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My thanks to the conference organizers for the invitation to introduce the work of the Expert Panel 
for Patient-Based Funding.  It is a valuable opportunity to speak with such a distinguished audience 
who bring a wealth of experience in health care.  

There are many exciting forward-looking ideas being raised in the proceedings of this conference – 
the transformation we can expect from three forces of change associated with people living with 
long-term conditions, information technologies, and new economic models to appreciate not only 
the cost but also the value created by health care.  

Quebec: Looking in Two Directions 

In this conference devoted to looking forward to a radically different vision of health care policy, 
Quebec finds itself looking in two directions.  Our ideas and ambitions are in step with leading-edge 
thinking and practice around the world – we recognize the challenge of chronic disease, IT, and 
changing public expectations.  

At the same time, we are attached to our existing health care system, the one founded in the late 
1960s on values that we continue to hold dear.  However, this legacy includes some other features 
less attuned to the future, such as “medically necessary services” that are acute-care and hospital-
based, and budgets allocated to institutions on a global and historical basis.  

These features are more difficult to reconcile with the future being discussed here at this 
conference.  So the big challenge facing our health care system is implementing change.  How we 
make positive changes to respond to the disruptive challenges being discussed at this conference, 
while assuring the public that the core values of our health care system are safe.  

I would go further and say that it is only through accelerating the pace of change that we can 
protect the most important principles of equity and solidarity that rest at the heart of Québec health 
care.  

The Expert Panel  

So the Panel I was asked to chair looks in both directions.  It is asked to bring forward 
recommendations for how Quebec could introduce activity-based financing (ABF) in health services 
– now, in the short term.  In this aspect of our mandate we are immersed in the operational 
challenges which our health professionals and managers live every day.  

But our mandate also asks us to look at ways of achieving more patient-based financing. This aspect 
recognizes that the future does not rest in the hospital as we know it today and have known it in the 
past.  As acute care becomes less central to our health care, we need to create financing approaches 
which reach beyond the walls of the operating room and even beyond the hospital, ones which 
support patients to live at home.  

Working with the other two group members, Pierre Shedleur and Roger Paquet, we are pursuing 
this mandate – looking at how new financing approaches can improve the quality, efficiency, and 
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safety of health care in Quebec – in the short run, to address problems of poor access, uncertain 
quality, and variable costs; and in the near future, to improve service integration, quality, and the 
challenges faced by increasing numbers of people living with long-term conditions.  

Our regular meetings include many stakeholders: the Association québécoise d’établissements de 
santé et de services sociaux (AQESSS), health service providers, the Fédération des médecins 
omnipraticiens du Québec (FMOQ), the Fédération des médecins spécialistes du Québec (FMSQ), 
the Ordre des infirmières et des infirmiers du Québec (OIIQ), patient groups, trade unions, agencies, 
and others.  We have established two committees: 1) one looking at the information and financial 
systems; and 2) a consulting committee that serves as a sounding board as we develop our 
questions and proposals.  Our work will conclude with a report to the ministre de la Santé et des 
Services sociaux and the ministre des Finances et de l’Économie in the fall of 2013.  

Not a New Idea 

The need to move away from global budgets has been argued not only by the Organisation for 
Economic Co-operation and Development (OECD) and the World Health Organization (WHO), but 
also in many influential Quebec reports.  

Over ten years ago, the Bédard report concluded that historical global budgets were no longer fit 
for purpose, and that “l’objectif visé est de passer d’un financement organisationnel global à un 
financement plus ciblé de la production hospitalière. À la gestion des ressources, pourra également se 
greffer une gestion de la pratique médicale.”1 

Similarly, the Clair report argued that “Il faudra résolument adopter une culture de l’excellence basée 
sur la mesure de la performance. Tous les pays disposant de systèmes à financement public, en Europe 
et ailleurs, se sont tournés résolument vers de nouvelles stratégies qui incitent à performer et à 
mesurer les résultats.  Nous devons faire de même.”2 

And Dr Phillipe Couillard, who, as minister, executed many of the recommendations of the Clair 
report, also went on the record saying: “[Le FAA] sera la prochaine évolution.”3 

