with

the staffing plans approved by the agency.

Ensures the pertinence, quality and effectiveness of the services provided.

Ensures respect for users’ rights and promptness in processing their complaints.

Ensures economical and efficient use of human, material and financial resources.

Ensures the participation, motivation, enrichment, maintenance of professional

standards and development of human resources.

Appoints the executive director and senior management officers.

9. Appoints physicians and dentists, assigns a status and grants privileges to them and
determines the obligations attached to such privileges.

10. Allocates financial resources to each of the institutions it administers.

11. Concludes service contracts.

No oA
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12. Appoints the local service quality and complaints commissioner and creates a
watchdog committee responsible for ensuring follow-up on complaints and
recommendations.

The Executive Director

The executive director of a public institution, under the authority of the board of directors, is
responsible for the administration and operation of all institutions which the board
administers (LSSSS, sec. 194). In addition to his or her other functions, he or she must
“see that the clinical activity taking place in the centre is coordinated and supervised.”
(LSSSS, sec. 195).

Organization Plan

“Every institution must prepare an administrative and scientific organization plan. This
plan describes the administrative structures of the institution, its divisions, services and
departments as well as its clinical programs.” (LSSSS, sec. 183).

As for medical activities, the organization plan of the institution must:

— indicate, on the recommendation of the council of physicians, dentists and
pharmacists or the medical service, which department or service is responsible for
the medical acts of a clinical program (LSSSS, sec. 183);

— provide for a risk management committee charged with identifying, analyzing and
preventing the risk of care-related incidents or accidents (including nosocomial
infections) as well as providing support to victims and their close relatives
(LSSSS, sec. 183.1-183.4);

— provide for the creation of clinical departments and services in hospital centres
(LSSSS, sec. 184), among them, a clinical department of general medicine which
must be under the responsibility of a general practitioner (LSSSS, sec.185);

— provide for, in CLSCs, CRs and CHSLDs, the creation of a medical service, or the
appointment of a physician in charge of medical care, if at least one physician
practices in the centre (LSSSS, sec. 186);

— must specify the general practitioner staffing plan; another part must specify the
specialist staffing plan. Each of these parts must indicate respectively the number
of general practitioners and specialists, by specialty, who may practice their
profession in each department or service. Once approved by the ASSS, these
parts of the organization plan will constitute the medical staffing plan of the
institution (LSSSS, ss. 184 and 186). The CPDP, including the university
concerned, if applicable, must be consulted on the part of the organization plan
pertaining to the creation of clinical departments and services, and the part
pertaining to medical staffing plans;

— provide for a central mechanism to manage access to specialized and
superspecialized services in the institution’s clinical departments (LSSSS,
sec. 185.1)

— The organization plan must be reviewed every three years.
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The Director of Professional Services

In institutions operating a hospital centre or a health centre, the board of directors must
appoint a director of professional services (DPS) after consultation with the CPDP. The
DPS, who must be a physician, holds a management position in the institution and is
paid by the institution. A DPS may be appointed by any other institution (LSSSS,
sec. 202).

Under the authority of the executive director, the DPS is mandated to coordinate, “with
the other directors concerned, the professional and scientific activity of any centre
operated by the institution.” (LSSSS, sec. 203). In performing his duties (see box), he
supervises the activities of clinical department heads and acts as interface between
the administration and the medical organization of the institution.

Box I-1.2
Functions of the DPS (LSSSS, sec. 204)

1. Directs, coordinates and supervises the activities of the department heads.

Obtains the opinion of the clinical department heads on the administrative and financial
consequences of the activities of the physicians and dentists in the various clinical
departments.

3. Applies the administrative sanctions provided for in cases of non-compliance with rules
for the use of resources, and informs the CPDP and clinical department heads of such.

4. Supervises the operation of the committees of the CPDP and ensures that the council
monitors and assesses adequately the medical, dental and pharmaceutical acts
performed in all centres operated by the institution.

5. Takes all necessary steps to ensure that any examination, autopsy or expertise
required under the Act respecting the determination of the causes and circumstances
of death is carried out.

6. Carries out any other function provided for in the organization plan of the institution.

7. Transmits the necessary information concerning organ and tissue donors, if need be.

The Institution’s Resources: Striving for Efficiency

Every institution has a certain quantity of human and material resources to help it
accomplish the missions of the centres it operates. The MSSS, through the ASSS,
allocates its overall budget for this purpose. The extent of an institution’s resources
and the budget at its disposal have an effect on the kind of medical services
physicians can provide there. For example, a CLSC has no operating room, and CHs
do not, as a rule, provide home care. Capital and operating budgets, which determine
the total expenses authorized, restrict the sphere of activity of institutions.

Given the government’s limited financial capacity and out of a concern for equity in
resources allocation, the government authorities and administrators of the health and
social services network must reconcile the search for efficiency in the use of its
resources with the quality of services, accessibility being one aspect. As medical
activities have a direct effect on the effectiveness and quality of services offered in a
health institution, physicians are being asked by the board of directors where they
practice, through the CPDP and the DPS, to take part in improving the system’s
efficiency.
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3.1.4 Medical-administrative Organization

The medical-administrative organization of an institution comprises the council of
physicians, dentists and pharmacists (CPDP), its committees, and the clinical
departments and services. Thus, it includes all physicians, dentists and pharmacists
practicing in an institution. The lines of authority are established by the Act respecting
health services and social services and its applicable regulations, which impose
obligations on physicians and on the medical-administrative organization, as well as on
the institution’s administration.

The Council of Physicians, Dentists and Pharmacists

Every institution operating one or more centers where at least five physicians, dentists
or pharmacists practice must form a CPDP (LSSSS, sec. 213).

The CPDP includes all physicians, dentists and pharmacists practicing in all centres
operated by an institution. Its essential function is to ensure the quality of services
provided by its members and, in this capacity, it is directly responsible to the board of
directors. The CPDP also has responsibilities with respect to medical activities (see
box).

Box I-1.3
The Responsibilities of the CPDP (LSSSS, sec. 214)

1. Control and assess the quality and pertinence of the medical, dental and
pharmaceutical acts performed in the centre.

2. Assess and maintain the professional standards of the physicians, dentists and
pharmacists practicing in the centre.

3. Make recommendations on the qualifications and competence of a physician or dentist
who applies for appointment or the renewal of an appointment and on the privileges
and status to be granted to him or her.

4. Make recommendations on the qualifications and competence of a pharmacist who
applies for appointment and on the status to be granted to him or her.

5. Give its opinion on the disciplinary measures the board of directors should impose on
physicians, dentists or pharmacists.

6. Make recommendations on the rules governing medical and dental care and on the
rules governing the use of medicines applicable in the centre and formulated by each
clinical department head.

7. Make recommendations on the obligations which may be attached to the enjoyment of
the privileges granted to a physician or a dentist by the board of directors, in relation to
the specific requirements of the centre, particularly those concerning:

a) the participation of a physician or dentist in the clinical activities of the centre,
including on-call duty;

b) the participation of a physician or dentist in teaching and research activities, where
the case arises;

c) the participation of a physician or dentist in professional, scientific, medical or
administrative committees;

d) the participation of a physician or dentist in medical activities pursuant to an
agreement referred to in sections 108 and 109.

8. Develop the terms and conditions of a duty roster system ensuring, on a permanent
basis, the availability of physicians, dentists and, where the case arises, pharmacists
and clinical biochemists, according to the needs of the centre.
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9. Give its opinion on the professional aspects of the following questions:
a) the technical and scientific organization of the centre;
b) the rules governing the utilization of the resources and the administrative sanctions
to be included therein.

10. Make recommendations on the professional aspects of the appropriate distribution of
medical and dental care and pharmaceutical services, and on the medical organization
of the centre;

11. Carry out any other function entrusted to it by the board of directors.

The CPDP must perform its functions in accordance with its mission and the
institution’s resources. “In exercising its functions, the council of physicians, dentists
and pharmacists shall take into account the necessity of providing adequate and
efficient services to users and the organization and available resources of the
institution.” (LSSSS, sec. 214). It must submit an annual report of its activities to the
board of directors.

In addition to its responsibilities to the board of directors with respect to the quality of
services provided and the competence of its members, the CPDP must assist the
executive director of the institution by giving its opinion on the administrative aspects
of various questions (see box) concerning the organization and provision of care.

Box No. I-1.4
Matters on which the CPDP advises the executive director (LSSSS, sec. 215)

1. The measures to be taken to ensure that the medical, dental and pharmaceutical
services provided in the centre are complementary to those provided in a centre
operated by another institution of the region and respond to the needs of the population
to be served, taking into account the resources available and the necessity of providing
adequate services.

2. The rules governing the utilization of resources and the administrative sanctions to be
included therein.

3. The technical and scientific organization of the centre.

4. The appropriate distribution of medical and dental care and pharmaceutical services,
and the medical organization of the centre.

5. Any other questions brought to its attention by the executive director.

“The council of physicians, dentists and pharmacists may adopt by-laws concerning its
internal management, the creation and operation of committees and the pursuit of its
objects. The by-laws come into force after having been approved by the board of
directors.” (LSSSS, sec. 216).

In hospital centers the CPDP must create, in addition to an executive committee, a
committee on professional qualifications, a committee on medical, dental and
pharmaceutical evaluation, a committee of pharmacology, and a disciplinary committee
when necessary (ROAE, ss. 97 and 106; LSSSS, ss. 46 and 48). Committees of this kind,
which are not obligatory in other institution categories, make for a better distribution of
CPDP tasks.

The executive committee exercises all the powers of the CPDP and reports on its
activities at least once a year at the general meeting of the council’'s members. Its
responsibilities encompass all medical activities performed in the institution as well as
the activities specific to the CPDP (ROAE, sec. 98). It is composed of at least five
physicians, dentists and pharmacists designated by the CPDP, the executive director
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and the DPS of the institution or, when no DPS has been appointed, a physician
designated by the executive director (LSSSS, sec. 217).

The qualifications committee is responsible for studying the applications for the
appointment of physicians, dentists and pharmacists and recommending to the
executive committee the granting of status and practice privileges, as well as renewing
them or not every two years. It is responsible for opening and keeping a professional
file on each member of the CPDP (ROAE, sec. 100).

The committee on medical, dental and pharmaceutical evaluation assesses the
quality of care and makes recommendations to the executive committee in this regard.
More specifically, it ensures that the content of patients’ records complies with the
various regulations; it makes judgments on the quality and appropriateness of the
medical, dental and pharmaceutical care given to users; it studies preoperative and
postoperative diagnoses, as well as surgical procedure cases where there was no
excision; it examines the records of patients who presented with complications and
cases of death that have occurred in the hospital centre. It reviews periodically the
treatment prescribed for nosocomial infections and for the centre’s most common
ailments (ROAE, sec. 103).

The pharmacology committee sees to it that medications are properly used in the
institution and makes recommendations to the executive committee in this regard. It
ensures that control mechanisms are put in place, among them, the retrospective
study of records, notably records of patients having presented with adverse reactions
or allergies. It advises the department head on the selection of medications to be
prescribed in the institution and on the rules concerning their use. It assesses requests
to use medications for research purposes or for situations of particular medical
necessity (ROAE, sec. 105).

The disciplinary committee is an ad hoc committee formed by the executive
committee to examine a complaint made against a physician, dentist or pharmacist
concerning the quality of services provided, his or her competence, diligence, conduct
or compliance with the rules or by-laws of the institution or the CPDP. As required, this
committee follows the accepted procedure for the study of complaints concerning
physicians, dentists and pharmacists. Essentially, the disciplinary committee hears the
professional concerned, as well as his or her counsel, if there is one. After examining
the complaint, the disciplinary committee presents its report to the executive
committee, which then takes the appropriate measures. When it recommends that a
disciplinary measure be applied, the executive committee forwards the file to the board
of directors (ROAE, ss. 106-109).

Given the nature of the activities of the various committees of the CPDP, the files and
minutes of the meetings of the CPDP and each of its committees are confidential. Thus,
nobody may read them except those duly authorized to do so (LSSSS, sec. 218).
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Clinical Departments

The organization plan of an institution, in addition to outlining the clinical departments,
services and programs, must provide for their formation (LSSSS, sec. 183-184).

In a hospital centre, physicians are grouped together in various departments according
to their specialty or type of work, and each department may include several services,
each with a specific area of activity. Thus, the department of general medicine may
include an emergency service, an extended care service, a family medicine service
and a geriatric service. The department of surgery may include a general surgery
service, an orthopedic service and a urology service. A physician is usually attached to
one department only, but he or she may practice in several services in the same or
different department. All hospital centers, except for those designated by regulation,
must have a clinical department of general medicine under the responsibility of a
general practitioner (LSSSS, sec. 185).

A clinical program generally encompasses a group of multidisciplinary activities geared
to a defined clientele or specific health problem, such as a palliative care program, a
pulmonary disease program or a home care program. It should be noted that many
health facilities have now adopted a program-based mode of management, meaning
that all of their clinical activities are grouped according to subject matter. Finally, the
organization plan must indicate which department or service is responsible for the
medical, dental and pharmaceutical acts performed in the context of a program
(LSSSS, sec. 183).

In CLSCs, CHSLDs and CRs, the plan must provide for the creation of a medical
service or the appointment of a physician in charge of medical care, if at least one
physician practices in the centre (LSSSS, sec. 186). This service is equivalent in a
sense to the department of general medicine in a hospital centre, and the physician’s
duties are the same as those of a department head (ROAE, ss. 78.1-81).

All medical activities carried out in institutions are therefore supervised either by the
departments and services in a hospital centre or by medical services in other types of
centers. Hence the importance attributed to the role of department head.

Clinical Department Head

The head of a clinical department of medicine must be a physician. He or she is
appointed by the board of directors after consultation with the physicians practicing in
the department, with the DPS and the CPDP (LSSSS, sec. 188). The clinical
department head, under the authority of the DPS (LSSSS, sec. 189), directs the
activities of all physicians in the department. Furthermore, he or she is accountable to
the CPDP, for supervising the manner in which medicine is practiced in his or her
department and for establishing the rules for medical care (sec. 190). In CLSCs and
CHSLDs where there is no DPS, the head of the medical service reports to the
executive director. According to the responsibilities he or she assumes, the clinical
department head is accountable to the DPS or the CPDP (see box). The legislator has
also entrusted the department head with the task of supervising, in collaboration with
the director of nursing services, the medical activities of nurses and other
professionals in his or her department who are competent to perform these by
regulation of the Collége des médecins du Québec (sec. 190-1.1).
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3.1.5

Box No. I-1.5
Responsibilities of the Clinical Department Head, Depending on the Authority under
which he Acts:

Under the authority of the DPS (LSSSS, sec. 189):

1. Coordinates, subject to the responsibilities discharged by the CPDP, the professional
activities of physicians in his or her department.

2. Manages medical resources.

3. Draws up, for his or her department, rules governing the use of medical resources and
material resources used by physicians, and ensures that the central access
management mechanism operates as it should.

4. In the case of the clinical head of the radiology department, the clinical head of the
medical biology laboratories department, and the clinical head of the pharmacy
department, manages the resources of his or her department.

