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ABSTRACT 

Recent changes in the Health Care System: brought about by regionalization and 

decreased provincial funding, have affected family physicians providing primary medical 

care. A suwey to discern the perceptions o f  the management of this change was mailed 

to family physicians within the Calgary region. The study found that although the 

physicians felt change was necessary, they did not approve of the direction in which it 

was proceeding. The physicians wish to have increased involvement in the change 

process. To accomplish this, a stronger leadership and a more influential representation 

by professional associations is necessary. Family physicians also wish to be fairly 

compensated for their work with patients and in the reform process. Recommendations 

include a blended funding form o f  remuneration, a shared or  team leadership, an alliance 

of the multiple professional associations and an improved communication within the 

profession. It is essential such action be taken in the near h tu re  as the study results 

suggest that only 28.3% of  Calgary family physicians are not considering a change in 

their careers. 
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CHAPTER ONE 

Over the past decade the Canadian Health Care System has been undergoing a 

period of change and reform. The most significant of these reforms has been the 

decentralization of the administration of health care delivery fiom a provincial to a 

regional level- This has occurred in all ten provinces as well as the Northwest 

Temtories. Seventeen Regional Health Authorities were formed in Alberta in 1994 when 

the Regional Health Authorities Act (Province of Alberta, 1994) was passed by the 

Provincial Legislature. 

FIGURE 1 - Albevta Health Expenditures 
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Another important change has been a decrease in government funding of the 

Health Care System. As Figure 1 illustrates, between 1981 and 1993, provincial funding 

of the Health Care System in Alberta increased by an average of $235 million per year. 

This changed in 1993 when the total provincial expenditure on health care began to fall. 

By 1996, the annuaI provincial expenditure on health care was SS 10 million less than it 

had been in 1993 (Alberta Health, 1996a). The Alberta Health Care Budget for 1998-99 

has increased fiom 1996 levels by aImost S600 million (Alberta Health, 1999), putting 

health care funding at a similar level to 1993, without factoring in inflation, the 



decreased value of the Canadian dollar against US currency or population growth- 

Medical services must be provided to more individuals as in the period for 1993 to 1998, 

Alberta saw a population rise of nearly 200,000 individuals (Statistics Canada, 1999a, 

1999b). Total health expenditures in Alberta have fallen on a per capita basis in relation 

to the remainder of the country in recent years, as demonstrated in Figure 2. In 1996, 

Alberta had the lowest per capita health expenditure in Canada- As well, Alberta, when 

compared to the other Canadian provinces and territories in 1996, allocated the smallest 

percentage of its resources to health at 7.4% of GDP. By comparison, Canada, as a 

whole, devoted 9.5 Oh of GDP to health care (Health Canada, 1999). 

FIGURE 2 - Total With Gpanditum Per Capita 
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The Calgary Regional Health Authority (CRHA) is one of the two regional 

authorities in Alberta that serves a large urban population. Within the CRHA, the 

transition from provincial to local authority occurred rapidly and although the rate of 

change has stabilized, programs designed to deliver optimal health care continue to 

evolve. One of the issues that remains under consideration by the CRHA, as well as 

other Regonal Health Authorities in the province, is the determination of the role and 

status of physicians providing primary medical care within the regionalized system. 



Primary medical care is defined as the "first-conract assessment of a prient  und the 

provision of continuing c w e  for a wide range o f h e a h  concerns. The scope of primary 

medical cure includes the diagnosis, treatment and managemenr of health problrrns; 

prevention and healrh promotion; and ongoing support, with family and cornmuniv 

intervention where neededW(Canadian Medical Association, 1994, page 2). 

Primary care physicians are generally family physicians. Although they operate 

under the governance of the provincial Colleges of Physicians and Surgeons, there have 

historically existed multiple professional associations and organizations that attend to the 

interests of the primav care physician, often while representing the specialist physician 

as well. The provincial medical associations, for example, the Alberta Medical 

Association, act as provincial advocates for their physician members to the provincial 

Ministries of Health. In this role, their mandate includes dealing with issues of physician 

remuneration, promoting quality health care on behalf of their members and 

administering member benefits. The College of Family Physicians of Canada (CFPC), a 

national association with provincial chapters, deals largely with continuing medical 

education and research- Other groups are involved with physician concerns at the 

regional level only. Within the Calgary area such organizations would include the 

Calgary Regional Medical Staff Association and the Department of Family Practice of 

the CRHA. These professionat medical associations and organizations have no formal 

established links with each other, although they have collaborated on specific projects in 

the past. 

At the present time, most primary care physicians continue to practice largely as 

autonomous businesses reimbursed by the province on a fee-for-senice basis for the 

work that they perform. The Regional Health Authorities (RHAs) have no direct 

jurisdiction over medical practitioners practicing in the community at this time. 

Physicians practicing medicine at the hospitals under RHA administration either on a full 

or part time basis feel a more direct influence fiom the Authority. Much uncertainty 

exists among doctors as to whether or not the W s  or provincial government will 

attempt to exert more influence and control over primary care physicians working in the 



community in the future. This concern has led to a perception among primary care 

physicians that some of their power, status and influence, as well as their professional 

autonomy, including their discretionary ability to provide quality care to their patients, 

may be jeopardized by health care reform. 

With decreased h d i n g  of the Health Care System, provinces have had to control 

spending. This has been done in three ways: by controlling the income per physician 

through the placement of a cap on the monies available per annurn to remunerate doctors, 

by reducing the number of senices per physician through the restriction of physician 

supply and lastly, by controlling the senices per capita (Barer, Lomas and Sanmartin, 

1996). The province of Alberta has a physician expenditure cap in place and has 

decreased the number of services, such as hospital beds and laboratory facilities, 

available to its population. This has been demonstrated by polls which show the number 

of Albertans who state that they are receiving good to excellent health care or have easy 

to very easy access to health care has been gradually decreasing in recent years (Alberta 

Health, 1998). These cutbacks have forced many primary care physicians to change the 

manner in which they practice their profession including treating more patients out of 

hospital . 

The Problem 

"The Janus Projeer", a recent national survey of Family physicians, largely 

profiled physician practice type but also included data collected fiom these physicians 

regarding their perceptions of the ease of access of medical senices and their plans 

pertaining to potential changes to their medical practice in the near hture (CFPC, 1998). 

Attitudes towards health reform per se were not addressed by this survey. Few empirical 

data exist regarding the views and perceptions of health care changes among the 

population of physicians providing primary medical care in Alberta, and more 

specifically, within Calgary. More information is needed to explore the attitudes of 

family physicians towards the progress of health reform thus far and to examine potential 

roles for these physicians in the reform process. It is also necessary to identi* the 



principal concerns of, and issues of importance to, primary care physicians and to 

determine their willingness to participate in the change process. Knowledge pertaining 

to the perceived leadership capabilities and effectiveness of the various professional 

associations and organizations involved with family physicians in Alberta is also lacking. 

Baetz (1991) states that successful change begins from a desire for change and starts 

from within an organization, therefore, professional associations are more likely to meet 

with success when involved in a change process if they can accurately reflect and act 

upon the wishes of their membership. Hence, data that will add to the understanding of 

the views and attitudes of famiIy physicians practicing their profession within the 

Calgary Regional Health Authority could be of great benefit to those individuals leading 

and managing change processes within the area of primary medical care delivery. 



CHAPTER TWO 

REVIEW OF THE LITERATURE 

Determination of the Research Areas 

Interviews involving a series of open ended questions with prominent members of 

four professional associations and organizations representing primary care physicians in 

Alberta were conducted in the fall of 1997. The organizations involved were the College 

of Family Physicians of Canada, the Alberta Medical Association, the Calgary Regional 

Staff Association and the Department of Family Medicine, CRHA. The purpose of these 

discussions was to determine firstly, the direction that health care reform was taking in 

the primary care sector and secondly, how change in the health care system was being 

managed- The consensus among the professional organizations was that primary care 

reform had become necessary secondary to regionalization which altered the method of 

health care administration in the province. Also, reform had been necessitated by the 

decrease in provincial financial support of the Health Care System. However, the 

process of change in the domain of primary medical care remained in its infancy, 

partially as it had encountered certain obstacles which had been impeding its progress. 

Five such areas of concern and/or significance to the change process were identified 

through the interviews. They were as follows: 

Specific change-related issues. 

The structure and efficacy of professional associations. 

Leadership. 

Physician resistance to change. 

Communication and evaluation. 

These identified areas were investigated in the literature and subsequently utilized to 

formulate the research questionnaire. 



Specific Change Related Issues 

The discussions with physicians involved in the leadership of the professional 

associations have identified several issues that were receiving consideration by these 

organizations. Four main issues emerged as being at the forefront of the change process. 

Each of these issues is now discussed. 

i) Physician Morale and Job Satisfaction 

All the representatives of professional associations who were inteniewed had the 

impression that morale and job satisfaction among physicians was very low at that time. 

Some of these spokesmen subjectively felt that their membership blamed this solely on 

financial cutbacks. Two recent polls gave some objective evidence of job dissatisfaction. 

"l%e Janzls Project" found that almost 29% of the family physicians, polled from across 

Canada, were planning some significant changes to their practice within the next two 

years (CFPC, 1998). This included changing practice type, relocating, retiring, leaving 

practice and retraining By comparison, Stoneman (1997) reported that a survey of 382 

American physicians discovered that 32% of family practitioners polled thought that their 

job satisfaction would decrease within the next three years. 

As well, another sign of deterioration of job satisfaction in the Canadian medical 

community has been previously reported. The Canadian Medical Association's Resource 

Survey found that about 40% of responding doctors perceived a negative impact of 

regionalization on the quality of patient care in their practice (CMA, 1996). Therefore, 

the literature contains some indicators that morale among Canadian physicians is 

diminishing. Ryndes (1997) states that health care professionals are particularly 

susceptible to decreased morale and burnout because of the stressfir1 nature of their work. 

She also writes that this stress is compounded by organizational change and the chaos 

that accompanies change in a health care setting. 

Cynicism, which often accompanies low morale, burnout and discouragement 

(Ryndes, 1997), has been demonstrated by Reichers, Wanous and Austin ( 1  997) to have 

negative repercussions on successfbl change. They write that cynicism arises when 



previous change efforts have been perceived as not being positive This results in a 

general pessimism regarding the change process leading to a lack of support for 

leadership in fhther change efforts and decreased motivation on the job. This lack of 

support can cause failure of the change process which then reinforces the cynic's view, 

leading to fiuther failure. Thus, cynicism can become a significant barrier to 

orsanizational change. Therefore, knowledge of the degree of cynicism, as well as the of 

morale level of Calgary primary care physicians would be useful information for those 

involved with change in the region on order that these negative feelings, if they exist, 

may be dealt with in an appropriate manner . 

ii) Physician Remuneration 

A debate is presently occurring as to whether it is necessary to reform the present 

method of primary care physician remuneration. At the current time, the majority of 

Alberta primary care physicians receive fee-for-service which is administered by the 

province through Alberta Health. This means that each time a physician performs a 

service to a patient that is listed under the Alberta Health Insurance Plan (AMP) as being 

medically necessary, he or she bills AHIP and is reimbursed accordingly. As Wright 

( 1996) notes, the essential activities of physicians do not fit well into this type of system. 

For example, important physician functions such as preventative medicine, giving 

telephone advice, being available to patients 24 hours a day and counseling are either 

inadequately reimbursed or not compensated at all under a fee-for-service method. This 

results in frustration and an attrition of physicians providing complete sewices. The 

Federal/ProvinciaVTemtorial Advisory Committee on Health Services ( 1995) suggests 

that fee-for-service encourages urban practice and does not offer an incentive for 

physicians to provide comprehensive care. lnstead, it can be more profitable for the 

physician to refer complicated patients to specialists in order to see as many people per 

day as possible (Bryan, 1996). The National Forum on Health (1997) states a change in 

the remuneration of physicians to a "method that is not based on the voiume of-services 

provided by p/zysician.~ but promotes a continuum of preventive and treatment services" 

(page 2 3 )  is a priority for action. 



Several methods have been suggested as alternatives to fee-for-service. One of 

the most popular of these is fee for comprehensive care or capitation. This has been 

practiced on a limited basis in Ontario since 1985. Under capitation, physicians are paid 

a fee or salary to provide complete medical care including health promotion, minor 

surgical procedures, 24 hour medical coverage, as well as acute and continuing care, to a 

specific population or roster of patients. Further methods under consideration include the 

establishment and funding of primary care organizations which negotiate a 

reimbursement method with their own physicians (The Federal/Provincial/Territorial 

Advisory Committee on Health Services, 1995) and the use of a blended funding system 

to remunerate physicians (Forster et al, 1994; Kerr, 1995). Blended funding involves the 

payment of physicians based on multiple criteria. This generalIy includes a combination 

of two to four of the following components; a base salary, overhead expense 

reimbursement, capitation as determined by the needs of the physician's rostered 

population, incentive payments for health promotion, fee-for-service for practicing 

hospital medicine and performing procedures, and a consideration of the volume of the 

physician's practice- 

.Any alteration in remuneration practices wodd result in a change in the manner 

in which primary care is delivered and hence, have significant repercussions to the 

physician and their patients. I f  rostering is adopted, patients would have less service 

choice for their health care needs and physicians could be forced into providing 

comprehensive care. Some professional medical associations have adopted the position 

that there should be alternative reimbursement choices for primary care physicians. The 

Canadian Medical Association's Resource Survey (1995) included both family 

physicians and specialists. This survey found that 50.4% of physicians preferred to 

remain on fee-for-service remuneration despite that fact that only 15% of respondents 

were very satisfied with their income. However, since this survey there has been an 

increase in regionalization and decrease in health care fimding throughout Canada and 

these views may well have changed. Updated data on physician remuneration preference 

are needed. 



iii) Financial Cutbacks 

Funding of the Health Care System in Alberta in the 2998-99 budget year is now 

once again at approximately M.2 billion, a similar level to 1993 after having reached a 

tow of $3.6 billion in 1996 (Alberta Health, 2996b, 1999). From 199 1 to 1995, the 

availability of hospital beds in the province decreased from 4.12 per 2,000 population to 

2.76 per 1,000 (Alberta Health, 1996b). In Calgary at the present time there are only 1 -77, 

beds per 1,000 (CRHA, 1998). This has forced physicians to care for more seriously ill 

patients in the community (personal communication, S. Wilden, Calgary Home Care, 

March, 1997). As previously mentioned, Albertans are presently rating their quality of 

care and ability to access care at a lower level than in the past (Alberta Health, 2998). 

Similar cutbacks have occurred in the rest of Canada. The result has been a decrease in 

avaitabil ity of services for patients. "The Janus Project" (CFPC, 1998) stated that 52.7% 

of family physicians polled throughout Canada perceived that problems accessing 

medical care existed in their community. 

Physicians are not only having to cope with provincial caps to their fee payments 

and restrictions to physician supply, blit are also recognizing that in comparison to 

Americans, they are significantly less well paid. American fees are three to nine times 

higher for medical procedures than are those in Canada, depending on the medical 

specialty (Buske, 1997). The increased financial rewards of working in the USA and 

practice restrictions in Canada were two factors that have made it increasingly difficult 

for Canada to attract or keep physicians, resulting in many doctors opting to seek 

employment in the USA (Ma, Chan and Huynh, 1997). 

iv) Phvsician Integration into the Regional Svstem 

Under the Regional Health Authorities Act (Province of Alberta, 2994), a regional 

health authority " s ~ ~ a f f  promote the provision of heallh services in a manner 

[hat .... supports the integration of services and facilities in tile heulth region" (page 4). 

An integrated or organized health delivery system is described by Devers, Shortell et a1 

(1994) as "a network of organizations .... which provides or arranges to provide a 



coordinclred continuum of services m a defined popuhtion and is willing ro be held 

clinically and fiscally responsible for the outcome and health status of the ppulation 

served" (page 8). There are three key components to such a system. These are; 

1.  Functional Integration - The coordination across all operating units of key support 

fbnctions and activities, including information technology, financial planning, 

strategic planning, quality assurance and h urnan resources. 

3- Physician System Integration - The commitment of physicians which would include 

their administrative involvement in and reimbursement by the system. 

3. Ciittical Involvement - The coordination of patient care services (e.g. home care, 

acute care, continuing care, ancillary services and specialty services). 

The CRHA, which has been using the integrated health delivery system model as 

a guiding principle, is progressing in the areas of clinical and functional integration, 

including the planning of an information system which is projected to serve as an anchor 

or hub for the system (King, 1997). However, physician integration into the CRHA 

remains incomplete, especially for those family physicians without hospital privileges. 

Initially, the planned region-wide information system will be available only in CRHA 

facilities, meaning no system accessibility \MI1 exist in physicians' ofices in the 

community. How fully the Calgary area family physicians will  eventually be integrated 

into the health authority remains at the discussion and planning stage. 

The concept of integrated health delivery systems originated with managed health 

care in the USA. There it was found that in order for the system to hc t ion  successfully, 

physician integration and leadership was paramount (Shortel I, 1995; Shortell, Gillies and 

Devers, 1995). However, the US experience shows that such an alliance is not easily 

obtained and involves much effort and understanding (Collins, 1998; Mayer, 1996). To 

truly integrate physicians into health care administrative systems involves the blending of 

hvo distinct cultures (Sandrick, 1996). 

The consensus of the interviewed representatives of the professional associations 

was that total physician integration into regional authorities was not feasible in Alberta at 



the time of the interview, mainly due to physician resistance. Financial integration with 

the region was especially thought to be unacceptable to physicians at that time. 

However, elements of both functional and clinicaI integration were felt to be desirable. 

When queried, a team approach to health care delivery with increased administrative 

involvement of physicians was seen by the majority of associations as being the ideal. 

Empirical data as to whether or not the family physicians of the Calgary region agree 

with this sentiment are lacking. However, the CMA's Resource Survey found strong 

support among Canadian doctors for physician representation on regional medical 

advisory committees and health planning boards (CMA, 1996). 

The Structure and Efficacy of Professional Associations 

The present organizational structure of primary care physicians in Alberta is that 

of autonomous physicians in loosely coupled association. The various professional 

associations and organizations attending to the interests of the primary care physician 

operate independently and have differing mandates which include financial, educational, 

and regional issues. The overalf structure of primary care physicians can be best 

classified as a professional bureaucracy, as described by Mintzberg (1979), in that the 

physician as a professional works relatively independently of his colteagues but closely 

with hisher patients. Power is derived fiom knowledge and expertise in this 

organizational design. Professionals seek to control their own administration, therefore, 

an administrator in the professional bureaucracy has power only as long as the 

professionals, who have the expertise essential to this structure, perceive him or her to be 

serving their interests effectively. 