For Diane Lavallée, director general of the AQESSS, “Pour nous, la mise en place d’un mode 
d’allocation basé sur le financement axé sur les patients (FAP) permettrait de réduire les iniquités, de 
favoriser la transparence et d’accroître l’accès aux services.”4 

                                                           
1
  MINISTÈRE DE LA SANTÉ ET DES SERVICES SOCIAUX. La budgétisation et la performance financière des centres hospitaliers (Bédard Report), [Online], 

p. 4, 
http://msssa4.msss.gouv.qc.ca/fr/document/publication.nsf/4b1768b3f849519c852568fd0061480d/988078f1a78f4eb485256b95006a391
0?OpenDocument [Retrieved on June, 11, 2013], (French only]. 

2  MINISTÈRE DE LA SANTÉ ET DES SERVICES SOCIAUX. Les solutions émergentes – Rapport et recommandations (Clair Report), [Online], p.137, 
http://msssa4.msss.gouv.qc.ca/fr/document/publication.nsf/0/6c397fad530bc545852569d6006ef6ef?OpenDocument [Retrieved on June, 
11,2013], (French only]. 

3
  BOURGAULT-CÔTÉ, Guillaume. « Soins de santé – Couillard approuve le plan Legault sur le financement des hôpitaux », Le Devoir, 2 December 

2011, [Online], http://www.ledevoir.com/societe/sante/337423/soins-de-sante-couillard-approuve-le-plan-legault-sur-le-financement-des-
hopitaux [Retrieved on June, 11, 2013], (French only]. 
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We have now heard calls for activity-based financing of our health care for over a decade.  Many 
may feel that the time for action is overdue.  That it is about time that payment was made for the 
services and outcomes we want.  

Most of the world has already made this move.  Health care systems very similar to Quebec’s have 
adopted ABF – there is 30 years of experience on which we can draw.  Though in general Canada 
has been slow to make change, British Columbia, Ontario, and Alberta are introducing ABF – in 
innovative schemes geared to improving access, improving quality, and rewarding performance.  
For the most part these schemes cover surgery and hospital admissions, but also long-term care in 
Alberta and funding integrated services for people living with complex long term conditions in 
Ontario’s Health Links. 

Our Starting Point in Context 

Right now, Quebec funds its health care through global budgets largely determined on a historical 
basis.  It has begun to make some regional health allocations on population-based formulas.  There 
is a system of relatively soft incentives for funding marginal increases in surgeries with average 
case costs.  Relative to reforms we see around the world, we are at the conservative end of the 
spectrum.  There are great ambitions for making our health care system the best in the world, but 
so far limited experience of using either transparency or financial mechanisms to bring about 
change.  This is in contrast to most other single payer systems in the world that are in the second or 
third generation of financing reform.  

 

Objectives and Strategy  

The experience on ABF is clear about the importance of designing the financing system to align with 
strategy and objectives. So what are some of the challenges?  They are not unique to Québec.  

Lack of Transparency 

Despite lots of media reports and score cards, a lack of systematic collection and reporting of data 
makes Quebec’s health care system lacking in transparency.  This may come as a shock to people 
working in the system who feel they spend disproportionate time filling in statistical returns.  But 
all this data is largely about activity and volumes.  It says little about quality, or patient outcomes, 
or costs, or patient pathways from one part of the system to another.  As a result what can be 
known about the performance of the system is limited.  

                                                                                                                                                                                           
4
  LAVALLÉE, Diane. Mode d'allocation du financement des établissements: une modernisation s'impose, 24 April 2013, [Online], 

http://www.aqesss.qc.ca/2522/Mode_d_allocation_du_financement_des_etablissements___une_modernisation_s_impose.aqesss?postid
=243 [Retrieved on June, 11, 2013], (French only]. 

Global budgets Transparency Activity-based funding Quality-based funding Patient-based funding



CHUM – Rethinking Tomorrow’s Hospitals and Health Care – 11 June 2013 Dr Wendy Thomson 
 Page 5 
 

Problems of Access 

• Inequity – despite the priority placed on reducing wait times, there are still over 
106,000 Quebecers waiting for more than six months for elective surgery.5 

• And how long you are likely to wait depends on where you live.  Whereas in Chaudière-
Appalaches 5% of the population waits more than six months, in Québec region it is 22% and in 
Montreal it is 32%.  

