IN THE MATTER OF A DISCUSSION PAPER
BEFORE THE MOCAP REDESIGN PANEL.

RE:  MOCAP
SUBMISSION OF THE SECTION OF GENERAL SURGERY
The Section of General Surgery appreciates the opportunity to make a submission to the MOCAP redesign panel.

INTRODUCTION

The Medical On-Call Availability Program ("MOCAP") was established by the 2001 Agreement between the British Columbia Medical Association ("BCMA") and the Government of British Columbia. The MOCAP program was implemented on April 1, 2002.
Under Article 17.4 of the 2012 Physician Master Agreement (the "PMA"), the parties appointed a MOCAP Redesign Panel (the "Panel") to make recommendations to the Physician Services

Committee as to the redesign of MOCAP.
There have been no increases to the MOCAP program since its implementation. It is the position of the BCMA Section of General Surgery (the “Section of GS”) that a discussion on the MOCAP is entirely appropriate at this time and long overdue.

RESPONSES TO QUESTIONS
1. What data should be used to assist in determining the payment of MOCAP?

The most objective data that exists to determine the relative volume after hours and weekend (out of hours or “OOH”) services between sections is Medical Service Plan (“MSP”) billing data for fee codes 01200, 01201, 01202. These are call back fees billed to MSP according to the Medical Services Commission Payment Schedule:

01200 
Evening (call placed between 1800 hours and 2300 hours and service rendered between 1800 hours and 0800 hours) 

01201 Night (call placed and service rendered between 2300 hours and 0800 hours) 

01202 Saturday, Sunday or Statutory Holiday (call placed between 0800 hours and 1800 hours) 
The following graphs show the number of services, ranked by section, for the 2010/11 fiscal year.
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It is clear from these data that some sections provide a high volume of on call OOH services and others rarely do so.

It is the position of the Section of GS that these data be taken into consideration into the redesign process and sections who rarely provide OOH services as demonstrated by the above data have their MOCAP prorated or be switched to a “call back” level of MOCAP where a set fee is paid for infrequent services rather than regular payment for being on call and services actually being rendered is unlikely as per item 1.7 of Appendix G of the PMA.

Further, sections who provide the bulk of onerous OOH services should have an increase in the amount of remuneration. If there is no new money to fund this increase the money should be obtained from proration or disqualification of sections that rarely provide after hours or weekend services.

Further, OOH services should be periodically audited to prove that they are actually provided physically at the hospital and not from the provider’s home over the phone.
In addition, MOCAP remuneration should be ‘weighted’ on STAT holidays with 2-3 times the usual pay on those days compared to a non-STAT call day, corresponding to how other health care workers such as nurses and resident physicians are paid on those days.
2. Should there be any exception from the normal operation of the MOCAP system?

The Doctor of the Day should not be funded from the MOCAP program. It should be separately funded. Similarly, a call back arrangement for surgical assistants should also be separately funded and administered.

Sites with unique services only available at one site in the province, such as tertiary pediatric services, tertiary obstetrics or quaternary trauma, could be negotiated separately from MOCAP as these services may be difficult to fit within the MOCAP framework.
3. Call-Back and Doctor of the Day

Currently, surgical assistants are paid $250 per call back. In busy hospitals it is not uncommon for the surgical assistants to be called three or more times in which case they are being remunerated more than the attending surgeon for providing similar OOH services. The frequency of OOH services billed to MSP for certain call groups could be analyzed and surgical assistants at sites with frequent services be placed on a regular set amount for a call period rather than call backs. Sites with infrequent OOH services should remain with a call back arrangement. A more evidence based approach is required.

Doctor of the Day is an important program, particularly in the emergency care of “orphan” patients without a family physician. However, this program should be separately funded from the MOCAP program. Frequency of OOH services as explained in Question #1 should be taken into consideration.
4. Is Rural Call different from Urban Call?

It is the position of the Section of GS that each call service at each site, rural or urban, should be considered individually and that similar levels of coverage should be remunerated similarly. The current levels of MOCAP availability are as follows:

Level 1 – availability by telephone within 10 minutes and available on-site within 45 minutes

Level 2 – availability by telephone within 15 minutes and on-site within 2 hours

Level 3 – availability by telephone within 15 minutes and on-site within 16 hours

On Site – the physician must be onsite

Call back – the physician is not on call but paid $250 per call back
The distinction should not be rural versus urban per se but on the frequency of calls, the urgency the physician must attend the hospital and the frequency that he or she must do so. In addition, some specialists in smaller centres that lack some specialty services may cover a broader range of emergency problems than their counterparts in larger centres. For example, a general surgeon on call in Chilliwack would cover emergency gastroenterology, plastic surgery and trauma surgery in addition to general surgery services compared to a Royal Columbian where these services would be covered by up to four separate individual physicians.
We propose a six tier system that takes into consideration the frequency of calls, urgency and frequency of on site hospital attendance:

Level 1 – frequent calls, continuous or on site attendance needed in < 45 minutes
Level 2 – frequent calls, frequent on site attendance needed in <2h

Level 3 – frequent calls, frequent on site attendance needed in <8

Level 4 – frequent calls, frequent on site attendance needed in <16h 
Level 5 – frequent calls, infrequent on site attendance

Level 6 – infrequent calls, infrequent on site attendance – call back pay only
5. How should physicians have input into MOCAP funding distribution decisions within a Health Authority?

There is room for improvement in this area. Decisions should be made by an ad hoc committee composed of representatives from practicing clinicians, from the BCMA and the Ministry of Health. Whenever possible, an evidence based approach should be employed with MSP billing data. In the past, decisions have been made unilaterally by health authorities resulting in disputes with clinicians.
There are many services that rightly should have their own MOCAP program but do not. An example is critical care, which is often covered by general internal medicine or sometimes general surgery. In some centres it is too onerous or even unsafe to cover more than one of these services. There should be a mechanism where new funding is available for services that merit separate call coverage for patient safety reasons without sacrificing funding for other services.
6. Multi-Site Call

If a physician is covering multiple sites but does not have to physically attend different hospitals this should not make a difference in the level of MOCAP. However, if the physician must physically attend more than one hospital they should receive MOCAP for each site they are covering. Telephone coverage only does not count as multi-site call.
7. Dispute Resolution
In general, unilateral decisions by the Health Authority are counter-productive. An ad hoc committee with representatives from clinicians, the BCMA and administrators employing an evidence-based approach is more helpful.

In addition, it should be formally acknowledged that provision of regular emergency coverage (eg 1:5) is a duty that is performed for the hospital in exchange for access to regular operating room time (eg 1 day per week) for scheduled surgeries and ambulatory care resources for endoscopy and minor procedures. A surgeon with a significant waitlist of patients cannot be expected to provide only call coverage without regular OR and ACU resources. 

CONCLUSION
This concludes the submission of the Section of GS. In summary, we believe the MOCAP program is important for patient care but should be objective, evidence-based and specialty specific. Physicians should be compensated in proportion to the disruption being on call causes to their personal and family life. MOCAP should be a program to support emergency specialist on call services. Services rendered by GPs such as Doctor of the Day and surgical assists are important for patient care but should be separately funded.
The Section of General Surgery is grateful for this opportunity. We believe this document is self-explanatory but would welcome any further questions from the Panel.

Respectfully submitted,

Dr. Hamish Hwang

Chair, Economics Committee

BCMA Section of General Surgery