The professional bureaucracy is an organizational design that is not easily 

adaptable to change (Mintzberg, 1979; Ullrich and Wieland, 1980). Hinings, Brown and 

Greenwood ( I99 1 ) note that change becomes complicated in an autonomous professional 

organization as the usual implements of change are absent or unacceptable, including the 

lack of managerial training and control over staff and compensation systems. This 

occurs as authority is collegial in nature resulting in an absence of a hierarchical decision 



making system. As well, a distinct leader is often absent or ineffective and does not have 

the power to address the direction of change in an organization. 

There has been concern that broadly based medical associations, such as the 

Canadian or Alberta Medical Association, are less efficacious than they have been in the 

past. Guglielmo (1998) notes that these organizations have been "slow to adapt to 

physicians ' changing concerns " (page 204). In the U S 4  this has led to a drop in 

membership of the American Medical Association and the growth of 'specialty' medical 

associations. This fiapentation has decreased the power of the profession in its 

dealings with external organizations such as government and business. In Canada, the 

broadly based associations, such as the Canadian Medical Association and its provincial 

counterparts, have not attracted new members due to their involvement in determining 

government fee caps and geographic billing restrictions. These restrictions limit the 

numbers and reimbursement of young physicians setting up a new practice. The 

government enforced limitations to the profession have resulted in internal tension within 

the associations as well as within the profession itself, due to the facts that specialists and 

general practitioners vie for the limited h d s  and newly graduated physicians feel 

alienated and abandoned by the more established physicians. Such friction has lefi the 

associations without a clear mandate and hence, their position in negotiations with the 

government has become ambiguous (Barer, Lomas and Sanmartin, 1996). 

Various alterations in traditional professional functioning have been proposed in 

the literature in order to increase flexibiiity and ability to adapt to change. Mills et al 

(1983) advocate the formation of a management level in the organizational hierarchy, 

such as a multidisciplinary team, to deal with problems of coordination and innovation, 

as well as serving as an information processing and sharing unit. Similarly, Denis, 

Langley and Cazale (1996) describe the process of change within a hospital from a 

loosely coupled structure with ambiguous goals to a more integrated style of management 

under a coIlaborative leadership. However, on a cautionq note, Sorensen and Sorensen 

(1974) note that when bureaucracy is increased, professionals experience job 

dissatisfaction and increased conflict. 



Many authors advise team leadership, which would include coalitions and 

alliances, in a change situation. Kotter ( 1995) states that forming a powerful guiding 

coalition is second only to establishing urgency for change in a change process. Duck 

(1993) agrees that a coalition, which she labels a Transition Management Team, is 

necessary for successful organizational change. Burke (1982) writes that three types of 

alliances increase the power of organizations. These are alliances with sponsors, peers or 

subordinates. In the case of primary care reform, peer acceptance of change is essential 

to provide sufficient power to proceed with reforms. However, as Polk (1992) cautions, 

all coalition members must be committed to change. He also advises, firstly, that a good 

information system can help with the success of a coalition as it allows for the accurate 

tracking of information and aids in communication and, secondly, that a sponsoring 

organization can assist in garnering support for change. 

Ttrus, in health care reform in Alberta, certain strategies such as multidisciplinary 

management within the profession or the formation of coalitions or alliances among the 

professional associations may be useful tools in the change process. However, the 

interviews with the organizational members have indicated that the professional 

associations having concerns within the Calgary region are unsure if they have the 

mandate or trust of their membership to proceed in such a direction. Until the 

organizations truly represent the views of primary care physicians, any changes in 

structure will be futile. Therefore, data to determine the level of trust and policy suppott 

that exists in the community for the professional associations are needed. As well, the 

role the community physicians would like to see their professional associations perform 

in a change process and what the physicians feel would be the most effective 

organizational structure to lead a change process in Calgary need to be elucidated. 

Leadership 

In Alberta, at the present time, much change is being managed at the regional 

level; therefore there is no definitive provincial feader of primary medical care reform 

per se. During inteniews with members of provincial and regional medical associations, 



leadership of such change was described as being unclear and haphazard However, the 

importance of leadership in a change process is stressed throughout the organizational 

development literature. Maccoby (1996) states that in a knowledge intensive 

organization, such as a professional association, the leadership must diagnose the 

organizational problem, communicate the urgency in resolving the problem, and facilitate 

a process of organizational learning. He advocates the use of a leadership team. 

Maccoby (1996) also writes that leaders cannot command change but must be 

leaders that people want to follow. This form of leadership is able to effectively respond 

to the external environment in order to provide organizational direction and serve as a 

behavior role model (Burke and Litwin, 1992). Successfir1 leadership of change, as well, 

looks internally at the organization considering both its operations and emotions (Duck, 

1993). Different situations call for varying leadership styles. Large scale change, such as 

health reform, requires that leadership must include, yet go beyond, charisma and vision. 

The complexities of diverse and geographically dispersed components of a large 

organization must be considered- Any successfil change must take into consideration 

controls, structures and rewards and become institutionalized through the development of 

leadership of change efforts at all levels of the large, complex organization (Nadler and 

Tushman, 1990). 

Although there is little in the literature pertaining to change of the magnitude 

potentially occurring within the Health Care System in Alberta, situations involving 

change and the medical profession within large hospitals are discussed in the literature. 

Denis, Langley and Cazale (1996) found that in a hospital setting, goals were unclear and 

authority was fluid and ambiguous. In this circumstance, leadership was more effective 

when undertaken by a 'bossless' team working in a collaborative fashion. The members 

of this team represented specialized but different professions (i.e. medicine, nursing and 

administration). Each of these roles was essential, yet complimented one another within 

the organization. The result was that the hospitat moved fiom a loosely coupled design 

to a more integrated management style. They also discovered that members of the 

leadership team had to be committed to the change process and possibly must "sacr~flce 



personal power for organizational achievement" (page 694). However, this type of 

leadership "is fragile and can easily disintegrate due to internal coq7icf or to 

discreditat ion associated w ith more unpopular change tactics'' (page 695). Therefore, 

such leadership must have the mandate of those it leads. Mintzberg (1997), in his 

critique of hospital management, agrees that a collaborative leadership which crosses 

bctional lines is the ideal. The Ieadership team must consist of champions who are 

committed to the administrative and change process and who are able to act as advocates 

for their membership. 

Therefore, the literature suggests that in a situation such as health reform in 

Calgary or the entire province of Alberta, primary care physicians may be best lead by a 

team approach. However, it is unknown if this is the preference of physicians at this time 

or if a single individual would be perceived as being more effective. If the latter is 

preferred, who would be the best individual for the job? If a team were to be established, 

should it consist of representatives of the present professional associations or different 

individuals? The answers to these queries are necessary to formulate a successfbl 

leadership of change within the primary medical care sector of the Health Care System in 

Calgary. 

Physician Resistance to Change 

When confronting change of the magnitude of health care reform, resistance fiom 

those affected is to be anticipated. One of the professional association members 

interviewed subjectively felt that approximately 60% of the primary care physicians in 

Caigary resisted change, but had no empirical evidence to support this perception. Any 

primary care reforms are unlikely to be successfbl in the long term unless supported by 

physicians. Resistance must be appropriately managed to encourage physician 

participation in the change process. 

Maurer ( 1996) notes that certain approaches used in the past to control resistance 

defeat their purpose by increasing conflict behveen the bodies involved in the change 

process. Such unsuitable strategies to overpower resistance include the use of force, the 



use of ovenvhelming reason through the display of facts, figures and flowcharts, the 

failure to pay attention to the concerns of others and the use of deals. These strategies 

give the negative percepon that there are winners and losers in change and that some 

ideas are not worth time and attention. Fear ofthe unknown has been reported as being 

one of the strongest reasons for resistance to change (Boles and Sunoo, 1998; 

Kirkpatrick, 1993). Therefore, alternate approaches that recognize, and work with, 

resistance and its underlying component of fear have a much higher long term success 

rate. Maurer (1997) and Kirkpatrick (1993) recommend that certain principles be 

incorporated into a change process to deal with resistance. Initially, create strong 

working relationships. This can be done through empathizing with, exploring and 

accepting the resistance of others and ensuring the involvement of all affected by the 

potential change. Secondly, communication is a key factor in decreasing resistance to 

change. The leaders of the change process must increase communication through 

listening with open minds as well as by providing information and feedback to those 

affected by change. Maurer (1997) adds that leaders or management need to maintain a 

clear focus on their ultimate goal while remaining calm and relaxed throughout the 

process, and that leaders and the committed must address the resistance by finding a 

neutral zone of common interest. 

Various models have been used in large group interventions, as would be 

necessary in health care reform, that make use of these or similar principles. Real Time 

Strategic Change (also known as large scale interactive process methodology), a model 

developed by Dannerniller, Jacobs and Associates, is described in Maurer ( 1  996). It 

involves a highly structured meeting of all stakeholders that may involve several hundred 

people and takes place over a few days. There exist other similar types of multiday 

conferences which bring together large groups of individuals who are to be affected by 

change and allow for discussion of and input into the change process. These include 

Future Search Conferences, Participative Search Conferences, Open Space Forums, 

Simu-Real Techniques, Fast Cycle Full Participation Conferences and small group case 

deliberations followed by a 'fishbowl' discussion ( W i l p ,  1995; Manning and Binzagr, 



1996; Gilmore and Barnett. 1992). Each group utilized with these techniques often 

consists of 30 to 80 individuals although groups of up to 2500 have been reported wing 

large scale interactive process methods (Wilgus, 1995; Manning and Binzagr, 1996). 

Multiple simultaneous search conferences followed by an integration of results allows for 

the active participation of hundreds of individuals (Manning and Binzagr, 1996). These 

large group interventions assume that organizations are whole systems, therefore all 

organizational stakeholders deserve to be part of a change process. These stakeholders 

are recognized as having the capacity to self organize and create their own reality, thus 

they become empowered to design their own hture. 

Armenakis, Hams and Moss holder ( 1 993) propose that resistance may be averted 

by creating an atmosphere of readiness within an organization. To accomplish this, the 

beliefs, attitudes and intentions inherent within the organization must be influenced in 

order for organizational behavior or change to occur. In other words, attempts at a 

cultural change are necessary prior to an initiation of actual change in organizational 

function or process. Johnson ( 1997) reports that many health care organizations have 

dysfimctional cultures that need alteration prior to change. A strong incentive, or state of 

readiness, is necessary for this to occur. 

Therefore, willing physician participation in any health care change process will 

not occur until the doctors are convinced of its merits and necessity. Physicians will 

need to perceive that their voice is being heard and respected by the leaders of any 

change process. Until data are available as to the level of resistance to change in the 

community and the stage of readiness of the physician popuiation, it will be difficult to 

plan an optimum strategy to work with and overcome physician resistance. 

Communicatioa and Evaluation 

Various authors have discussed the importance of communication in a successful 

change process (Kotter, 1995; Duck, 1993; Kirkpatrick 1993; Kerfmt, 1996). Effective 

communication results in the decrease of ambiguity and helps increase the level of trust 

throughout the organization. Communication includes listening on the part of 



management to ensure that the message has been received appropriately (Duck, 1993). 

Communication includes the use of words, actions and transmission through all available 

communication channels (Kotter, 1995; Kerfoot, 1996). According to Ketfoot ( 1996), 

being direct, yet empathic, is the preferred method of communication. As well, 

according to other authors, communication is paramount in reducing stress (LeCraw, 

1992; Ryndes 1997). In addition to feedback and the reinforcement of words with 

actions, Byrd and Gulbro (1998) state that effective communication includes the use of 

repetition and active listening. 

Eckhouse (1999) writes that an organization must be creative in its 

communication to break down resistance to a change process. He feels that e-mail and 

electronic networks are effective tools which also assist in the breaking down of 

hierarchical organizational lines and in the promotion of information sharing. 

Evaluation is an integral part of a change process. It allows for reinforcement of 

the effort and is the principal manner by which to discover any consequences of the 

change (Burke, 1982). The evaluation of professionals is not straightforward. 

Professionals can only be accurately evaluated in terms of their expertise by other 

professionals in the same field. Complicating this is the fact that many of the dimensions 

of measurement of professions are difficult to quantify and measure (Mills et al, 1983). 

Nonetheless, evaluation remains important in monitoring change in the Health Care 

System. Hobart, Freeman and Lamping (1 995), suggest that in order to evaluate health 

care, patient outcomes be utilized in a manner that requires scientific soundness in their 

measurement. This means that reliability, validity and responsiveness (ability to detect 

clinically important change) are necessary considerations in the assessment of outcomes 

in order to obtain accurate data. Above all, evaluations must be useful and accountable. 

Burke (1982) states that any evaluation of organizational development must take into 

consideration appropriate research design and strategy as well as the use of effective 

methods of data collection and analysis. He also comments that it is essential in 

organizational change to monitor the impact on the client or in the case of health care, 

the patient. 



In order to estabIish effective, timely communication in a large, loosely coupled 

organization such as that of primary care physicians, an information system that reaches 

and links organizational members is necessary. Such a system is also necessary for 

accurate and beneficial evaluation of any change to the delivery of primary medical care. 

However, this type of system does not exist at the present time. The establishment of an 

effective communication system in the b e  depends on the availability of hardware in 

physicians' ofices and the desire of physicians to be a part of such an information 

system. Therefore, data as to the accessibility of computers and other technology in 

doctors' ofices as well as the opinions of physicians regarding information technology 

use, would be valuable in the planning of f h r e  means of communication. 

Research Purpose and Objectives 

The purpose of this study was to acquire the opinions of family physicians in the 

Calgary region towards health reform issues relevant to the delivery of primary medical 

care. Timely, empirical information regarding the present attitudes of p r i m q  care 

physicians was determined by exploring the areas of specific change-related issues, the 

structure and efficacy of professional associations, leadership, physician resistance to 

change and communication and evaluation. The aim of the study was aIso to obtain 

comments from these professionals regarding where they felt change was necessary 

within the Health Care System and how this change could be best accomplished. The 

research instrument utilized was a survey containing both fixed alternative and open- 

ended question types, which was sent to family physicians in order to explore their views. 

The objectives of this study were fourfold: 

1. To determine if there was consistency in the perceptions and attitudes of primary care 

physicians regarding change in the Health Care System. This included the perceived 

need for change of the present system. 

2. To clarify the reform issues that were of utmost importance to the primary care 

physicians and to priorize these issues. 



3 To obtain data to assist in the determination of a strategy for change in the primary 

care sector of the Health Care System that would meet with the greatest chance of 

success in the future. 

4. To determine the preferred leadership of change including the role of professional 

associations in the reform process as it affects primary medical care. 



CEIAPTER THREE 

RESEARCH METHOD 

Interviews previously undertaken in the fall of 1997 with members of professional 

associations and organizations resulted in information pertaining to health reform in the 

primary care sector of the Health Care System in Alberta that was of  a qualitative nature. 

The intent of the present research ivas to compliment and expand upon this qualitative 

data and thereby increase the knowledge of the views and opinions of family physicians 

regarding health reform in the Calgary region. The use of a survey method for this 

research project allowed all targeted individuals to participate in the study resulting in a 

quantitative, empirical analysis of primary care physician perceptions of the management 

of health care reform. As this study \vas essentially exploratory in nature, the 

questionnaire utilized both fixed alternative questions and questions offering open-ended 

responses. These open-ended questions gave the quantitative instrument a capability to 

collect information i l t h  a qualitative-like flavour. Hence, through the survey an attempt 

was made to obtain, in part, information of the type that Creswell ( 1 994) described, in his 

definition of a qualitative study, as being "an inquiry process of undersranding social or 

hzrrnan problem, based on b~riidzng a complex, holistic picture. formed will2 w o r k  [and] 

reporting detailed views of injormants "(page 1 -2). 

The Research Questions 

Specific questions arose from the review of the five research areas. These are 

discussed in the previous chapter and listed in Table 1. These questions were considered 

to be relevant to primary care providers in today's changing health care system on the 

basis of information obtained through the previous i n t e ~ e w  process and the literature 

review. The research questions were also used to formulate the questionnaire that was 

sent to Calgary primary care physicians in order to obtain their perceptions of health 

reform at the present time. Each of the research questions, summarized in Table 1, was 

related to a specific question number on the survey. The data resulting from the study 

should assist in planning fkther change within the primary care sector of the Alberta 
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Health Care System that would have the support of the majority of physicians practicing 

in the Calgary region. 

Population 

The participants in the study were primary medical care providers or family 

physicians practicing within the boundaries of the Calgary Regional Health Authority 

(CRHA). Random sampling was not necessary as the study population was small enough 

to include all primaxy care physicians within this region. The research popuiation was 

limited to residents of only one regional authority due to cost and time constraints and 

also due to the fact that each health region in Alberta has substantial autonomy. Each 

health authority could, therefore, have differing issues of concern to there family 

physicians. 

A list of all non-specialist physicians in the Calgary region was obtained fiom the 

College of Physicians and Surgeons of Alberta (CPSA). This list was reviewed and 

names of certain physicians were removed. Eliminated were those who had specialist 

practices as determined by their addresses (e.g. emergency rooms or psychiatric 

institutions) or who were personally known to not be in a primary medical care practice. 

The final mailing list contained 72 1 physicians. 

Research Instrument 

The questionnaire is an effective means of extracting subjective information fiom 

respondents including opinions, attitudes and beliefs (Runkel and McGrath, 1972). 

Bouchard (1976) states that the questionnaire is able to "capitalize on language, the 

human being's most powerfuIform ofcornrnunicatic3n " (page 368). Other advantages of 

the survey method of data collection are its flexibility of content, ability to reach a large 

population, rapid data collection time and low cost per observation. Therefore, it was 

felt that the survey was the most effective means of data collection for the purposes of 

eliciting the perceptions of change management of the Health Care System by Calgary 

family physicians. 



The questionnaire utilized in this study is shown in Appendix A. Ln order to make 

the questions as relevant as possible, the survey was formulated using information 

obtained through interviews with prominent members of professional associations and 

organizations, which ivas then M e r  investigated in the literature. The organizations 

involved in this i n t e ~ e w  process included two at a provincial level, the College of 

Family Physicians of Canada and the Alberta Medical Association, and two at a regional 

level, the Calgary Regional Medical Staff Association and the Department of Family 

Medicine, CRHA. The survey contained questions of two types; fixed alternative and 

open-ended. The open-ended sections were incorporated in order to eliminate any 

possible bias perceived by respondents by giving them ample opportunity to state their 

individual opinions on the issues covered by the survey. In a study such as this which is 

largely exploratory in nature, open-ended questions are beneficial especially as they 

reveal the language used by the population studied (Zikmund 1994). This type of 

question gave a more qualitative type of response than would a rigid fixed answer 

question. 

