
 

 
 
 
 
December 7, 2018 
 
 
Dr. Nancy Whitmore 
Registrar/CEO 
College of Physicians and Surgeons of Ontario  
80 College Street  
Toronto, ON M5G 2E2 
  
Dear Dr. Whitmore, 
 
The Ontario College of Family Physicians (OCFP) welcomes the opportunity to comment on the College of 
Physicians and Surgeons of Ontario’s (CPSO’s) proposed Continuity of Care Policy. The OCFP recognizes the 
collaborative approach the CPSO has taken to gather feedback on this important topic and we appreciated the 
opportunity to participate in the stakeholder sessions on October 31 and November 5. The principles outlined at 
the outset of these meetings by both Dr. Copps and Dr. Poldre were considered in the feedback we are 
providing. 
 
The CPSO’s role is to regulate the practice of medicine in the public interest, and the OCFP believes it is critical 
that while exercising these duties, policies set by the CPSO strike a balance among the various providers, roles 
and resources within the healthcare system. The principles of professionalism and expectations related to 
physicians, patient engagement and technology outlined in the umbrella policy are a positive step forward. 
However, several elements of the proposed Continuity of Care Policy rely on appropriate system supports, 
enhanced clarity of accountability and responsibility among physicians and other providers, and a clear 
agreement on the role of patients in the co-management of their care. In the absence of these, there will be 
risks to successful implementation. 
 
Family physicians play an important and central role on the frontlines of health care, and in supporting their 
patients’ lifelong medical needs and journey through the healthcare system. They work collaboratively with their 
patients, other physicians and healthcare practitioners within a complex and multi-layered healthcare system to 
deliver optimal care to their patients.  
 
To solicit feedback on the proposed Continuity of Care Policy, the OCFP surveyed its family physician members 
on the key elements impacting their practice. Nearly 100 family physicians provided detailed and thoughtful 
feedback to clarify language and offer a different perspective based on their practice realities; and also spoke of 
administrative burden, exhaustion, and burnout that could result from some of the proposed requirements. 
Indeed, the majority of family physicians do not have the resources in their practices (75 per cent of family 
doctors do not practice in Family Health Teams with funded interprofessional healthcare providers) that will 
allow them to meet the expectations that would be created through this policy. The variety of practice models 
and context in which family physicians practise have created inequities for both physicians and patients, and 
these gaps will only be magnified through this policy.  
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Members highlighted several key areas of concern, including: accountabilities and responsibilities related to 
maintaining 24/7 coverage and voicemail; tracking test results for high-risk patients and ensuring those patients 
have taken the tests; notifying patients of specialist appointment dates and times; and issues around walk-in 
clinics such as providing the patient’s primary care providers with a record of the encounter and offering 
comprehensive care to orphan patients. As noted at your stakeholder summit, some of the policies present 
challenges based on geography – in particular, in rural and remote regions – but also on practice type in primary 
care. 
 
Attached is a comprehensive overview of the OCFP’s response to the draft policies. This response is based 
largely on the OCFP’s member survey and our participation at two CPSO stakeholder sessions, along with a 
review of other provincial regulatory college policies, consultation with colleagues at the Ontario Medical 
Association (OMA), the OMA’s Section on General and Family Practice, and the Ontario Hospital Association, 
consideration of Canadian Medical Protective Association’s policy assessments, and feedback from the OCFP’s 
Board of Directors.  
 
Our profession is committed to the highest standards in the practice of medicine and to delivering the optimal 
care to our patients. We look forward to discussing our response with you in more detail, and how we can 
contribute to solutions that will drive cohesion and continuity in our health system to improve patient 
outcomes.  
 
Mr. David Toms, Executive Assistant, will be in touch soon to set up a time for a meeting. In the meantime, 
please feel free to contact us as well with any questions. 
 