• The Commissaire à la santé et au bien-être reports the results of the international study by the 
Commonwealth institute which shows many examples where Québec patients wait longer than 
people in other countries.6 

Questions about Quality 

• There are also concerns about how safe hospital services are – reflected in problems like rates 
of infection, rates which are not only reach dangerous levels from time to time but also are 
experienced unequally depending on where you live and which hospital you go to.7 

A recent report from the Canadian Alliance for Sustainable Health Care rated the performance of 
Quebec’s health care system as a C, largely due to problems of access and patient centeredness. 
Both problems associated with global budgets, where containing cost is the logic that drives the 
system.8 

The Challenge of Chronic Disease 

The strategic challenge is not only the pressures facing acute services but developing services that 
work for people living with long-term conditions, highlighted in the white paper on social 
autonomy.9  People living with complex chronic conditions represent the most important demand 
on our health care system.  

Integrated services that engage patients more actively in their health will be key to supporting 
people living with long-term conditions.  It requires well designed and executed patient pathways – 
with easy access from points of entry to primary medical care, diagnostics, specialist intervention, 
and care at home, possibly with periods in rehabilitative services.  Currently access and exit from 
each of these types of care are problematic. Many people experience obstacles and waits between 
each of these resources.  As a result, people’s health outcomes deteriorate unnecessarily. 

                                                           
5  MINISTÈRE DE LA SANTÉ ET DES SERVICES SOCIAUX. [Online], http://wpp01.msss.gouv.qc.ca/appl/g74web/SommaireAttente.asp [Retrieved on 

June, 11, 2013]. 
6  COMMISSAIRE À LA SANTÉ ET AU BIEN-ÊTRE. [Online], http://www.csbe.gouv.qc.ca/index.php?id=73&L=2 [Retrieved on June, 11, 2013]. 
7  MINISTÈRE DE LA SANTÉ ET DES SERVICES SOCIAUX. Surveillance Data on Clostridium difficile: Associated Diarrhea in Québec Hospitals, [Online], 

http://publications.msss.gouv.qc.ca/acrobat/f/documentation/2012/12-209-05A_no29.pdf [Retrieved on June, 11, 2013]. 
8  THE CONFERENCE BOARD OF CANADA. [Online], http://www.conferenceboard.ca/cashc/default.aspx [Retrieved on June, 11, 2013]. 
9  MINISTÈRE DE LA SANTÉ ET DES SERVICES SOCIAUX.Autonomy for All : White Paper on the Creation of Autonomy Insurance, [Online], 

http://www.autonomie.gouv.qc.ca/documents/livre-blanc-en.pdf [Retrieved on June, 11, 2013]. 
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The pressures are across the system: an urgent need to strengthen primary and community care at 
the same time as patients are waiting to access elective surgery and specialist services.  How can we 
get the system realigned, in a period when simply spending more is not an option?  

Activity-Based Funding in Quebec  

So the Expert Panel is both concerned with the immediate challenges of greater transparency, 
access, and quality, as well as proposing ways to use financial levers to secure greater quality and 
integrate patient care across the service continuum.  

Surgery  

Starting with acute services, we are drawing lessons from the Programme d’accès à la 
chirurgie (PAC) introduced in Quebec hospitals in 2004–05.  In this program, hospitals are 
reimbursed for the surgeries provided since the 2002–03 baseline.  

 

 

 

As a result of this program, there has been significant increase in elective surgeries and less people 
waiting more than six months. However this has been at a cost and without the benefit of 
information about quality. 

We have conducted focus groups of people involved in delivering the PAC and we have heard from 
them about improvements that they would like to see in this program.  They tell us that the 
payment system is not transparent, that they do not have the IT and financing systems to track 
performance and monitor the payments they receive, that they do not believe they are paid fairly 
for the work that they do, that too few people in the hospital are aware of this program, and that 
fewer understand how it works.  Paying a tariff only for the surgeries done above the baseline is not 
a sufficiently powerful incentive.  Our recommendations for the next program will try to address 
these concerns.  
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Managing Risks of Getting It Wrong 

We are also well aware of the risks associated with ABF.  It is very difficult to start paying for things 
that up till now have never had a price attached to them.  Most places that have done this have 
developed and improved over time – no doubt the same will be true for us.  