Once the questionnaire was designed, it was sent for pilot testing to two local 

family practitioners and, as well, to two heads of professional organizations who had 

previously agreed to assess the survey and endorse the study in the cover letter. The 

suwey was refined according to the suggestions given by these individuals. The purpose 

of the pilot was to ensure that the questions and instructions were clear, relevant and 

unambiguous thus increasing the content validity of the questionnaire. Content validity 

is described by Hobart, Freeman and Lamping ( 1  995) as "rhe exrent to which the content 

oj'tlte measuring instrument is representative of the conceptual domain it is intended to 

cover " (page 10). 

Part A of the final questionnaire was designed to obtained demographic 

information- These data were used to determine if there were distinct sub-populations 

holding specific views among the family physicians in the Calgary region. Part B of the 

questionnaire covered the five identified research areas, illustrated in Table 1 - Questions 



on specific issues were often asked in both a fixed alternative and open-ended manner to 

increase the internal consistency or reliability of the responses. 

Procedure 

All organizations mentioned in the questionnaire were sent a sample of the final 

survey and notified of the study prior to the survey being distriiuted to the target 

population. A copy of the notification letter is found in Appendix B. No negative 

responses were received A cover letter explaining of the purpose the study, ensuing 

anonymity and acknowledging the approval of two professional organizations 

accompanied each survey. This letter is shown in Appendix C. The cover letter and 

questionnaire, along with an addressed return envelope, were posted through the mail to 

each name on the target poplation list on June 15, 1998. The return envelope was left 

unstamped due to cost restraints. 

Each questionnaire had been individually numbered with an identifier in the 

upper right hand comer. The completed surveys were returned to the university, where 

the  numbers were clipped off by a member of the secretarial staff after the respondents' 

name was removed from a master list but prior to being returned to the researcher. Five 

and a half weeks after the initial mailing, a reminder postcard was sent to the Calgary 

family physicians who had not yet responded to the questionnaire. A copy of this card is 

seen in Appendix D. 



CELAPTER FOUR 

RESULTS AND ANALYSIS 

Data Analysis 

Data analysis was conducted using Microsoft Excel and the Statistical Package 

for Social Sciences (SPSS). When necessary, a consultation occurred with Dr. Tak Fung, 

a professor with Academic Computing Services, University of Calgary. Descriptive 

statistics, the chi-squared test and the Pearson correlation analysis were the statistical 

analyses applied to the resultant data- In all chi-square testing, a 95% confidence level 

(p<.05) was used to determine significance. When using the Pearson correlation 

analysis, a coefficient (r) of >.SO was used to indicate a high correlation while an r 

between -45 and -80 indicated a moderate correlation. 

Answers to the fixed alternative questions were first compiled and then analyzed 

using descriptive statistics. Specifically, percentages and means were determined for 

each answer to this type of question. For the questions involving rated answers on a scale 

of I to 7, respondents' marks between two numbers were coded as being the lower of the 

hvo numbers (e-g. a mark between 1 and 2 was coded as a 1). All obtained demographic 

data were analyzed with relevant survey answers using chi-squared testing and, in the 

case of age, the Pearson correlation analysis. As well, questionnaire responses were 

tested against each other using either the chi-squared test or the Pearson correlation 

analysis when appropriate, that is, when a relevant relationship might potentially exist. 

The chi-squared test for two independent samples was used when at least one of 

the samples contained categorical data. This type of analysis tests for significant 

differences between two samples and is appropriate for use with nominal scale variables 

as well as with interval or ratio scale variables (Diekhoff, 1992). Data resulting from 

rating scales (on a scale of 1 to 7) were compressed into three categories, 1 to 3, 4 

(neutral), and 5 to 7. This was done in order to increase the data frequency in each cell, 

thus satisfjing the requirements of the chi-squared statistic. The Pearson correlation 



analysis was performed when both of the samples being compared contained continuous 

variables. This type of correlation measures the strength of relationship between 

variables and is appropriately applied to interval, or continuous, scale data (Diekhoff, 

1992). The interval scale was a common form of obtaining information throughout this 

study. 

The answers to the open-ended questions were recorded and then compiled into 

like categories which were subjectively determined on the basis of the range of 

responses. The percentage of respondents in each category was then determined and 

compared, when appropriate, to similar fixed alternative questions. No statistical 

analysis was applied to this qualitative data. 

Sample 

Resmnse Rate 

Seven hundred and twenty-one questionnaires were mailed to non-specialist 

physicians with addresses within the Calgary Regional Health Authority. Five surveys 

were returned undelivered. One hundred and fifty-six questionnaires were retunred 

giving a total response rate of 2 1.8%. Of these, 138 questionnaires were returned 

completed, giving a completed response rate of 19.3%, with the remaining 18 

questionnaires being returned incomplete. Reasons given for returning uncompleted 

surveys were ill health, retirement, a refusal to spend time on activities that resulted in no 

remuneration or the physician was not a primary care provider. Of the 138 completed 

questionnaires, three respondents stated that they had a restricted practice, that is, they 

were family physicians who had an area of interest or expertise in their practice and 

therefore, were not providing the full range of senices performed by most primary care 

physicians. These three responses were included in the study results as the more 

specialized family doctors are still affected by, and have opinions pertaining to changes 

in the delivery of primary medical care. 



Of the total number of respondents, 57% were male and 43% female. By 

comparison, the percentages of the total population of non-specialist physicians in 

Calgary in 1999 was 56.4% male and 43.6% female (CPSA, 1999). The age of the 

physicians replying to the questionnaire is shown in Figure 3. The majority of 

respondents were between 36 and 55 years of age. This corresponds with the years in 

practice as seen in Figure 4a where the peak was found at 1 1 to 20 years of practice. The 

only comparable population demographic data available at the time of writing was years 

since graduation as shown in Figure 4b (CPSA, 1998). Although this can not be directly 

compared to years in practice (Figure 4a), as all physicians do at least one year of post 

graduate training, it does give an indication of the distribution of the total study 

population, again showing a peak in the middle years. 

FIGURE 3 - Age of Respondents 

2535 3 6 4  46-55 >55 

years of age 



FIGURE 4r -Years in Practice of  
Respondents 

0 -5 6-1 0 11-20 21 -30 >30 

years 

FIGURE 4b - Years Since Graduation of 
Population 

Of the total respondents, 62.3% of the physicians had admitting hospital 

privileges while another 13.0% had another type of hospital affiliation, such as courtesy 

privileges1, within the Calgary Regional Health Authority (CRHA). Another 21.7% 

stated they had no CRHA appointment. Firm data as to the privilege status of the entire 

study population was not available at the time of writing, but an estimation was obtained 

which placed the approximate number of family physicians in the Calgary Region with 

admitting hospital privileges at 33.3% and the total number of physicians with no type of 

Physicians with courtesy privileges d o  not directly admit patients t o  hospital but are allowed access to 
patient charts and can attend cenain hospital meetings. 



hospital affiliation at approximately 50% (personal communication, Clinical Head of 

Department of Family Practice of the CRHA, Oct. 1998). 

Whether or not the practice of the responding physician was run by one physician, 

a group of physicians or a temporary physician replacement, or locum, is shown in Table 

2.  This table also indicates how the responding physician described the type of primary 

care practice they provided A family practice would generally be defined as a practice 

that was scheduled by appointment only and was available strictly to patients known to 

the physician. Population demographic data pertaining to this type of  information was 

not available. 

TABLE 2 - Practice Descriptions 

Change Related Issues 

i) Physician Morale and Job Satisfaction 

Practice Size 

Solo 

Group 

~ o c u m '  

No Answer 

Physician morale, as indicated by job satisfaction, was measured in the 

questionnaire on a ratio scale of  1 to 7, with a median of 4. Both present job satisfaction 

(Figure 5) and anticipated satisfaction in five years (Figure 6) were determined through 

questioning. The mean shifted downward slightly from 4.2 to 4.0, the median, between 

the two responses. 

Percentage of Total 

32.2 

57.2 

1.5 

10.1 

Practice T v ~ e  

Family Practice 

Combination Walk-in 
& Family Practice 

Walk-in 

No Answer / Other 

Another indicator of morale was whether or not the physician had any plans to 

make any changes in their career within the next five years. Respondents were allowed 

Percentage of Total 

56.5 

23.9 

1.4 

18.1 

A temporary physician replacement. 



FIGURE 5 - Present Job Satisfaction 

1 -not 2 3 4 5 6 ?-very no 
satisfied satisfied answer 

Mean = 4 2  

FIGURE 6 - Anticipated Job Satisfaction in 5 Years 

1 -not 2 3 4 S 6 7-very no 
satisfied satisfied answer 

to select more than one answer to this question therefore the results do not equal 100%. 

Multiple answers were given by 18.1 % f respondents while no answer was selected by 

3.6%. Although 33.3%) of respondents indicated that no change in their practice was a 

possibility, 15.2% of these physicians indicated that they were also considering a change 

of some type. Therefore, only 28.3% of responding physicians selected, as their only 

choice, no change in their present practice as their anticipated hture. A total of 84.1% of 

All percentages are quoted as a percent of  the total respondents unless otherwise specified. 



responses indicated that a change in physician practice or career was possible within the 

next five years. Their potential W e ,  as anticipated by the respondents, is reported in 

Figure 7. Of the 23.2% of responses indicating 'other', the most commonly mentioned 

change was an alteration of style or scope of present family practice at 14.5% whereas 

5.5% were still considering their options and did not have a concrete plan. Other plans 

for the future included increasing their amount of privately funded work (2.9%), 

increasing time in administration (0.7%), taking time off for family (0.7%) and taking 

more time for activities outside of medicine (0.7%). 

FIGURE 7 - Anticipated Future 

retired relocattad relocold m rm ham o t h r  
Canada outvde career change made 

Carnda change 

When job satisfaction and hture plans were analyzed with respect to gender, age, 

years in practice, hospital privilege status and practice type and size, certain significant 

relationships were found. Using the Pearson correlation analysis, a moderate correlation 

was found between present job satisfaction and anticipated job satisfaction in tive years 

(r = -6804, p=.000). The chi-squared test for two independent samples was used to 

ascertain the remainder of the significant relationships as at least one of the samples 

contained categorical data. The relationships of note and the apparent discrepancy found 

between the two samples are described as follows: 



Present work sati.$action and plans to c h g e  careers within the next f i e  years - 

The least satisfied physicians appeared to be more likely to consider a change of 

professions within five years (n = 134, chi-square = 8.81 8, p = -0 12). 

Age and anticipated job sat isjiaction in five years - Younger physicians appeared to 

anticipate less satisfaction in five years while peak anticipated future satisfaction is 

seen in those middle aged (n = 122, chi-square = 13-437, p = -037). 

Ageandpiam to retire wirhin fweyears - Physicians older than 55 had more plans to 

retire in the near hture (n = 138, chi-square = 39.657, p = -000). 

Years in practice and plans to mire w~thin f i e  years - Physicians in practice for 

more than 30 years had more plans to retire in the near future (n = 138, chi-square = 

48.046, p = .OOO)- 

Practice type and plans to relocate within the n a  fwe years - Physicians who 

classified their practice as containing a walk-in component appeared to be more 

likely to consider relocation elsewhere in Canada in the near future (n = 113, chi- 

square = 7.81 5, p = -005). 

Evidence of poor morale was seen in the written answers to certain open-ended 

questions. When asked which health care issues were important to them, 19.4% of 

respondents cited problems in which poor morale played a part (only 52.2% of returned 

surveys contained responses to this question). The answers citing morale issues included 

problems such as the treatment of primary care physicians as second class members by 

the rest of the medical profession, decreased solidarity among doctors, decreasing respect 

for physicians and the poor treatment of physicians by government and society. Negative 

feelings were also reported by the vast majority of respondents who commented 

regarding their perception that there was a change in their colleagues' attitudes towards 

the delivery of primary medical care. Of the 105 individuals (76.1% of total respondents) 

replying to this question, there were 130 comments (more than one comment per 

respondent was allowed) indicating poor morale. Words such as demoralization, 

dissatisfaction, fatigue, burnout, frustration, anger, apathy and cynicism were often used. 



Comments citing a deterioration of professional values and a decrease in respect fiom 

society as well as from the medical profession itself were also seen. When asked to 

comment on how they feit society viewed primary medical care practitioners today 

versus 20 years ago, only 4.3% of respondents stated that they felt personal physicians 

remained valued and respected. Alternatively, 34.8% of respondents wrote that they felt 

less valued and respected by society today than in the past. Other comments included 

higher societal expectations of the family physicians and decreased loyalty and trust of 

the patient towards the primary care physician. Response rate for this question was 

84.8%. 

i i )  Physician Remuneration 

Family physicians receiving the survey were requested to rank seven reform 

issues listed in the questionnaire. However, only 85.4% of the respondents ranked the 

issues while they were rated by 14.6%. The results, therefore, could not be analyzed 

meaninfilly statistically. However, when the data was tabulated in an additive format, 

trends were able to be appreciated. The results, afier this process, determined that the 

most important issue facing the family physicians was inadequate physician remuneration 

bet changing the fee payment method was found to be the least significant issue. Despite 

this, the physicians felt that the present method of remuneration was essentially unfair as 

is demonstrated by Figure 8. 

I -not fair 2 3 4 5 6 7 ~ w y f a k  no- - - 2 6  



The preferred method of remuneration, as depicted in Figure 9, is blended 

funding. Blended funding was described as mixture of fee-for-service, fee for 

comprehensive care with patient rostering, and possibly salary, with consideration of 

overhead expenses and incentive payments for health promotion. A written-in comment 

noted that this w-ould be difficult to monitor. 

FIGURE 9 - Preferred Method o f  Remuneration 
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iii) Financial Cutbacks 

As previously stated, the inadequacy of physician remuneration was ranked as the 

issue of highest concern faced by primary- care physicians. The next two highest ranked 

issues were also reflective of financial cutbacks. These were the availability of patient 

serviSces and the availability of specialists. Management of the Health Care System 

ranked fifth out of the seven issues presented. When asked, in an open-ended manner, 

about health care issues of importance to them, 19.6% of total responding physicians 

mentioned issues relating to underfunding of the Health Care System, while 13.8% were 

concerned with the management of the system. This question had a 52.2% answer rate. 

A value of 4.7, just above the median, was the mean resulting from the question 

of whether or not an increase in government funding would solve the problems of the 

Health Care System (HCS), as is seen in Figure 10. The respondents felt only slightly 



stronger that the problems could be remedied by an improvement in the way funds were 

administered, as shown in Figure 1 1 - 

FtGURE 10 - Sdve b W m s  of the HCS by Increased Funding 
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Opinions on whether or  not privatization was a valid solution to health care 

problems were diverse as seen in Figure 12. There was no definite consensus of opinion 

regarding the role of privatization among these health professionals. 

iv) Physician Integration into the Regional Svdem 

Flrrther involvement of primary care physicians with increased integration into 

the regional health authority was ranked by the survey respondents as the sixth most 

important issue out o f  the seven listed issues. On the other hand, desire for autonomy in 

work, which may be viewed as contrary to integration, was ranked somewhat higher as 

the fourth most important issue to the family physicians. The manner in which increased 

integration was supported is demonstrated in Table 3. 

The desire for increased physician involvement in administration \as confirmed 

by the majority of respondents in a further question as shown in Figure 13. An open- 

ended question asking for comments regarding how physicians might have an increased 

role in the administration of health care was answered by 68.1 % of  the responding 

physicians. The most common written response, at 46.4%- was doctors should be given 

more administrative positions in the areas of planning and management as well as in 

advisory capacities. Of total respondents, 15.9% commented that physicians working at 

administrative positions should be financially reimbursed while 4.3% felt that physicians 



should be given management education and their expertise utilized in these 

administrative positions. 

TABLE 3 - Support for Integration 

/ By a team approach (with other health professionals) to primary care I 

Method 

Increased involvement in administration and management 

( Through evaluation and quality control 1 78.4% I 

Percentage 
S U P P O ~ ~  
94.0% 

I Through a common computerized information system 1 56.7% 

1 Financially with physician remuneration by the region 1 56-2% I I In another manner * 

No answer 2.8% I 
* Includes abandonment of regional health authorities, the formation of planning groups, the formation of 

hnded health centres and the ability to veto important change. 



The Structure and Efficacy of Professional ..4ssociatioas 

The survey addressed the question of whether or not professional associations and 

other medical organizations, which exist, at least in part, to look after the interests of the 

primary care physician, fulfilled their mandate effectively. The responding physicians 

rated the present effectiveness of professional associations in representing their interests 

below the median of 4.0, as seen in Figure 14. They also were below the median in their 

trust of these associations as demonstrated in Figure 1 5. 

FIGURE 14 - Ability Of W~SS~OIW W~CirtktBS to Look M W  
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Trust of professional associations was tested against demographic data using chi- 

square analyses. Three significant results were found Female family physicians appear 

to have less trust of these associations than did male family physicians (n = 125, chi- 

square = 8.71 5, p = -0 13). Physicians in practice a shorter time appear to be less trusting 

of professional associations than their peers who have been a practice a greater length of 

time (n = 125, chi-square = 17.345, p = -027). Finally, physicians classifjrlng their 

practice as not having a walk-in component differed fiom those that had a walk-in 

component as  fewer physicians with walk-in practices felt neutral about their tntst of 

professional associations (n = 104, chi-square = 6.052, p = -049). In other words, these 

physicians were more resolute in their feelings of trust, either in a positive or negative 

direction, than were their peers not having walk-in practices. No linear relationship was 

evident. 

Pearson correlation analysis indicated a moderate correlation between present job 

satisfaction and the perception of the ability of professional associations to look after 

physicians' interests (r = -5202, p = -000) and between perception of the ability of 

professional associations to Iook after physicians' interests and trust in professional 

associations to Iook after interests (r = -7259, p = -000). 

It was also demonstrated that the responding primary care physicians in the 

Calgary region perceived the power and influence of the professional associations with 

the government of Alberta to be low as the mean response regarding this issue was below 

the scale median at 3.6, as seen in Figure 16. 

Questions regarding trust, support and perceived power were asked speci fical l y 

regarding the five main professional associations and organizations in Alberta. These 

were the Alberta Medical Association (AMA), College of Family Physicians of Canada 

(CFPC), Calgary Regional Health Authority (CRHA), Calgary Regional Medical Staff 

Association (CRMSA) and College of Physicians and Surgeons of Alberta (CPSA). 