Sincerely, 
 

                                                                 
 
Dr. Jennifer Young        Leanne Clarke 
President                                                CEO 
 
cc. Dr. Brenda Copps, Chair of the Continuity of Care Working Group 
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COLLEGE OF PHYSICIANS AND SURGEONS OF ONTARIO 
CONTINUITY OF CARE DRAFT POLICY 
November 7, 2018 
 

TOPIC, ISSUES, PROPOSED SOLUTIONS & EDITS TO POLICY TEXT 
 
The following represents the OCFP’s detailed feedback on the CPSO’s draft Continuity of Care Policy.  
The ‘issues’, potential ‘solutions’ and ‘proposed edits’ to the policy text are based largely on feedback from the 
OCFP’s family physician members (n = 93) and our participation at two CPSO stakeholder sessions, along with a 
review of other provincial regulatory college policies, consultation with colleagues at the Ontario Medical 
Association (OMA), the OMA’s Section on General and Family Practice, and the Ontario Hospital Association, 
consideration of the Canadian Medical Protective Association’s policy assessments, and feedback from the 
OCFP’s Board of Directors.  
 
Proposed wording changes are indicated by strikethroughs (deletions) and yellow highlights (additions). 

Availability and Coverage  
Overall issues 
• The issue of continuity of care requires the engagement and investment of health-care providers across the 

health system. The proposed approach to continuity of care implies that physicians are responsible for their 
patients, when in fact it is a collaborative, cooperative relationship between patients and physicians. This is a 
key intent – to enable empowered and engaged patients who have a role in their care. Many health system 
problems and limitations are being offloaded to family physicians to address, without the resources or 
systems (infrastructure, off-hour laboratories, diagnostic imaging) in place to facilitate and deliver solutions. 

• Related to the above, this policy will disproportionally impact family physicians, as most RCPSC physicians 
are associated with academic centres or hospitals which can help provide services (e.g., active voicemail or 
24/7 availability for test results).  
 

 Being available by telephone and facilitating access to appointments 

Systemic Issues 
• Efforts must be made to work with family physicians to devise appropriate and feasible solutions to 

tackle after-hours access and continuity of care, including regulations and payment models that 
facilitate interprofessional collaboration. The draft policy should consider the outcomes of the 
government and OMA arbitration process to ensure the feasibility of proposed changes. 

• Related to the above: 
• Practice models in primary care vary substantially and, as such, there should not be an 

expectation for all clinics to have the same setup with answering machines, etc. This business 
practice may offer convenience, but does it actually improve patient care or outcomes (i.e., 
what evidence is there that having 24/7 answering service actually results in better care)? 

• The proposed policy will result in increased workload and require increased work force to 
manage calls. Not practical for many family physicians as it takes time away from active patient 
care. 
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• Solo practitioners may not have the staff resources who possess the necessary competencies to 
triage (e.g., do not have RNs/RPNs on staff). 

• There is a need for adequate resourcing to secure the necessary administrative support and to 
implement the appropriate triaging, education, and training on triage guidelines and protocols to 
support staff. 
 

Risk and Liability Issues 
• The proposed policy poses significant risk to patient health and safety regarding after-hour messages 

for issues that require urgent care that should be treated in the ER. 
• The proposed policy also presents significant liability concerns for physicians (e.g., establishing patient 

expectations of a quick response if when the patient needs urgent care). 
 

System-Related Solutions 
• Provide patients with recorded instructions on how and when to access appropriate care outside of 

regular office hours rather than having them leave a voicemail message (e.g., telehealth, access ER). 
• Appointment changes and scheduling can occur during business hours. 

 
 

Proposed Policy Language 
Being Available by Telephone (Lines 45-47) 
To facilitate good communication and collaboration, physicians must have an office telephone that is 
answered and/or a voicemail that allows messages to be left during operating hours and a recording 
with instructions about how and when to access appropriate care outside of regular office hours (e.g., 
Telehealth Ontario, Telephone Health Advisory Service, access ER). voicemail that allows messages to 
be left outside of operating hours. 
 
Facilitating Access to Appointments (Lines 62-64) 
In order to facilitate timely access to care and continuity of care, physicians must structure their 
practice in a manner that allows should allow for appropriate triaging of patients with time-sensitive or 
urgent issues. 
 

