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Introduction 
 

The Institute for Health System Transformation and Sustainability (IHSTS) convened a dialogue on 
anesthesiology practice in BC on November 7, 2013.  Our goal for this event was to enable 
anesthesiologists to articulate their preferred future through a generative and collaborative 
process, with the hope that this discussion could help them overcome existing challenges facing 
their practice and lead to improved collaborative relationships with the BC Medical Association, 
health authorities and the Ministry of Health.  
 
The purpose of dialogue is to think deeply about issues.  The process is fundamentally a 
respectful conversation, where participants can be fully present and listen to each other, as well 
as articulating their own ideas.  It is non-adversarial, creating a safe space for sharing of views.  
This event was held under Chatham House Rule:  participants are free to use and speak of the 
information shared, but neither the identity nor the affiliation of the speakers and other 
participants may be revealed. For this reason, this report does not include a list of participants.  
 
Names of participants were suggested by leaders from all of BC’s health authorities, and 
invitations issued by direct email from the CEO of IHSTS.  Their objectives in deciding to attend 
included a desire to share ideas with colleagues and to improve their professional reputation in 
the eyes of their colleagues and the public. 

 
 

Identifying Values  

 
The dialogue began with participants sharing their reflections on why they chose anesthesiology 
as a medical specialty, what they enjoy about their daily work and what they value about their 
practice.  
 
Anesthesiologists spoke of their focus on the patient in a relationship of trust, and their 
responsibility for the wellbeing of the patient at a stressful time. Many highlighted how much 
they enjoy and take pride in the team environment of anesthesiology practice, including 
collaboration and collegiality, and the intensity of being fully engaged in the work during 
challenging surgeries to produce good patient outcomes. They stressed their ability to provide 
good care in the O.R., a haven away from administrative issues and stressed their interest in 
developing innovations to improve patient services and outcomes. They also enjoy the complexity 
of the work, combining surgery, medicine and pharmacology in their clinical practice.  One 
described the environment of anesthesiology as being neat and focused, reminiscent of 
engineering. 
 
Several participants mentioned that during their medical training, they had not intended to 
pursue anesthesiology.  However, they met mentors who were enthusiastic about their 
profession, and demonstrated a particular way of practicing, causing them to change their plans.  
Most had clear recollections of their first time working in anesthesiology, and the impact that 
experience had on them.   
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The anesthesiologists valued the power of their stories; each one was deeply meaningful and 
moving. They advocated using stories to advance policy: Stories help humanize your position and 
avoid stereotyping.  
 

Identifying Hopes and Concerns 
 
Participants were asked to articulate their hopes for the future of anesthesiology.  Overall, theirs 
was a plea for understanding of their role and the value of their work.  They love their practice 
and want to be recognized for their leadership in the provision of high quality, efficient care, 
before, during and after operations.  They have an aptitude for systems thinking and 
collaborative work to improve patient care, and provide a unique perspective in the operation 
room to consider the big picture.  As anesthesiologists they are keen to improve the efficiency of 
care by implementing new ideas and enhancing the training and skills of all those who work in the 
operating room.    
 
They also listed several concerns.  Among their colleagues and within their professional 
organization, there is a lack of new young leadership and indecision about how to organize their 
association (i.e., remain independent or form a union).   They felt that the BC Anesthesiology 
Society should use its leadership position to showcase the good patient care provided by its 
members.  They are concerned that their role is misunderstood by other health professionals and 
that there can be tension between anesthesiologists and surgeons regarding leadership in the 
operating room. 

 
Some members of the profession are angry and disengaged, Relationships with health authorities 
have become adversarial, which diminishes the ability of anesthesiologists to suggest and 
implement innovations to provide quality care.  They feel health authority administrators may be 
in an ivory tower: out of touch with what is actually happening in patient care and not providing 
the support anesthesiologists would like.  Administration may attempt to make changes to what 
happens in the operation room without a clear understanding of what anesthesiologists do.  They 
feel they lack power and the ability to influence the whole patient experience.  
 
Relationships with the BCMA and the Ministry of Health are also difficult, creating a feeling that 
anesthesiologists have been backed into a corner.  The existence of a negotiated agreement 
between government and the medical profession leaves them little hope that anything will 
change.   Anesthesiologists do not feel heard by health authorities and policy-makers: they invest 
their time to create solutions, but those solutions are not implemented. 
 