5. Draws up a duty roster.

6. Ensures an appropriate distribution of medical services in his or her department.

7. Ensures compliance with the rules governing the use of resources.

Under the authority of the CPDP (LSSSS, sec. 190):

1. Supervises the manner in which medicine is practiced in the department.

2. Supervises, subject to the responsibilities discharged by the director of nursing
services, the medical activities performed by nurses and other professionals in the
department who are competent to perform them.

3. Draws up, for his or her department, rules governing medical care and rules governing
the use of medication, taking into account the necessity of providing adequate services
to users and the organization and available resources of the institution.

4. Gives his or her opinion on the privileges and status to be granted to a physician upon
an application for appointment or renewal of appointment and on the obligations
attached to the enjoyment of such privileges.

The head of a service generally performs the duties of his or her department head vis-
a-vis the physicians in the service; nonetheless, he or she still answers directly to the
department head for all duties performed as head of the service.

In all matters, a physician practicing in an institution is first accountable to the head of
the service and to the head of the department.

Conditions of Practice in an Institution
To practice in an institution, a physician must meet the following conditions:

— be appointed by a resolution of the board of directors of the institution (LSSSS,
Ss. 237-243 and 251);

— produce a document in which he or she acknowledges having read the resolution
(LSSSS, sec. 243);

— hold a valid professional liability insurance policy (LSSSS, sec. 258);
— fulfill the obligations attached to his or her appointment (LSSSS, sec. 242);
— observe the by-laws of the institution and the CPDP (LSSSS, ss. 242 and 249).
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Appointment

The conditions for the appointment of a physician to an institution are set out in the
LSSSS (ss. 237-248). The steps leading to the appointment are the same in all
institution categories (see box below).

Box No. I-1.6
Steps Leading to a Physician’s Appointment to Practice in an Institution
(LSSSS, ss. 237-248)

1. The physician makes an application for appointment to the executive director of the
institution.

2. The executive director informs the candidate, in writing, of the state of the medical
staffing plan of the institution.

3. The qualifications committee of the CPDP studies the application for appointment.

4. The CPDP makes a recommendation to the board of directors.

5. The board of directors checks with the Agency to ensure that the appointment complies
with the regional medical staffing plan (PREM).

6. The board of directors approves or refuses the application for appointment. It then
communicates its decision in writing to the physician, giving its reasons.

7. The physician whose appointment has been approved attests in writing to having read
the content of the resolution.

When approving the appointment of a physician, the board of directors must set out the
status and privileges of this physician, the period for which they are granted, and the
nature and scope of the medical activities he or she may engage in at the centre. In
addition, the resolution of the board of directors must ensure that the physician makes a
commitment to fulfill the obligations attached to the enjoyment of his or her privileges,
which are determined following the recommendations of the CPDP (LSSSS, sec. 242).

All appointments must comply with the medical and dental staffing plan defined in the
institution’s organization plan. The board of directors must, before accepting a
physician’s application for appointment, receive the approval of the agency. The latter
ensures that the medical staffing plan of the institution justifies the appointment. An
appointment granted when the complement of the medical staffing plan has already
been reached may be withdrawn (LSSSS, ss. 239, 240, 240.1 and 240.2).

The board of directors must transmit its decision in writing to the candidate within 90
days of the executive director’s receipt of the application. The reasons for any refusal
must be given in writing. A physician who is not satisfied with a decision rendered in
his or her regard on the basis of criteria of qualification, scientific competence or
conduct, may contest the decision before the Administrative Tribunal of Québec
(LSSSS, sec. 252).

The physician’s status determines his or her membership and level of participation in
the CPDP (active member, associate member, advisory member, honorary member).
A physician, dentist or pharmacist is granted a status based on the extent of the
activities he or she performs for the institution (ROAE, ss. 87-96).

Privileges are granted to a physician or dentist in terms of the hospital centre’s
organization and manpower plan. Privileges determine the nature and scope of
medical acts that a physician may perform in a department (ROAE, s. 86).
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The obligations attached to the enjoyment of privileges concern the physician’s
participation in activities related to the centre’s requirements, notably (LSSSS, sec. 214):

— participation in clinical activities, including on-call duties;
— participation in teaching and research activities, as necessary;
— participation in professional, scientific, medical or administrative committees;

— participation in medical activities pursuant to an agreement between institutions
(LSSSS, ss. 108-109). In this case, the agreement must be made known to the
physician and be valid at the time of his or her application for appointment or
renewal of appointment.

The privileges granted to a physician are usually for a period of two to three years.
Except on notice to the contrary, the application for renewal of the appointment is
made automatically and on the same terms as the last application (LSSSS, sec. 237).
An application for renewal “may be refused by the board of directors only on the basis
of criteria of qualifications, scientific competence or the conduct of the physician [...],
having regard to the specific requirements of the institution and fulfilment of the
obligations attached to the enjoyment of privileges” (LSSSS, sec.238).

Regulations and By-laws

The regulations and by-laws a physician must observe in an institution are notably as
follows:

— The regulations of the Act respecting health services and social services;

— The regulations of the Professional Code, among them, the Code of Ethics of
Physicians;

— The regulations of the CPDP;

— The rules of the institution;

— The Regulation respecting the standards relating to prescriptions made by a
physician.

The CPDP regulations govern the functioning of the council itself and member
participation in its activities. The rules of an institution are adopted by the board of
directors. These generally concern the administrative aspects of everyday activities in
the institution and medical practice. This applies to rules governing the use of the
institution’s resources, which are drawn up by the department head and approved by
the board of directors, after consultation with the CPDP (LSSSS, sec 189).

Among these rules, two of them are also fundamental to medical practice in an
institution.

e Rules governing the use of medical resources and material resources in a
centre. These are established by each department head, under the authority of
the DPS. Before coming into effect, these rules must be approved by the board of
directors, acting on prior advice received from the CPDP on the subject. They
must also provide for administrative sanctions in cases of non-compliance
(LSSSS, ss. 189, 191-192, 214 and 215).

e Rules governing medical care and the use of medicines. These rules must take
into account the necessity of providing adequate services to users, as well as the
organization and available resources of the institution.

These are usually drawn up by the clinical department head, under the authority of the
CPDP (LSSSS, sec. 190). The pharmacy department head or the pharmacist may also,
under the authority of the CPDP, draw up rules for the use of medications (ROAE,
sec. 77). When these rules concern nurses authorized to engage in the medical activities
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referred to in section 36.1 of the Nurses Act, the director of nursing care must cooperate in
determining these (LSSSS, sec. 207), and the council of nurses (CN) must make
recommendations concerning such rules (LSSSS, sec. 192).

These rules come into effect after having been approved by the board of directors, on
the recommendation of the CPDP (LSSSS, ss. 189, 192, 214). The LSSSS also
stipulates that physicians practicing in the various departments must be subject to the
same set of rules. Thus, in identical clinical situations, two departments may not adopt
two different rules. It is up to the CPDP to recommend a single set of rules (LSSSS,
sec. 190). Note that certain of these rules may concern specialized nurse practitioners.

The rules of an institution are adopted by the board of directors. These generally
concern the administrative aspects of everyday activities in the institution and medical
practice. This applies to rules governing the use of the institution’s resources, which
are drawn up by the department head and approved by the board of directors, after
consultation with the CPDP (LSSSS, sec. 189).

Non-compliance with Rules

A physician who does not comply with certain rules and regulations is liable to
disciplinary measures or administrative sanctions (ss. 189, 205 and 249). “The board
of directors may take disciplinary measures with respect to a physician or dentist. The
disciplinary measures that may be taken include a reprimand, a change in status, the
withdrawal of privileges, the suspension of status or privileges for a specific period and
the cancellation of status or privileges. They may also include a recommendation that
the physician or dentist serve a period of refresher training, take a refresher course or
both, and may, if necessary, restrict or suspend some or all of the physician’s or
dentist’s privileges for the duration of the refresher period. Every disciplinary measure
taken against a physician or a dentist must give reasons and be based solely on lack
of qualifications, scientific incompetence, negligence, misconduct, non-compliance
with the by-laws of the institution, having regard to the specific requirements of the
institution, or non-compliance with the [conditions of his or her appointment]. The
disciplinary measures must be imposed in accordance with the procedure prescribed
by regulation [...]. The executive director must send a copy of the decision to the
professional order concerned” (LSSSS, sec. 249).

When the board of directors decides to apply a disciplinary measure against a
physician, it must communicate its decision to the latter, to the executive committee of
the CPDP and to the College des médecins. It must also have given the physician in
question the opportunity to be heard beforehand (ROAE, sec. 109). The physician
concerned by the disciplinary measure may contest the decision before the
Administrative Tribunal of Québec (LSSSS, sec. 252).

The administrative sanctions provided for in cases of non-compliance with the rules
governing the use of resources “may have the effect of limiting or suspending the right
of a physician to use the resources of the institution” (LSSSS, sec. 189). However,
they cannot be considered as affecting the privileges granted to the physician by the
board of directors. When an administrative sanction must be applied, the DPS informs
the physician concerned of the reasons justifying the decision and ensures that it is
applied. The physician concerned by such a decision may contest the decision before
the Administrative Tribunal of Québec (LSSSS, sec. 205).

Cessation of Practice in Institutions

A physician’s cessation of practice must not in any way compromise the quality of
patient follow-up, since all physicians are bound by their code of ethics to ensure that
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the patients they examine, investigate or treat receive the medical follow-up required
by their condition (Code of Ethics of Physicians, ss. 32 and 35). Provisions for
supervising the cessation of practice in an institution are also in place.

A physician may cease to practice in an institution by choice or if his or her appointment is
not renewed. If a physician decides to cease practicing in a centre, he or she must give
prior notice of at least 60 days to the board of directors. Once received by the board of
directors, this notice is irrevocable (LSSSS, sec. 254). However, the board may authorize
the departure of a physician before the 60 days have expired (LSSSS, sec. 255).

When a physician ceases to practice in a centre without the authorization of the board
of directors or before the 60 days have expired, the institution may ask the Régie de
'assurance maladie du Québec (RAMQ) to issue an order cancelling the physician’s
participation in the Health Insurance Plan. In other words, the physician would no
longer be authorized, for a given period, to bill for the insured services he had
rendered. The non-participating period is fixed by the RAMQ and is equal to twice the
number of days remaining in the 60-day period (LSSSS, sec. 257). Furthermore, the
College des médecins is notified in writing if the board of directors judges that the
departure affects the quality or accessibility of medical services.

In cases where the board of directors decides not to renew the appointment, the
cessation is determined by the board. This decision must be based solely on criteria of
qualification, scientific competence or conduct, as they pertain to the specific
requirements of the institution, and fulfilment of the obligations attached to the
enjoyment of the privileges granted (LSSSS, sec. 238). The physician may contest this
decision before the Administrative Tribunal of Québec (LSSSS, sec. 252).

Remuneration

Like the LSSSS and its regulations, the agreements and their appendices with medical
federations fix the conditions of medical practice relative to health insurance and
hospitalization insurance. Thus, the agreements prescribe payment methods and pay-
scales in institutions and elsewhere. They also determine certain conditions of practice
in institutions for physicians paid a fixed honorarium or a salary and for physicians paid
a per diem payment. Physicians and institutions are bound by these agreements.

The methods of remuneration are specified in the agreements. Fee-for-service, flat
rate, mixed payment, hourly rate, fixed honorarium and salary are the main methods of
payment of physicians. The conditions for applying each of these payment methods
are also defined in the agreements, depending on the institution in which the physician
practices, his or her appointment, and the medical activities performed. Except in a
measure provided by government regulation, no individual agreement may be
concluded between a physician and an institution concerning remuneration for the
provision of insured services (LSSSS, sec. 259 and 505).

Examining a Complaint Concerning a Physician

Every institution must establish a procedure for examining complaints filed by users
(LSSSS, ss. 29-59). A special procedure applies for the examination of a complaint
filed by a user against a physician or a medical resident (LSSSS, ss. 41-59).

After consultation with the CPDP, the board of directors must appoint a medical
examiner, who may or may not practice in a centre operated by the institution, but who
will be responsible for applying this procedure. Note that this physician may also
examine a complaint filed by someone other than a user (LSSSS, sec. 44).
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The medical examiner assigned with a complaint filed against a physician or a medical
resident must choose the appropriate steps to be taken from among the following
possibilities:

— examine the complaint pursuant to the LSSSS (ss. 45-50);

— forward it to the CPDP for “study for disciplinary reasons by a committee formed
for this purpose”;

— forward it to the authority determined by regulation, if it concerns a medical
resident;

— dismiss it if he judges it frivolous, vexatious or in bad faith.

In cases of examination of a complaint concerning a physician, the latter must
collaborate with the medical examiner and the members of the disciplinary committee,
if there is one.

The medical examiner must “transmit his or her conclusions in writing to the user and
the physician concerned, together with the appropriate recommendations, and inform
the user of the conditions and procedures” at his or her disposal (LSSSS, sec. 47).

The user who does not agree with the conclusions sent to him by the medical
examiner or said to have been sent to him by the medical examiner may make a
written or verbal request for a review of his complaint before the review committee
(LSSSS, sec. 53). The review committee is composed of three members appointed by
the board of directors of the local authority. The committee chairperson is chosen from
among the elected or co-opted members of the board of directors. The two other
members are appointed from among the physicians, dentists and pharmacists
practicing in the same network, on the recommendation of the CPDP, the local
authority or other institutions in the territory or, in the absence of such council, after
consultation with the physicians, dentists and pharmacists concerned (LSSSS,
sec. 51).

When the medical examiner sends a complaint to the CPDP to be examined for
purposes of discipline, the latter must form a disciplinary committee. The disciplinary
committee must then follow the stipulated procedure, which is to hear the professional
concerned and report on its evaluation to the CPDP. Should it decide to recommend
the application of a disciplinary measure, the executive committee of the CPDP must
then send the file to the board of directors (ROAE, ss. 106-109).

If the user’'s complaint concerns administrative or organizational problems that involve
medical, dental or pharmaceutical services, it must be examined by the local service
quality and complaints commissioner (LSSSS, sec. 45).

Physicians: Essential Care Providers in Institutions

This section presents the medical and administrative structures and the obligations
inherent in medical practice in institutions, since physicians are essential care
providers in most institutions of the health care network. They enjoy a special status
there as independent professionals, but they must also meet many requirements,
among them, those of working as part of a medical team and discharging the duties
they have undertaken.
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3.2
3.2.1

Practice Outside an Institution

Introduction

Traditionally in Québec, we distinguish two ways of practicing medicine — practice
inside an institution and private practice. However, the dividing line between private
office and public institution has become more and more permeable for a variety of
reasons which are not pertinent for discussion here.

Family physicians do not only work from their office. They are being called upon to
provide various forms of care and services in medical institutions to a greater and
greater extent. In addition, increasingly specialized care is migrating outside of
institutions and into treatment facilities that can no longer be simply qualified as
doctors’ offices. New organizational models somewhere between institutions and
private offices have been growing in number for several years, with their sole common
characteristic being that the care is being dispensed outside of the institutional setting.