Although the questionnaire instructed respondents to rank their choices, once again a 

significant percentage, 60.9%, rated their responses. This limited the amount of 



FIGURE 16 - Prof8ssionrl Associrtions have Power and Influence 
with the Government 
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information that was able to be derived from the responses to this question- However, 

after reviewing the data in an additive format compiling and graphing the ranked and 

rated data, certain trends were apparent. The CRHA is the least trusted organization. No 

one other organization was clearly the most trusted. It was felt that the CRHA also 

looked after physicians' interests in the area of health reform least effectively. Once 

again no association or organization was a clear leader in terms of advocating for primary 

care physicians in the field of health reform. The CFPC and the CRMSA were perceived 

as having the least influence with the government while none of the remaining three 

organizations were viewed as having significantly more power or influence than the 

other. 

Respondents were asked which association they felt should be managing their 

interests in health reform (Figure 17). The most commonly chosen response, at 37.0%, 

was an association already in existence. Those selecting this answer were asked to 

indicate which of the organizations in existence should be managing their interests. The 

most frequently specified association by far, at 23.9% of total responses, was the AMA. 

Other organizations indicated were the CPSA and the CFPC. The second most frequent 

choice of association to manage primary care interests in health reform was an alliance of 

existing organizations at 34.1 %. The AMA was included in this coalition in 21 -7% of the 

total responses, the CPSA in 12.3%, the CFPC in 10.1% and the CRMSA in 8.0%. A 



new professional association was the third most frequently chosen response at 19.6%. Of 

notc, the choice of the government attending to the interests of primary care physicians 

was chosen by no respondents. 

FIGURE 17 - Prefewed Organi~*orul Management of Heafth Reform 
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The structure of these associations and organizations and their role in a change 

process was also explored by this study- Various statements pertaining to professional 

associations were presented to physicians throughout the survey. Each question gave a 

rating scale of 1 to 7 with I being strongly disagree and seven being strongly agree- The 

scale median in all instances was 4. The mean resuhs are presented for each statement in 

Table 4. 

As Table 4 demonstrates, primacy care physicians support professional 

associations representing their interests in health reform issues, even though they would 

like to see some changes in how the professional associations are structured and allied, 

rnah~ng these organizations more relevant to the family physician. This included making 

professional associations more flexibte, in order to be able to b c t i o n  more effectively in 

a changing environment. The respondents' endorsement, in principle, of associations 

representing them in health reform was supported by a further question that stated in a 

negative form that primary care physicians need not be involved in health care reform. 

The results, as shown in Figure 18, give overwhelming support to family physicians, 

through their representatives, to be included in the change process. 



TABLE 4 - Functions and Structure of tbe Professional Associations 

Statements I I 
Professional associations are necessary in the Health Care System. 

Professional associations should be involved in any health care reform 
process. 

Primary care physicians must be better organized as a group to deal more 
effectively with change in the Health Care System. 

Primary care physicians need a specific coordinating management structure 
to represent them in dealing with health care reform issues. 

Professional associations have a flexible enough structure to adapt to 
changing conditions in the Health Care System. 

Professional associations would be more effective if they formed coalitions 
and alliances with each other. 

I m skeptical of any increase of bureaucracy or management within 
professional associations or the medical profession. 

FIGURE 18- Family Phwicians, as a Group or Association 
Should Not be Involved in Health Reform 
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When the views regarding the role of professional associations representing the 

family physician in the health reform process were explored further, it was discovered 



that the most important perceived role of these organizations was to act as advisors to the 

government (chosen by 85.5% of the respondents). Having the ability to comment on 

and revise policy was deemed the next most significant role of the professional 

associations by 82.6% of the physicians responding. A large number, 63.896, also felt 

these associations should be able to initiate reform policy, while 21 -7% of the responding 

physicians felt that the associations should have control over the reform process. Only 

1.4% of physicians felt that physicians should not participate at all. Other suggestions 

included that the associations should be involved in the planning of reform and in the 

initiation of public discussion pertaining to reform issues. 

Leadership 

Leadership, in general, among primary care physicians was viewed as lacking 

effectiveness by 74.6% of respondents. Many physicians (45.2% of the polled physicians) 

made comments implying that their leadership did not have the power or influence to be 

effectual. Leadership representing primary care physicians was seen to be especially 

lacking in influence, partly because no appropriate framework was perceived to exist that 

effectively represented this segment of the medical profession. As one respondent 

commented, -'GPs are seen as the poor cousins despite an overwhelming majority in 

numbers. GPs [are] numbers without power" (survey + 1 15). Other physicians (9.4% of 

respondents) commented that the medical profession was too fragmented to organize 

itself adequately. The leadership was viewed by 8.7% of respondents as lacking the 

motivation, time and remuneration to be effective leaders. Other comments included the 

perception that leaders could benefit from training to make them more politically 

effective and from assistance from management consultants. 

When specifically asked from where the leadership of change in the Calgary 

region should arise, the most favoured response was a leadership team formed tiom an 

alliance of representatives from various professional associations (Figure 19). There was 

no specific consensus regarding who should form this team. As seen in Figure 19, the 

CRMSA was the most commonly selected association to be part of a leadership team, 



FIGURE 19 - Choice of Leadership of Change in Calgary 
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* This Leadership Team included: 
the CRMSA in 22.5% of responses 
the AMA in 1 8.1 % of responses 
the CFPC in 1 5.2% of responses 
the Clinical Head of the Department of Family Practice (CRI-IA) in 1 3.8% responses 
the CPSA in 10.1 % of responses 
the Academic Head of the Depart~nent of Family Practice (CRHA) in 10.0% responses 



followed by the AMA and the CFPC. Suggestions of others who could be members of 

such a team, over and above those listed at the bottom of Figure 19, were aassroots 

physicians, representatives from specialties and the CRHA. The preference for team 

leadership was supported by the response to a funher question which asked if the 

physicians agreed with the statement: "1 prefer the leadership of my profession to be 

composed of a group of individuals rather than an individual." On the rating scale of I ,  

strongly disagree, to 7, strongly agree, the mean response was 5.3, above the scale 

median of 4. 

Physician Resistance to Change 

The polled physicians overwhelmingly agreed that change was necessary in the 

Health Care System. This is illustrated in Figure 20. However, the participation rate on 

committees or in organizations dealing with change within the system at the time of the 

survey was low at 32.696 of respondents. The reasons given for not participating 

included lack of time, fhstmtion with the present process, the feeling that their personal 

opinions would not be h e d  apathy and burnout. No difference in participation rates 

were found in any of the demographic groups. 

Figure 20 - No Change is Needed in the Present 
Health Care System 
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Primary care physicians appeared to be willing to participate in a change process. 

The majority of the physicians agreed that the Health Care System was worth fighting for 



(mean of 5.8, with 1 being not worth fighting for and 7 being worth fighting for). There 

was, however, a caveat to this willingness to support change on a personal level. Figure 

2 1 demonstrates that individuals would be more inclined to participate in a change 

process if they felt that some benefit would result. This view was upheld by an open- 

ended question that inquired as to what would motivate the physician to become involved 

in a change process. The most common comment, at 44.2% of the respondents, was that 

they would participate if they thought they could be effective, as well as be respected 

and listened to by the government. As one respondent noted, he would participate "zfmy 

views would be taken seriously and thut I coufd have a vote on outcome change" 

(survey # 12 1 ). Many physicians (1  6.7% of respondents) would be willing to participate 

in a change process if they perceived the goals of physicians to be attainable. As well, 

willingness to participate would increase if physicians perceived some prior evidence of 

positive change occurring. This evidence could include such circumstances as an 

indication that there existed a political will in the government to change the direction of 

its health care policy, better working conditions for physicians or improved health care 

for patients. If  they were remunerated, 13.8% of respondents would participate in a 

change process. Only 5.1% indicated that time was the limiting factor in their 

willingness to be part of a change process. If asked, 2.2% of respondents would 



participate in health reform immediately. Alternatively, 2.9% of respondents felt that not 

too much would entice them to participate. There was no significant demographic 

difference in willingness to @cipate in a change process. 

When asked which was their preferred type of involvement in a change process, 

the responding primary care physicians stated that attendance at regular meetings was 

their first preference. Second most favoured was filling out surveys, followed by S~M-ng 

on a committee, electronic input (Email, telephone balloting) and attendance at 

occasionat meetings. Other means of involvement in a change process that were 

suggested by the respondents were participating in focus groups and meeting with the 

community. 

Questions which included open-ended responses were included in this section in 

an attempt to determine the state of readiness of the primary care physicians in the 

Calgary region for change. The majority, at 77.5% of physicians, noted a change in their 

own attitudes towards the effective delivery of primary medical care while 92.7% noted a 

change in attitude of their colleagues. The overall feeling relayed by the written 

comments was one of frustration and negativity. As previously stated, there was 

evidence of poor morale repeatedly throughout these questions. Statement with the tone 

of the following were fiequent: "No one is happy or enjoying their job " (survey 3 6) and 

"People are fed up will1 increased expectations, increased work load and  lo.^ of 

personal time " (survey # 1 19). Economic considerations were stated by many physicians 

( 15.9% of respondents) to be much more prevalent in recent years. Because of this, some 

physicians felt that they were no longer able to deliver the quality of care that they had in 

the past, resulting in a deterioration in the practice of family medicine. Some physicians 

also commented that they were now more open to considering alternative methods of 

primary care delivery. Of the respondents, 84.8% fett that society viewed family 

physicians differently than they did 20 years ago. The most fiequent comments on this 

issue, From 58.7% of respondents, were that primary care physicians were less valued and 

respected now, but had more demanded of them than in the past. It was the opinion of 

18.8% of responding physicians that medicine today was much more consumer-driven 



than in the past. Despite the perception of negative societal views of their profession and 

medicine in general, the majority of physicians still felt that it was important for their 

patients to be in favour of any changes in the delivery of primary medical care (mean of 

5.1, with 1 being not important and 7 being very important) 

The negative comments written by the primary care physicians of the Calgary 

region relay the impression that they were ready for change as long as that change 

remedied some of the significant problems they perceived to be present in the Health 

Care System. There appeared to be no readiness for fkther change in the direction that 

the Health Care System had been taking since the early 1990's. 

Communication and Evaluation 

Physicians were asked what commonly found communication devices they had 

available for their use at their offices at the time of the survey. A fax machine was found 

in 94.2% of respondents' offices while a computer was present 83.3?4. A modem was 

known by 63% of the physicians to be available in their offices. Only 34.1% of family 

physicians had the capability to communicate by e-mail. Computer literacy is quite 

variable among primary care physicians as seen in Figure 22; however, the mean of 3.9 

indicates that in general, the family physician's comfort level with the computer is low. 

FGURE 22 - Computer Literacy 
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Information technology was seen as an important future means of communication 

firstly, within the medical profession and secondly, between physicians and the rest of 

the Health Care System, having means of 5.6 and 5.7 respectively (with 1 being not 

essential and 7, very essential). Despite this, there was a concern regarding issues of 

privacy pertaining to information technoloby as is shown in Figure 23. 

flGURE 23 - Concern -ding hues of Privacy in Infomation 
Technology 
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The respondents rated the effectiveness of the present communication of health 

care and policy changes relating to the delivery of primary care in Alberta in a neutral 

range, with a mean of 4.4 (with 1 being kept not well informed and 7, kept well 

informed). Hard copy, either in the f o m  of paper mat1 or fax, is the preferred method of 

receiving information by over 80% of respondents. The next most favoured 

communication method was e-mail, chosen by 23.2% of respondents. Meetings were 

selected by 9.4% of the family physicians as their preferred method of receiving 

professional information (respondents were requested to select only one response but 

15.2% of individuals specified more than one answer, hence the sum of the results is 

greater than 100). If further information technology hardware was necessary to facilitate 

communication within the medical profession, only 20.7% of respondents felt that the 

physician should be responsible for the cost, while even fewer respondents, at 7.4%, felt 

the physicians should be responsible for the costs of any necessary software to facilitate 

communication within the profession. The remainder of respondents were of the opinion 

that any further hardware or software costs to improve professional communication 



should be the responsibility of either the CRHA or Alberta Health or alternatively, shared 

between these organizations and the physician. 

The polled physicians viewed information technology as being a useful tool for 

the evaluation of effectiveness and efficiency in the Health Care System in the future, 

with a mean of 5.3 on a scale of 1 (not a useful means of evaluation) to 7 (a useful means 

of evaluation). The majority of responding physicians also viewed the need for accurate 

evaluation of any change in the Health Care System as imponant with a mean of 6.0 

(Fisure 24). The willingness of these polled physicians to devote time to an evaluation 

FIGURE 24 - Need for Accurate Evaluation of the Health Care 
System 
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process, however, was lower with a mean of 4.6 as is shown in Figure 25. Chi-squared 

testing was used to analyze demographic data with physician willingness to participate in 

FIGURE 25 - Willingness to Devote Time to Evaluation 
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evaluation of change in the Health Care System. This analysis suggested that older 

physicians were the most willing to participate in an evaluative process (n = 129, chi- 

square = 14.94 1 ,  p = .02 1 ). 



CHAPTER FtVE 

Consistency and solidarity among primary care physicians in the Calgary region 

were evident on the majority of issues presented to them through this research study. 

This was demonstrated by the distributions evidenced in the majority of the responses 

that utilized a ratio scale. As well, there were few significant demographic differences 

among the respondents. Other than what has been reported, there were no significant 

correlations demonstrated for gender, age, years in practice, hospital privilege status and 

practice descriptions when analyzed with specific reform issues. Agreement was also 

found in the issues that were the most important to the respondents. Physician 

remuneration, availability of patient services, including specialist services, and problems 

of physician morale were concerns that were consistently repeated throughout the 

questionnaire responses. Each of the topics presented in the study survey will be 

discussed in hrther detail. 

Demographics 

The gender of the respondents was comparable to the total study population. The 

only available indicator of age in the total population was years since graduation, 

obtained from the CPSA, which had a distribution peaking at 34% in the I 1  to 20 year 

range (Figure 4b). This is consistent with the peak of 34.1% in the 1 1 to 20 year range 

found in the years in practice of respondents (Figure 4a). As previously stated, years in 

practice and years since graduation are not directly comparable due to the variation in 

post-graduate training, therefore, the apparent high response rate in the present study 

respondents among those physicians 0 to 5 years in practice is likeiy related to this 

difference in the two sets of demographic data; that is many new graduates are still in 

training and, hence, are not licensed and listed with the CPSA. The discrepancy in data 

collection behveen years since graduation and years in practice should be less evident at 

the other end of the age range as the physicians in both greater than 30 years groups are 

licensed and, as well, cover a greater potential number of years. It is, therefore, notable 



that the response rate from physicians in practice for more than 30 years was somewhat 

lower than expected at 10.9% while the population of physicians having graduated more 

than 30 years ago was 18.0%. It is also of note that using the estimated number of family 

physicians with hospital affiliations in the CRHA, those physicians with hospital 

privileges were over represented in the study respondents. 

Change Related Issues 

i) Phvsician Morale and Job Satisfaction 

The mean present job satisfaction score was slightly above the scale median. 

This score is higher than might be anticipated given that negative comments were written 

in many of the open-ended responses and that the majority of responding physicians are 

considering a change to their work situation. This discrepancy suggests that the 

physicians are generally content with their career choice, with relatively good intrinsic 

job satisfaction, but the external environment is affecting their work in a negative manner 

Ieading to poor e.xtrinsic job satisfaction. The fact that job satisfaction is anticipated to 

decrease somewhat over the next f ve years also indicates that many physicians perceive 

a deterioration in their working environment. As well, only 19.6 % of responses suggest 

that the polled physicians are considering a career change within the next five years, 

while 37,7O/b of the responses from physicians who are contemplating a change in the 

near future (excluding retirement), indicate that these doctors are planning to remain in 

medicine, albeit in an altered form. According to chi-squared analysis, the physicians 

who are least content with their work are more likely to be considering a career change, 

suggesting that these physicians have less intrinsic job satisfaction that their peers. 

Of the 33.3% of the total physician responses to the survey who were 

contemplating no professional change within the next five years, approximately 15% of 

these responses were from doctors who also indicated that they were also considering a 

change in their professional work (respondents were allowed more than one response). 

With 2 1.7% of physician responses, mostly from the older age group, indicating doctors 

who were considering retirement in near future, there is a possibility of a decrease in the 



availability of primary medical care in the CRHA in the near firture. It is also 

disconcerting that the younger group of physicians appear to be more pessimistic about 

their h r e  job satisfaction. The data from this study, therefore, indicates that there is a 

possibility of a marked family physician shortage in the Calgary region within the next 

five years. In fact, a primary care physician shortage in Calgary has recently begun to be 

evident (Kerrnonde-Scott, t 999). 

Physicians who classified their practice as containing a walk-in component 

appeared to be more likely to be considering relocation within Canada in the near m e .  

This is probable as these individuals are more likely to be employees, as opposed to 

owning their own practices, and hence, are more mobile. Of the 19.6% of responses 

fiom physicians who state that they were contemplating moving their practices fiom 

Calgary, just less than half, at 44.4%, indicate physicians who would practice elsewhere 

in Canada. The remaining 55.6% of responses denote physicians who would leave 

Canada to practice medicine. Although moves within Canada could occur for personal 

reasons, the data suggest that there is a perception among family physicians in the CRHA 

that other places in Canada are more satisfying regions in which to work than Calgary. 

"The h n m  Yro~ecr", the College of Family Physicians National Family Physicians 

Survey (CFPC, 2998), found that 83.8% of their respondents were considering no change 

in their present practice within two years. When this is compared to the 33.3% of 

responses from Calgary family physicians who are considering no change in their present 

practice within five years, it is suggestive that there is more job dissatisfaction in the 

CRHA in relation to the rest of Canada. 

Morale is defined as "the m e n d  and emotional condition of an individual or 

group with regard to the function or tasks at hand" (Webster's New Collegiate 

Dictionary, 1977, page 748). The survey respondents used many emotionally laden 

words to express their concern with the present Health Care System. The words and 

phrases used, such as demoralization, burnout, frustration, apathy, cynicism and loss of 

respect and value, indicate a negative "'mentaI condition" or poor morale. This mental 

state affects the "tasks at hand", increasing job dissatisfaction. 



Several studies have shown that the practice of medicine is inherently stressful 

(Cooper et al, 1989; Lee, 1986; Krakowski, 1982). Krakowski (1982) states that 

physicians, in general, have certain negative personality traits such as compdsivity which 

interfere with their ability to adapt to change, thus, "the physician reacts to the 

spec~fically threatening elements, personal and professional. in a proportionafiy severe 

manner " (page 22). Therefore, if the external working environment of the physician is 

unsupportive and perceived as negative, the stress is compounded and morale adversely 

affected. As well, cynicism, which interferes with organizational change, has been 

shown by Reichers, Wanous and Austin (1997) to exist more frequently in those with a 

negative disposition. 