 

 Being available and responding to other health-care providers   

Systemic Issues 
• Requests from some health-care providers may not align with evidence (e.g., naturopaths requesting 

lab tests, chiropractors requesting x-rays of lumbar spine with no indications). 
 
System-Related Solutions 
• Definition of “timely” – adjust to remove penalty when system circumstances and/or appropriateness 

of information sought does not align with family physician professional judgement. 
 
Proposed Policy Language 
Being Available and Responding to Other Health-Care Providers (Lines 70 – 73) 
Physicians must respond in a timely and professional manner when contacted by other physicians or 
health-care providers who want to communicate or request information pertaining to about a patient. 
How quickly physicians must respond, and the nature of their response, will depend on the degree to 
which the information may impact patient safety, including exposure to any adverse clinical outcomes. 
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 Coordinating after-hours coverage for patients and coordinating coverage for temporary 
absences.  

Systemic Issues 
• What are the time, cost, and legal implications of this policy and what resources are available to 

support this proposal, particularly for family physicians practicing in a fee-for-service model or in rural 
areas where there is limited back up available? 

• Related to the above: 
• What are the supports available to enable solo practitioners and those in small rural practices, 

who are already stretched beyond capacity, to meet the increasing demands placed on them to 
fix systemic problems? 

• No new resources have been identified in Ontario to support integrated care teams. Already, 
family physicians have an increased workload, expanded administrative responsibilities, and are 
increasingly experiencing burnout. 

• Temporary absences are not always predictable, therefore coordinating coverage is not always 
possible. 

• There needs to be a role for patients in minimizing inappropriate utilization of ER and walk-in clinics. 
 
Clarity Issues 
• Clarity is required regarding what is meant by “coordinate care”, “after-hours” and “reasonable 

attempt.” The requirements are open to significant variances in interpretation. 
• How does the definition provided regarding continuity of care – “being available and responsive to 

patients and healthcare providers” – differ from “on-demand and continuous access”? The former is 
achievable while the latter is unfeasible. 

• For patients with co-morbidities, it may be unclear which physician should be contacted for the 
appropriate after-hours care. As well, the involvement of multiple clinical and allied health providers 
raises the risk of communication errors.  

 
System-Related Solutions 
• Enable better access to digital health, with related supports: 

• Increase promotion and use of virtual care/telemedicine, as well as the resources and billing 
codes to support their use.  

• Increase access and use of provincial systems such as telehealth network. 
• Need for an interoperable provincial EMR that can be easily shared and accessed. 

• ER plays important and appropriate role in northern and rural areas for after-hours care. 
• Need greater access to appropriate health human resources. Provide increased access to 

northern/rural locums with appropriate compensation. 
 

Patient-Related Solutions 
• Need to provide patient education to inform patients about care options related to after-hours care. 

The Ministry’s website should be updated to include this information. 
 

Proposed Policy Language 
Coordinating After-Hours Coverage for Patients (Lines 90-98) 
Primary care physicians and specialists providing care as part of a sustained physician-patient 
relationship, where care is actively managed over multiple encounters, must have a plan in place to 
coordinate care for their patients make patients aware of emergent/urgent care options outside of 
regular operating hours. This is often referred to as after-hours. The nature of the plan will depend on 
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the time of day and type of day (i.e., weekday, weekend, and holiday), the needs of their patients, as well 
as on the health-care provider and/or health system resources in the community. Physicians must use 
their professional judgment to determine how best to structure their plan and must act in good faith. 
making a reasonable attempt to minimize uncoordinated access to care and the inappropriate utilization 
of emergency rooms or walk-in clinics. 
 
Coordinating Coverage for Temporary Absences (Lines 106-118) 
Primary care physicians and specialists providing care as part of a sustained physician-patient 
relationship, where care is actively managed over multiple encounters, have a responsibility to 
coordinate care consider alternative access points to care for their patients during temporary absences 
from practice, depending on the availability of health system resources to provide this coverage. This 
includes, vacations and leaves of absence (e.g., parental leave, educational leave, suspension of a 
physician’s certificate of registration), but also includes unplanned absences due to, for example, illness 
or family emergency. To discharge this responsibility, physicians must arrange for another health-care 
provider(s) to provide patient care during temporary absences from practice. The specific nature of the 
coverage arrangement will depend on the length of the absence, whether the absence is planned or not, 
the needs of the physician’s patients (including the need for follow-up care during the absence), and the 
health-care provider and/or health system resources in the community. Physicians are also advised to 
proactively plan for how to manage unplanned temporary absences from practice. 
 

