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FAMILY PHYSICIANS IN LTC HOMES: 

CHARACTERISTICS AND PRACTICE PATTERNS 

 Motivation:  Little is known about physicians 

who provide care to LTC residents despite their 

potential impact on the quality of care 

experienced by residents 

 

 Objective: To characterize family physicians 

who regularly care for LTC residents in Ontario 

 Demographics 

 Practice patterns 
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METHOD 

 Data: based on 2005 facility census of LTC residents 
(>66 years old) linked with other health care 
administrative databases 

 

 Physicians: family physicians are assigned as most 
responsible physicians (MRPs) using OHIP fee 
codes for routine LTC care (e.g., monthly visits, 
annual check up visits, etc) 
 1190 out of 10317 family physicians were identified as 

MRPs 

 

 Examined: 
 Characteristics of MRPs vs other family physicians 

 Characteristics of MRPs by community size 

 Distribution of LTC residents across MRPs (Lorenz curve) 
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CHARACTERISTICS OF MRPS 

 Compared to other family physicians, MRPs: 

 tended to be older (52 vs. 48) 

 more likely to have practiced in rural areas (24% vs. 8% 

practising in community <9000 population) 

 had a smaller proportion of practice as office visits (67% 

vs. 87%) 

 

 There were differences in practice patterns 

between rural and urban MRPs.  Notably: 

 Rural MRPs had a more varied practice (i.e., more ER 

visits, hospital visits, obstetric deliveries & high 

anesthesia payment) 
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LORENZ CURVE: DISTRIBUTION OF LTC 

RESIDENTS ACROSS MRPS 
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Cumulative share of family physicians who regularly provide 

care to long-term care residents (%)

Of the 1190 MRPs,  628 (53%) provided care to 90.4% of LTC residents. 
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IMPLICATIONS 

Relatively few physicians are responsible 

for the care of the vast majority of LTC 

residents 

 Quality improvement strategies, specifically 

those related to medication use, can be 

targeted towards this group of physicians  

 

Need to understand if differences in MRP 

practice patterns affect the overall quality 

of care provided to LTC residents 
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PHYSICIAN PRACTICE AND QUALITY: 

Workforce Linkages 

 

Dr. Paul Katz, MD, CMD 

Vice President, Medical Services and Chief of Staff 

Baycrest Jewish Home for the Aged/Apotex 
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PHYSICIAN LINK TO QUALITY? 

Indicator Ontario New York 

Falls (last 7 days) 13.8% 1.7 falls/bed/annum 
(US) 

New Decubiti (2-4) 2.7% 2% (low risk) 

Worsening decubiti 2.9% 12% (high risk) 

Worsening bladder 
incont 

18.2% 51% (US prevalence-low 
risk) 

Anti-psychotics without 
dx 

32.1% 9% (US prevalence) 

Restraints (daily) 16.6% 3% 
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THE PHYSICIAN WORKFORCE 

 In the U.S. only one in five primary care 

physicians engages in the care of nursing home 

residents (JAGS 45: 911, 1997) 

 The majority spend 2 hours or less per week in 

NH care 

 In Ontario 1190 family physicians regularly 

provided care to LTC residents (12% of all family 

physicians) 

 Between 1990 and 2000 there was a 5% decline 

in proportion of general practitioners providing 

services to LTC homes (CMAJ 19:429, 2002) 
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NURSING HOME MEDICAL STAFF 

ORGANIZATION  
JAMDA 12: 364-371, 2011 

 Clinical and Nonclinical Factors Associated with 

Potentially Preventable Hospitalizations Among 

Nursing Home Residents in New York State 

 147 randomly selected NHs 

 Outcomes derived from DON survey, MDS and 

SPARCS (patient level data related to 

hospitalizations) 2007-8 
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NURSING HOME MEDICAL STAFF 

ORGANIZATION 

 Results 

 Four factors significantly associated with reduction 

in ambulatory care sensitive (ACS) conditions 

 Nursing staff trained to effectively communicate with 

physicians regarding a resident’s condition 

 Physicians treat residents within the nursing home and 

admit to hospital as a last resort 

 NHs that provide better information and support to nurses 

and aides surrounding end-of-life care 

 Easy access to stat lab results in <4hrs on weekends 
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 A Model for Nursing Home Physicians 
Ann Intern Med 2009; 150:411-413 

 Three critical dimensions… 

Commitment  conceptualized as percentage of the physician's 

practice devoted to NH care and the amount of time, on average, 

spent per NH patient encounter. 

  

Physician NH practice competency defined by specialized 

training and experience necessary to handle the complex 

medical care in a highly regulated, interdisciplinary care context 

that is the contemporary NH. 

  

Organizational structure reflects the cohesive integration of 

the medical providers into the culture of the facility.    
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 A Model for Nursing Home Physicians 
Ann Intern Med 2009; 150:411-413 

It is hypothesized that the quality of medical practice in 

NHs is optimized when physician geriatric competency 

and commitment are high within a closed staff model (few 

physicians responsible for all patients).  
 