The factors that influence morale are complex, arising fiom various sources, yet 

the poor morale among Calgary family physicians cannot be ignored as it has the 

potential to be a significant contributing component to any manpower shortage within the 

CRHA in the near future. Low morale, per se, is difficult to resolve as a separate, distinct 

problem. However, if issues of concern existing in the environment external to the 

physician's individual practice are positively addressed by those in power, improved 

relationships between family physicians and administrators within the Health Care 

System should result, thus increasing physician morale. Many of these areas, such as 

efficacy of professional associations, leadership, and communication, have been 

investigated by the study questionnaire and will be further discussed. Reichers, Wanous 

and Austin ( 1 997) have shown that dealing with cynicism towards organizational change 

is similar to working with resistance to change. Success depends on the development of 

good working relationships. The view that resolving issues within the external 

environment to decrease physicians distress and hence, increase morale, has been also 

supported by the work of Lee (1986). She has written in her review that positive working 

relationships and social support appeared to decrease stress in medical professionals. 



ii) Physician Remuneration 

The primary care physicians responding to the survey felt that the most important 

issue of concern was inadequate physician remuneration. H o ~ ~ e v e r ,  unless provincial 

government policy is altered to increase the funds available for physician reimbursement, 

it is difficult to resolve the problem of low physician fees. At present, if primary care 

physicians' fees were to be increased, specialist fees would have to decrease because of  

provincial caps, that is established limits to government funds available for physician 

remuneration. Changing specialist remuneration in favour of primary care physicians is 

unlikely to occur. Expanding private health care could also result in additional income 

for primary care physicians but many aspects of  privatization countermand the Canada 

Health Act. This legislation guarantees public administration, universality and 

accessibility of health care (Shah e t  al, 1994), therefore a significant increase in private 

health care is also unlikely to occur. 

While some primary care physicians are either totally or  partly compensated for 

their work under a salaried agreement, presently the majority of family physicians are 

financially reimbursed through fee-for-service. Under this system, physicians are paid 

for specific direct patient services only. Activities such as administration, committee 

work, paperwork, and time spent on the telephone are not usually compensated. This has 

lead to a sense of unfairness among family physicians with regard to the fee-for-service 

system. Although the inadequacy of fees was the primary issue concerning the 

responding physicians, change in the method of payment was ranked as the least 

important o f  the seven issues presented to the doctors. This low ranking of changing the 

method of  fee payment does not necessarily mean it is not important to the physicians, 

but that they perceived the other issues, most o f  which directly affect patient care, as 

being of greater priority o r  that they view problems with alternative fee payment systems. 

However, many of the physicians' financial concerns regarding reimbursement for work 

that does not involve direct patient care are difficult to resolve under a fee-for-service 

system. Without any major change in government policy, the only way to make 

physician remuneration more equitable is to alter payment method. Family physicians 



are cognizant of this, as despite the fact that changing the method of payment was not a 

high priority issue for the physicians, fee-for-senice was not the preferred system of 

reimbursement. 

Blended b d i n g  was the preferred method of remuneration by over half the 

polled physicians. As previousiy descnkd, blending fhding is a method of 

reimbursement that can involve a combination of various components such as fee-for- 

service, fee for comprehensive care, salary, consideration of overhead expenses and 

incentive payments for services such as health promotion. This form of fee payment has 

the potential of becoming administratively complex, especially if an adequate 

information system to monitor such a plan is not readily available. However, blended 

Funding could be more feasible if it is kept as simple as possible. A trial of such a 

sirnpIified method met with success in Norway (Ostbye and Hunskaar, 1997). The 

Norwegian method, however, could not be used in exactly the same manner in Canada 

because of the differences between the health care systems in the two countries. A 

blended fbnding system, modified from that described by Forster et a1 (1994), has 

potential for use in the Canadian Health Care System. This method would involve four 

components; 

1. Rase Salary - Salary would be determined by the training and seniority of the 

physician as well as whether his or her practice was full or part time. Pensions, 

holiday pay and disability pay would be tied to the base salary. 

2. Capitation - Additional income would be based on the specific patient population 

registered, or rostered, to the family physician. Patient age and gender would be 

considered in determining this income. Patient risk, as determined by geographical 

setting and economic status, could also be included to increase fairness if 

administratively feasible. Capitation fees would cover routine ofice care, telephone 

advise and routine evening call. 

3. Incentive Payments - Bonuses could be distriiuted to those physicians who deliver 

preventative services to a predetermined percentage of their rostered patient 



population. Physicians could also be given bonuses for participating on committees 

and for performing administrative functions in the regional authority. 

4. Fee-for-service - Specific fees for senices over and above an office practice would 

be included in this component. Examples of such services would include hospital 

work, long term care centre work, home visits and additional after hours call above 

the norm. 

There are several advantages to the Health Care System of blended funded 

payment to primary care physicians. Patient care should be improved due to the 

continuity of care that follows when a patient sees only one physician, or his designate. 

Communication between physicians is facilitated as a specialist knows the specific 

family physician that a patient sees. Rostering prevents double doctoring or a patient 

seeing more than one primary care physician for the same problem. As well, evaluation 

should be facilitated through a system where patients are assigned to a specific physician 

as health status could be tracked by the same information system that tracks the 

administration of the patient registry and the blended funding payment to the physician. 

iii) Financial Cutbacks 

The issues of importance to the responding primary care physicians that were 

raised by the survey, such as availability of patient services and specialists, have been 

adversely affected by the decreased finding of the Health Care System by the provincial 

government. Although it was recognized by the respondents that more government 

money invested into health care would help alleviate these problems of health care 

delivery, it was also acknowledged by these physicians that improved management and 

administration of &nds within the Health Care System was also needed. Increased 

funding to and/or a change in management within the Health Care System are really the 

only viable alternatives for resolving the problems facing the primary care physicians 

because, as previously mentioned to significantly privatize health care countermands the 

Canada Health Act. 



The provincial government of Alberta appears to have come to the end of its 

significant financial cuts to health care and is now once again increasing its funding to 

the system, as shown in Figure 1. This increased funding, however, remains significantly 

below the trend Line projections. Further fimding increases will be facilitated if there is 

significant lobbying efforts to the government from both the medical community and the 

general public. Lobbying has been shown to be an effective means o f  influencing the 

government as has been demonstrated by the seesaw effect of the lobbying by both the 

tobacco i n d m  and anti-smoking groups in Canada Each of these contingents has 

gained footing with the government at various times in the past but continued lobbying 

by both factions has kept the issue of tobacco sales and advertising active for the past two 

decades (Wyckham, 1997). 

An increased involvement of physicians in the administration and management in 

the delivery o f  health care could also aid in the resolution of the problems that the 

primary care physicians perceive within the system. At a minimum, physicians should 

have an increased advisory capacity to administrators of the Health Care System. 

Increased physician involvement would result if doctors were given an expanded role 

within the regional health authorities. This is discussed in more detail in the following 

section on physician integration into the regional authorities. 

iv) Physician Integration into the Regional System 

The survey results show that the majority of the primary care physicians 

responding to the questionnaire have a desire to be more involved, or integrated into the 

CRHA, especially in administrative areas. The definition of physician integration in a 

health delivery system, as given by Devers, Shortell et a1 (1994) includes three 

components; comm itrnent to using the system, substantive administrative involvement in 

the system and economic benefit from the system, resulting in the physician having 

shared accountability of health care delivery. Within the CRHA, administrative 

participation would have to be the initial step of integration. Until physicians feel that 

they have true input into the system, trust of the CRHA will remain low, as the survey 

results demonstrate. The survey also indicated that only slightly over half of  the 



responding physicians, at the time of the questionnaire, supported reimbursement by the 

region. As more physician involvement in the CRHA occurs in administrative and 

advisory capacities, increased trust of the authority should also occur, resulting in more 

physician commitment to the regional system and increased physician willingness to be 

financially bound to the region. One way this could happen would be for the region to 

administer a blended h d i n g  method of reimbursement of primary care physicians. Only 

when the physicians are truly integrated into the regional authority in all areas, can they 

share the accountability of the health delivery system. 

Integration of physicians into a health delivery system also includes clinical and 

functional involvement. Clinical involvement, in terms of working as a team with other 

health professionals, was supported by the majority of responding physicians. This is an 

important component of an integrated health delivery system that allows for improved 

coordination of patient care and which leads to improved communication within the 

system. Functional involvement in terms of evaluation and quality control was supported 

by the majority of responding family physicians. This group of doctors, however, 

supported functional integration through a common computerized information system by 

only a small majority. These physicians, in general, as demonstrated by the survey rate, 

are lacking in expertise with computers. This could lead to apprehension and hesitation 

in condoning an increased use of information technology. This problem is further 

addressed in a subsequent section. 

Experience in the USA has demonstrated that physician integration into a health 

delivery system is not without its problems. Although there are definite differences 

between the administration of a public and a private health care system, some lessons for 

Canada can be learned from the American experience. The literature reports both 

positive (Sandrick, 1996) and negative (Succi and Alexander, 1999) experiences with 

physician integration into the management of a health delivery system. However, both of 

these authors, as well as others (Mayer, 1996; Collins, 1998), agree that the effectiveness 

of the physician integration depends upon how well the two distinct cultures of 

physicians and administration are able to be blended. An atmosphere of collaboration, as 



we11 as a shared vision, must prevail for successfil integration to occur. This positive 

atmosphere is attained by the development of trust and mutual respect between the two 

parties. Such trust can only grow if good communication between pames exists, 

according to Attison (1998) in his commentary on the work of Howard Zuckerman. 

Collins (1 998) also stresses the importance of communication between the administration 

of a health delivery system and the physicians involved with the system. Improved 

communication between the CRHA and the primary care physicians of the region is a 

good starting point to increase trust between the two groups which could then lead to a 

more collaborative process in planning and administrating health care delivery. 

Allison (1998) also states that it is necessary for physicians to feel that they are 

truly respected and are welcome in the administrative process. In Calgary, physicians 

need to be part of all management levels of the CRHA. This would involve having more 

physicians as leaders in the Authority, including allowing several physician members on 

the CRHA Board of Directors. Physicians also must be essential members of the various 

subcommittees involved in the delivery of medical care within the region, such as those 

whose fimction is to determine resource utitization, education of medical staff, and 

evaluation of the medical profession and the health care delivery system. Mayer (1996) 

states that this type of physician involvement must include true power and control on the 

part of the doctors. 

Education is also an important factor of successful physician integration into a 

health delivery system. This education would have to take two forms. Firstly, the 

administrators of the system would have to be educated regarding the concerns of 

primary care physicians. This according to Sandrick (1996), would take the form of 

being made aware of the needs and agendas of the physicians as we1 l as respecting their 

desire for clinical autonomy. Secondly, physicians would have to be given educational 

opportunities to assist them in their role as physician managers. Mayer (1996) states that 

physicians need to be given the tools to "practice effectively in the new paradigm " (page 

3 7). 



A percewon that emerged from the open-ended survey questions was that some 

of the primary care physicians feel that they are treated as second class citizens, meaning 

that specialist physicians are perceived as having more value to society and as being 

more important than primary care physicians. Sandrick ( 1996) makes a valid point when 

she states that health care administrations must recognize the importance of the primary 

care physician and that they must shift their loyalty from the specialist to the family 

physician in order to aid physician integration into a health delivery system. 

The Structure and Efficacy of Professional Associations 

The survey results indicated that a general sense of dissatisfaction among primary 

care physicians in the Calgary region existed with regards to the professional associations 

and other organizations that were mandated to look af'ter the interests of these physicians. 

However, the survey also found that the general consensus among family physicians was 

they also felt these associations were necessary for their professional well-being and 

should be involved in the health care reform process. Despite this, no specific 

organization was viewed as being most effective at presenting the family physicians in 

the health reform process. Three areas were seen as being relevant to the functioning of 

the professional associations and other related organizations. These were trust, power 

and structure. 

The survey conveyed the information that family physicians in the Calgary region 

were not overly trusting of professional medical associations in general. The CRHA, 

although not specifically a professional medical association, was viewed as being the 

least trusted organization involved in health reform on a local level. Analysis of 

demographic data showed that females, physicians with fewer years in practice and 

physicians with walk-in practices differed from the general population of family 

physicians in Calgary in their trust of professional associations. Although certain trends 

were suggested (that is, females appear to be less trusting than males, physicians with 

fewer years of practice appear to be less trusting than their more experienced peers, and 

physicians with walk-in practices feel less neutral regarding trust of professional 



association than their counterparts without walk-in practices!, no definite linear 

relationships were evident. Therefore, more research into this area would be necessary to 

clarify these demographic differences. 

Pearson correlation analysis demonstrated a moderate correlation between the 

perception of the ability of professional associations to look after physician interests and 

trust in these professional associations. As both trust and the perception of ability, can be 

measures of satisfaction with an organization, a moderate correlation between these 

factors is not unexpected. Corre tation analysis also resulted in a moderate correlation 

between perception of the ability of professional associations to look after physician 

interests and present job satisfaction. Any specific cause and effect arising from these 

hvo correlations would have to be discerned through further research especially looking 

onto morale issues that might surround these correlations. 

Despite the fact that the CRHA was the least trusted medical organization dealing 

with change in the delivery of primary medical care, all professional medical associations 

with influence at the local level in Calgary had work to do to improve the degree of 

association trust found with the grassroots physician. As discussed in t5e previous 

section, improving communication is important in the development of trust. However, 

certain actions, as well as words, are necessary to garner trust. Buzzotta (1998) states 

that four characteristics are needed to build a trusting relationship. These are integrity 

(meaning what is said), consistency (acting on what is said), reliability (keeping 

promises) and interdependence (establishing positive relationships). A fifth trust- 

building characteristic, which would grow out of the use of these four, is mutual respect. 

Through the use of these five principles, as well as through the improvement of 

communication, medical organizations would be able to take positive steps to begin the 

difficult process of improving the trust of family physicians. This is especially true of 

organizations such as the CRHA that are not administered by physicians at the present 

time. Increased trust would bring improved relationships between professional 

associations and their membership, resulting in the organizations having a clearer 

mandate to promote the interests of primary medical care deliverers. 



The Calgary primary care physicians perceived professional associations as 

lacking power, with power being defined as influence with the  government. Although no 

organization was definitely seen as having the most power, in answers to various survey 

questions, the Alberta Medical Association (AMA) was the most commonly mentioned 

organization, either alone or in a coalition, to be involved with the government in 

representing the interests of the family physician. The type of organizational power 

desired by the survey respondents was that of an influential and respected advisor to the 

government on matters of health care. The physicians, for the most part, do not want 

control. The family physicians, therefore, were not unreasonable in their aspirations and 

given appropriate organizational management of their professional associations, 

increased power, in terms of having their views heard and considered by the 

administrators of the Health Care System, should be attainable. 

This type of power may be increased by various means. Changing the present 

structure of the organizations, including the leadership, may be the primary mechanism 

for increasing the influence of the professional associations. As well, encouraging a 

greater grassroots participation in the organizations and hence, the reform process, will 

give the associations a more powerful presence. This will be discussed further in a 

subsequent section. Finally, lobbying, particularly by a coalition of physician 

organizations, to change government health care policy may be necessary to increase the 

power of family physicians and allow them a more influential role in government affairs. 

The physicians may find it necessary to enlist the general public in these lobbying efforts, 

informing the government that the public desires input from those most lcnowledgeable in 

the delivery of health care, 

As previously mentioned, a change in structure of professional associations has 

the potential to increase the power and influence of these associations. It is interesting to 

note that in the survey, the most common choice for an organization to manage reform 

efforts on behalf of the family physician was 'an existing organization', although this was 

closely followed in favour by the response 'an alliance of organizations' (Figure 17). 

However, when asked who should lead change in the Calgary region, the overwhelming 



choice was that of a 'leadership team of professional associations' (Figure 19). Despite 

this apparent contradiction, the physicians responding to the questionnaire were clear on 

their desire for an alteration to the structure or management of professional 

organizations, especially when dealing with health reform issues. Also, in general, the 

concept of alliances or coalitions among professional associations was viewed positively 

by the family physicians responding to the survey- 

The formation of increased relationships or alliances between organizations 

appears to be the most reasonable and acceptable form of structural change within the 

professional associations. Problems may arise as some of the associations listed in the 

survey are mandated to represent all physicians in the province (AMA and CPSA), while 

the others represent only family physicians (CFPC) or only physicians in the Calgary 

region (CRMSA). In the past, especially in times of provincial physician fee caps where 

the limited funds must be distributed among the profession, there has been animosity 

between certain specialists and primary care physicians (Barer, Lomas and Sanmartin, 

1996). Unless physicians overcome these intraprofessional differences, any alliances will 

not be successful in M e r i n g  the cause of the medical profession in Alberta. There are 

enough common interests within the professional associations in this province, as they all 

exclusively represent members of the medical profession, that these differences should be 

able to be overcome. The associations will need to focus on the 'big picture', that is the 

Health Care System itself and not their personal disagreements. Denis, Langley and 

Cazale (1 996) have shown that a collaborative leadership is useful in large group change 

but can fall apart if internal conflict arises. 

As the AMA appears, in this survey, to be the preferred organization to be part of 

the alliance, it is important that it be a part of any coalition of professional associations in 

the Calgary region. According to the survey results, the other associations that should be 

involved in an alliance should be the CFPC, the CPSA, and the CRMSA. Of note, the 

CRHA is not included as it is apparently viewed as being an organization to which the 

coalition would be presenting itself Any alliance of professional associations would 



have to have strong leadership in order to be effective. This will be discussed 

subsequently. 

A coalition would also have to involve a more defined structure with clear lines 

of authority in order to be efficacious. Despite this more mechanistic organizational 

structure, there should be increased flexibility within the alliance as it would have the 

authority to establish mechanisms to cope with change and have the ability to lead the 

associations in a common direction, resulting in increased influence within the Health 

Care System. Such a coalition could, therefore, solve the problems of the Iack of a 

decision-making system and the lack of ability to deal with change that are often found in 

a professional organization based on collegial authority as descnid by Hinings, Brown 

and Greenwood (1991). An alliance of professional associations would provide the 

increased management and coordinating link needed to deal with change as is advocated 

by Mills et a1 (1983). 