 

 Coordinating after-hours coverage for test results  

Systemic Issues 
• This policy proposal is an issue for solo or small group practice physicians, those in rural areas and/or 

if a physician is ill or away. Available 24/7 prompts concerns regarding burnout and physicians’ ability 
to respond. 

• There are practicality issues in terms of ensuring that the lab has the family physician’s current 
coordinates, especially after-hours family physician contact information and for family physicians doing 
locums. 

 
Clarity Issues 
• The term “critical” can be difficult to interpret when qualitative tests (e.g., imaging tests) are involved. 
 
Risk and Liability Issues 
• Risk to patient – if a test result is critical, patients should be told by the lab to go to ER rather than 

trying to connect with their family physician to provide the same message. 
• Contacting patients may be difficult, particularly for those lacking regular telephone access or a fixed 

address. 
 
System-Related Solutions 
• Appropriate physician remuneration is required to enable the coordination of after-hours coverage of 

test results. 
• Role of labs and x-ray clinics, etc., in providing directions to patients (e.g., send patients to ER based 

on results) or when family physicians cannot be reached, no message should be left (patient should be 
referred). 

• Provincial system for critical test results to be reviewed and addressed (e.g., centralized EMR with 
connectivity to laboratory system). 
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• The emphasis in this proposed policy should be on “appropriate urgency” rather than 24/7. 
 

Clarity-Related Solutions 
• Need examples of how the CPSO is defining critical test results; in particular, having a form that 

allows family physicians to provide a normal range in the ‘additional information’ box so that the 
laboratory’s medical director does not interpret a result as critical that the family physician would 
deem as normal. 

 
Proposed Policy Language 
Coordinating After-Hours Coverage for Test Results (Lines 100-104) 
All physicians who order tests must ensure that critical test results can be received and responded to 
24 hours a day, 7 days a week. Unless physicians choose to be available themselves this will necessitate 
making coverage arrangements for those times when they are unavailable (e.g., participating in an after-
hours call group, telephone triage, or making specific on-call arrangements with other physicians or 
practices). with the appropriate urgency considering the patient’s condition and nature of the physician’s 
practice. 
 

Managing Tests 

 Tracking (for high-risk patients) 

Systemic Issues 
• Very challenging to verify – difficult to track the patient as they are not always reachable, nor is it 

practical to do so (e.g., ER tracking MDs on locums). This policy would be extremely time consuming 
for family physicians and their staff. No resources are proposed to deliver this proposal, not to 
mention unfunded associated costs. 

• Physicians may not know the lab/diagnostic centre contact information chosen by the patient or the 
protocol for following-up test results (e.g., how many times should a physician contact the lab?). 

 
Clarity Issues 
• Not clear what “high-risk” means (e.g., medical, social, etc.). A patient may not be high-risk until after 

the results are in. Another definition for a high-risk patient may be one without a home or phone 
number. 
 

Patient Role Issue 
• Patients have the choice/decide whether or not to take the test, even after family physician 

counselling of its importance.  
 
System-Related Solutions 
• There should be resources in place at each practice to support test result management systems. 
• Consider having a provincial laboratory test results/province-wide system that can be accessed by 

every physician.  
• Have patient portals available to provide patients with access to the test results. 
• Consider the role of labs to ensure the results are sent to the physician. 
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Patient-Related Solutions 
• Patient education and support to make informed decisions about their care, including undergoing 

tests that have been ordered (e.g., importance of taking the test, being informed and responsible). 
 