Anesthesiologists hope to find constructive ways of re-establishing effective communication with 
the organizations that regulate and control their working environment (BCMA, MoH and health 
authorities) as well as with the public.   They love their work, but feel the public may lack an 
understanding of their role, or even that they are actually physicians.  They would like to refocus 
on the good work they do.  
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These concerns have led to demoralization of anesthesiologists and the whole operating room 
team, leading to degradation of practice.  Regions of BC are losing anesthesiologists as well as 
assistants; it is hard to recruit new people because of the lack of full-time positions with 
guaranteed funding and access to operating room, as well as the level of conflict surrounding 
working conditions, funding and professional relationships in B.C. anesthesiology today.  
International recruits may not work to the same safety standards as Canadian-trained 
anesthesiologists.   Funding is tight and the expectation is do more with less.  

 
Nursing and allied health professionals also affect the ability of anesthesiologists to provide a high 
standard of patient care.  Union requirements, staff shortages, insufficient training and staffing 
and poor morale may all impair patient care.   Among anesthesiologists, societal/generational 
change brings a desire for improved work/life balance.  The system needs to adapt to the new 
generation. 

Designing a pilot project 

Participants were asked to propose pilot projects that might improve patient care and efficiency.   
The projects could focus on local or big picture challenges, and they should be creative but 
realistic.   

Project 1: Anesthesia care teams 
 
One group suggested creating anesthesia care teams of 1-2 people, including anesthesia 
assistants, to provide operating room and equipment setup, handling of equipment during 
procedures and some supervision of the patient to free up the anesthesiologist to attend to 
another patient nearby.  The benefits of care teams include greater flexibility in how to deliver 
services and use of the anesthesiologist’s time.  Highly trained team members would increase 
volume and efficiency of procedures while maintaining efficiency.    
 
Currently, there are few incentives for anesthesiology assistants to obtain the training they 
require, since they are not fully compensated for taking on greater responsibility for patients.  
Implementing anesthesia care teams would mean updating the training model, the practice 
model and the contract.   There may be concerns among anesthesiologists about job loss or lower 
salaries; the billing arrangements also need to be reconsidered (i.e., bill in time blocks or per 
procedure).    
 
There may be limits on how much anesthesiologists’ efficiency could be extended.  Safety 
considerations would be an important element of implementing a team model of care.  
Outcomes assessments would have to include complexity of the patient’s status and the 
procedures to be done (general vs. local/regional anesthetic). Still, the group felt there was room 
to expand the range of procedures for which assistants could take on enhanced responsibilities. 
 
The use of care teams in anesthesiology is already being discussed in many hospitals/authority 
levels and the published literature supports this model.  Implementation would have to be 
tailored to local conditions and may work better in some settings than other.  
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Project 2: Exchange locums 
 
Anesthesiologists and their practice would benefit from doing exchange locums in other regions 
of BC, using the opportunity to both learn and teach.  Implementing this idea would bridge urban, 
tertiary care centres with community hospitals and rural practices to increase understanding 
across locations.   Cross-fertilization of ideas could improve patient outcomes as well as create 
support for a crisis in a specific location.  
 
Undertaking exchanges of this type would have to allow for the cost of transportation, 
accommodation and compensation for life disruption.  It may be challenging to convince 
practitioners to participate, and would achieve the best outcomes if the traveling anesthesiologist 
is paired with a local colleague for support.   These locums could be credited as continuing 
medical education.   

 

Project 3: Creating larger practice communities 
 
The project proposes the creation of a small number of mobile, full-time anesthesiology 
specialists to support rural communities who cannot afford/don’t have enough volume for full-
time.   They could be engaged by a central, well used hospital in permanent locum positions.  
Alternatively, staff could rotate through locum positions as well as spend some time at the 
central facility.  In addition, GPAs in rural communities could come to central locations to 
enhance their skills. 
 
This arrangement would foster cross pollination of ideas and increase the capacity of rural 
hospitals to keep their O.R.s open.  It could decrease waitlists, provide better emergency care and 
support GPAs, who are currently getting pushed to do more complex surgeries in locations that 
can’t afford an anesthesiologist.  Overall care would improve and the experience may encourage 
physicians to move to rural communities.  
 
Identifying funding for these positions would be challenging.  With more anesthesiologists 
practicing in a region, income may be lower for each one.  Providing supervision from a central 
anesthesiology department might also be difficult.  