Although the surveyed physicians supported change within their professional 

associations, the questionnaire also reveals that the physicians were somewhat skeptical 

of any increase in management within the medical profession. Therefore, any alliance of 

professional associations would have to proceed in a careful, planned manner in order for 

it to be effective. A coalition of professional organizations dealing with change in the 

Calgary region must have the commitment of all participating organizations. Polk ( 1992) 

states that commitment of all groups is essential in a coalition. As well, he writes that 

advice from appropriate professionals and a good information system are essential to a 

successful alliance. His findings relate to a purchasing coalition but are just as relevant 

to an alliance of professional associations attempting to increase their influence with the 

administrators of a health care system. As well, although Frankel and Whipple (1999) 

are discussing buyer and seller alliances in their article on long-term alliance success, 

certain alliance attributes pertaining to 'people skills' that they found to be important 

factors should also be pertinent for success in a coalition of medical associations. These 

are a feeling of benefit by all involved parties, mutual trust, similar philosophies even if 

management practices differ, and a sense of teamwork with no party in a position of 



power over the rest of the alliance. Any alliance of professional medical associations 

would have to be established taking these factors into consideration, giving all parties an 

equal position within the coalition. 

Leadership 

The majority of primary care physicians responding to the research survey felt 

that leadership in their area of the medical profession was lacking. Several reasons were 

given for this ineffectiveness: the lack of power and influence of the leadership, the non- 

existence of an appropriatc leadership h e w o r k ,  the Fragmentation of the medical 

profession and the lack of time that leaders have available to put into leadership 

activities. These problems could be resolved through the establishment of team 

leadership to guide the profession in this period of change within the Health Care 

System. A leadership team was the preferred option for the leadership of change by the 

surveyed family physicians in Calgary. The favoured members of this team include the 

CRMSA, the A M . ,  the CFPC, the Heads of the Department of Family Practice (CRHA) 

and the CPSA. 

As previously discussed, an alliance of  professional associations would increase 

the power and influence of primary care physicians within the Calgary region. Team 

leadership could evolve from this coalition with its members representing each of the 

involved organizations. As well as increasing the power within the Health Care System, 

team leaders hip would expand the mandate of the proFessiona1 organizations through 

unity, thus increasing coalition effectiveness. A coalition would also provide the 

framework necessary to give the leadership influence in government affairs pertaining to 

health care as well as providing a mechanism to unite the family physicians of the region. 

By sharing and distributing the leadership role, physicians who remain in practice would 

be able to make more effective use of the limited time that they have available for 

leadership activities. Team leadership would, therefore, address many of the concerns 

raised by the surveyed physicians. 



Other advantages arising fiom team leadership would be the decrease in isolation 

and increase in legitimacy of leaders of professional associations of Alberta. Walsh and 

Jones (1999) state that an executive in a position that allows for integration with multiple 

professional associations benefits fiom the ability to access information and resources 

that were unavailable through any other formal means. They also write that professional 

executives who have access to organizational networks are perceived as being more 

influential and are less susceptiile to external threats. Nadler and Tushrnan ( 1990) state 

that the leadership of !arge-scale change frequently requires more than one approach and 

that by involving more than one person in the leadership role, the leaders' respective 

weakness and strengths complement each other. 

Team leadership has been shown to be effective in cases of large scale change 

under conditions of ambiguous authority, such as would be found in an alliance of 

professional medical associations, if all involved team members work in a collaborative 

fashion, foregoing personal power. As we1 I, all team organizational representatives must 

be committed to change and have the mandate of the members of the group they 

represent (Denis, Langley and Cazale, 1996; Mintzberg, 1997). This is not an easy task 

to accomplish and internal conflict or loss of credibility due to the connection with 

unpopular change strategies can cause the team to fall apart (Denis, Langley and Cazale, 

1996). However, the potential advantages of team leadership, as discussed, are many. It, 

therefore, behooves the leaders within the professional associations to put aside personal 

differences and work for the common good. Professional advice and education fiom 

management consultants could assist the team in overcoming any conflicts. As well, 

consuitants could help a team in its infancy establish effective functioning and 

management behaviors. 

The leaders to be involved in these teams must be chosen appropriately. Succi 

and Alexander (1999) note that a physician chosen to assume a leadership role must not 

only be selected on the basis of his or her communication and decision making skills but 

also on the basis of his or her skills in conflict resolution and negotiation. They also 

recommend that training sessions to address the management of diversity be utilized. 



This would allow the physician leaders to be better able to cope with differences within 

the population of physicians they represent. Once a leadership team of committed 

individuals was chosen and educated, it would be in the best interests of the profession to 

leave the team intact for a prolonged period of time. At the present time, the leaders of 

many professional associations change on an annual or biannual basis. A term of five 

years would be preferable in order that the team would have the time to reach the goals 

they set for themselves. This would also give time for the direction of change and 

appropriate change behaviors to be institutionalized throughout the primary care sector of 

the medical profession. Nadler and Tushman (1990) state that for large-scale change to 

be successful in an organization too complex for one team to directly manage, the change 

needs to become in~tit~onaiized throughout the organizational system. This involves 

the development of systems and processes to facilitate change efforts throughout all 

levels of the organization. This type of change process would take time and needs strong, 

consistent leadership, therefore frequent administrative alteration would decrease the 

success of a team in leading primary care physicians through this period of change. 

Physician Resistance to Change 

The primary care physicians in the Calgary region responding to the survey were 

not resistant to change per se. Ln fact, they were overwhelmingly supportive of change in 

the present Health Care System. These doctors were, however, not happy with the 

direction in which change was proceeding at the time of the survey. AIthough the 

participation rate in change-related activities by these physicians was low, a much higher 

number of family physicians wvould be willing to participate if they felt that their 

opinions would be considered by, and have influence on, those in power in the Health 

Care System. Primary care physicians also felt that they should be reimbursed for their 

participation in change-related activities. As we1 1, the physicians appeared, from the 

results of this survey, to be amenable to various forms of participation ranging from 

physical attendance at meetings to mail surveys to electronic input. 



The survey indicated that the physicians resent being 'told' that they would be 

affected by change without having input into the change process. This is consistent with 

the writings of McConnell (1998) who states that involvement in a change process will 

decrease the sense of manipulation and increase motivation of those affected by the 

change. He also states that people will be motivated if they have the opportunity to be 

given responsibility and to become involved in decisions that affect their work. 

Readiness for change according to Armenakis, Harris and Mossholder (1993) 

must exist prior to either resistance or support of change within an organization. By this 

they mean that an organization must have altered their beliefs, attitudes and intentions. 

The new culture will act as an incentive for change. The survey results indicated that this 

type of change in personal views was present within the primary care physicians in 

Calgary. The physicians responded, in the open-ended portions of the questionnaire, that 

they had noted that their attitudes, as well as those of their colleagues, with respect to 

effective delivery of primary medical care had changed in recent years. This was a 

positive indication that the family physicians within the Calgary region were undergoing 

a culture change and were becoming supportive of change. As well, they recognized that 

the abundant, expensive Health Care System of the past was outdated. The comments, 

however, did imply that any change would have to be in a different direction than it was 

headed at that time to have the support of the primary care physicians. 

Issues that restricted the desire to participate in the present change process within 

the Health Care System included poor morale and decreased job satisfaction. As has 

been addressed previously, improving the relationship between the family physicians and 

those in power in the Health Care System through firstly increasing the efficacy of 

medical professional associations and secondly improving communication between the 

profession and the administrators of the Health Care System would provide an initial 

point to begin to realize an increase in physician morale. Lack of management visibility 

and support provides a barrier to change (Boles and Sunoo, 1998). Therefore, increasing 

the power and leadership of the professional associations through a coalition would give 

the associations a higher profile, and allow them to be more effective in representing 



their members. This would increase the perception among physicians that the 

associations have an influential status and credibility within the Health Care System, 

thereby raising the physicians' suppon of any change advocated by the coalition. Such 

an alliance of professional associations would increase the possibility that a strong 

working relationship between primary care physicians and health care administrators 

could be established. Strong working relationships between those involved in a change 

process have been shown to be increase the acceptance of change (Maurer, 1997; 

Kirkpatrick, 1993)- 

Boles and Sunoo (1 998) and LeCraw ( 1  992) have also found that fear of the 

unknown can be a major block to participation in a change process. This fear can be 

decreased by good communication between the various parties involved in the process. 

Not only can good communication practices efficiently and effectively facilitate the 

dissemination of information, but they also allow for feedback and input from the front- 

line workers, that is the primary care physicians. Communication issues will be further 

discussed in the following section. 

Another issue found through this study that increased physician resistance to 

participating in change-related activities was remuneration. Often, a physician is 

expected to participate voluntarily, taking time away fiom work that provides 

compensation. Compensating physicians for their time involved in change-related 

activities would have two advantages. Firstly, physicians are more likely to participate if 

they are not losing income and secondly, if the administration has to pay for physician 

input, they are more likely to feel that it has value and will give greater consideration to 

the advise given. Under a remuneration system based on blended funding, participation 

in change duties could easily be compensated. However, a fee-for-sewice system does 

not preclude remuneration for physician time spent participating in change-related tasks 

as a fee for the provision of this service could be established. 

Large group interventions dealing with change, as described by various authors 

(Gilmore and Barnett, 1992; Wilgus, 1995; Manning and Binzagr, 1996), would be 



unwieldy to use in a process of change within the primary medical care sector of the 

Health Care System. This is due to the geographic dispersion of the physicians and the 

fact that all physicians in a region cannot be available at the same time because of their 

patient care duties. It may be more realistic for such interventions to be used by 

representatives of the various professional associations in order to formulate a vision and 

policy as a group or alliance. The physicians responding to the survey were willing to 

use questionnaires as a means of participating in the change process. This fom of 

information gathering would be an effective means of reaching each individual doctor in 

order to accumulate all opinions of the primary care physicians of the province. 

Effective questioning could be used in this survey format. This type of question 

according to Karnen (1994), in his discussion on the work of Oakley and Krug, helps 

individuals "reach their own concfusions about the need and dkecrion of the change " 

(page 5 ) ,  assisting them to begin to support a change process. Effective questions have 

the following characteristics: they are open-ended, they ask what or how, not why and 

they are oriented toward the responding individual's thoughts and feelings. Once such 

data are obtained, the professional associations could then use the information to 

determine the mandate that they have fiom their membership to formulate a policy 

utilizing a large group intervention process. 

Communication and Evaluation 

Communication to primary care physicians regarding health care and policy 

changes had room for improvement, according to the survey results. This was implied by 

the fact that the responding physicians were neutral as to the effectiveness of the 

communication methods in use at the time of the survey. Good communication has been 

demonstrated by many authors to be an essential part of a successfbl change process 

(Kirkpatrick, 1993; Kotter, 1995; Kerfmt, 1996; Larkin and Larkin, 1996; Laabs, 1998; 

McConnell, 1998). Hence, the methods of communication, especially fiom health care 

administrators and the medical associations to the family physicians, if improved, could 

positively influence the family practitioner's perception of the change process. Larkin 



and Larkin (1996) recommend face-to-face communication of change-related issues. 

This is not feasible, however, within a system as complex as the Health Care System, 

even at the local level, with over 700 geographically dispersed primary care physicians. 

Front-line supervisors, who Larkin and Larkin (1996) recommend as the people of choice 

to personally disseminate change-related information, do not exist per se in primary 

medical care. Communication, then must take the form of another, less personal, yet still 

direct method. Meetings with physicians at the hospital limits the population of 

physicians reached as many Calgary family doctors do not have hospital privileges and 

there is no other location where the doctors congregate regularly. As well, meetings were 

rated low in preference as a means of receiving communications by the physicians 

responding to the survey. This confirms the findings of Larkin and Larkin (1996) who 

found that large group meetings are not an effective means of communicating 

information regarding a change process. The preferred direct method of communication, 

according to the survey, is hard copy. Even though this is not face-to-face 

communication, it is, at least, direct one on one with all receiving the same information. 

Misinterpretations can then, to a large extent, be avoided Mail is, however, an 

expensive alternative which limits the amount of communication affordable. The fax 

remains a viable alternative as most physicians have this technology in their offices. 

Face-to-face communication, whenever possible, such as between administrators and 

physician leaders, remains the communication method of choice. 

The most efficient manner in which to communicate information regarding 

change, and receiving feedback on a regular basis, with the ability to reach all primary 

care physicians, would be electronic. This means allows for the immediate 

communication of information in a geographically dispersed system (Ketfoot, 1996). 

Eckhouse ( 1  999) has found that electronic communication tools are an effective means to 

break down organizational barriers and to promote the sharing of information. Over 80% 

of Calgary family physicians' ofices were already equipped with a computer at the time 

of the survey, although less had a modem or e-mail capabilities. Although few 

physicians were willing to be entirely financially responsible for any additional hardware 



or sofhare necessary to improve communication within the medical profession, many 

were amenable to sharing the cost The survey results indicated that although the 

financial component of such a communication system was a consideration, the lack of 

ease with information technology and a moderately low degree of computer literacy 

among the physicians was a greater issue. For any electronic means of communication to 

be successfbl and effective, physicians would need to be educated on its  benefits and be 

made familiar with its use. As hardware is generally not a barrier to an electronic 

communications system due to the fact it is already extznsively available, the costs to 

administration of supplying all or a large percentage of the software necessary to 

establish the system could eventually be saved through the elimination of mailing costs. 

Communication during change must come fiom a trusted source. Physicians are 

more likely to have faith in inforrnation received fiom their professional associations 

than fiom a government sponsored organization. At present, the physicians receive 

communication from various associations. A coalition of professional medical 

associations could have the sole responsibility of communicating information reIated to 

change in the Health Care System to the primary care physicians. This would decrease 

confusion over issues and increase the perception among the physicians that they are 

truly being kept informed by an influential body. A coalition would also give the 

physicians a specific group to which to direct their opinions and fiom which to receive a 

response acknowledging their input. Feedback is an important aspect of communication 

(Kirkpatrick, 1993), however, any feedback to management must be acknowledged and 

responded to in an appropriate manner in order for communication to be tmly effective 

(McConnell, 1998)- 

Communication must also be of the appropriate nature. Rhetoric alone is not 

sufficient communication. Physicians must be aware of the activities that their 

associations and leaders are involved in on their behalf They must see some objective 

benefit, such as remuneration for a previously voluntary activity. This is supported by 

Larkin and Larkin (1996), who found that the communication of values without evidence 

of actions that reinforce the value is ineffective. Kotter (1995) concurs as he writes that 



communication must be frequent and credible in order to avoid cynicism by the front-line 

workers. Credibility is obtained by leaders 'walking the talk', or demonstrating, and 

communicating, the organizational vision in action. Communications must also provide 

a context and rationale for the change, not just the change itself The physician has a 

right to know the effect of change, not only on the Health Care System as a whole, but 

also on him or herself and his o r  her patients. Laabs (1998) states that communications 

must indicate both the big and little picture. 

The survey results showed that primary care physicians in Calgary 

overwhelmingly viewed a need for accurate evaluation of change within the Health Care 

System. They also indicated they could envision information technology as a usefbl tool 

with which to perform such an evaluation. Despite this, many physicians were not 

willing to parhcipate in an evaluation process. For effective evaluation, it is essential 

that the effects of change on patient health be monitored. Without the input of the 

primary care physicians, much o f  that type of information is unobtainable. In order to 

encourage physicians to partikipate in an evaluative procedure, the process must be 

quick, easy and o f  benefit to the physician. Information gathered through an electronic 

means using software supplied to the physician by administrators of the system that is 

user-friendly and concise would be the ideal method of compiling data for evaluation- 

The family physicians would have to be well educated in its use and benefits as well as 

being assured of its security in order to gain their support for the process. There would 

also have to be some financial incentive to being part of the evaluative process. Such 

remuneration could be a component of a blended funding system of reimbursing family 

physicians. Incentive to the physicians to participate could also be in the form of seeing 

improvements to the system resulting from monitoring, that benefit patient care, making 

the physician's job less stressful. 

Limitation of the Study 

The survey response rate was limited by three factors. Firstly, although the study 

was originally mailed in mid June, the reminder cards were sent out in July. These cards 



elicited little fiuther response, likely because many physicians were on holidays. The 

second major factor affecting response rate was the length of the survey. The time 

necessary to complete the questionnaire was approximately 20 minutes. The results of 

the survey indicated that family physicians had become resentful of donating their time. 

As there was no financial incentive to complete the questionnaire, many physicians 

would not wish to utilize the little free time they had in answering the survey. A third, 

less important factor, that may have affected response rate wvas the absence of a stamp on 

the return envelope. This stamp was omitted due to tiinding limitations of the study. A 

few respondents commented negatively on this lack of stamp, stating that physicians 

were becoming tired of being 'nickeled and dimed' all the time. It is possible, therefore, 

that some physicians, objecting to the absence of a stamp, did not complete to survey on 

this principle. 

The content validity and reliability of certain questions in Part B was limited by 

the wording utilized in these questions. Unfortunately, this was not evident in the pilot. 

The concept of rating and ranking was not explained sufficientiy well, hence, many 

respondents incorrectly rated when asked to rank in questions 4 and 1 1. Therefore, only 

trends were able to be ascertained from these responses and a statistical analysis was 

unable to be performed. Also, one respondent wrote a comment stated that in his 

opinion question 39 could be misinterpreted. The question inquired about the 

responsibility of improving communication within the medical profession. The 

respondent felt that the intent of the question could be misconstrued as meaning within 

the Health Care System. It is difficult to determine if this was, indeed, a problem, and 

how much of an effect this would have on the responses to question 39. The problems 

with these specific questions may have been prevented through the use of a larger pilot 

study. 

The accuracy of the chi-squared analysis was limited by the interval scale used in 

certain questions. This scale had seven points necessitating a compression of the data 

into three categories, 1 to 3, 4(neutral), and 5 to 7 in order to meet the requirements of 



the chi-squared analysis. The use of a five point scale may have negated the need for this 

data compression. 

The ability to generalize the survey results to the entire population of primary 

care physicians in the Calgary region could have been affected by a possible skew in the 

group of physicians responding to the survey. Gender was proportionately represented by 

the study respondents and the distribution of years in practice of the respondents 

followed an essentially similar distribution to that of years since graduation in the study 

population with the exception of a slight decrease in the number of expected respondents 

in the later years of practice. Hence, these demographic aspects of the population were 

represented largely as expected in the study. However, a discrepancy in study 

respondents to entire population occurred with regards to hospital affiliation. In the 

Calgary region, approximately 50% of the over 720 practicing family doctors have some 

type of hospital afEliation. Of these, approximately 250 or nearly 33% of the total 

primary care physician population in Calgary have full hospital admitting privileges 

(personal communication, Clinical Head of the Department of Family Practice of the 

CREW, Oct. 1998). Of the physicians responding to the study, 62.3% had hospital 

privileges, hence, this group of doctors was proportionately over represented in the study, 

while physicians with no hospital affiliation were less well represented as they compiled 

only 2 1.7% of the survey respondents. Physicians with hospital privileges have a history 

of being more vocal and politicaliy active than community based physicians, and 

therefore, would be more likely to answer a suntey with political undertones, such as the 

one utilized in the present study. It may also be that this group of individuals are less 

happy with the present change situation and, thus, were potentially more willing to 

commit the time to completing the study questionnaire while more content individuals 

might have felt no need to express their opinions. Despite this skew of a specific 

population, there were no instances of chi-square testing indicating a difference between 

the population of physicians with hospital affiliation and those based in the community, 

although two comparisons, hospital privilege status and participation on committees or in 



organizations that were dealing with change in the Health Care System, and hospital 

privilege status and present job satisfaction, did approach significance. 