Proposed Policy Language 
Tracking (Lines 67-73) 
Tracking test results involves verifying that the patient has taken the test and ensuring that the 
laboratory and/or diagnostic facility has sent the test result to the physician. Physicians must track test 
results for high-risk patients to ensure that their test results are not lost or missed. For example, if 
physicians do not receive a test result for a high-risk patient, they must follow-up with the patient to 
verify that the patient has had the test and/or follow-up with the laboratory and/or diagnostic facility to 
verify that the laboratory and/or diagnostic facility has the test result. 
 
 

 

 Tracking (for patients that are not high-risk)  

Systemic Issues 
• As noted above (for high-risk patients). 

 
Clarity Issues 
• “Professional judgment” is too vague. If a physician is using professional judgement, why even have this 

statement in a policy document? 
 

Proposed Policy Language 
Tracking (Lines 73-80) 
For patients that are not high-risk, physicians must use their professional judgment to determine 
whether to track a test result.  In making this determination, physicians must consider the following 
factors: The nature of the test that was ordered; the patient’s current health status; if the patient 
appears anxious or has expressed anxiety about the test; and the significance of the potential result. 
Physicians must either personally track test results or assign this task to others 
Patients should be advised that if they are worried about particular test results, they should call the 
physician’s office to book an appointment to discuss the results. 
 

 

 Ordering Tests 

Systemic Issues 
• While there is largely an agreement about physicians needing to provide contextual information on 

requisition forms and for consultant physicians to copy the primary care provider on test ordered for 
their patients, the person who orders the test should follow-up on it and not leave it on the primary 
care provider. 

• There is an increased workload and administrative burden for the family physician who is copied on a 
consulting physician’s requisition form and expected to provide patient follow-up for abnormal tests. 
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Clarity Issues 
• Confusion/uncertainty regarding accountability and responsibility for abnormal test follow-up (i.e., is it 

the person who ordered the test or the family physician who is copied?). 
• Unclear what type of contextual information is needed, conditions it covers, and what types of tests 

are included (e.g., all lab tests, including routine, imaging tests, etc.).  
 

System-Related Solutions 
• Clarity on the accountability and responsibility of physicians who are copied on reports, and also 

regarding contextual information (type of info, conditions, and which tests). 
• Related to the above, providing a ‘normal range’ as part of an additional information box on the test 

requisition form would prove useful. 
• Provincially-funded and centralized EMRs should be available that incorporate lab and diagnostic test 

results. 
• Have standardized patient consent forms. 
 
Patient-Related Solutions 
• Educate and support patients to make informed decision about their care, including completing tests 

that have been ordered (e.g., importance of taking the test, being informed and responsible). 
 
Proposed Policy Language 
Tracking (Lines 58-65) 
Physicians must use their clinical judgment in determining whether to order a test for a patient. When 
ordering a test, providing contextual patient information to laboratories and/or diagnostic facilities is 
important, as sometimes test results that fall within the normal range may actually be abnormal for a 
particular patient. Therefore, when ordering a test, physicians are advised to provide sufficient relevant 
patient health information on the test requisition form that will help with interpreting the test result. 
Physicians should also use their professional judgement and discretion to determine the nature of the 
information shared and when it should be provided on the requisition form.  
 
In addition, where ordering physicians are not the patient’s primary care provider, they must are 
advised – with the patient’s consent and when contact information is known – to copy a patient’s 
primary care provider on the requisition form. It is the responsibility of the health-care provider who 
ordered the test to follow up with the patient about her or his test results.  
 

 

 ‘No news is good news’ strategies  
 

Systemic Issues 
• Providing the option for patients to contact the family practice for test results will increase the 

administrative load on the practice. As well, patients will typically need help in interpreting test 
results. 

• Related to the above: 
• Physicians order hundreds of tests per week for patients. “No news is good news” makes sense 

and is essential to running a practice. Challenges caused by increased demand and costs to 
address calls for results (e.g., only the family physician can answer patient questions, which 
impacts other patients getting through to book appointments). 
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• Physicians should tell patients that they can return to the clinic to discuss results at any time, 
but patients cannot expect the physician or front-line staff to provide information about test 
results by phone as it takes care away from patients who are physically in the clinic. Many clinics 
do not have support staff who can provide medical information over the phone (i.e., nursing 
staff). 