In this section, we will strive to present a global vision of medicine being practiced
outside of institutions in Québec and to offer a clear interpretation of its evolution. In so
doing, we will emphasize certain aspects that, regardless of the organizational model,
we believe raise various issues with respect to the quality of physicians’ professional
practice.

In the face of these issues, current laws and regulations do not always offer the
coherent answers we would hope for. As we will see in the following chapters, the
requirements of the Code of Ethics apply to all physicians regardless of their place of
practice (Chapter 2, Section 3.1). Moreover, new administrative rules were adopted in
2007 with respect to the types of associations possible for physicians, whether they
practice within or outside of an institution. In addition, the rules pertaining to
advertising were also revised in 2010. For its part, private practice must satisfy the
obligations established in a regulation governing the operation of offices that was
updated in 2005 (Chapter 2, Section 3.2). In modifying certain provisions of the Act
Respecting Health Services and Social Services (LSSSS) and the Act Respecting
Health Insurance (LAM) in 2006 and 2009, the Québec government established a
governing framework for two new bodies — specialized medical centres (CMS) and
associated medical clinics (CMA). However, now that a number of interventions
previously restricted to institutions can be carried out outside of these settings, several
guestions have emerged and remain unanswered.

Among all the requirements imposed within an institution, which are still pertinent? For
example, do we need to obtain written consent before embarking on any surgery,
invasive procedure or research project? By calling for written consent when treatment
is not medically required, the Civil Code only offers a partial response (see Chapter 3,
Section 4.1). Practice outside an institution raises numerous new guestions which the
College is attempting to answer, be it in the Code of Ethics, in its regulations, in the
guidelines, or in the practice guides3. As you will see in this section, vigilance must
always be the order of the day for physicians.

% COLLEGE DES MEDECINS DU QUEBEC. La rédaction et la tenue des dossiers par le médecin en
cabinet de consultation et en CLSC : guide d'exercice, Montréal, Collége des médecins du
Québec, September 2006.

COLLEGE DES MEDECINS DU QUEBEC. La tenue des dossiers par le médecin en centre hospitalier
de soins généraux et spécialisés : guide d'exercice, Montréal, Collége des médecins du
Québec, December 2005.
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3.2.2

With respect to the more practical aspects of practice outside of institutions, we
recommend consulting the documents published by medical federations (FMOQ and
FMSQ) and medical associations (CMA, CFPC, RCPSC). The Québec Federation of
General Practitioners (FMOQ) Web site offers several training modules designed for
medical residents and focused on such subjects as the choice of a location to practice,
possible modes of compensation, billing, financial planning and insurance, specific
medical activities (AMP) and required medical manpower plans (PREM). For more
information about the new organizational models, it would be useful to consult the
Ministere de la Santé et des Services sociaux (MSSS) and Régie de I'assurance
maladie du Québec (RAMQ) Web sites. However, given the extremely rapid pace with
which this area is evolving, the best way to remain informed is often to follow the news.

Practice Outside an Institution and the Health Care System

We often draw a distinction between practice within and outside of an institution as if
these two forms of medical practice were totally different. In actual fact, according to
the terms of the Act Respecting Health Services and Social Services (LSSSS, Section
95), private doctors’ offices are not considered to be institutions. Nevertheless, the
care offered therein constitutes an essential component of the health care system.
Most of the medical services offered outside of an institutional setting are covered by
the health insurance plan because they are medically required. They are often needed
prior or subsequent to the provision of care in institutions that are part of the public
network, which makes private offices, and other resources, indispensable partners of
the health care system in Québec. Indeed, these resources are increasingly perceived
as collaborators with which network institutions should be forging agreements in order
to better meet the growing needs of the population.

Private Practice

Over the past few decades, the position of physicians who practice outside of
institutions has changed considerably vis-a-vis the health care system. Compared to
working in an institutional setting, private practice is always considered to offer more
benefits both for patients and physicians, including theoretically greater accessibility,
more direct doctor-patient contact and simplified administrative formalities. Doctors in
private practice enjoy more professional freedom and manage all aspects of their
practice, such as the booking of appointments, keeping of files, work schedule,
personnel management, organization of office materials, not to mention assuring the
quality of equipment and professional services.

However, we know that private practice also has its disadvantages. First of all,
management costs can be relatively substantial. These costs vary depending on the
particular discipline, type of activities and place of practice. In order to partially
compensate for the inherent costs of private practice, provision has been made for
differential remuneration for interventions based on whether they are carried out in
institutional or private settings. Within the context of certain organizational models,
such as family medicine groups (GMF) and network clinics, additional support is now
offered for time-consuming administrative tasks and technical matters. In the case of
private practice, this support is usually more limited, particularly for doctors practicing
alone, which, in turn, reduces the range of services they can provide.

COLLEGE DES MEDECINS DU QUEBEC. La chirurgie en milieu extrahospitalier : guide d'exercice,
Montréal, College des médecins du Québec, May 2005 (under revision).

COLLEGE DES MEDECINS DU QUEBEC. Utilisation de la sédation-analgésie : lignes directrices,
Montréal, College des médecins du Québec, November 2009.
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3.2.3

In general, basic services in family medicine include consultations with or without
appointment, minor surgery, home visits and, occasionally, specimen collection. For
specialties, the variety of services offered varies with the discipline. If the size of the
office and its location in a polyclinic allow, laboratory imaging and specialized
consultation services may be offered. The location of the practice and the proximity of
a medical centre are factors that also have an influence on the types of care offered. It
is important to note that an increasing number of clinics are complementing the skills
of physicians with those of other health professionals, most notably in the areas of
nutrition, psychology, social work and physiotherapy. Of course, physicians must not
collaborate with any individuals practicing medicine illegally (Code of Ethics of
Physicians, Section 62).

Networks of Primary Care Services

Since the introduction of health insurance, numerous efforts have been made to
further integrate private doctors’ offices into the public network. The most significant
initiative is unquestionably the creation of Centres locaux de services communautaires
(CLSC). Over the past few years, a number of health and social service agencies have
established integrated primary care service networks, with the principal objective being
to increase accessibility in given territories. Private offices that voluntarily join these
networks must meet specific criteria with respect to the services offered and hours of
availablity. In certain cases, they are part of an on-call system that operates 24 hours
a day, 7 days a week and that is established within their territory to offer home care
services to clients in collaboration with Centres de santé et de services sociaux
(CSSS). Since the fusion of health care institutions in 2005, CSSSs are obliged to
assume responsibility for the public within the territory of their local health networks
(RLS). Furthermore, in order to meet all of the publics’ needs, they must establish
agreements with medical clinics and GMFs.

For their part, regional departments of general medicine (DRMG) established within
agencies are responsible for defining primary care service needs in their territory. They
also advise agencies and the Ministry with respect to their respective regions’ medical
manpower plans (PREM) and ensure that physicians participate in particular medical
activities (AMP) they deem to be priorities in their regions. In various areas of Québec,
there are CSSS and DRMG committees in place to see that private practice offices
work increasingly as part of this network.

As we will see further on, other organizational models, such as specialized medical
centres (CMS) and associated medical clinics (CMA), are striving to concretize the
desired complementarity.

Practice Outside an Institution and the Health Insurance Plan

For most of their interventions, the vast majority of physicians are remunerated by the
Régie de I'assurance maladie du Québec (RAMQ). Although it is always possible for
physicians who practice outside of institutions not to participate in the public health
insurance plan or to opt out, such doctors are relatively rare in Québec.

Consequently, it is difficult to understand the current situation and its issues without
being cognizant of the fundamental aspects of the provincial health insurance plan as
it presently operates. In that regard, we consulted the information presented on the
Régie de 'assurance maladie Web site. RAMQ is the organization that administers the
province’'s public health and drug insurance plans. In so doing, it informs the
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population, determines the eligibility of individuals, compensates health professionals
(doctors, pharmacists, dentists) and assures the secure circulation of information.

Persons Insured Under the Plan

Since November 1, 1970, all residents or visitors to Québec who meet the conditions
stipulated in the law are covered by the provincial health insurance plan. To be eligible
for insured health care services, individuals must present their valid health insurance
card. If the card has expired, they must pay for any services rendered and claim a
reimbursement from the Régie. Generally, individuals originating from outside Canada,
even if they are Canadian citizens, are eligible for Québec health insurance after a
waiting period, of up to three months, subsequent to their registration. This waiting
period is also known as the “délai de carence”.

However, certain health care services could be rendered without charge depending on
an individual’s particular situation. These could include services for victims of conjugal
or family violence or sexual assault, services related to pregnancy, childbirth or
abortion, or care provided to people with health problems of an infectious nature that
could have repercussions from a public health standpoint. Québec has also signed
social security agreements with certain countries exempting citizens of these countries
from the usual waiting period.

Natives of another province who settle in Québec are eligible for coverage under the
provincial health insurance plan as soon as they are no longer covered by their
province of origin’s plan. Coverage under the Québec plan generally begins on the first
day of the third month following their arrival in the province. The individual receives the
health insurance card within two weeks of the effective date of coverage. While the
person remains covered under their province of origin’s health insurance plan, they
must present the health insurance card issued to them by that province to the
physician when they require health care in Québec. As such, their province of origin’s
health insurance plan will assume the costs incurred. However, if the physician refuses
the card, the individual must pay the doctor directly and then request a reimbursement
from the body administering the plan in their province of origin.

Services Covered in Québec

Insured individuals can take advantage of a number of free services covered under the
health insurance plan. In addition to medical services, the plan covers a range of other
more specific health care needs, such as dental treatments for children under the age
of 10.

With respect to medical services, regardless of where they were rendered, the health
insurance plan was initially designed to cover required care provided by a family
physician or specialist. These services included examinations, consultations,
diagnostics, therapeutic interventions, psychiatric treatments, surgery, radiology and
anaesthesiology. Health care systems have since undergone numerous changes, and
it is not always easy to determine what is now part of the “basket of services” covered
in Québec.

Since the beginning, health care services deemed by the plan to be unnecessary from
a medical standpoint have not been covered, even though they are, in fact, being
rendered by physicians. The health insurance card cannot be presented for these
services, whatever physician is providing them, and the cost of such care must be
assumed by the recipient. Treatments rendered for purely aesthetic purposes are a
classic example of these types of services.
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Some services are not covered because they are not related to the prevention or
treatment of an illness. These include visits to a doctor and, if applicable, tests passed
to obtain an insurance policy or its reinstatement, to obtain or retain a job (unless the
test is required by Québec legislation other than the Act Respecting Collective
Agreement Decrees), to obtain a passport or visa, or to be admitted to an academic
institution, association, organization, summer camp, fitness centre, athletic club,
daycare centre or recreation department.

When an individual sees a doctor and undergoes tests for the sole purpose of
obtaining a health certificate, they must also assume the costs. Moreover, although
certain exceptions may apply, tests required for legal purposes are also not covered.

Coverage of certain services may vary depending on where they are rendered. For
example, some services are only covered if dispensed within an institution. These
include most lab tests and some medical imaging, such as ultrasound, computer
tomography and magnetic resonance.

Certain services are covered upon special authorization only. As no treatments
rendered for aesthetic reasons are covered under the health insurance plan, a
physician must determine if the service is requested for such purposes alone, or if it is
necessary from a medical standpoint. Services for which a medical consult is required
to determine if they are covered by the RAMQ include mammaplasty, abdominal
lipectomy, blepharoplasty, electrolysis in the event of hirsutism, treatment of a scar in
a location other than the face or neck, and skin grafts required subsequent to a
trauma.

Coverage can also be more or less comprehensive. Even if an individual presents their
health insurance card for health care services that are covered under the plan, certain
costs could be billed to them. In that regard, the term “incidental fees” designates
costs billable to patients for some services, even if they are associated with insured
services. For example, physicians are entitled to request financial compensation for
medications and aesthetic agents used in private practice, for the completion of certain
medically related administrative forms, as well as for copies and summaries of files
prepared and transmitted upon the request of patients.

Physicians Participating, Opting Out or Not Participating in the Plan
According to the terms of the Act Respecting Health Insurance, health care
professionals authorized to provide insured services are distinguished based on
whether or not they participate in the public health insurance plan. Most Québec
physicians participate in the plan. In other words, they accept the health insurance
card. Consequently, insured individuals do not generally have to pay for covered
services. The Régie pays these participating doctors directly for services rendered in
accordance with the agreements negotiated between the government and the medical
federations (FMOQ, FMSQ).

Although they are few in number, some physicians who have so-called “opted out” do
not accept the card but respect the fee structure as per the agreements. They bill their
services to their patients, who can then request a reimbursement from the Régie using
the form obtained during their visit. Of course, these physicians must advise their
patients of this situation in advance.

Another small percentage of doctors, referred to as “non-participants”, do not adhere
to the health insurance plan in any way whatsoever. They bill their services directly to
patients, establishing their fees entirely on their own. Barring certain exceptions, the
Régie does not reimburse the cost of any services rendered by these physicians, even
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in the case of covered services. A non-participating physician who renders an insured
service in accordance with the law in an emergency situation may bill the Régie for the
amount of fees payable by virtue of the agreeement. Non-participating physicians are
also obliged to advise people who consult them of their mode of operation before any
services are rendered.

Unless otherwise indicated, all physicians participate in the health insurance plan. If
they opt out or decide not to participate, they must advise the Régie in accordance
with certain terms and conditions prescribed in the agreements. A physician who has
opted out or chosen not to take part in the plan can re-adhere to it by filing a formal
request. Although it is always possible for physicians to choose not to participate or to
opt out of the health insurance plan, a number of the provisions of the Act Respecting
Health Insurance serve to prevent them from both participating and not participating in
the plan (“mixed practice”). The Régie has a list available of physicians who have
opted out or do not participate in the health insurance plan. While this list is growing,
the number of physicians concerned remains relatively low. Moreover, the government
reserves the right to intervene if the Minister deems this number to be too high so that
insured services can continue to be rendered in accordance with standardized
conditions throughout Québec or within any of its regions (Act Respecting Health
Insurance, Section 30).

With all the combinations of these three variables being possible (persons insured by
the plan, services covered under the plan, and physicians who do or do not participate
in the plan), situations can vary considerably outside of institutions. Most of the time,
physicians who participate in the plan offer covered services to insured individuals.
However, a participating physician may also offer services that are not covered. As
well, they could provide covered services, but to individuals who are not insured. At
the same time, an insured person could also decide to consult a non-participating
doctor to obtain services that would be insured if the physician participated in the plan.
And so on, and so forth.....

Despite this great diversity, the fundamental issues remain essentially the same from a
doctor’s professional ethics standpoint. When certain costs are billable to the patient,
the physician must notify them of such in a very clear and timely fashion. Whether the
physician participates in the plan, whether the patient is eligible for coverage under the
plan or whether the services are insured, this rule remains unchanged. The cost of
certain services, materials or other expenses must clearly be displayed in the
physician’s waiting room. Furthermore, if a patient believes that a doctor’s fees are
unjust and wishes to contest a bill, they can contact the College’s Investigation
Department to obtain information and request an account resolution.