The generalization of the results was also limited by geography. Only the 

physicians in the Calgary region were polled for this study. Health care, to a large extent, 

is a provincial issue. Many of the professional associations named in the survey were 

provincial bodies and any potential coalition of associations would potentially need to 

have a provincial mandate. The results of the present study have a degree of validity and 

generalizablity only to the Calgary region. Although these results give an indication of 

what the opinions of physicians in the remainder of the province may be, especially in 

other urban settings, fkther research is necessary to explore the perception of change of 

the family physicians in the rest of Alberta. Only then could information be ascertained 

as to whether or not the views of the doctors in the remainder of the province are 

consistent with the primary care physicians in the Calgary region. 

Su mrnary and Recommendations 

In recent years the Health Care System in the province of Alberta has been 

undergoing a period of change. Most of this change has been top down in nature with 

m inirnal involvement from the front-1 ine physicians who provide primary medical care. 

The perception of these physicians in the Calgary region was studied by means of a 

mailed survey. One of the key findings of this study was that the morale and job 

satisfaction of family physicians in the Calgary region appear to be at a lower level than 

their peers in the rest of Canada. The study also found that the top three issues facing 

primary care physicians are all related to decreased financial support of the Health Care 

System by the government of Alberta. These significant issues were inadequate 

physician remuneration, availability of patient services and availability of specialist 

physicians. 

The primary care physicians in the Calgary region are not resistant to change per 

se, and importantly, they express a desire to be part of the change process. Family 

physicians indicated that they would like to have an increased role in the management of 



health care in the Calgary region, especially in an advisory capacity, including having 

input into the health care planning processes. Primary care physicians perceived their 

leadership as lacking effectiveness in dealing with change-related issues. The survey also 

found that the primary care physicians felt that the professional medical associations 

were not well trusted and were seen as lacking the power necessary to influence a change 

process. The Alberta Medical Association was the preferred organization to be involved 

in change within the Health Care System, although leadership through a coalition of  

professional associations was seen as a viable alternative. 

Results of the study indicated that there was room for improvement in the 

communication of health care and policy changes to primary care physicians. Fax and 

mail were found to be the preferred forms of communication among family physicians, 

although electronic communication was viewed as having potential as a means of 

communication in the future. The degree of computer literacy was quite variable w-thin 

the population of family physicians polled. The vast majority of surveyed physicians saw 

value in the evaluation of change, but fewer were willing to participate in such a 

program. 

Although chi-squared testing indicated that there were potential differences 

between the total population of primary care physicians in the Calgary region and certain 

sub-populations of physicians on specific issues, there was no particular group that 

consistently stood out as being consistently unique in their perceptions of change in the 

Health Care System. Alternatively, the consistency and solidarity among all Calgary 

family physicians, evident from the survey results, was remarkable. It  is, then, an ideal 

time to capitalize on the unity of this group of physicians and act upon the information 

compiled through this survey. 

Certain recommendations can be made based on the study results. Although 

some answers can be gleaned from the present study, more research is necessary to 

ascertain why a higher percentage of family physicians responding to this survey in the 

Calgary region are considering making changes in their present job situation than are 



family physicians in the remainder of Canada. It is unhown if this phenomenon if 

unique to Calgary or found throughout the entire province of Alberta. Physician 

remuneration is an issue needing to be reassessed in order to make it more equitable and 

able to reinforce effective methods of practicing family medicine. This may involve 

changing form the present fee-for-service to an alternate method such as blended 

funding. This type of compensation has the ability to consider the reimbursement of 

more aspects in the practice of medicine than just immediate patient care. 

The financial priorities of the provincial government will not change unless the 

iegislature is convinced to do so by the electorate. It will take significant lobbying efforts 

on the part of family physicians and their patients to effect the changes in government 

policy that would allow for increased funding of the Health Care System or the 

redistribution of health care dollars in the province of Alberta. As well, increasing the 

presence of physicians in the decision-making process that administers the hnds 

available for health care could cause a change in priority of fund distribution that could 

result in an increase of patient services. 

Physicians could increase their influence and power within the Health Care 

system by altering the structure of their leadership. Presently leadership arises from 

various professional medical associations or organizations. Leadership could be made 

stronger and more effective through the formation of a single leadership team consisting 

of representatives of a formal alliance of professional associations. This united tiont 

would put the primary care physicians in a position of greater power in their deaiings 

with governmental health care administration. As well, any effective change within the 

Health Care System must be of the transformational type. This means that organizational 

members will need to exhibit new behaviors indicating a change in organizational 

culture. This type of change is brought about by a strong leadership reacting to 

alterations in the external environment (Burke and Litwin, 1992). Such a leadership 

could be formed through the creation of a team of individuals from allied organizations. 



Improving the communication within the medical profession, especially between 

the physicians and their professional associations, would be advantageous. Electronic 

communication linking all primary care physicians in the Calgary region with each other 

and their professional associations could allow for greater input into the change process 

of all physicians, as well as improving the dissemination of information. An effective 

two-way means of communication would increase the perception, and the actuality, that 

all of the family physicians in the Calgary region are able to participate in the change 

process, thereby increasing their support of the process and their trust in their leadership. 

In summary, to resolve the concerns of the family physicians in the Calgary 

region regarding change in the Health Care System, the physicians must become less 

fiagmented as a profession and work together for their common interests. One way to 

accomplish this is the establishment of alliances among the professional medical 

associations that attend to the interests of the primary care physician, together with the 

formation of a strong leadership team. This would allow the physicians to have more 

influence in the administrative decisions of the Health Care System, including those that 

deal with issues of hding.  As well, good communication is paramount. The physicians 

must be kept informed of all change-related developments and have a means to respond 

to such information. The end result of these endeavors should be improved morale and 

increased job satisfaction among the family physicians in the Calgary region. 



REFERENCES 

Alberta Health. 1996a. Backgrounder, November 25. Edmonton: Alberta Health 
Communications Branch. 

A1 berta Health. 1 996b. Alberta Health: A Three Year Business Plan and Suppiement 
1996-97 to 1998-99. Edmonton: Alberta Health. 

Alberta Health. 1997. A fberta Ministry of Health - Annual Report 1996-9 7. 
Http.//ww.health.gov.ab.ca~public/document/ar 1 96-97. h t .  

Alberta Health. 1998. AIberfa MrnistryofHeaIth - Annuul Report 1997-98. 
Http.//www. health.gov.ab.ca/pubIic/document/ar97-98. 

Alberta Health. 1999. Alberta Health: Funding. Http:Nwww. health.gov.ab.ca/ funding. 

Allison, Joel T. 1998. "Successfil Physician Partnering in a Rapidly Changing 
Healthcare Environment". Frontiers of Health Services Management. 14(3): 4 1 - 
35. 

Armenakis, Achilles A., Harris, Stanley G. and Mossholder, Kevin W. 1 993. "Creating 
Readiness for Organizational Change." Human Relations. 46(6): 68 1-703. 

Baetz, Stephen. 199 1. Change Is: A Personal Guide for Organi=ational Change. St. 
Jacobs, Ont.: Charles Nathan Publishing 

Barer, Morris L., Lomas, Jonathan and Sanmartin, Claudia. 1996. "Re-minding our Ps 
and Qs: Medical Cost ControIs in Canada." Health ,4ffairs. 15(2): 216-234. 

Boles, Margaret and Sunm, Brenda Pai k. 1 998. "Three Barriers to Managing Change." 
Worybrce. 77( 1 ): 25. 

Bouchard, Thomas J. 1976. "Field Research Methods." Dunnette, Marvin D. (Ed.). 
Handbook of Industrial and Organizational P~ychofogy. Chicago: Rand 
McNally College Publishing. 363-4 13. 

Bryan, Larry. 1 996. A Design for the Future of Heuith Cure. Toronto: Key Porter 
Books. 

Burke, W. Warner. 1 982. Organization Deveiopment: Princjples and Practices. 
Boston: Little, Brown and Co. 

Burke, W. Warner and Litwin, George R. 1 992. "A Causal Model of Organizational 
Performance and Change. " Journal of Management. 1 8(3): 523-545. 



Buske, Linda. 1997. "MD Fees Much Higher in US." Canadian Medical Association 
Journal. 156(6): 960. 

B uzzotta, Victor R. 1 998. "Restoring Trust. " Executive E-rceffence. 1 5( 1 1 ): 8. 

Byrd, Kathy and Gulbro, Robert D. 1998. "E-mail and the Organization of Tomorrow." 
lvey Bminess Quarterly. 63( 1 ): 1 4- 1 5. 

Calgary Regional Health Authority. 1998. "Bed to Population Ratios." Health Services 
Delivery Highlights. 2: 1 8- 1 9. 

Canadian Medical Association. 1994. Strengthening the Foundation: The Role ofthe 
Physician in Primary Heaih Care in Canada. Ottawa: Canadian Medical 
Association. 

Canadian Medical Association. 2 996. Taking the Pulse: The C M  Physician Resource 
Survey. Ottawa: Canadian Medical Association. 

College of Family Physicians ofCanada 1998. "The Janus Project". The CFPC 
lYational Fumil+v Physician S m e y :  Summary Report. Mississauga: College of 
Farn i 1 y Physicians of Canada. 

College of Physicians and Surgeons of Alberta. 1999. College of Physicians and 
Surgeons Mediicaf Directory. Http.Nwwcpsa.ab.ca/meddir. htm . 

College of Physicians and Surgeons of Alberta. 1998. 1998 Medical Directory. 
Edmonton: The Council of the College of Physicians and Surgeons, Province of 
Alberta. 

Collins, Hobart. 1998. "How to Save Distressed IDS - Physician Marriages: A Case 
Study." Healthcare Financial Management. 5 2(4): 29-3 1 . 

Cooper, Cary L., Rout, Usha and Faragher, Brian. 1989. "Mental HeaIth, Job 
Satisfaction and Job Stress Among General Practitioners". British Medical 
./ournal. 298: 366-70. 

Cres~vel I ,  John W. 1 994. Research Design: Qualitative and Quantirarive Approaches. 
Thousand Oaks, CA.: Sage Publications. 

Denis, Jean-Louis, Langley, Ann and Cazale, Linda. 1996. "Leadership and Strategic 
Change Under Ambiguity." Organizational Studies. 17(4): 673-699. 

Deven, Kelly J., Shortell, Stephen M., Gillies, Robin R., Anderson, David A., Mitchell, 
John B., and Erickson, Karen L. Morgan. 1994. "Implementing Organized 
Delivery Systems: An Integration Scorecard" Health Care Management Review. 
1 9(3): 7-20. 



Diekho ff, George. 1 992. Statistics for the Social and Behavioral Sciences: Un fiariaie, 
Rivariate. Mulrivoriate. Dubuque, IA: Wm. C .  Brown Publishers. 

Duck, Jeanie D. 1993. "Managing Change: The Art of Balancing." Hurvard Bminess 
Review. 7 l(6): 109- 1 1 8. 

Eckhouse, John. 1 999. "Get Creative with Knowledge Sharing." information Week 
E-recutive Report. 720(supplement): 19. 

Federal/ProvinciaVTerritorial Advisory Committee on Health Sewices 1 995. The 
iktoria Report on Physician Remuneration. Victoria: Queen' s Printer for B. C. 

Forster, John, Rosser, Walter, Hennan, Brian, McAuley, Ron, Wilson, Ruth and Grogan, 
Maggie. 1994. "New Approach to P r i m w  Medical Care." Canadian Furnily 
Physician, 40: 1523-1530. 

Frankel, Robert and Whipple, Judith S. 1999. "Testing a Model of Long-term Alliance 
Success." Hospital Management Quarterly. 20(4): 55-59. 

Gilmore, Thomas N. and Bameg Charles. 1992. "Designing the Social Architecture o f  
Participation in Large Groups to Effect Organizational Change." The Journal of 
AIlied Behavioral Science. 2 8(4): 534-548. 

Guglielmo, Wayne 1. 1998. "Organized Medicine's Biggest Fight - For Survival." 
Medical Economics. 75(5): 202-224. 

Health Canada. 1 999. National Health Expenditures in Canada. 1975- 1996. Fuct 
Sheets. Http.//ww hcc. gc. ca/main/hc/web/datapcb/&~es~w97Ehex97. 
htm. 

Hinings, C. R., Brown, John L. and Greenwood, Royston. 199 1. "Change in an 
Autonomous Professional Organization." Jownal ofManagernenr Studies. 28(4): 
3 75-494. 

Hobart, Jeremy C., Freeman, Jennifer A. and Lamping, D O M ~  L. 1995. "The Evaluation 
of Outcome Measurement Instruments." MS Management. 2( 1 ): 6- 12. 

Johnson, Donald E. L. 1997. "Medical Group Culture Pose Big Challenges." Health 
Care Strategic Management. 1 5( 1 1 ): 2-3. 

Kamen, Stu. 1994. 4mplementing Effective Change". Success Workshop FoIio. 2: 5-6. 

Kerfoot, Karlene. 1996. "On Leadership." Nursing Economics. 14(5): 3 1 1 -3 1 2. 

Kermonde-Scott, Barbara. 1999. "Short of Family Physicians." Canadian Family 
Physician. 45: 585-59 1 .  



Kerr, Thomas A. 1995. "CFPC Alternate Funding Model." Canadian Family Plzysician. 
41: 209-21 1. 

King, John, (Senior Operating Oficer, Acute Services, CRHA). February 6, 1997. 
Lecture to MDSC 645.01- Calgary. 

Kirkpatrick, Donald L. 1993. "Riding the Winds of Change." Training and 
Development. 47(2): 29-32. 

Kotter, John P. 1995. "Leading Change: Why Transformation Efforts Fail." ffarvard 
Business Review. 73(2): 59-67. 

Krakowski, Adam J. 1982. "Stress and the Practice of Medicine II. Stresson, Stresses, 
and Strains". Psychotherapy and Psychosomatics. 3 8. 1 1 -23. 

Laabs, Jennifer. 1998. "Show them Where You're Headed." Worerce. 77(11): 45- 
48. 

Larkin, T. J. and Larkin, Sandar. 1996. "Reaching and Changing Frontline Employees." 
Hantard Business Review. 74(3): 95- 104. 

LeCraw, James. 1992. "Organizational Change and Employee Stress - A Recession 
Strategy." The Canadian Manager 1 7(4): 27-29. 

Lee, Cynthia. 1986. "Professionals in Medical Settings: The Research Evidence in the 
1 980's". Journal of Orgunkat ional Behavior. 8: 1 95-2 1 3. 

Ma, Patrick C. C., Chan, Lawrence K. C. And Huynh, Xinh. 1997. "Intention to 
Relocate to the United States: Survey of University of Toronto Family Medicine 
Residents." Canadian Family Physician 43 : 1 53 3- 1 539. 

Maccoby, Michael. 1996. "Resolving the Leadership Paradox: The Doctor's Dialogue." 
Research- Technology Management. 39(3 ): 57-59. 

Manning, Michael R. and Binzagr, Ghazi. 1996. "Methods, Values, and Assumptions 
Underlying Large Group Interventions Intended to Change Whole Systems." 
international Journal of Organzzat ional Analysis. 4(3 ): 268-284. 

Maurer, Rick. 1996. "Using Resistance to Build Support for Change." Journal for 
Quality and Purticipat ion 1 9(3): 56-63. 

Maurer, Rick. 1 997. "Transforming Resistance." HR Focus. 74( 10): 9-1 0. 

Mayer, Thomas. 1996. "Physicians and Hospitals: New Partnerships." Health System 
Review. 29(3): 35-37. 



Mccomell, Charles R. 1998. "Employee Involvement: Motivation or Manipulation?" 
The Health Care Supervisor. 1 6(3): 69-85. 

Mills, Peter K., Hall, James L., Liedecker, Joel K. and Margulies, Newton. 1983. 
"Flexifom: A Model for Professional S~M-ce Organizations." Academy of 
Management Review. 8( 1 ): 1 1 8- 1 3 1. 

Mintzberg, Henry. 1979. The Structuring of Organizations: A Synlhesis of the Research 
Englewood Cliff, N.J.: Prentice-Hall Inc. 

Mintzberg, Henry. 1 997. "Toward Healthier Hospitals. " Heafth Cure Managemenr 
Review. 22(4): 9-1 8- 

Nadler, David A. and Tushman, Michael L. 1990. "Beyond the Charismatic Leader: 
Leaders hip and Organization. " Calfornia Management Review. 3 2(2): 77-97. 

National Forum on Health. 1997. "Canada Health Action: Building the Legacy." Final 
Report ofthe Notional Fortcm on Health. Ottawa: National Forum on Health. 

Ostbye, Truls and Hunskaar, Steinar. 1997. "A New Primary Care Rostering and 
Capitation System in Norway: Lessons for Canada?" Canadian Medical 
Association Jountaf. 1 57 ( 1 ): 45-50. 

Polk, John. 1992. "On Healthcare: All for One, One for AIL" Small Business Reports. 
1 7( 1 0): 22-26. 

Province of Alberta. 1994. Regional Heafth Authorities Acr. Edmonton: Queen's 
Printer for Alberta. 

Reichers, Arnon E., Wanous, John P. and Austin, James T. 1997. "Understanding and 
Managing Cynicism about Organizational Change." The Academy of 
Management Executive. 1 l(1): 48-59. 

Runkel, Philip J. and McGrath, Joseph E. 1 972. Research on Human Behavior: A 
Sysfernafic Guide to Method. New York: Holt, Rinehart and Winston, Inc. 

Ryndes, True. 1997. "Stress: Creating an Environment to Prevent Burnout." The 
Healthcare Fomm J o u ~ M ~ .  40(4): 54-57. 

Sandrick, Karen. 1996. "How to Succeed with Doctors by ReaIly Trying." Hospirals & 
Hospital Networks. 70(3 ): 2 2-2 8. 

Shah, Chandrakant P., Shah, Sunil S. and Shah, Rajiv R. 1994. Public Healrh and 
Preventative Medicine in Canada. Toronto: University of Toronto Press. 



Shortell, Stephen M. 1995. "Ream-on to Strategic Alliances as a Structure for Integrated 
Delivery Systems." Kaluzny, Arnold D., Zuckerman, Howard S., Ricketts, 
Thomas C. III and Walton, Geoffiey B. (Eds.). Partners for the Dance, Forming 
Strategic Alliances in Health Care. Ann Arbor, Michigan: Health   dm inistration 
Press. - I 85- 192. 