 

Project 4: Funding model and surgical admissions efficiency 
 
Streamlining surgical admissions processes by using nursing staff more efficiently and introducing 
anesthesia assistants could help provide improved efficiency and quality of care.  Piloting a new 
physician funding model could improve recruiting and working conditions for anesthesiologists.   
 
Presentation of this project during the dialogue led to a longer discussion about funding models 
and fee structures for anesthesiologists.   It was recognized that all current models have flaws 
and that any changes will need to be clearly defined so that changes in efficiency and 
effectiveness can be assessed.  
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Discussion: Fee structures and funding models 
 
The goals of a good model include appropriate incentives, reasonable compensation and hours of 
work as well as incentives for efficiency and high quality of care.   Participants in the dialogue 
recognize that physician funding models present a challenge and they recognized that there’s a 
flaw in every system.   
 
The current fee arrangements in BC include compensation structures for specific procedures, per 
time blocks and per room, and these vary across regions in BC.   Participants in the dialogue 
noted that these fees often don’t provide incentives for efficiency nor is there the ability to 
compensate those who contribute to improving the quality of patient care. The fee arrangements 
also create perverse incentives and antagonism among different physician groups.  The 
government is concerned that they are constantly increasing the amount of money paid for 
health care services of all types but not seeing improvements in care.  
 
Fees in BC are lower than in other jurisdictions, which impacts recruitment.   Physicians may be 
less concerned with their actual income and more concerned with how much they are making 
compared to their colleagues in other parts of Canada.  The current fee structure promotes 
working long hours to maintain income, resulting in some anesthesiologists working too many 
hours and others worried about losing hours. 
 
While the highest income level can come from doing a high volume of shorter, faster cases, 
responsible anesthesiologists work hard regardless of the mechanism of compensation, and some 
oversight on performance is done by department heads.  While there can be penalties for lack of 
performance, there are no incentives for improved performance.  The average working hours of 
an anesthesiologist vary widely; some also do research or administrative work, which can be 
stressful.  The fee schedule is complicated and can have opposing incentives:  work longer to 
enhance income or work more efficiently to go home sooner.   

 

Alternative models 
 
Other provinces have funding models that may include flat rates, increased fees for high 
complexity cases and specific loads by procedure.  During the dialogue, there was a suggestion 
that anesthesiologists be assigned based on what treatment the patient needs rather than cost, 
which could result in improved management of patient care.  
 
Participants also considered a model that involved a routine 8-hour day, but that was perceived 
to cause problems if personnel had to change during long, complicated procedures or deal with 
emergencies after hours.  With a salary model, there would be no incentive to work long hours or 
complete work efficiently.   
 
There are departments in which all members receive payments according to their clinical 
practice, teaching, research and administration work.  This requires resources for managing this 
arrangement, but has the advantages of providing incentives for efficiency, flexibility in each 
anesthesiologist’s workload, and some degree of localized control over working/payment 
conditions. 
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Ideas for Further Discussion 
 
Dialogue participants expressed interest in creating more solidarity among their anesthesiology 
colleagues and building bridges to other health care professionals, perhaps through the BCMA.  
Some suggestions to do this include bringing in new leadership/representatives of anesthesiology 
or engaging an independent lobbyist.    
 
The participants also articulated their interest in less adversarial and more collegial approaches 
throughout the health care system, and in improving their public image. One suggestion was to 
work on their messaging and branding on the BCAS website, finding language that demonstrates 
leadership and interest in collaboration and a focus on improved patient care, as well as 
presenting profiles of the people behind the practice.  The BCAS has launched a new website to 
move in this direction. 
 
The purpose of this dialogue was generative, providing an opportunity to create a better future.  
Participants expressed interest in using this report as a first step to embark on concrete tasks. 
IHSTS suggests that future steps might include: 
 

 Broadening the conversation to include representatives of other members of the 
operating room team as well as from the BCMA, MoH and local health authorities. 

 Creating study groups within the BCAS to develop concrete proposals around working 
conditions, care teams, funding models and recruitment 

 Negotiating for pilot project funding to test drive some of the more promising proposals 

 Hosting a summit on anesthesiology practice to focus on the study group proposals 

 Training new leadership, focused on less adversarial and more collaborative relationships 
with all elements of the health care system 

 Restructuring BCAS meetings to attract more participants 
 
IHSTS is willing to collaborate with anesthesiologists to help them build on their current initiatives 
and continue to develop and implement their vision of the future.  