Provision of Care Outside Institutions

How medical practice is positioned vis-a-vis the health insurance plan and the health
care system, makes it easier to understand that this form of practice complements
various organizational models. Moreover, the health care system that prevails in
Canada and Québec is often described as a “mixed system”, with the financing of the
plan and management of the system being essentially public, while the provision of
care is far from being limited to public institutions. Since the beginning, it was
established that all health care institutions had to be publicly managed and funded in
Canada and Québec. However, the modes of financing and management could
always vary for other organizations providing health care.

It is important to properly distinguish between the financing of organizations providing

care and the funding of services themselves, which is or is not assumed by the health
insurance plan depending on whether or not the patient and service are covered and
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3.2.5

whether or not the physician is participating in the plan. Since the creation of the
health insurance plan in Québec, the principal sources of financing for organizations
other than public institutions have been the professional fees claimed from the RAMQ
by physicians, and the management of these organizations has been, more often than
not, handled by these doctors. However, the financing may also originate from another
government body like the Commission de la santé et sécurité du travail (CSST), a
private insurer, or from fees and expenses billed directly to patients.

When physicians adopt certain newer organizational models, other sources of funding
specific to each model are added to the so-called “private” financing we have just
described. A public subsidy can be granted in return for a commitment to offer a
defined service. This is the case for GMFs and what is expected for CMAs. Various
combinations are thereby possible, even if some of these remain newly emerging
phenomena for the time being. Presently, there are only a few specialized medical
center projects, but these are already posing new financing and management
challenges because they involve considerable private investments out of all proportion
to what has been required to date by private doctors’ offices.

Different Organizational Models

There have been several formulas applied, be it to develop medical services offered
outside of institutions by physicians practicing alone or in groups, or to promote their
integration into the public network. Such endeavours are family medicine groups
(GMF), network clinics, specialized medical centers (CMS), associated medical clinics
(CMA) and health care cooperatives. These different modes of organization will be
summarily described in the sections that follow.

Individual and Group Practice

In the case of independent private practice, the family physician or specialist practices
alone in their own office or individually at a private polyclinic. A minority of doctors are
now opting for this type of practice. Although a model that is less and less
commonplace, it does offer some advantages, including a more personalized doctor-
patient relationship.

In group practice, a certain number of doctors join together in an organized and
autonomously managed clinic, or they associate with an already established larger
group, such as a private polyclinic. In accordance with the regulation governing the
keeping of files (see Chapter 2, Section 3.2.1), physicians who practice in a group can
maintain one single medical file per patient. This type of practice is increasingly
becoming a favoured option among physicians.

Family Physician Groups

In 2000, the Commission examining health and social services in Québec (Clair
Commission) recommended the establishment of family medicine groups (GMF). The
purpose of creating this new structure for the provision of services was to improve
accessibility, dispensation and continuity of care, as well as to entrust clients with
greater responsibility. The MSSS estimates that, with 300 average-sized GMFs in
place catering to between 15,000 and 24,000 individuals, a total of 75% of the Québec
population could be registered with a physician who is a member of a GMF. There are
currently both small and large GMFs in place. The first such groups appeared in
November 2002, and by 2009, there were close to 200 GMFs operating in the
province.
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GMFs are comprised of a sufficient number of physicians to assure the equivalent of
six to 12 full-time family doctors (ETC) who agree to perform activities specific to
GMFs — consultations with or without appointment and home care. These physicians
work as a group in an office, CLSC or out of family medicine units (UMF) in close
collaboration with nurses and other health professionals. Recognized as a functional
body, the GMF defines the services it offers in accordance with those expected of it. In
return, it enjoys the benefits of agency and MSSS support. One physician in each
GMF takes care of allocating tasks, assigning responsibilities to members of the
group, and managing the allotted budget with the personnel who have been
designated for that purpose.

Doctors who belong to a GMF sign an agreement among themselves that establishes
the decision making procedures within the group, particularly the distribution of tasks
and responsibilities. In addition, the group must conclude an agreement with the CLSC
in their territory in order to integrate a psychosocial component into its service
offerings. As part of a written agreement with the agency, the GMF defines its
commitment to the specific services that are to be offered, and in return, the agency
agrees to offer specific technical and financial support.

Registration with a physician member of the group is voluntary, free, without territorial
limit, and serves as a fundamental element of this organizational model. From an
administrative standpoint, the subsidy will be granted based on a progressive scale
that takes the weighted number of individuals registered with all members of the GMF
into account. The number and type of patients registered with an ETC physician in a
GMF normally varies between 1,000 and 2,000. What physicians appreciate most in
this model from a clinical standpoint is the important complementary role played by
nurses.

Associated Medical Clinics and Specialized Medical Centres

As noted in the previous chapter, a new legal framework was created subsequent to
the decision rendered by the Supreme Court in the Chaoulli-Zéliotis case in 2005
(Chapter 1, Section 2.2). This framework, outlined in Bill 33 (Act to Amend the Act
Respecting Health Services and Social Services and Other Legislative Provisions)
adopted in December 2006 and clarified in Bill 34 (Act to Amend Various Legislative
Provisions Concerning Specialized Medical Centre and Medical Imaging Laboratories)
adopted in June 2009, is aimed at using resources outside of institutions so as to
increase access to certain specialized services without compromising the quality of
these services*.

Specialized medical centres (CMS) were defined as places outside of institutions
where physicians can, under certain conditions, provide a number of specialized
medical services specified by law or regulation that were heretofore provided in
institutions. The conditions include obtaining an operating permit issued by the
government, appointing a medical director responsible for assuring the quality of the
medical services offered, and certification by a recognized organization within three
years of obtaining the operating permit. The services specified in the regulation
subsequently adopted, and in effect since March 31, 2010, presently consist of
surgical interventions that were determined based on the length of stay and the type of
anesthesia required, as well as the risks involved®. The law recognizes two types of

* See the Appendix containing the currently most pertinent sections of the Act Respecting Health
Services and Social Services.

® The Regulation Respecting the Specialized Medical Treatments Provided in a Specialized
Medical Centre can be consulted in the Appendix.
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3.2.6

CMS — those where exclusively physicians who participate in Québec’s health
insurance plan practice, and those with only non-participating physicians.

For their part, associated medical clinics (CMA) — whether or not they are specialized
medical clinics or laboratories — were defined as places where physicians who
participate in the health insurance plan offer certain services as part of a partnership
agreement with an institution operating a hospital centre and with the agency
concerned.

Network clinics possess certain characteristics of associated medical clinics. In this
model, which is widespread today in the Montréal and Québec City regions, a large
number of full-time equivalent (ETC) physicians (generally more than 10) form a group
and establish an agreement with a CSSS to offer an extensive range of services with
and without appointment (a proportion of approximately 50%). In Montréal, the
framework is defined by the agency and the Regional Department of General
Medicine. These network clinics operate day and night, on weekends, and on legal
holidays. They are mandated to accept so-called orphan clients with no family doctor
and those deemed as being vulnerable. In addition to enjoying benefits with respect to
remuneration, network clinics have the support of the agency and the use of service
corridors to access secondary care medical services. They must have rapid access to
basic imaging services and ultrasound, and they are also responsible for helping to
find a family doctor using a primary care network they maintain with nearby private
practices. It is estimated that a network clinic typically offers services to approximately
50,000 clients.

Health Care Cooperatives

Over the past few years, another health care services organizational model has
developed. There are now several health care co-operatives in place for citizens in
Québec, generally in locations where there was a scarcity or risk of losing medical
resources or health care services. The formula rests on the leadership of people
engaged in their milieu, working in collaboration with health care professionals. The
members, who must make a contribution, establish structures that support
professionals and make the specific services offered by the cooperative accessible.

This model has some unique and interesting characteristics, but it also raises several
guestions. For example, the physician may enjoy certain benefits from an
administrative standpoint, including reduced or even free rent, which, in another
context, could be considered to be an unacceptable advantage. At the same time, it
must be clear that the fact a patient does not join the cooperative or does not renew
their membership cannot in any way whatsoever constitute a hindrance to the
accessibility and continuity of care, nor influence the quality of care. It remains to be
seen how this formula can respect the ethical obligations of physicians, coexist with a
public health care system, and work harmoniously with other organizational models.

Common Professional Issues

The framework for medical practice has been designed for the institutional model on
the one hand and private practice on the other. What happens in the case of all these
situations where physicians practice their profession in settings that are neither
institutional nor private in the classic sense of the term? The question is pertinent and
does not have any easy answers.

Some of these situations probably require a framework that resembles what exists in

institutions for the same types of medical interventions and which we have discussed
in the previous section (Chapter 1, Section 3.1). Others are more similar to private
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practice and should meet its requirements, which we will address in the following
chapter (Chapter 2, Section 3.2.1). In fact, the Regulation Respecting the Keeping of
Records, Physicians' Rooms or Offices and Other Effects establishes standards for the
organization of a private practice. The regulation clearly outlines the rules regarding
the keeping of records, doctors’ rooms or offices and other effects. It also stipulates
the procedure to follow in the event of a cessation or reorientation of the practice.

Fortunately, certain reference points are common to all situations. Regardless of the
location or type of practice, whatever the circumstance, physicians remain
autonomous professionals responsible for their actions. Whether in an institution, a
private setting or elsewhere, the practice of the profession is governed in Québec by
the Professional Code, the Medical Act and its ensuing regulations, and the Code of
Ethics of Physicians. The doctor is always bound by the same obligations with respect
to competence, providing assistance, respecting professional secrecy or maintaining
their professional independence. Moreover, some provisions offer detailed stipulations
to better guide physicians faced with situations of greater concern. For example, it has
been clearly specified that the physician cannot exhibit “interventionism”, which is to
say, the doctor must respect the patient’s freedom of choice to have prescriptions filled
in the location of their choice. Provisions that could apply to the leasing of premises
have also been stipulated, and rules governing incorporated practice were updated
and are much more explicit with respect to acceptable practices. As well, rules
pertaining to physician advertising have been defined.

Furthermore, there are some specifications with regard to the billing of medical
interventions. Billing is subject to the agreements concluded with the MSSS, the
Québec Federation of General Practitioners (FMOQ), or the Québec Federation of
Medical Specialists (FMSQ), as applicable. For reference purposes, the various
medical associations also publish fee schedules for the costs charged to patients. The
MSSS exercises a certain degree of control via the issuance of permits that are
mandatory for the new organizational models. In short, the formal framework is in the
process of adjusting itself to this evolution in medical practice. Until this process is
complete, however, physicians must remain vigilant, as this evolution is giving rise to
new challenges on a daily basis.

Maintenance of Competency

The obligation of maintaining competency is inherent to the practice of all professions,
and medicine is no exception. Personal needs and practical and organizational
contexts vary a great deal from one individual to another, and all physicians are
considered to be responsible for their own approach. Several programs exist to
support physicians in their individual continuing professional development (DPC)
efforts. For instance, the College des médecins du Québec’s self-management plan
offers its members a simple and straightforward approach to carrying out their
individual DPC plan. In fact, there are multiple opportunities for professional
development. Group practice and exercising the profession within milieus where there
is a concentration of health care professionals favour such programs. Clinical contacts
also constitute learning opportunities for physicians, and today, the possibilities for
discussing cases are multiplying with the use of new information technologies like
telemedicine, telecourses and easier access to practice guides, to name but a few.

Respect for Patients and Professional Secrecy

As a professional, it is also important to possess tangible means with which to
adequately serve patients. When practicing outside of institutions, physicians have
prime responsibility in that regard. Appointment taking and communication systems
also merit attention.
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There is no doubt that an inadequate appointment system serves to alienate clients,
while an efficient system attracts them. There are numerous different formulas in this
regard, and each has its advantages and disadvantages. What is important is that the
physician adopts and adapts a system so that it best responds to the expectations of
patients and to their own requirements and work habits. In the case of group practice,
it can be advantageous to select a method common to everyone so as to avoid
confusion and error.

Following are some examples of appointment systems:

= Without appointment — Although increasingly rare, some physicians receive
their patients on a “first come, first served” basis. Except in emergency cases, this
method of operating may engender dissatisfaction and frustration among the
doctor, office staff and patients alike.

= Patient flow — Definitely the most commonplace, this system spaces out
appointments into segments of 10, 15, 30, 45 or 60 minutes. In theory, this is the
ideal formula, provided the physician and patients are punctual and each visit does
not exceed its scheduled time. However, the everyday reality is that this system is
far from reliable.

= Patient concentration — This method calls for a certain number of patients to
arrive at the same time. If the physician plans to see four patients in an hour, they
will all arrive at the office at the same time. Inevitably, the concentration of patients
at the beginning of the hour leads to frustration among patients who must wait.

= Open period — Another way to regulate patient flow is to leave open periods to
be able to respond to emergencies or special cases. At the same time, physicians
can allow for a few minutes of respite at the end of each hour to make up for lost
time if necessary.

It is also possible to schedule appointments several months in advance. The
disadvantage of this practice is that appointments must sometimes be cancelled or
changed because of an emergency or personal activity like a conference or impromptu
vacations.

Appointments must be listed in an appointment register, which needs to be kept for a
minimum of 12 months. For group practices comprised of several doctors, it can be
advantageous to use a computerized system that can be integrated with a local
electronic clinic file. In that case, it is important to always ensure that patient data is
protected and used confidentially.

Within the current context, where the demand for medical services far exceeds the
supply capacity, particularly when it comes to primary care, the challenge for
physicians actually runs in the reverse direction. Doctors must learn to contain the
demand within certain acceptable limits. The means being used to do so are more
often than not improvised, but the fact is, the results are more or less satisfactory. In
order to be able to continue to effectively follow up on their patients, many doctors are
simply refusing to accept any new patients. Others are choosing not to conduct follow-
ups in favour of dedicating themselves exclusively to the “no appointment” system. In
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some cases, coupons are distributed to make waiting times more predictable. In that
regard, one basic rule should always apply — provide service that is consistent with
what was announced. This rule helps assure respect for patients, even if it is
impossible to satisfy all their needs. Certain ethical provisions also allow for the
establishment of priorities, such as the obligation to assure emergency care and the
required follow-up based on the patient’s condition.

What ever the solution envisaged, communication systems play a pivotal role. The key
element here is the direct contact that must be established with patients who use the
clinic’s services. Two principal factors promote such positive contact and patient
loyalty — a satisfactory doctor-patient relationship and a cordial attitude on the part of
staff.

Of all the tools available to physicians, the telephone is undoubtedly among the most
valuable. In most cases, it is via telephone that initial contacts are made with patients.
Because they serve as a reflection of the organization, receptionists should be amiable
and courteous individuals capable of exercising sound judgement. In addition, it is
important to establish a clear and uniform policy with respect to how telephone calls
are directed and managed. In that regard, a rigorous and coherent procedure has a
favourable impact on the efficiency of a physician’s work. For example, it is advisable
that one telephone line be reserved for communication with consultants, pharmacists
and laboratories. The criterion for determining how many phone lines are required is
simple — the optimal number is that which will reduce waiting to a minimum.