 
System-Related Solutions 
• Appropriate remuneration for making calls and to address administrative burden.  
• Patient portal access to test results. 
• Additional support for patient education to enable patient understanding of test results. 
 
 

Proposed Policy Language 
‘No News is Good News’ Strategies (Lines 135-137) 
Physicians must can inform patients as to whether they are using a ‘no news is good news’ strategy and 
further, at their discretion, may must tell patients that they have the option to personally contact the 
physician’s office for a phone or email consultation to discuss the test result. Physicians can also advise 
patients that they can return to the clinic, if they are concerned, to discuss test results at a follow-up 
appointment. 
 

 

 Contact information 

Systemic Issues 
• Challenge for busy practices plus associated staff time and costs. 
 
Patient Role Issues 
• Role of patient in providing up-to-date information to family physician at each visit. Some patients 

attend practice regularly, making it unnecessary to update each visit. 
 
Patient-Oriented Solutions 
• Patient education regarding the importance of up-to-date contact information and responsibility to 

keep the family physician informed. 
 
Proposed Policy Language 
Contact Information (Lines 139-145) 
To ensure that test results can be communicated to patients and that follow-up appointments can be 
booked, physicians are advised to do the following: confirm, or have their staff confirm, patient contact 
information at each appointment is up to date. ; confirm, or have their staff confirm, whether patients 
are comfortable with voice mail messages being left on their phones especially if the voicemail can be 
accessed by other people; and note the patient’s emergency contact information in the patient record. 

 

 Receiving test results in error or incidentally 

Systemic Issues 
• Blurs the lines of accountability and leadership for care. 
• Related to the above: 
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• It is unclear how a family physician is expected to have a reason to believe that the ordering 
physician or health-care provider did not or will not receive the test result. This expectation 
blurs accountability and will result in duplication and inefficiencies. 

• Family physicians who receive test results in error are unlikely to have the contact details for 
the ordering physician, or knowledge of physician, family physician and/or the patient. In 
addition, it is unlikely the family physician will know if the test results are clinically significant 
based on the information available. Furthermore, it is the responsibility of the laboratory to 
ensure test results are correctly distributed. 

 
System-Related Solutions 
• Maintain current requirement that physicians contact the lab/diagnostic facility to report error to 

ensure consistency and a single point of contact for physicians. 
• There should be a test results management system in place at each practice, complemented by an 

interoperable EMR that easily shares information and is accessible. 
• Clarification of ordering physician/health-care provider accountability and responsibility for follow-up. 
 
Proposed Policy Language 
Receiving Test Results in Error or Incidentally (Lines 163-168) 
If physicians receive a critical or clinically significant test result in error (i.e., they have not ordered the 
test and have received the result in error because they have the same or a similar name as the ordering 
physician or the same address as the ordering physician), they must inform the ordering health-care 
provider, the patient’s primary care provider, or the patient of the test result. Physicians or those acting 
on their behalf must also inform the laboratory or diagnostic facility of the error. 
 
(Lines 169-174) 
Additionally, physicians who become aware, even incidentally (e.g., physicians who are cc’d on a report), 
of a critical or clinically significant test result where they have reason to believe that the ordering 
health-care provider did not or will not get the test result, must make reasonable efforts to inform the 
ordering health-care provider or the patient of the test result. The physician must also make reasonable 
efforts to contact the laboratory and/or diagnostic facility that sent the test result. 
 

Transitions in Care 

 
 
 

Managing handovers in hospitals and health-care institutions 
 
Clarity Issues 
• Clarity concerning the definition of “real-time and personal exchange” (e.g., must it be in person or is a 

written or electronic exchange acceptable). Exchange can create additional burdens on MDs and may 
not be practical or necessary in all circumstances (e.g., stable patients). 

• For follow-up questions, when physicians are not available in person, some other form of 
communication should be acceptable. 