Conversely, quality of care is lowest in an open staff 

model where physicians demonstrate low commitment and 

geriatric competency. 
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Improving Medical Care 

The framework suggests quality of care can 

be improved by progressing along one or more 

of three paths— 

Enhancing training and credentialing 

(competency) 

Increasing reimbursement (commitment) 

Developing new regulatory mandates and 

organizational models (closing medical staffs) 
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RATIONALE FOR ESTABLISHING COMPETENCIES 

FOR PHYSICIANS PRACTICING IN THE NH 

 Nursing Home practice demands a unique skill 

set 

 Competencies linked to relevant clinical 

outcomes/quality 

 Credibility of physicians predicated, in large part, 

on specialization  

  Impetus to set the bar independently or allow 

government to determine performance metrics 

 Helps inform new curriculum development which 

aligns with educational mission of AMDA 
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EXAMPLES OF COMPETENCY STATEMENTS 

 Demonstrates understanding of ethical principles 

and the legal/regulatory environment as related 

to clinical decision making. 

 Recognizes that acute changes in condition may 

be any deviation from a patient’s physical, 

cognitive, behavioral or functional baseline and 

thus warrants additional evaluation and 

treatment 

 Determines prognosis based on a comprehensive 

patient evaluation and available prognostic tools 

and discusses the determination with resident, 

family and staff 19 



THE FUTURE OF NH MEDICINE 

 Establish a “Nursing Home Specialty” 

 The “Netherlands” paradigm 

 Enhanced credibility; reinforces NH practice as a 

legitimate practice 

 Enhance quality   
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NH SPECIALTY 

 Natural experiment currently in progress 

through Life Care Centers of America 

 Evaluating the impact of recruiting full time 

physicians dedicated to NH care 

 Early data suggests significant drop in readmissions 

from NH to hospital 
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MEDICAL DIRECTOR TRAINING 

Andrea Moser, MD, CMD, MSc, CCFP, FCFP 

Assistant Professor U of T 

Associate Medical Director, Baycrest Jewish Home for the 

Aged/Apotex 

President, OLTCP  
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OLTCP PHYSICIAN SURVEY 
 

 2011, Unrestricted grant Pfizer  

 Total Completed Survey: 125   

500 Total Database = 28% response rate 
**majority of respondents were members which were the primary target for the 

survey = 50% response from that group 
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OLTCP PHYSICIAN SURVEY 

2011, PFIZER GRANT 

 Total completed survey – 125 

 28% response from database of 500 

 50% of OLTCP members responded  

 Years experience as medical director  

 0-5 years 26% 

 6-15 years 35% 

 16-30 years 21% 

 >30 years 15%  
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CONFIDENCE WITH QUALITY 
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MEDICAL DIRECTOR INVOLVEMENT IN LTC 
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BARRIERS TO PHYSICIAN INVOLVEMENT IN 
PROGRAMS 
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LEARNING NEEDS 

Legislation – regulations, 
compliance 

Medical director role 

Communication – 
administrative, team, 
patient and families 

Dementia – BPSD  

Palliative care  

Medication mgt/high risk 
meds 

Chronic disease mgt 

Medico-legal issues 

 Quality improvement  

 Indicators  

 Risk management  

 Quality improvement 
tools/residents first 

 

 Program management  

 Development  

 Implementation  

 Evaluation  

 

Perceived Needs Unperceived 
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MEDICAL DIRECTOR TRAINING 

 OLTCP annual conference  

 Targets clinical practice in LTC  

 System issues as relevant but not the core 

 No Canadian curriculum targeting skill set of 

Medical Directors in LTC  

 American Medical Directors Association (AMDA) 

Core Curriculum in Med Direction in LTC, 

Certified Medical Director  
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MEDICAL DIRECTOR CURRICULUM 

PART 1:UNDERSTANDING THE LTC SECTOR 

 legislation and regulations of the LTC sector, 
compliance system 

 organizational responsibilities of the medical director 
and relationship with the Director of Care, Board, 
and interdisciplinary teams 

 resident care responsibilities of the medical director, 
including emergency care, medication management, 
infection control, advance care planning, and ethics 

 Resident Assessment Instrument, including the 
Minimum Data Set, and use of performance/quality 
indicators generated from the data 

 medical director’s contract covering all elements, 
including risk management and liability insurance 

 relationship between LTC and the broader healthcare 
environment CIHI, LHINs, Advocacy and Disease 
organizations, population health, ec.. 
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MEDICAL DIRECTOR CURRICULUM: 

PART 2: LEADERSHIP AND MGT SKILLS 

 communication, negotiation, facilitation and team 
building needed to work with management, 
interdisciplinary teams, residents and families  

 management of physician colleagues and others in 
difficult situations, challenging family dynamics, and 
critical incidents 

 acquisition of new knowledge and resources relevant 
to LTC and translation of  guidelines into practice 

 quality improvement methodology necessary to lead 
and/or participate in initiatives within the facility  

 implementation of policies, procedures, and tools that 
enhance care, quality management, and reduce 
facility risks 

 ensuring ethical decision making 
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