Among the other means of communication available to physicians are computer
systems, which can be very useful, particularly when it comes to RAMQ billing and the
use of e-mail. A large-scale project to computerize the health care network is currently
underway in Québec. This initiative will enable professionals to gain access to certain
valuable information for the treatment of patients, including medication lists, laboratory
results, medical imaging, data required in emergency situations like susceptibility to
allergies, etc.

For its part, e-mail already offers a range of interesting benefits — from quick access
to information and reduced paper consumption, to simultaneous communication with
several individuals, the transmission of graphic documents, and soon, the transmission
of diagnostic examination results as well. However, since the security of information is
not always guaranteed, its utilization demands the utmost prudence. Nevertheless,
there is no doubt that the evolution of communications is in the process of changing
the way medicine is practiced, as confirmed by “telemedicine”, the practice of medicine
from a distance®. Given a proper framework, telemedicine can significantly contribute
to improving access to quality health care.

Finally, there are other indispensable tools available to physicians and their staff to
help them serve their patients adequately, such as fax machines, information leaflets
and pamphlets, and answering machines or telephone answering services offered by
private companies. However, rigorous mechanisms must always be put into place to
guarantee the confidentiality of records and communications, whether via telephone,
fax or the Internet.

® COLLEGE DES MEDECINS DU QUuEBEC. Telemedicine: Position Paper, Montréal, Collége des
médecins du Québec, 2000.
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Access to Care and Follow-Up

Access to care and follow-up currently pose a number of challenges for physicians,
particularly when combined. Doctors are well aware that, if they accept new patients,
they will have to monitor their status. In recognition of that fact, many of them believe
that the only solution is teamwork. It is important to note, however, that working in
groups or teams must not have a negative impact on the care patients receive. On the
contrary, regardless of the difficulties this can represent, doctors must always ensure
that patignts are being adequately taken care of before personally withdrawing from a
situation’.

Professional Independence and Administrative Aspects

A number of observers believe that the greatest challenges today relate to the
professional independence of physicians, with certain business and administrative
aspects creating situations of potential conflict of interest. This is certainly a subject
that also merits more detailed discussion.

» Purchase, Rental and Keeping of Premises
According to various studies, approximately half of private practice offices actually
belong to physicians and the remaining half to financial promoters or others. The
decision to rent or buy is, first and foremost, a business decision.

Nevertheless, whatever physicians decide in this regard, they must ensure that their
agreements allow them to respect the Code of Ethics and to organize and keep an
office that meets the standards outlined in the Reqgulation Respecting the Keeping
of Records, Physicians’ Rooms or Offices and Other Effects. As such, the layout of
a physician’s private office must assure the privacy of clients, as well as the
confidentiality of conversations between the doctor, staff and patients. Of course,
the organization of space must respect the rules governing sanitation (washrooms
readily accessible to clients, sink in the consulting room, etc.), disinfection and
sterilization of materials, prevention of infection and safety.

With respect to rental agreements, physicians must ensure that they do not
compromise either their professional independence or the right of patients to
choose freely. Although the Québec Code of Ethics of Physicians already contained
several provisions aimed at controlling conflicts of interest and preserving the
physician’s professional independence, it was amended on March 1, 2008 to
establish new rules pertaining to leases. More specifically, it is now stipulated that,
in their capacity as physicians or in using their title of physicians, doctors must
refrain from accepting any commission, rebate or other material benefit, with the
exception of customary tokens of appreciation and gifts of modest value (Section
73.3).

Any agreement entered into by a physician regarding the use of a building or space
to exercise their profession must be entirely recorded in writing. Such agreement
must also indicate its compliance with the Code of Ethics of Physicians, and it must
be released to the College des médecins du Québec upon request (Section 72).
Moreover, the Code stipulates that the use of a building or space at no charge or at
a reduced rate constitutes a material benefit that is prohibited if granted by a
pharmacist or corporation in which the pharmacist is a partner or shareholder, a

" COLLEGE DES MEDECINS DU QuEBEC. Le suivi médical : il y va de la santé des patients, Le
Collége, Vol. 48, N° 2, Spring 2008, p.15-16.
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person whose activities are associated directly or indirectly with a pharmaceutical
practice, or any other person within a context that may present a real or apparent
conflict of interest (Section 73.1).

To gauge the scope of these amendments and concretely illustrate the behaviour
expected of physicians in this regard, it should first be made clear that all
agreements or leases must be free of any conditions that could have an effect on a
physician’s professional independence, in particular, by governing the act of
prescribing medication or directing patients after a prescription is written. In
addition, the lease entered into by a physician with a professional or an individual or
legal entity leading to the sale of goods, products, medications or apparatus
prescribed by the physician must call for a just and reasonable rent so as not to be
deemed a material benefit prohibited by the Code. Just and reasonable signifies
that the rent is in line with the area’s socio-economic conditions and with the nature
and intensity of the services rendered. The rent calculation could be based on an
hourly rate or the surface area to be utilized.

There are certain situations in which a physician may enter into a lease under
advantageous conditions or even accept free rent. In such cases, these
agreements, which are made in keeping with various specific socio-economic
conditions, allow physicians to practice their profession in a region where there is a
shortage of doctors, while in other cases, they assure the dispensation of medical
care and favour interdisciplinarity. One example of such a situation is a doctor who
has the benefit of free or discounted rent and the services of a nurse in a private
residence for seniors with reduced mobility. Another example could be a physician
who makes premises available free of charge a few days per month to a consulting
physician in order to offer patients a range of integrated services. Similarly, a
physician may agree to practice a few days each month in a remote region within
premises made available free of charge by the local municipality. It is important to
note in all of these cases that the party with which the physician established an
agreement is not linked directly or indirectly to a pharmaceutical practice or the sale
of medications, products, apparatus or other goods the physician may prescribe.

In sum, since December 4, 2008, all physicians who have concluded an agreement
pertaining to the use of a property or space for the practice of medicine must ensure
that this agreement is entirely recorded in writing and that it includes a statement by
the parties that the obligations arising from the agreement comply with the Code of
Ethics of Physicians, as well as a clause authorizing release of the agreement to the
College des médecins upon request. There are certain rental agreement models
available for consultation on the Web sites of the various medical federations.

Types of Association and Partnership

A physician working in private practice or within an institutional setting may enter
into a partnership contract governed by the Civil Code of Québec. Under this
contract, which is established within a spirit of cooperation, the physician and
his/her associates agree to conduct their activities and contribute to the effective
operation of the enterprise in accordance with certain terms and conditions. These
could include the pooling of property and knowledge and the sharing of monetary
benefits generated by their activities.

— Partnerships: An Intense Relationship
When a partnership between individuals is established, it must combine three
essential elements — an investment, profit-sharing, and the intention to form
the partnership. In this case, all professional fees are pooled and shared. As of
recently, physicians can incorporate to form a limited liability partnership or a
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joint stock company. The general partnership (GP) offers certain advantages,
but it also calls for various conditions to be met, such as the partners having to
share a common philosophy, a high level of trust in each other, and similar
financial needs. Moreover, unlike a partnership for expenses, the general
partnership presumes mutual responsibility in proportion to each individual's
share as established in the contract.

Since June 2001, the Professional Code has allowed professional orders to
adopt a regulation enabling their members to conduct their activities within a
limited liability partnership (LLP) or a joint stock company (JSC). The College
des médecins adopted such a regulation, which came into effect on March 22,
2007 and is included in the Appendix®.

Unlike associates in a GP, physicians in an LLP or JSC are not held jointly
responsible for the professional acts of their partners if they did not participate
in those acts. However, professional responsibility toward the patient remains
unchanged. In fact, Section 8 of the Code of Ethics has been modified to make
this clear. Physicians practicing their profession within a partnership of this kind
must provide and maintain insurance protection on behalf of the partnership to
cover its liabilities in the event of fault or negligence on the part of associated
physicians.

This regulation allows physicians to practice within these types of partnerships.
However, they may do so only on the condition that they hold all the shares or
voting rights attached to the shares and that the company’s Board of Directors
is composed entirely of physicians.

Under the rules adopted by the Collége, the other shareholders or partners may
only be:

= other physicians

= the spouse, blood relatives or persons connected to the physician holding
shares in the company or partnership

= legal entities, trusts or enterprises where 100% of the voting rights
attached to the shares or company are held by physicians or a spouse,
blood relative or person connected to the shareholding or partner
physician

Physicians must be authorized by the College to practice within one of these
structures. They should consult with the appropriate professionals to familiarize
themselves with the steps to be taken.

— Partnership for Expenses: A Flexible Formula

Physicians may associate to form a partnership for expenses as well, also
known as a “shell company”. The partnership for expenses is formed by two or
more professionals who wish to share the expenses associated with their
practice while maintaining their own clientele and income. The sharing may or
may not be on an equal basis, depending on the context and their choice. Oddly
enough, there is very little literature available on the legal aspects of this very
common type of association and its ensuing responsibilities.

8 The regulation and terms and conditions related to practice in a partnership can also be
consulted in the Practicing Within a Partnership section of the College’s Web site.
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The advantages of a partnership for expenses include the rational use of
human resources, the sharing of on-call duties, the assurance of finding
replacements, the optimal use of premises, contact among associates, a certain
autonomy, greater purchasing power for the acquisition of equipment, easier
startup, and respect for everyone’s individual working pace. On the other hand,
competition is greater with this type of partnership, and team spirit is less
developed than in the previous partnerships discussed.

There is a formula known as “mixed division” under which fixed expenses are
distinguished from variable expenses. In general, fixed expenses are those that
do not vary with the volume of activity, such as rent, telephone, office
equipment and part of the office staff. Some partnerships exclude various
shared expenses like the purchase of books and periodicals, professional dues,
attendance at conventions and conferences, as well as automobile expenses.
Others set a ceiling on the sharing of expenses so as not to penalize the
members who work longer hours.

Partnership Contract

As we can see, there are many types of partnerships, none of them being better
or worse than the other when it comes to the practice of medicine. The relative
advantages and disadvantages are organizational, financial and, above all,
fiscal in nature. Physicians who decide to work in partnership have the freedom,
but also the responsibility, to define the agreements that suit them best.

The first step in the establishment of a partnership contract is to decide on the
terms of the agreement. These must be precise enough to avoid potential
interpretation problems, and they must be flexible enough to allow the
signatories a sufficient measure of autonomy. The clauses should take
individual needs into account and should be reflective of the type of partnership
selected.

The number of clauses in a contract can vary. For reference purposes, following
is a list of the most important:

» Purpose of the contract and company nhame
= Duration of the contract

» Investment and conditions of the partnership
= Ownership of the furnishings

=  Administration of the partnership

= Professional liability

*  Workload

= Division of expenses and fees, if applicable

= Obligation for maintaining competency and policy pertaining to vacations
and convention or conference attendance

=  Sabbatical leave
= Absence due to illness
=  Maternity leave

= Methods of transmitting and keeping records in the event of the dissolution
of the group or resignation of a member

= Dissolution of the company
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= Departure or death of a partner
= Hiring of a family member

= Fiscal year

= Arbitration

It is strongly recommended that the services of a professional specialized in taxation
be retained for the preparation of contracts.

* Rules Concerning Advertising and Public Statements

Very recently, the Code of Ethics of Physicians was modified to create a specific
section pertaining to advertising and public statements by physicians®.The Collége
recognizes the existence of new marketing practices and the emergence of new
information technologies within a context where numerous forms of care and
service (whether covered by the health insurance plan or not) are being publicly
announced. This section echoes the Professional Code, which assigns
responsibility and certain obligations to professionals with respect to advertising
messages promoting their services (Section 60.1).

The cornerstone of the new rules is the honesty of the message. Some practices
that were formerly prohibited no longer are, unless they contribute to biasing
information. However, physicians must clearly indicate their title of family doctor or
specialist (see Chapter 2, Section 3.1.7).

At the same time, the Collége adopted the rule stipulating that physicians post the
costs for their services, materials and incidental expenses billable to their patients
(Health Insurance Act, Section 22.0.0.1; Code of Ethics of Physicians, Section 105).

Responsibilities of the Physician-Employer

The Labour Standards Act governs all work relations between physician-employers
and their personnel. Under the banner of their professional activities, physicians must
reconcile restrictions on the use of their time and those related to the application of
management standards. If they want to devote most of their time to the practice of
medicine, they must surround themselves with competent and reliable personnel. In
fact, efficiency demands delegation of authority and the effective distribution of tasks
and responsibilities in accordance with the respective skills of staff members.

Moreover, as principals, physicians are accountable for the actions taken by their
personnel. Therefore, it is important for physicians to determine those situations as
precisely as possible when their staff must ask them to intervene concerning a patient,
such as answering a telephone message or advising them of an incident having
occurred. It is also essential that staff members always respect the rules of
confidentiality.

Sound personnel management rests on good human relations. It is widely recognized
that employees are most productive when they are looked upon as partners and
treated with respect.

® It is possible to consult the new sections of the Code pertaining to advertising on the Collége’s
Web site, as well as a guide for their application entitled, Le Médecin, la publicité et les
déclarations publiques.
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3.2.7

Physicians have numerous obligations as employers. They must learn the art of
delegating and allow their trusted personnel to take initiative, all the while supervising
their work adequately and remaining responsible.

Conclusion

The practice of medicine outside of the health care network’s public institutions
necessitates a varied range of knowledge and skills on the part of physicians.

The difficulty of integrating private medical practice with primarily public health care
systems is not new. It exists everywhere, it persists in Québec, and the current
shortage of material and human resources is not helping matters. The fact remains
that the autonomy of physicians has its advantages for both doctors and the public, at
least with respect to assigning responsibility to physicians. Despite the difficulties, we
believe physicians must remain moral agents who are competent and responsible for
their actions. Indeed, there are professional norms and standards in place to provide
certain points of reference in that regard, and they apply everywhere.

However, these norms were developed based on a fairly classic model characterized
by private doctors’ offices on the one hand, and entirely public institutions on the other.
As such, the transformations currently underway in Québec are creating
unprecedented situations and posing new challenges for physicians and all those who
seek to preserve the quality of their professional practice. In spite of the complexity of
the systems implemented to make health care accessible to all, we cannot lose sight
of the ultimate objective of the practice of medicine, which is to assure each and every
individual of the care they need and of the best care possible.
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3.3

Diversification of the Practice of Medicine

Having obtained a diploma from a faculty of medicine and a permit to practice from the
Collége des médecins du Québec, physicians may practice their profession in settings
as varied as the roles they may play. They may also engage in clinical or non-clinical
activities or divide their time between the two.

As was explained earlier, the medical clinician practices in institutions such as a
hospital centre, a CHSLD or a CLSC, in private practice or in one of the network’s new
structures, notably the family medicine group (GMF). The clinician may also practice in
spheres not covered by the public plan. In this case, the patient assumes the cost of
the medical services provided.

A physician may also engage in activities and assume professional responsibilities of a
non-clinical nature. Albeit less known, these are essential, very varied and increasingly
recognized.

Thus, a physician may be an administrator. In the public sector, he or she may be a
director of professional services or department head of an institution, for example. In
the private sector, he or she may be the medical director of a pharmaceutical firm or
parapublic agency such as Héma-Québec.