 
Proposed Policy Language 
Managing Handovers in Hospitals and Health-Care Institutions (Lines 67-72) 
Physicians handing over patient care to another health-care provider are strongly advised, wherever 
possible and if deemed necessary based on patient’s condition, to have a real-time and personal 
exchange of information which includes an opportunity for a discussion to occur and for questions to 
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be asked. When this is not possible, physicians should indicate their accessibility for critical follow-up 
questions in some other manner. Physicians are also advised to approach patient handovers in a 
systematic manner and to set time aside for the information exchange process. This may mean, for 
example, using standardized or structured communication approaches or tools that help focus 
information sharing practices. 
 

 

 
 
 

Discharging patients from hospital 
 
Systemic Issues 
• Policies pertaining to discharge are already in place and provided by the institution, including the 

responsibility and timeliness of the distribution of the discharge summaries. 
• Places undue onus on the physician regarding issues/processes that fall within the responsibility of the 

institution which are beyond the control of the MD.  
 

System-Related Solutions 
• Related to discharge summaries: 

• They should be developed contemporaneously and considered part of the care process, with the 
patient viewed as part of the care team. 

• They should identify who is the most responsible provider. 
• There should be an associated billing code. 
• Smaller hospitals need the resources for dictation that would permit readily-accessible 

documents. 
• The consulting physicians must provide a recommendation about medication reconciliation. It should be 

expected that the consulting physician should be made available to the family physician to answer any 
questions regarding the patient’s condition and care. 

• Need an interoperable EMR to enable safe transitions from hospital to home.  
 
Proposed Policy Language 
Preparing Patients for Discharge (Lines 81-108) 
Prior to discharging a patient from hospital, physicians must fully cooperate in relevant institutional 
processes ensure that they or a member of the health-care team has a which involve discussions with the 
patient and/or substitute decision-maker about: 
 -Post treatment or hospitalization risks or complications;  
 -Signs and symptoms that need monitoring and when action is required; 
 -Whom to contact and where to go if complications arise; 
 -Instructions and recommendations to the patient and/or substitute decision-maker with 
 respect to managing post-discharge care, including medications (e.g., frequency, dosage, duration); and 
 -Information about any follow-up appointments or outpatient investigations that have 
 been or are being scheduled, or that the patient is responsible for arranging and a timeline for doing so. 
their post-discharge health-care management plan and complete a discharge summary within 48 hours of 
dictation. 
 
Involving the patient’s family and/or caregivers in discharge discussions may benefit both the patient and 
those involved in managing the patient’s post-discharge care. Physicians must take reasonable steps to 
facilitate the involvement of these individuals in the discharge discussion when patients or substitute 
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decision-makers indicate that they would like them involved and provide consent to disclose personal 
health information. 
  
There may be instances where the patient and/or substitute decision-maker would benefit from having 
elements of the discharge discussion captured in writing in order to support their ability to recall and act 
on that information once discharged. Physicians must use their professional judgment to determine both 
whether this discussion should be accompanied by written reference materials and the specific nature of 
those materials. Factors that physicians must consider when making these determinations include, but are 
not limited to: the health status and needs of the patient; any post treatment risks or complications; the 
need to monitor signs or symptoms; whether follow-up care is required; any language and/or 
communication issues that may impact comprehension; and whether the recipient of the information is 
experiencing stress or anxiety which may impair their ability to recall and act on the information shared. 
 
Completing Discharge Summaries & Distributing Discharge Summaries (Lines 109-146) 
All other text in these two sub-sections of the policy are recommended deletions. 
 

 

 
 
 

Referring patients and consulting on patient care 
 
Systemic Issues  
• Several challenges and concerns, including: 

• Knowing the consultant’s schedule and special instructions required for the appointment. 
• There is often a lack of acknowledgement of the referring physician’s referral, that the referral 

was received and triaged, when the appointment is made, and receiving consultant reports in a 
timely manner. 

• Additional resources would be needed for the referring physician to communicate the 
appointment to the patient 

 
System-Related Solutions 
• Provincial/centralized EMR system available to track referrals and reports. 
• Patient portal available to track referrals and reports. 
• There should be a central database of consulting physicians that specialists keep up-to-date and is 

accessible to all physicians. 
 