Shortell, Stephen M., Gillies, Robin R. and Devers, Kelly J. 1995. "Reinventing the 
American Hospital ." The Milbank Quarterly. 73(2): 1 3 1 - 1 60. 

Sorensen, James E. and Sorensen, Thomas L. 1974. 'The Conflict of Professionals in 
Bureaucratic Organizations. " Administrut ive Science Quarterly. 1 9: 98- 1 06. 

Statistics Canada. 1 999a Popularion and Average Annual Growth Rates. Canada. the 
Provinces and Territories. ~ttp://www.s~tcan.cden~l ishPgdbff eople/ 
Population/demo02. htm. 

Statistics Canada. 1999b. Population. Http://www.statcan.caienglish/Pgdb/People/ 
Population/demo02c. htm. 

Stoneman, Bill. 1997. "This May Hurt." American Demographics. 19(7): 28. 

Succi, Melissa J. and Alexander, Jeffrey A. 1 999. "Physicians Involvement in 
Management and Governance: The Moderating Effects of  Staff Structure and 
Composition." Health Care hfanagement Review. 24(1): 33-44. 

Ul lric h, Robert A. and Wieland, George F. 1 980. Organization Theory and Design. 
Revised Edition Homewood, Illinois: ~ i c h a r d  D. b i n  Inc. 

Walsh, Anne M. and Jones, Richard L. 1999. "Managing Environmental Uncertainty: 
An Analysis of Executive Behavior in the Health and Social Service Sector / 
Practitioner Response. " .Journal of Healrhcare Management. 44( 1 ): 47-57. 

Wilgus, Alan L. 1995. "The Conference Method o f  Redesign." Quality Proqess. 
28(5): 89-95. 

Wehster 's New Collegiate Dictionary. 1 977. Wool f, Henry B., Ed. In Chief Toronto, 
Ont. ~ h o m a s ~ l l e n  & Son Ltd. 

Wright, Charles J. 1996. "Physician Remuneration Methods: The Need for Change and 
Flexibility." Canadian Medical Association Journal. 1 54(5): 678-680. 

Wyckham, Robert G. 1997. "Regulating the Marketing of Tobacco Products and 
Controlling Smoking in Canada." Revue Canadienne des Sciences de 
/'Administration 14(2): 141-165. 



Zikmund, William G. 1994. Exploring Marketing Research (5th Ed) .  Toronto: Dryden 
Press. 



APPENDIX A 

Questionnaire 



QUESTIONNAIRE 

Part A: 

1. What is your gender? 

2. In which age range do you fall? 
25-35 3 6-45 46-55 >55 

3. How many years have you been in practice? 
0-5 6-1 0 1 1-20 2 1-30 >30 

4. Do you have: (circle one) 
a) admitting hospital privileges 
b) another CRHA appointment 
c) no CRHA appointment 

5. Which of these best describes your practice? (Please choose onefiom list A and one 
from List B) 
List A: Solo List B: Family practice 

Group Walk-in Clinic 
Combination Walk-in and Family Practice 

Part B: - 
PLEASE PLACE AN X ON YOUR CHOICE ALONG THE CONTLhTUUM LINE 

OF ALL QUESTIONS INVOLVING A SCALED RESPONSE. 

I .  At present, how satisfied are you with your work? 
1 1 I I I I 

not very 
satisfied satisfied 

3. Five years Crom now, how satisfied do you anticipate you will be with your 
professional work? 

I I I 1 I 
not very 

satisfied satisfied 



3. Five years from now do you see yourself; 
Yes 

a) retired 
b) relocated elsewhere in Canada 
c) relocated in the USA 
d) in a new profession or career 
e) making no change 

f) other (please elaborate) 

4. Rank the following issues 1 to 7 as to their importance to you. 
(One being most importa,  seven being the least) 

a) change in physician fee payment method 

b) availability of patient services 

c) inadequate physician remuneration by the province 

d) autonomy in your work 

e) management of the Health Care System 

f) further integration and involvement of primary care physicians into the 

regional system 

g) availability of specialists 

5. Are there any other health care issues that are important to you? Please elabotate and 
state importance in comparison to the issues listed in question 4. 

6. Below are various statements pertaining to change within the Health Care System. 
Please indicate how much you agree or disagree with these statements. 

a) The problems of the Health Care System can be solved by an increase in 
government funding. 

I 1 I 1 
strongly strongly 
disagree a- 



b) The problems of  the Health Care System can be solved by an improvement in 
the way h d s  are administered. 

- -- 

strongly 
disagree 

c) There should be increased privatization in the Health Care System. 

strongly 
agree 

strongly 
d i q e e  

d) Physicians should be more involved in the administration o f  the Health Care 
System. 

strongly 
disagree 

strongly 
agree 

7. If physicians were to have an increased role in the management and planning of 
health care, how could this be accomplished? 

8. Do you support increased physician integration and involvement in regional health 
authorities in the following ways? 

Yes No 
a) in administration/management - 
b) through a common computerized information system - 
c) financially (physician remuneration by the region) 
d) evaluation and quality control 
e) a team approach (with other health care professionals) 

to primary care 
f) not at all 

g) in another way (piease specrfl) 



9. How fair is the present physician remuneration method in Alberta? 

not 
fair 

very 
fair 

10. What is your preferred method of remuneration? (circle one) 
a) Fee-for-service 
b) Fee for comprehensive care with patient rostering 
C) Salary 
d) Blended funding (includes mixture of above with consideration of overhead 

expenses and incentive payments for health promotion) 

1 I .  Rank the following professional associations and other organizations as to : 
(A) the amount of trust you have in them. 

(One being trust the most, frve the least) 
(B) how well they look after your professional interests in the area of health 

reform. (One being looks crfrer interests the best, five the least) 
(C)  the amount of power and influence they have with the government. 

(One being have the tnost power, frve the least) 
(A) @I (C) 

t . t  reform influence 
a) Alberta Medical Association 

b) College of Family Physicians 

C) Calgary Regional Health Authority 

d) Calgaq Regional Medical Staff Association 

e) College of Physicians and Surgeons o f  Alberta 

12. How well do professional medical associations established to look after physicians' 
interests represent you, personally? 

13. What is your opinion of  the following statements regarding professional medical 
associations: 

I 

a) Professional medical associations are necessary in the Health Care System. 

strongly 
disagree 

not very 
well well 

I I I 



b) I trust professional associations to look after my interests. 
1 I I I I I 1 

strongly mon@~ 
disagree agree 

c) Professional associations should be involved in any health care reform 
process. 

I 1 I I 
strongly strongly 
disagree agree 

d) Professional associations have power and influence with the government. 

strongly 
disagree 

strongly 
=&Fee 

e) Professional associations have a flexible enough structure to adapt to changing 
conditions in the Health Care System. 

I I f 
strongly strongly 

disagree agree 

f) Professional associations would be more effective if they formed coalitions 
and alliances with each other. 

strongly 
disagree 

strongly 
agree 

14. My interests in any health care reform process should be managed by: (circle one) 
a) an existing professional association 

@leuse .~peclfi) 
b) a new professional association 

c) an alliance of existing associations 
@lease specrfi) 

d) another organization 
(please specrfi) 

e) the government 



15. Primary care physicians, as a group or association, should not become involved in 
health care reform. 

L I I I J 
strongly - O ~ @ Y  

disagree agree 

17. [n a health care reform process, primary care physicians, through their professional 
associations, should: (may circle more rhan one) 

a) act as advisors to the government 
6) initiate reform policy 
C) not participate at all 
d) have control of the process 
e) have the ability to comment on and revise policy 

16. Primary care physicians must be better organized as a group to deal more effectively 
with change in the Health Care System. 

f) other (piease speczfi) 

I 

18. Primary care physicians need a specific coordinating management structure to 
represent them in dealing with health care reform issues. 

I I I 1 I 

i 

I I I i 
strongly strongly 
disagree %Tee 

strongly strondy 
disagree agree 

19. I am skeptical of any increase of bureaucracy or management within professional 
associations or the medical profession. 

20. A) Do you see leadership, in general, as being effective among primary care 
physicians in Alberta? 

Yes No 

I i t 

B) Please elaborate on your answer. 

1 I J 
strongly strongly 

disagree agTee 



2 1. Do you agree with the following statement: "I prefer the leadership of my profession 
to be composed of a group of individuals rather than an individual". 

22- Leadership of any change affecting the Calgary region should come from the 
following office(s): (circle one) 

a) the President of the AMA 
b) the President of the College of Family Physicians (AB Chapter) 
c) the President of the Calgary Regional Medical Staff Association 
d) the Academic Head of the Department of Family Practice of the CRHA 
e) the Clinical Head of the Department of Family Practice of the CRHA 
f) the Registrar of the College of Physicians and Surgeons of Alberta 
g) another individual. (Please specrfi) 

[ 

h) a leadership team with representation from various professional associations 

and organizations. (Please spec~fi)  

1 

i )  a leadership team consisting of other individuals. (Please spec[@) 

I 
I I 

23 - I do not feel that any change is necessary in the present Health Care System. 

strongly s t r o n d ~  
disagree agree 

I I I I 
strongly stronsly 

disagree agree 

24. The Health Care System is worth fighting for. 
I 

I I I I I 
strongly strongly 

disagree agree 



25. A) Are you actively participating in any committees or organizations that are dealing 
with change in the health care system at the present time? 

Yes No 

B) Please elaborate on your answer. 

26. I would be willing to participate in a change process if I anticipated beneficial results 
fiom the process. 

t I I I 1 1 
strongly strongly 
disagree agree 

27. 1 would be willing to be involved in a change process through: (circle one) 
a) attendance at regular meetings 
b) attendance at occasional meetings 
c) electronic input, i.e. Email, telephone balloting 
d) filling out opinion surveys 
e) serving on a committee 
f) not at all 
g) other means (please specify) 

28. Please comment on what would motivate you to become involved in a change 
process. 

29. A) I have found that some of my attitudes and beliefs regarding what constitutes 
realistic and effective primaty medical care have changed in recent years. 

Yes No 



B) Please elaborate on your answer. 

30. A) I sense a change in the colleagues' attitudes towards the delivery of primary 
medical care in recent years. 

Yes No 

B) Please elaborate on your answer. 

3 1 .  A) I feel that society views primary medical care practitioners differently now than 
they did 20 years ago. 

Yes No 

B) Please elaborate on your answer. 



32. It is important that my patients support any changes in the delivery of primary 
medical care. 

I I 1 I I I 
strongly strongly 
disagree agree 

3 3 - Is your ofice equipped with: 
Yes 

a) a computer 
b) a fax machine 
C) a modem 
d) Email capabilities 

34. How computer 1 iterate do you consider yourself? 
I I f 1 I 

not very 
literate literate 

35. How concerned are you regarding privacy issues pertaining to information 
technology? 

I j I I f 1 
not very 

concerned concerned 

36. In the future, how essential do you anticipate information technology will be as; 

a) a means of communication between physicians. 
1 I 1 I I I f 

not very 
essential essential 

b) a means of communication throughout the Health Care System. 

essential 

I 1 

C) a means of evaluation of effectiveness and eficiency of the Health Care 
System. 

I I 

1 1 I I 
not VerY 

essential essential 

J 
not very 



37. I am kept well informed of changes or policies relating to the delivery of primary 
medical care that are occurring in Alberta including those that relate personally to me 
(i.e. changes in fees, job action, change in s e ~ c e  provision, etc.). 

I I I I I 
strongly strongly 
disagree agree 

38. My preference is to receive professional information and communications: (circle 
one) 

a) by mail 
b) by Ernail 
c) at meetings 
d) by other means @lease specrfl) 

39. I f  improvements in information systems are essential to improve communication 
within the medical profession, whose responsibility is it to supply the necessary: 
(circle one in each section) 

a) Hardware 
i) the physician 
ii) the CRHA 
iii) Alberta Health 
iv) shared @lease indieare percenrage rhat should be the physician 's 

responsibility) % 
V) other (please spec~fi) 

b) Software 
i) the physician 
ii) the CRHA 
iii) Alberta Health 
iv) shared @lease indicate percentage [hat sItouId he the physician 's 

respons ibi f i ry )  YO 
V) other @lease specrfl) 

40. How essential is accurate evaluation of any changes in the Health Care System? 
I I 1 I 1 

strongly strongly 
disagree agree 

41. I am willing to devote some of my time to participating in the evaluation of any 
change that occurs within the Health Care System. 

t I I 1 
strongly strongly 

disagee agree 



APPENDIX B 

Information Letter Sent to Professional Associations and Organizations 



(U of C Faculty of Management Letterhead) 

June 1998 

(Address) 

Dear Dr. (Organizational Representative), 

I would like to inform you of a research study that I am presently conducting. As a 
former Calgary family physician providing primary medical care and a graduate student 
in the Faculty of Management of the University of Calgary, I am completing a master's 
thesis on the subject of the management of change in the Health Care System, 
specifically as it effects the provision of primary medical care. In order to obtain data on 
the views of primary care physicians regarding change or reform in health care in the 
Calgary region, I will be distributing the attached questionnaire to each non-specialist in 
the region in June of this year. There may be minor revisions made to the enclosed 
survey prior to mailing. You may note that your organization is mentioned in questions 
13 and 22. 

This research study is intended to determine, firstly, if there is consensus in the opinions 
of physicians providing primary medical care regarding the need for change and how 
change might be accomplished. Secondly, the information gathered in the survey will 
also clarify reform issues that are importam to primary care physicians. Thirdly, the 
resultant data should assist in the formation of strategies to manage change affecting the 
primary care physician in the fitwe. The inclusion of names of professional associations 
and other medical organizations is not to determine the efficacy of these organizations 
but to assess primary care physicians' perceptions of these groups and to investigate 
potential activities that might be undertaken by these organizations. 

Participation by primary care physicians in this research study will be entireiy voluntary. 
The anonymity and confidentiality of respondents will be maintained by the use of non- 
identifying information on the questionnaire and the use of aggregate data to report 
findings. An written summary of the results will be available to the respondents by 
December 1998. An executive summary of the study's findings will be forwarded to you 
upon completion. The results may also be published in an appropriate journal in the 
Future. As well, if requested, I would be willing to present the results of this study to 
your organization and discuss their implications. 



Sincerely, 

Laurie Meadows, MD, CCFP. 
Graduate Student, Faculty of Management 
568 Silvergrove Dr. NW 
Calgary, AB, T3B 325 
Phone - (403) 286-2740 
Email - lameadow@acs. ucalgary.ca 



APPENDIX C 

Cover Letter to Questionnaire 



(U of C Faculty of Management Letterhead) 

PHYSICIANS PROVLDING PRIMARY MEDICAL CARE 

REQUEST FOR PARTICIPATION IN RESEARCH STUDY 

June 1998 

Dear Doctor, 

As a former Calgary family physician providing primary medical care and a graduate 
student in the Faculty of Management of the University of Calgary, I am completing a 
master's thesis on the subject of the management of change in the Health Care System, 
specifically as it effects the provision of primary medical care. In order to obtain data on 
the views of primary care physicians regarding change or reform in health care in the 
Calgary region, I would like to request your participation in completing the enclosed 
survey. It has been sent to each non-specialist in the Calgary region. 

This research study is intended to determine, firstly, if there is consensus in the opinions 
of physicians providing primary medical care regarding the need for change and how 
change might be accomplished. Secondly, the information gathered in the survey will 
also clarify reform issues that are important to prirnay care physicians. Thirdly, the 
resultant data should assist in the formation of strategies to manage change affecting the 
primary care physician in the Future. Knowledge of the attitudes of primary care 
physicians is important to making future change successful. 

This questionnaire has been endorsed by the Regional Clinical Depamnent Head, 
Department of Family Medicine, CRHA and the President of the College of Family 
Physicians of Canada, Alberta Chapter. Upon completion of the study, a summary of the 
results will be distributed to various professional associations and other medical 
organizations throughout the province whose mandate includes the representation of 
interests of primary care physicians. A meeting will be arranged to present and discuss 
the results to these organizations upon their request. As well, the findings may be 
published in an appropriate journal in the fbture. 

Please be assured that your anonymity and confidentiality will be maintained by the use 
of non-identifying information on the questionnaire and the use of aggregate data to 
report findings. Questionnaires will remain with the investigator for a maximum of one 
year and then will be shredded and properly destroyed. A written summary of the results 



will be available by December 1998 and may be obtained through Dr. J. Rowney at the 
Faculty of Management, University of Calgary. 
I f  you choose to proceed with the questionnaire, please read the following instmctions: 

1. It will take approximately 20 to 30 minutes to complete the questionnaire. 
2. Do not include your name on the survey. 
3. Complete all questions and return in the pre-addressed envelope provided. 
4. If  you are not a primary medical care provider, please indicate this on the 

questionnaire and return in the pre-addressed envelope provided. 

Your participation in this research study is entirely voluntary. This cover letter acts as 
your consent form, therefore, having read it, your decision to complete and return this 
questionnaire will be interpreted as an indication of consent to participate. In no way 
does this waive your legal rights nor release the investigator or involved institutions from 
their legal and professional responsibilities. Should you have funher questions, please 
contact: 

Laurie Meadows @ 286-2740 

If you have any questions concerning the ethics review or your participation in this 
project, you may also contact the Office of the Vice President (Research) and ask for 
Karen McDerrnid, 220-338 1. 

Your assistance in the research study is most sincerely appreciated. 

Thank you, 

Laurie A. Meadows, MD, CCFP. 
Graduate Student 
Faculty of Management 
(403) 286-2740 
~ameadow@acs.ucalgary.ca 

J.I.A. Rowney, Ph-D. 
Professor of Human Resources, 

Faculty Advisor 
(403) 220-6592 
jrowvney@mgmt. ucalgary. ca 



APPENDIX D 

Reminder Card 



A REMINDER TO PRIMARY MEDICAL CARE PROVIDERS 

Dear Doctor, 

Last month we, through the Faculty of Management of the University of Calgary, 
mailed you a questionnaire inquiring of your opinions regarding the management of 
change in the Health Care System. We are interested in your views and ideas on this 
important issue, therefore if you have not yet completed this survey, we continue to 
appreciate receiving your response. If you have replied to the survey, thank you for 
participating. If a replacement questionnaire is needed, please contact the Departmental 
Secretary (Management of Organizations and Human Resources) at 220-83 5 8. 

Thank you very much, 

Laurie A. Meadows, MD, CCFP. Julie I. A. Rowney, Ph.D. 
Graduate Student, Professor of Human Resources 
Faculty of Management, U of Calgary Faculty Advisor 