A physician may be a researcher, either in a university research centre, a clinical
research centre or in the private sector, for a pharmaceutical firm. Without being the
principal researcher of a research project, the physician may also participate as a
clinician in research projects. More and more physicians practicing outside institutions
are also asked to participate in research projects.

A physician may also teach, either as a university professor or as a teacher in a facility
used for training purposes. He or she may also teach in other settings, notably by
giving conferences in the context of scientific activities or by taking part in continuing
professional development activities.

As well, some physicians may opt to work in public health. These are physicians who
are specialists in public health or family physicians who have received additional
university training in the public health field and in epidemiology. For the most part, they
practice in CLSCs, in regional departments of public health, at the National Institute of
Public Health or at the Direction de la santé publique of the MSSS.

Others work in medico-legal assessment, as experts in the context of their medical
practice, either for a third party designated as principal or as employees of agencies
that call upon the expertise of physicians, such as the Société d’assurance automobile
du Québec (SAAQ) or the Commission de la santé et de la sécurité au travail (CSST).
Thus they may be called upon to act as expert witnesses in court and to present the
conclusions of their expert assessment.

A physician may also act as a medical consultant, using his or her clinical
competence to improve the conditions and quality of medical practice in organizations
such as medical federations, the College des médecins, or various other bodies within
the MSSS.

A physician may also be a medical evaluation officer employed in the health
services of a large company or as a consultant for an insurance company. Finally, a
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physician may have the medico-legal skills required by the Coroner's office for
purposes of investigating the cause of death.

In all cases, the same Code of Ethics and the same laws and regulations serve as a
framework for determining good medical practice. The most recent versions of the
Code of Ethics of Physicians and certain regulations include sections that specify the
obligations of the physician in the practice of certain professional activities, notably
those of the research-physician’®, the medico-legal expert'* and the public health
physician.

From the very beginning of their training, medical students and medical residents in
their clinical training activities are bound by the same framework of rules and
regulations applicable to all medical practice.

Medical practice will continue to diversify as knowledge in the field of medicine evolves
and as new social needs emerge.

19 COLLEGE DES MEDECINS DU QUEBEC. Le médecin et la recherche clinique : guide

d'exercice, Montreal, College des médecins du Québec, July 2007.
T COLLEGE DES MEDECINS DU QUEBEC, La médecine d'expertise : guide d’exercice.
Montreal, College des médecins du Québec, September 2006.
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A Social Achievement Worth Preserving

While physicians’ links to the health care system are readily obvious to those working
in institutions, all physicians most know the history, characteristics and organization of
the system, still considered to be a major social achievement. Whether they work in
private practice or in other settings or even outside the public system, physicians must
be familiar with the system and how it functions.

Physicians have a responsibility to ensure the best possible care to patients and the
population. Since most care is provided within the health care network, physicians
must take their full and rightful place within it.

Physicians who choose to provide professional services outside the public system
must also take into account that they are practicing in a society that has placed the
public system at the heart of its social policy.
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Chapter 2
Ethical Aspects

Introduction

Medical ethics refers to all of the obligations and duties relating to the practice of the
medical profession. In other words, physicians have professional obligations that others do
not have, and these cannot be ignored.

Physicians have always imposed personal obligations on themselves. But the obligations
allowing them to collectively fulfill a social role have changed over time. One way to better
understand the nature and scope of these changes is to recall what our profession is. In
order to promote health in today’'s world, all physicians must have medical expertise and
utilize it for the service of others. They are allowed to regulate themselves so that their
practice is free of all influences that would run counter to this social role.

In order to protect their professional independence, physicians need associations that
promote not only expertise but also the development of personal qualities that have
helped to make medicine a profession marked by humanism. “Virtues” such as loyalty,
integrity, impartiality and respect for the individual traditionally associated with the
medical profession are more necessary now than they ever were. Indeed, many prefer
to use the term “professionalism” rather than medical ethics. There is now a whole tide
in favor of medical professionalism.

Medical ethics unquestionably occupies an important place in Québec. While not
attempting to prove this established fact on a theoretical level, this chapter will present
the historical reasons which explain it. Since the creation of the College of Physicians
and Surgeons of the Province of Québec over 150 years ago, all physicians have been
obliged to be members of this corporation. Over the years, the College has put in place
many mechanisms whereby it could ensure the competence of its members and
oversee the conduct of their professional activities in an ever more effective manner.

The Code of Ethics of Physicians of Québec is not a stranger to the success of these
interventions. It has always had the force of law in Québec; indeed, it has even been
designed to be used for disciplinary purposes. In fact, physicians have progressively
included in the Code—so that it could impose penalties—acts that do not meet the
public’s expectations for all professionals, namely that they be competent, serve others
and discipline themselves. This chapter will show that from one revised version to the
next, the Code has been increasingly precise in defining the obligations of physicians
toward patients, the community and the profession.

While the structure and functions of the College date back to a time when the
professions were poorly understood, they comply with the mandates that have since
been entrusted to professional orders: to verify the competence of its members and
their aptitude to practice; to maintain their competence and oversee their practice; to
examine the reasons for dissatisfaction concerning them, and to conduct inquiries and
submit complaints to the Disciplinary Council. The government’s takeover of the health
care system and the profound changes that characterized it did not mean the end of
professional independence for Québec physicians. On the contrary, the professional
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system is still considered a vital part of the health care system, and the Collége
remains the principal body guaranteeing the quality of care delivered by physicians.

The chapter's last section explains why physicians have had to create other
associations to defend their interests. Within the College, physicians keep an eye on
the evolution of obligations allowing them to pursue their social mission, which is to
practice quality medicine that not only protects the public but also helps improve the
health of Quebecers.
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2.1

Historical and Legal Context in Québec

Medical ethics has always occupied an important place in Québec. The historical
reasons for this, as revealed in the recent publication of the history of the College des
médecins (Goulet, 1997), leads one to think that it will continue to play a vital role.
While lawmakers have long recognized the importance of the professional system in
our society, the fact remains that it is the medical profession that is pivotal to the
system’s evolution in the health sector of Québec.

Historical Context

The practice of medicine and surgery was not supervised until 1788, when an
ordinance was issued prohibiting any person from practicing medicine in Québec
without having first obtained a permit. In 1831, the Legislative Assembly repealed this
ordinance following disputes over the low representation of francophone physicians on
the board of examiners. It then passed a law authorizing practitioners to elect the
members of this board. The quest for a certain professional autonomy for physicians
was impeded when disputes erupted over the idea of creating a pan-Canadian
organization. In 1847, the Legislative Assembly voted for the incorporation of the
College of Physicians and Surgeons of Lower Canada.

The legislator gave this organization the power to regulate its studies, control the
admission to practice, oversee the practice of medicine and suppress its illegal practice.
Thus, it was implicitly given the two-fold mandate to protect the public and control the
practice of medicine. The College then had 190 members. “Still, in 1847, the Grand
Charter created a precedent in North America, since no other association of physicians
then had the legal status of an autonomous corporation with an exclusive right to practice.”
(Free translation: Goulet, 1997, p. 30).

In the year of Confederation, the College of Physicians and Surgeons of Lower
Canada adopted the name of College of Physicians and Surgeons of the Province of
Québec (CPSPQ). While initially threatened in 1867 by the creation of the Canadian
Medical Association, which advocated pan-Canadian structures to control the training
of physicians, the College saw its role strengthened in 1876 through legislation that
gave it more power in the universities and obliged physicians to register on its roll. This
set the tone. For more than 100 years, the CPSPQ would be the mainspring with
respect to all legal and ethical questions concerning the medical profession (Goulet,
1997, p. 53).

Imbued with a new vitality, the medical profession restructured itself and, in 1878,
adopted the code of ethics of the Canadian Medical Association, which was similar to
that of the American Medical Association. But this code did not really provide for
penalties against deviant members. The creation of a council on discipline by Dr.
Emmanuel Persillier-Lachapelle in 1898 marked another important milestone (Goulet,
1997, p. 57). Indeed, it was not so much the adoption of the code in 1878, but rather
the quasi-legal power vested in this council that would determine its evolution. The
council quickly sensed the need to specify, from among the acts derogatory to the
honor of the profession, those that should be penalized. “The creation within the
professional corporation of a council on discipline invested with judicial powers
established a precedent not only in America, but in most European countries.” (Free
translation, Goulet, 1997, p. 80) Multiple amendments would reinforce this disciplinary
power, so much so that a veritable code was rebuilt around this specification of
derogatory acts. The code of ethics used by Québec physicians until 1980 is in fact
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section 52 of the Regulations of the College of Physicians and Surgeons of the
Province of Quebec, which was adopted in 1952 and amended many times since to
include acts derogatory to the honor and dignity of the profession.

In the period from 1909 to 1960, medicine advanced, and the medical profession
gained more credibility, powers and autonomy. The Collége strengthened its role as
protector of the public and consolidated its function as the only legitimate
representative of the profession. Legislation passed in 1909 increased its authority in
universities and gave its council on discipline the power to compile a list of derogatory
acts. Not only did the fight against charlatanism continue, but the College became
actively involved in the development of the profession. “Professional modernity” was
the watchword during this period.

From the 1970s onward, the government would play an expanding role in the field of
health, proportionately weakening the medical profession and forcing the Collége to
revise its policies and organization. After the institution of hospital insurance in 1960,
the College’s influence on physicians practicing in the hospital setting also diminished.
When the Castonguay-Nepveu Commission proposed the establishment of a complete
health insurance system in 1970, physicians took their case to the medical unions to
register their opposition to it. The Federation of General Practitioners of Québec
(FMOQ) had been formed in 1963, and the Federation of Medical Specialists of
Quebec (FMSQ) in 1965. Yet the crisis in the health care sector would be salutary.
Despite the government’s intrusion into health care, the Professional Code and the
Medical Act, adopted in 1973, would recognize the independence of physicians and
confirm the roles devolved to the Collége since its inception, namely the control of
medical practice and the protection of the public.

After this turbulent period, the College strives to give itself mechanisms whereby it
could more effectively exercise its functions. Control over training and the issuance of
permits was implemented with the collaboration of other Canadian bodies, whereas
medical ethics in Québec pursued its own developmental path. Thus, the directors of
the College favored a positive approach based on promoting transparency in
processing complaints, relying on preventive as opposed to corrective measures to
improve practice, and developing a spirit of openness in all of its activities. The College
chose to promote quality medicine not only to protect the public, but also to help
improve the health of Quebecers.

This line of conduct would pose considerable challenges, given the breathtaking
advances in medicine, the constant diversifications in medical practice and the
evolution in ways of thinking, not to mention the recent developments in the health
care system itself. The problems were such that physicians would have to be part of
the solution, but what form this would take had yet to be articulated.

In recent years, the Collége at all levels has ensured that its Code of Ethics would
continue to provide Québec physicians with the guideposts necessary for good
practice. In 2002, the Code underwent an in-depth revision, taking into account
professional activities and the new realities, such as, clinical research, medico-legal
medicine, medical follow-up in a climate of shortages, responsibilities toward
communities, conflicts of interest, and transparency in the disclosure of health-care
incidents. Many authorized groups also redefined the medical profession’s place within
Québec's professional system. Indeed, the Collége played a part in drawing up various
legislative amendments adopted in recent years to promote inter-disciplinarity and to
modernize professional organization in the field of health care in Québec. The College
continues to play a key role in their application.
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2.2

221

The Legal Context

The professional practice of physicians is part of a professional system whose legal
framework, imposed over 30 years ago, is still evolving.

The Professional Code

Ratified in 1973 and amended several times, the Professional Code constitutes the
legal framework governing all recognized professions in Québec. It clearly establishes
that every order’s principal function is to ensure the protection of the public and, to this
end, must supervise the professional practice of its members. It also defines the
criteria for the constitution of an order:

— the knowledge required to practice;

— the degree of independence required to practice professionally;

— the personal nature of the relationships with persons requesting services;

— the gravity of the prejudice or damage due to incompetence or lack of integrity;
— the confidential nature of the information obtained.

It also determines the organizational structure of professional orders.

The Professional Code distinguishes two categories of profession: exclusive professions
and professions with reserved titles.

Box I1-2.1
Two Categories of Profession

Exclusive Professions

In exclusive professions, members reserve the exclusive right to engage in certain
professional activities and to bear the corresponding title, for example, physician, nurse,
architect, or chartered accountant.

Professions with Reserved Titles

Professions with reserved titles allow their members the right to use a title, for example,
translator or social worker, but the activities of their profession are not exclusively reserved
to them.

However, since the adoption of Bill 90 in June 2002 and the coming into force of the
Act to amend the Professional Code and other legislative provisions as regards the
health sector six months later, certain professions with reserved titles have obtained
the right to engage in activities considered to entail risk of injury and heretofore
restricted to the exclusive professions. In the health care field, they are the professions
of registered respiratory therapist, nurse and certified nursing assistant, medical
technologist, dietician or nutritionist, speech therapist and audiologist, physiotherapist
and occupational therapist.

The Professional Code contains provisions common to all orders; these relate to the
issuance of permits, recognition of training or the required diplomas. It states “no order
may refuse to issue a permit or specialist's certificate or to grant a special
authorization for reasons of race, color, sex, religion, national extraction or social
origin.” It prescribes entry on the roll and defines the reasons for temporary or
permanent striking off the roll. It also determines the circumstances in which the board
of directors of an order may oblige a member to undergo an examination to ascertain
whether his or her physical or mental condition is compatible with the practice of the
profession. With respect to admission to practice, the legislative provisions henceforth
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make it possible to refuse a person who has been the subject of decisions of a criminal
or disciplinary nature, and imposes recourse to a disciplinary process for misconduct
of a sexual nature. The Professional Code also provides immunity for physicians
charged with conducting inquiries and for physicians or experts who testify before the
Disciplinary Council or the Professions Tribunal.

In order to supervise and coordinate the activities of professional orders, now
numbering 45, of which 25 are in the health sector, the Code provides for two bodies:
the Office des professions and the Inter-professional Council.

Office des professions

Composed of five members, the Office des professions du Québec (OPQ) is an
agency whose function is to see that each order ensures the protection of the public.
More specifically, the OPQ makes certain that each order,

— adopts a code of ethics;

— has a functional professional inspection committee;

— sets regulations on the management and discarding of records, the keeping of
medicines, the use of equipment, the administration of offices, etc.;

— regulates the procedure for elections to the board of directors, to the presidency,
etc.;

— sets standards of equivalence for diplomas issued by educational institutions
outside of Québec;

— defines the acts that may be performed by other professionals;
— has a disciplinary council.

The OPQ may also make suggestions as to how an order should conduct itself or what
measures it should take, if necessary, to protect the public.

The OPQ is funded by mandatory dues paid annually by the members of every
professional order.

Interprofessional Council

The Interprofessional Council brings together all orders governed by the Professional
Code. Its functions include studying general problems encountered by orders, making
the recommendations it considers appropriate, promoting exchange among the
different groups of professionals, hearing groups that want to be recognized as
professionals and giving its opinion in this regard.
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2.2.2

2.2.3

The Medical Act
Amended several times, the Medical Act:

— defines the practice of medicine;

— establishes qualifications for registration and for obtaining the subsequent permit
to practice;

— specifies the organizational structure of the Collége des médecins du Québec.