Clarity Requirements 
• If physicians are being monitored by performance measures on seven-day follow-up visits for relevant 

discharged hospital patients, then the family physician should receive the necessary referral 
information well within that timeframe to enable adequate care. 

• Patient discharge summaries should be prioritized by hospitals to ensure transcriptions are prepared 
in a timely manner. 

• There is insufficient home care, particularly the home care supports which need to be put in place 
immediately. 

• There should be a billing code to enable virtual consultations to aid in minimizing waiting times. 
 
Proposed Policy Language 
Communicating with Patients (Lines 211-213) 
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Consultant Referring physicians must communicate the estimated or actual appointment date and time 
to the patient directly, as well as to the referring physician, in a timely manner unless the consultant 
physician has indicated that they have already done so or intend to do so. 
 
Distributing Consultation Reports (Lines 262-263) 
Consultant physicians must send consultation reports to the referring health-care provider and the 
patient’s primary care provider, if different and known. 
 
 

Walk-In Clinics 

 
 
 

Coordinating with other health-care providers 
 
Systemic Issues 
• Workload and administrative burden associated with sharing reports, including identifying and verifying 

the family physician, as well as the role and accountability of the family physician in any follow-up. 
• There is concern that this proposal will make seeking care from a walk-in clinic seem more 

‘comprehensive’ and thus encourage use. Not only is this not the case, but it means family physicians 
with rostered practices will now have to spend time reviewing encounters that they were negated for.  

 
Patient Issues 
• Challenges related to patient privacy and choice. Some patients go to walk-in clinics because they 

purposefully seek care there for a specific issue that they do not wish to discuss with their family 
physician and do not want the results shared with them. 

 
Clarity Issues 
• Lack of clarity regarding the depth of information and type of record that is supposed to be shared. 
 
System-Related Solutions 
• Appropriate remuneration to address administrative burden. 
• Standardized patient consent forms and patient education regarding sharing of information. 
• Provincial/centralized EMR system. 
 
Clarity-Related Solutions 
• Provide clarity about the accountability and responsibility of physicians who are copied on reports. 
 
Patient Solution 
• Enable and encourage patients to share records of their health-care encounters (i.e., paper copies or 

electronic portals). 
 
Proposed Policy Language 
Coordinating with Other Health-Care Providers (Lines 93-101) 
Physicians practicing in a walk-in clinic must are advised, and only with the patient’s consent, to provide 
the patient’s primary care provider, if there is one and the contact information is known, with a record 
of the encounter or, at the patient’s request, to provide a copy of the record to the patient to share 
with the family physician and/or other health-care provider. This may include, for example, a record of 
any tests ordered, diagnoses reached, any treatment and advice provided, any referrals that were made, 
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and any follow-up care that was arranged or advised. Physicians practising in a walk-in clinic must also 
take reasonable steps to identify other relevant health-care providers whose ongoing care of the patient 
would benefit from knowledge of the encounter and provide them with a record of the encounter as 
well. Physicians are advised to consider whether it would be appropriate to inform patients that a 
record of the encounter will be shared with others prior to doing so. 
 

 

 
 
 

Providing comprehensive primary care 
 
Systemic Issues 
• Walk-in clinics exist to deliver episodic patient care and are not set up in the same way as family 

physician practices (i.e., walk-in clinics have different structure, funding, care that is delivered is for 
episodic not chronic co-morbidities, etc.). 

 
System-Related Solutions 
• Provincial funding is needed. Walk-in clinics are not set up to provide comprehensive care. This 

requires broader discussion at the health system level to address. 
 
Proposed Policy Language 
Providing Comprehensive Primary Care (Lines 108-112) 
Some patients may, however, experience difficulty finding a primary care provider and may regularly 
attend the same walk-in clinic for all their primary care needs. In these instances, physicians practising in a 
walk-in clinic are advised to offer, where their scope of practice permits and in coordination with other 
physicians in the practice, comprehensive primary care to the patient as an interim measure.  
Physicians practising in walk-in clinics provide episodic, rather than comprehensive, care to patients. As 
such, physicians serving in walk-in clinics should provide patients with information about how to find a 
new family physician while offering support for the issue with which the patient is presenting.   
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