There are widely recognized risks associated with any financing system, as there are with global 
budgets; so introducing tariffs will have to include measures to address:  

• Cost control 

• Inappropriate medical activity 

• Upcoding  

• Patient selection 

• Fragmenting the patient pathway  

• Health outcomes rather than inputs 

Many of these risks are inherent in our current funding system, where hospitals are funded without 
regard for the services they provide.  This is not good enough. We need to monitor quality – 
through indicators like readmissions, complications, recovery, and incidence of disease.  We need to 
monitor costs and utilization rates against the population’s historic and assessed needs.  The tariff 
needs to be tuned to secure the desired services and quality.  

Ever Longer and More Integrated Episodes of Care 

So we know that strategically, we need to design ways of financing episodes of care, beginning with 
pre and post-operative care and moving to financing whole packages of care.  There are exciting 
initiatives being introduced that employ ABF-type approaches to support patient pathways. 

The Year of Care initiative in the UK is learning how routine care can be redesigned and 
commissioned to provide a personalised approach, including support for self-management, for 
people with long-term conditions.  This approach was piloted in three localities and is now being 
rolled out more widely. It is based on a systematic risk profiling of population, integrated locality 
care teams including social care, community services, allied health professionals and general 
practice, maximizing the number of patients who can self-manage through a systematic transfer of 
knowledge, and care planning. 

It is one of many other long-term care financing models, such as the Alzira model in Valencia, which 
is providing capitated payments to a single integrated provider.  Other examples of capitated 
contractual models based on a common risk-adjusted pathway can be found in the CREG project in 
Lombardy (still in the pilot stage), in the Netherlands, and in Gesundes Kinzigtal Germany (which 
introduced bundled capitation payments in 2007).  

Closer to home, quality-based payments in Ontario will pay service providers based on the type and 
number of hospital treatments and the complexity and quality of care provided to patients.  They 
are starting with a few conditions (hip or knee replacement surgery, cataract surgery, and 
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treatment for chronic kidney disease), but plan to expand this to over six additional procedures this 
year, including stroke, congestive heart failure, and systemic chemotherapy.  Over the next three 
years, they plan to increase the proportion of quality-based payments from 6% to 30%.10 

What We Need to Bring About These Changes 

Not everything is in place that is necessary to make these changes work effectively: 

• IT and financing systems 

• Transparent and well communicated objectives and tariffs 

• Informed and well equipped staff  

• Quality standards and independent monitoring systems 

Here again, we will be working at different levels, seeing what can be done with the data and 
capacity that exists now and recommending the systems and changes necessary to bring about 
more important changes to the system in the next few years.  

Transparency 

As financing approaches are planned and introduced to pay for surgical activity in order to reduce 
waiting times, to recognize best practices to improve quality, or to integrate care by paying for ever 
longer episodes of care and patient pathways, we will at the same time be bringing more 
transparency into our health care system.  

We will know more about what services patients and all Quebecers are receiving for the money 
invested. 

We will know more about the quality of care being provided and the health results achieved. 

Everyone – clinicians, patients and managers – will have patient-oriented information that will 
allow them to make better decisions and use resources to best effect.  

  

                                                           
10

  MINISTRY OF HEALTH AND LONG-TERM CARE. [Online],  http://health.gov.on.ca/en/pro/programs/ecfa/ [Retrieved on June, 11, 2013]. 
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Conclusions 

Patient-based financing will not be introduced in a big bang.  We will make recommendations to 
inform a short and medium term strategy.  The PAC, for example, provides a basis for drawing 
lessons, identifying areas for improvement, and making future plans.  

As experience is gained around the world, Quebec can determine how it wishes to introduce 
financing approaches that will support better quality and integrated care, delivered on a cost-
effective basis.  The right services, in the right place, at the right time – a simple objective, an 
objective that more targeted payment will help to deliver.  

Dr Wendy Thomson, McGill University 
President, GEFAP, Quebec 