Box II-2.2

Definition of the Practice of Medicine

According to section 31 of the Medical Act, “The practice of medicine consists in assessing
and diagnosing any deficiency in the health of human beings and in preventing and treating
illness to maintain and restore health.”

With the Act to amend the Professional Code and other legislative provisions as
regards the health sector (Bill 90), the activities at the very heart of medicine remained
intact. The legislator confirmed the exclusive nature of medical practice as it pertains
to diagnosing illness and determining treatment plans, among other things.

However, certain activities are shared with other professionals. Thus, nurses, occupational
therapists and physiotherapists may, under certain conditions, decide to use restraint
measures, pharmacists may prescribe emergency oral contraceptives, and nurses may
use invasive techniques. These activities have been described in general terms so as to
foster professional independence in keeping with the evolution of practices, technology
and techniques, but they must be interpreted in keeping with the field of practice of each
profession.

The “protocol” and “medical supervision” previously established as conditions for
allowing persons who are not physicians to perform authorized acts have been
eliminated from the professional system. The conditions for practice—more flexible
than under the old system—now include a prescription (individual or collective), a
training certificate, or a legal application.

The legislator has also provided for a common zone of activities restricted to the 11 health
professions contemplated in the reform. For example, each professional may, while
respecting his or her field of practice, participate in activities involving information, health
promotion and the prevention of illness, accidents and social problems.

Permit to Practice

Under the terms of the Professional Code and the Medical Act, the right to practice
medicine is restricted solely to those who have obtained a permit to practice in
Québec.

The permit to practice is issued to a medical resident who has completed all the
required training periods in a manner satisfactory to the faculties of medicine and the
Collége and has successfully passed the final examination.

Since 1988, the permit in family medicine has been granted after two years of training
and successful completion of the examination in this discipline. For specialists (see
Appendix C), the permit is granted to medical residents who successfully pass the
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certification examination in their specialty after having completed their training, the
duration of which is five or six years. The Professional Code forbids any professional
from calling himself or herself a specialist, if the professional does not hold a
specialist’s certificate.

The examinations are harmonized with those of the Royal College of Physicians and
Surgeons of Canada, the College of Family Physicians of Canada and the Medical
Council of Canada. Furthermore, participation in the training activity on the legal,
ethical and organizational aspects of medical practice in Québec (ALDO-Québec) is
obligatory for both residents in family medicine and residents in a specialty.

In order to obtain a permit to practice medicine in Québec, a physician with a medical
degree from outside Canada and the United States (DHCEU) must first apply for
recognition of equivalency of his or her diploma and, if applicable, his or her
postgraduate training. This pathway includes a period of postgraduate traininglz.

Restrictive Permit

The Board of Directors of the College may also, in keeping with established guidelines,
issue a restrictive permit to physicians who are not eligible for a regular permit. This
permit is issued for one year and may be renewed.

It is granted to physicians recruited as professors in a faculty of medicine, or to
medical clinicians recruited to meet needs specified in the medical staffing plans
established by the government, or, to medical residents at the end of their training.
Indeed, residents who have completed 18 months of postgraduate training in family
medicine or four years of postgraduate training in a specialty and who have a valid
training card may, under certain conditions, apply for a restrictive permit authorizing
them to practice in the discipline relevant to their trainingl3.

This type of permit specifies the kind of professional acts that may be performed as
well as the institution or institutions where they may be performed. In the case of
medical residents, the number of renewals is limited to two.

In other cases, physicians who are holders of a restrictive permit for five years and
who have postgraduate training equivalent to one of the recognized medical disciplines
in Québec may apply to convert their restricitve permit into a regular permit.

Registration

All students and medical residents enrolled in faculties of medicine in Québec must be
registered with the Colléege des médecins du Québec. Registration allows them to
perform, under medical supervision, and on training sites, medical acts usually
restricted to physicians. However, registered residents and students must observe the
provisions of the Code of Ethics of Physicians and other pertinent regulations. The
registration certificate ensures that the training residents and students receive will be
recognized as valid for purposes of obtaining a permit to practice.

2 Eor more information, see the website section on International Medical Graduates.
13 All the conditions are listed in the website section concerning restrictive permits for medical
residents.
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2.2.5 Training Cards

Residents registered with the College des médecins du Québec who are enrolled in a
postgraduate training program in a faculty of medicine in Québec must have a training
card. This card allows them to perform medical acts under medical supervision and to
gradually assume responsibilities in keeping with their level of competence, at training
sites authorized by the Colléege. The card is also mandatory for clinical fellows who
come to Québec for training periods (fellowships). These fellows are subject to the
same rules as Québec medical residents. However, the training card does not give the
holder unlimited rights. For instance, medical residents may not practice medicine
outside of the training sites previously mentioned, may not ask for an honorarium or
write a medical certificate other than one to confirm a visit**.

14 COLLEGE DES MEDECINS DU QUEBEC. « Les actes professionnels que peuvent poser les
résidents. » Le Collége, Vol. XLIV, No. 2, Spring-Summer 2004, p. 20.
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Duties and Obligations of Physicians

The Code of Ethics of Physicians

The Code of Ethics of Physicians is a set of rules, principles and practices that all
physicians must observe, the transgression of which may be penalized by the
imposition of disciplinary measures. The Code of Ethics of Physicians was revised in
depth in 2002, and minor amendments were again made to it in 2008 and in 2010 (See
Appendix B). This chapter deals with the spirit of the Code, its broad themes and
certain sections touching on present-day problems.

The Code of Ethics of Physicians governs the everyday practice of medicine in both
the private and public sectors. It was not conceived to take away the physician’s
obligation to think independently, but to facilitate the thinking process by specifying the
responsibilities and obligations now considered by members of the profession to be
essential to the appropriate practice of medicine.

The Code takes into account relevant provisions in other pieces of legislation in force
in Québec, notably the Professional Code, the Youth Protection Act and the Public
Health Act. It also responds to recent debates on bioethics in the medical research
field and elsewhere. It defines the general obligations of physicians, namely their
obligations toward the patient, the public and the profession. And since the relationship
between physician and patient is built on competence and mutual trust, the Code
recognizes that knowledge-based skills must co-exist with interpersonal skills. It also
underlines the rights of individuals who interact with physicians.

The Code of Ethics of Physicians of Québec comprises more than one hundred
sections. The first of these establish the universal scope of the document, whereas the
others cite the general obligations of physicians as well as their professional
obligations, which are listed by topic.

From the very outset, the Code addresses itself specifically to “every” member of the
College (sec. 1), adding that “a physician may not exempt himself, even indirectly,
from a duty or obligation contained in this Code.” (sec. 2). The universal nature of
these rules is cited so as to avoid any distinction between physicians as to their
obligations. Once registered on the roll of the order, all physicians have the same
obligations regardless of their professional activities. Every member is subject to the
Code, whether he or she is a medical resident, a director of professional services in an
institution, a member of the staff in a company, faculty of medicine, assistance
program for physicians, medical federation or the College des médecins, or a member
who practices in public health or clinical research.
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3.1.1 General Obligations

Of all the obligations physicians must discharge in the performance of their duties, the
paramount obligation is to protect the health and well-being of the persons they serve,
both individually and collectively. In addition, physicians must:

— behave in an irreproachable manner toward all persons with whom they come
into contact in their professional activities;

— promote measures of education and information in the field in which they
practice and, in so doing, inform the public of generally accepted medical
opinions on the subject;

— maintain the competence acquired during their studies and residency, by
attending continuing professional development activities to keep abreast of
scientific and technical innovations as well as new methods of practice.
Indeed, the credibility of medicine would be seriously compromised if the
public could not rely on competent professionals to know their limitations and
respect scientific and ethical standards by maintaining a rigorous diagnostic
approach whereby they prescribe only what is medically required. Over the
last few years, the College has developed a tool to promote the maintenance
of competence; it is called “A Self-managed Plan for Continuing Professional
Development.” In January 2007, the Collége passed a resolution encouraging
every physician to establish a plan to maintain his or her competence™.

In light of the mission entrusted to them and the privilege of practicing their profession,
physicians are personally responsible for their acts. Consequently, they must preserve
their professional independence at all times and attend to the interests of patients, by
not allowing themselves to be influenced by personal or material considerations or by
links to agencies responsible for payment and to business partners. This responsibility
also applies to persons and collaborators who work under their authority. It is partially
shared in group practice or network practice situations.

In today’s context, physicians must actively participate in the organization of care,
know how to make optimum use of the means at their disposal, and work as a team
with all health professionals. To this end, the Code underlines that physicians must be
judicious in using the resources dedicated to health care (sec. 12). This new provision
makes it clear that physicians have obligations to the public as well as to the individual
(sec. 3).

In compliance with section 13, which cites that “a physician must refrain from taking
part in a concerted action of a nature that would endanger the health or safety of a
clientele or population”, it is up to the physician to evaluate the practice context and to
determine whether the proposed action has serious consequences for his or her
patients or the population. If so, the physician must refrain from taking part in it. This
new provision is not meant to deprive physicians of the power to negotiate, but to
prevent a complete interruption in services and to ensure the essential services
required. Furthermore, the interpretation and application of this section must take into
account section 41: “A physician must collaborate with his colleagues in maintaining
and improving the availability and quality of the medical services to which a clientele or
population must have access.” This illustrates that the Code’'s sections are not
mutually exclusive, but must be read in relation to one another.

5 On this subject, consult the Continuing Professional Development section on the website of
the Collége. A Self-managed Plan for Continuing Professional Development as well as other
articles published in Le Colleége can be found there.
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3.1.2

3.1.3

The practice of medicine is demanding. Physicians must not compromise the quality of
their practice or the dignity of the profession through the immoderate use of
psychotropic substances or any other substance producing analogous effects,
including alcohol, or by practicing in circumstances or conditions incompatible with the
practice of medicine (ss. 16 and 43). The fact of being the carrier of a blood-borne
infection may oblige a physician to have his or her practice reassessed so as to ensure
that it entails no significant risk to patientsla.

Quality of the Professional Relationship

The Code emphasizes the importance of respect for human life, the individual and his
or her dignity. As the notion of respect touches on all aspects of medical practice, it is
mentioned throughout the entire Code. One of its most important manifestations is
professional secrecy, its protection being fundamental to medical practice. A patient
must be able to confide the most intimate aspects of his or her life, and the physician
must be able to obtain this kind of information—access to it being indispensable to the
quality of care—knowing that nothing from their conversation will be disclosed. It is a
secret shared between patient and physician; in case of necessity and with discretion,
it is shared with caregivers working with the physician on establishing a diagnosis or
treatment, or with other professionals, “[...] when there are compelling and just grounds
related to the health and safety of the patient or of others.” (sec. 20). The written
consent of a patient must be obtained before communicating confidential information,
except in very specific cases. The Code describes the manner in which the
communication must take place (sec. 21).

The knowledge the physician has of certain problems makes the patient dependent on
him or her. Thus, the physician must absolutely avoid exploiting the situation for his or
her own personal, financial or other gain. The Code of Ethics (sec. 22) and the
Professional Code (sec. 59.1) condemn all abuses of this relationship, particularly
those of an amorous or sexual nature.

Physicians must show no discrimination. They “may not refuse to examine or treat a
patient solely for reasons related to the nature of the patient's deficiency or illness, or
because of the race, color, sex, pregnancy, civil status, age, religion, ethnic or national
origin, or social condition of the patient [...]" (sec. 23). They may, however, refer the patient
to another physician (sec. 24).

Freedom of Choice and Consent

The principle of freedom underlies the “liberal” practice of medicine and is the basis of
the contract for providing care. This principle applies first to the patient, who is free to
choose a physician and to accept or refuse the practitioner's suggestions (sec. 28).
This is called voluntary and informed consent, based on clear and appropriate
information. Nonetheless, the patient's consent does not authorize practitioners to
perform acts that are not medically required. The obligation to inform the patient,
provided for by law, is one of the obligations always incumbent upon physicians. The
law even provides for certain terms and conditions in particular cases. For example,
physicians who ask patients to take part in a research project must obtain their
voluntary and informed consent in writing (sec. 30).

® COLLEGE DES MEDECINS DU QUEBEC. The Physician and Blood-borne Pathogens:;
Position paper, Montreal, College des médecins du Québec, April 2004.
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3.1.4 Medical Management and Follow-up

3.1.5

3.16

The obligation to be available and diligent means that physicians must provide the
medical follow-up required by the patient’s condition following an intervention, unless
they have ensured that a colleague or other professional can do so in their place
(ss. 32-41). In walk-in clinics, group practices that call on numerous consultants, and
practice settings with medical residents, physicians who cannot provide follow-up for
every patient whose investigation or treatment is in progress must ensure that a
colleague will do so in their place.

Physicians who cease practicing in a clinic must also compile a list of all patients
requiring regular medical follow-up for various health problems, inform their clientele of
their departure by advance notice within a reasonable time frame and, finally, see to it
that a colleague agrees to ensure follow-up of their patients, excluding those who have
chosen another physician.

It is possible in exceptional cases, such as illness, that a physician working in a group
practice would have to suddenly stop his or her professional activities in a clinic.
Should the physician be unable to ensure the follow-up of his or her clientele, the other
physicians in the group must assume this responsibility, at least until another physician
takes over the care of this clientele.

Quiality of Practice

Taking into account their capacities and the means at their disposal, physicians must
practice their profession according to the highest standards and in the interests of their
patients. These two obligations imply an ever more transparent physician-patient
relationship.

The disclosure “[...] of any incident, accident or complication which is likely to have or
which has had a significant impact on his state of health or personal integrity” (sec. 56)
addresses this concern for transparency, the patient’s right to information, respect for
consent and the absolute necessity of mutual trust in the therapeutic relationship. This
section is aimed particularly at avoidable medical accidents and advocates an overall
improvement in care and services as opposed to disciplinary measures. The obligation
to inform falls to the physician responsible, usually the attending physician; it could
also fall to a specialist who meets with an unexpected complication while performing a
procedure. When uncertainty arises as to who should disclose the situation, the
treatment team may discuss it and designate someone. A physician must present
information to a patient or legal representative with empathy and without passing
judgment. The physician also has an obligation to make himself or herself understood.
Disclosure by the physician will help to establish a climate of empathic candor, refocus
the relationship on the patient, improve the quality of medical practice and maintain or
re-establish public confidence through transparent practice. In institutions, the
physician must follow the rules set by the board of directors in this regard (LSSSS,
sec. 235.1).

Independence, Impatrtiality and Integrity

It is vital that the population at large not doubt the integrity of physicians and that
patients feel confident in their physician’s loyalty. This means that physicians must not
let themselves be deterred or distracted from their obligations by considerations other
than the interests of their patients, albeit without allowing themselves to become too
lenient.
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3.1.7

3.1.8

The attending physician must avoid, for example, acting as an expert in a lawsuit
concerning his or her patient (sec 66). In fact, the physician’s independence could be
contested, and his or her role as expert is largely incompatible with the physician-patient
relationship. The attending physician may, in this capacity, communicate his or her
observations in a factual manner either in a report or as a witness, and give his or her
opinion on the patient’s condition and progress in terms of health.

A physician should not agree to act as medical expert or assessor if there is any doubt
about his or her absolute impartiality. The role of a medical expert or assessor must be
focused on seeking the facts, validating the patient’s allegations, the quality of the
examinations and the interpretation of the results. In fulfilling these functions, the
physician must refrain from obtaining any information from the person undergoing the
expertise or assessment, or from providing any interpretation or making any comment
not relevant to the subject for which he or she was mandated. The opinion of the
medical expert or assessor must be factual, objectified and founded on generally
accepted scientific principles®’.

Similar precautions must be taken in the organization of continuing professional
development activities or participation in research or commercial activities. The
professional independence of physicians is increasingly being put to the test, obliging
them to be particularly vigilant. Some years ago, the College participated in writing a
Code of Ethics for parties involved in Continuing Medical Education®®. The various
types of conflict physicians are exposed to when participating in research activities
have also been specified in a practice guidelg. In light of the questions raised by the
incorporation of physicians and certain rental agreements, the Collége has also had to
specify the precautions physicians must take in these situations (See Chapter 1,
Section 3.2.5).

Advertising and Public Statements

In light of the various questions raised over the past few years concerning advertising
and public statements made by physicians, the Code of Ethics of Physicians was
recently modified to include a specific section to address these subjects®®. The
cornerstone of these new rules is honesty of the messages. Under the new provisions,
certain practices like the use of comparative terms, superlatives and supporting
testimonials is no longer prohibited, unless they contribute to biasing the information.
However, physicians must clearly indicate their title of family doctor or specialist.

Medical Records and Fees

As regards accessibility and the rectification of records, as addressed in sections 94 to
102 inclusively, the patient is entitled to read documents concerning him or her and to
obtain a copy of such, unless, in the professional’s opinion, the transmittal of these
documents could cause serious harm to the patient or a third party. The patient also

" COLLEGE DES MEDECINS DU QUEBEC. La médecine d'expertise : quide d’exercice,
Montreal, College des médecins du Québec, September 2006.

8 CONSEIL DE L'EDUCATION MEDICALE CONTINUE DU QUEBEC AND THE RESEARCH-
BASED PHARMACEUTICAL COMPANIES OF CANADA, Code of Ethics for parties involved in
Continuing Medical Education, Montreal, College des médecins du Québec, June 2003.

" COLLEGE DES MEDECINS DU QUEBEC, Le médecin et la recherche clinique : guide
d'exercice, Montreal, Collége des médecins du Québec, July 2007.

Dtis possible to consult the new sections of the Code pertaining to advertising on the College’s
Web site, as well as a guide for their application entitled, Le Médecin, la publicité et les
déclarations publiques.
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3.1.9

has the right to correct inaccurate, incomplete or ambiguous information in these
documents. The patient may also have deleted any information in the record that is
outdated or unjustified.

The Code of Ethics stipulates that physicians shall claim only fees that are justified by
the nature and circumstances of the professional services rendered (sec. 104). In
cases where the patient assumes costs, the physician must inform the patient
beforehand of the approximate and expected cost of his or her services (sec. 105).
The Code has adopted a provision of the Health Insurance Act stipulating that the fee
for services, supplies and accessory costs of a non-insured service, as well as the fee
for non-insured medical services or services considered as such, must be posted in
public view in offices and specialized medical clinics.

The physician must also provide the necessary explanations so that the patient
understands the fees being charged. Physicians who demand payment in advance for
services not covered must use the payment solely to cover the cost of these services.
In cases of a dispute concerning an account for professional services, these may be
submitted to the office of the syndic, pursuant to the Regulation respecting the
procedure for the conciliation and arbitration of accounts of physicians.

Relations between Professionals and Relations with the College
Confraternity has its requirements in terms of relations with colleagues and other
professionals. Disparagement, harassment and the like are unacceptable in any form. An
attending physician must provide the consulting physician with all the information at his or her
disposal, which is pertinent to the examination, investigation and treatment. As for the
medical consultant, he or she must answer promptly and in writing the questions that were
asked, reporting on the results of the consultation and the recommendations deemed
appropriate. Also, in emergency situations, a physician has an obligation to assist a
colleague who asks for his or her help.

A physician must also collaborate with the College and not hinder, intimidate or
denigrate its representatives in the execution of their mandate. Thus, the physician
must make himself or herself available when his or her presence is required. The Code
obliges the physician to inform the syndic of any derogatory act committed, to his or
her knowledge, by any person authorized to practice medicine. The physician must
also report to the College any person who is unfit to practice, incompetent or
dishonest.

Protecting the public requires that all physicians in their everyday lives show the
utmost respect for the letter and spirit of the Code of Ethics. Public confidence and
respect for the profession in general depends on this being a constant concern. While
certain rules may appear imprecise, difficult to apply or too demanding, particularly the
obligations concerning medical management and follow-up, or the obligation to report
a colleague to the Collége, it is important to scrupulously observe them, both to ensure
protection of the public and the interests of members of the professional order.
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3.2 The Obligations of Physicians under other Regulations
In addition to the Code of Ethics of Physicians, five of the regulations ensuing from the
Medical Act and the Professional Code are considered very important for physicians:

— the Regulation respecting the keeping of records, physicians’ rooms or offices
and other effects;

— the Requlation respecting the Professional Inspection Committee of the
College des médecins du Québec;

— the Requlation respecting professional liability insurance of physicians;

— the Regulation respecting the standards relating to prescriptions made by a
physician;

— the Requlation respecting the practice of the medical profession within a

partnership or a company, which was dealt with in the previous chapter in the
section on private practice (Chapter 1, Section 3.2.6).

3.2.1 Regulation respecting the keeping of records, physicians’ rooms or

offices and other effects

In force since March 24, 2005, the Regulation respecting the keeping of records,
physicians’ rooms or offices and other effects updates several standards that
physicians must respect in practicing their profession as it pertains to offices or
consulting rooms, records and registers, among other things (See Appendix B). Its
main provisions stipulate that physicians must create and keep a medical record for
each person who consults them, regardless of where, or for a person who takes part in
a research project or is the subject of an expert assessment, or for any population or
group targeted by a public health intervention.

The Medical Record

The medical record is inseparable from the practice of medicine. It attests first and
foremost to the patient’s state of health, the progress of the disease and its medical
management by the physician. It is an indispensable tool for communication between
all members of the care-giving team. It is a supporting document, essential for
teaching, research and assessment of the quality of medical acts. It also contributes in
a limited way to the progress of medical science.

More specifically, the medical record must rigorously indicate the condition of the
patient, all of the care given to the patient, and all events concerning the patient. One
cannot overemphasize the necessity on the physician’s part of keeping impeccable
records, for each of these documents serves many purposes and reveals the
physician’s professional management of the case. The record also serves as a
memory aid for physicians, indispensable to the provision and quality of care.

* A Communication Tool

As the medical record is an important source of information on the patient, it
enables the physician to transmit pertinent information, if necessary;

— to other physicians, such as consultants, replacements or the physician
following the patient after discharge;

— to other professionals working with the patient;
— to other health institutions;

— to any other agency or person concerned, for example, an insurance company,
an employer, etc.
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An Assessment Tool

Record-keeping generally attests to the quality of services physicians provide to
their patients and, consequently, to their competence. The medical record is the
preferred tool of the Professional Inspection Committee, especially for assessing the
quality of medical acts and professional practice as a whole.

An Element of Legal Protection

The medical record provides an element of legal protection for the patient and the
physician. The more complete it is, the better it can attest to events that have
occurred.

A Teaching and Research Tool

The medical record is a valuable document for teaching, research, compiling
statistics, as well as for setting up and monitoring clinical indicators on quality.

Because the medical record is an important communication tool between
professionals, physicians must take the necessary means to ensure that entries in
the record are legible and that the use of abbreviations is reduced to a minimum.
Finally, physicians practicing in groups may create one single medical record.

In record-keeping, the following elements must be included:

— the patient’s identity;

— entries in the medical record, which should include the date of the consultation
and the signature of its author. In emergency consultation cases, the time must
also be written down. Systematic charting of the time may be particularly useful
in intensive care, the recovery room, case room, etc. Indicating one’s permit
number and the name of the medical department or service is also advisable;

— information pertinent to the investigation or treatment of the patient. The
medical record should never contain unwarranted comments on the patient’s
personality, or remarks concerning administrative problems or interpersonal
conflicts. Physicians should address their remarks, criticisms or grievances to
competent authorities through the appropriate channels.

The Regulation also clearly establishes the information and documents that should
usually be contained in the medical record, as well as those that should be filed in
the record of any person taking part in a research project. It is important that
physicians make the link between information and documents filed as part of a
research project and the clinical observations made during the person’s
examination, in the emergency room for example. In fact, it sometimes happens that
a person consults for a problem stemming directly from advice followed or
medications taken as a participant in a research project.

If for reasons of convenience, items in the medical record are filed in different
places, it is very important to note this on every item in the record and to number
each of these, so that the physician can locate all the items he or she needs in the
record. For example, in the case of certain psychiatric records, it is essential that the
link be made with the medical record, which is perhaps not kept in the same place
as the psychiatric record.
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Corrections to the Medical Record

When a physician wishes to correct a note already entered in the medical record or
to change a document, he or she must produce an additional note dated the day of
the correction, or a revised report, but must never remove or alter an item already
filed in the medical record.

The Computerized Medical Record

Computer use must respect the usual rules for keeping medical records on paper,
namely the authenticity of the record, its content, maintenance and access, and the
preservation of confidentiality.

The Maintenance of Records

The standards the physician must apply in the maintenance of medical records are
specified in the Regulation. Unless stipulated otherwise in the law, the physician
must keep a medical record for at least five years following the date of the last entry
or insertion in the record or the date marking the end of a research project. After this
period, the record is considered inactive and may be destroyed, except for certain
important items such as pathology reports and operative reports on major surgical
procedures, which must be kept for ten years. Genetic tests must be kept for an
additional ten years, unless these were given to the person concerned or another
copy of them exists. In the case of an active record, certain items dating back more
than five years may be destroyed, but many important items, as described in the
Regulation, must be kept for a longer period.

When a medical record is destroyed, the physician must see to it that safety
measures relative to protecting the confidential information are observed.

The Regulation also stipulates what must be done when a physician who has
undertaken a patient’s clinical follow-up changes his or her place of practice, or
when a physician who is part of a group leaves the group, or when a group is
disbanded. Various measures serve to ensure that the patient’'s record remains
accessible and under a physician’s responsibility.

Other Provisions

According to the Regulation, the physician must create and maintain various registers,
namely,

a register identifying persons who consulted the physician, or whom the physician
visited;

a register identifying patients who underwent a surgical or invasive procedure,
including the nature of the procedures or interventions;

a register identifying all patients who are being assessed, treated or whose
treatment the physician is monitoring as part of a research project;

a register of controlled drugs, narcotics and benzodiazepines for parenteral use, in
which is written the kind and quantity of these substances in the physician’s
possession, the identity of all patients being administered these substances, the
kind and quantity of the substances the physician has discarded, including the
date and manner in which they were discarded.

The Regulation also contains provisions concerning medications, substances,

ap

paratus and equipment in the physician’s possession, as well as the manner in

which these are to be safely maintained and disposed of. It also sets standards
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concerning sanitary procedures, hygiene and the safety of the consultation room as
well as the privacy of patients.

Finally, the Regulation addresses measures to be taken concerning provisional
custody or the disposal of medical records in the event of cessation of practice, death,
and restriction or suspension of the permit to practice.

To summarize, the Regulation respecting the keeping of records, physicians’ rooms or
offices and other effects is vital to quality medical practice, even as it touches on its
technical aspects. Physicians should have easy reference to these as a reminder of
the profession’s “best practices.” The College has also produced a guide on its
application®.

The rules on record-keeping may vary, depending on whether the physician works in
private practice or in institutions. The Collége has also produced a guide dealing more
specifically with the writing and keeping of records in consulting rooms and CLSCs*,
as well as a guide on record-keeping by physicians in a general or specialized hospital
centre®. The Collége also organizes workshops on record-keeping®*.

Regulation respecting the Professional Inspection Committee of the
College des médecins du Québec

Professional inspection is an integral part of the process of evaluating and maintaining
the quality of professional practice. In other words, it is a component of quality
assurance in professional practice.

In the context of self-regulation, physicians have agreed, like other professionals, to
give themselves the means to improve their practice through monitoring activities,
such as inspection of medical records, books and registers. In compliance with the
Professional Code, the Regulation respecting the Professional Inspection Committee
of the Collége des médecins du Québec sets guidelines for the creation of a
professional inspection record and specifies the conditions relative to professional
inspection visits and follow-up visits.

Professional Inspection Committee

The Professional Inspection Committee (CIP) is composed of nine physicians
appointed by the Board of Directors of the Collége. The president of the Committee is
designated from among the Board of Directors’ elected directors who do not sit on the
executive committee. Each of the members is appointed for a renewable, two-year
term.

2l COLLEGE DES MEDECINS DU QUEBEC, L'organisation du cabinet et la gestion des
dossiers médicaux et autres obligations connexes prévues par le Réglement sur la tenue des
dossiers, des cabinets ou bureaux des médecins ainsi que des autres effets : guide d’exercice,
Montreal, College des médecins du Québec, May 2007.

22 COLLEGE DES MEDECINS DU QUEBEC. La rédaction et la tenue des dossiers par le
médecin_en cabinet de consultation et en CLSC : guide d'exercice, Montreal, College des
médecins du Québec, September 2006.

2 COLLEGE DES MEDECINS DU QUEBEC. La tenue des dossiers par le médecin en centre
hospitalier de soins généraux et spécialisés : guide d’exercice. Montreal, Collége des médecins
du Québec, December 2005.

4 On this subject, consult the website of the College, under the heading « Workshops. »
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Professional Inspection Record

The CIP establishes a record for every physician who has been the subject of an
inspection. This record contains the inspection reports, the Committee’s
recommendations, if applicable, and any other document or information relative to the
inspection.

The physician concerned is entitled, under certain conditions, to consult his or her
record and obtain a copy of such. Furthermore, “any record established in the course
of a professional inspection shall not contain any information which may permit to
identify the person who prompted the inspection.” (sec. 12).

Professional Inspection

In general, a professional inspection visit to one or several physicians in an institution
or private practice is carried out by one or several inspectors. The CIP may deem it
advisable to have a medical expert from a discipline similar to that of the physician
being inspected accompany the physician-inspector on the visit.

The Regulation stipulates the conditions relative to visits, such as sending a written
notice prior to the date fixed for the inspection. It also stipulates that the physician who
is the subject of the inspection must be present. Furthermore, in compliance with the
rules relative to professional secrecy, the physician may choose only one person to
assist him or her and to act as an observer. This person, however, may not be present
during the review of the medical records.

The committee, one of its members, or an inspector may review the records, hold a
structured oral interview, a