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What community physicians could offer during a disaster

Throughout British Columbia
and Canada the majority of
health sector emergency pre-
paredness activities have involved
first responders, public health, and
hospitals, along with their associated
emergency departments. Surge capac-
ity planning for acute and prolonged
disasters relies on divergence to a
lower level of care; however, com-
munity resources, particularly family
physicians, have typically not been
included in disaster planning.! Re-
cent disasters and events such as the
4.7 magnitude earthquake that rattled
BC’s south coast in December 2015
and the prolonged power outage in
the Lower Mainland in August 2015
are reminders that all levels of the
health system need to be prepared to
respond to an emergency. The power
outage and absence of backup power
in August resulted in the closure of
many primary care offices and signifi-
cant vaccine wastage in some clinics
(Fraser Health Windstorm After Ac-
tion Report 2015, internal document).
Planning and coordination across the
health care system, including primary
care physicians, is needed to be able
to respond adequately to the full range
of potential disasters.

In February 2011 a devastating
earthquake in Christchurch, New
Zealand, caused widespread destruc-
tion, resulting in 182 deaths and
over 6500 injuries within the first 24
hours.? The region’s only acute care
hospital suffered significant damage.
To ease the stress on that hospital,
coordinated groups of local primary
care physicians and clinics organized
by the Canterbury Primary Response
Group (CPRG) and the local health
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authority managed lower acuity pa-
tients. While many clinics also suf-
fered damage, the CPRG was able
to respond with its community-wide
collaboration of general practitioners,
clinics, pharmacies, home and resi-
dential care groups, Aboriginal health
associations, and allied health servic-
es thanks to its updated community
health emergency plans, which had
been in place since the 2009 HIN1
pandemic (e-mail communication
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with Dr P. Schroeder, Primary Care
Coordinator, CPRG, 29 June 2015).
Engaging both hospital and commu-
nity physicians and providers in emer-
gency preparedness helped to reduce
disaster morbidity and mortality.>*
For many, worry about a rare but
catastrophic event does not stimu-
late preparedness activities. Howev-
er, even smaller disasters and events
such as a highway bus crash, indus-
trial accident, flood or landslide, or
prolonged utility disruption can stall
a community and health system.
Emergency preparedness has led
many first responder groups to prac-
tise mass casualty incidents (MCI)
and many hospitals to develop MCI
plans, referred to as code orange.
However, most of those plans and
exercises have not engaged primary
care practitioners in the community or
incorporated the potential roles they
could play. Community practitioners
are essential to addressing the im-
mediate and less-severe physical and
mental health issues that arise imme-
diately following a disaster, as well as
the longer-term health maintenance
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of the population when other services
are disrupted or overwhelmed.>?

Recently the Victoria Division of
Family Practice began several proj-
ects to help family physicians respond
to a variety of disasters at the individ-
ual practice level and system wide.
In collaboration with the Ministry of
Health Emergency Management Unit,
a Practice Continuity Guide and inter-
active workbook were created to help
family physicians develop practice
continuity plans that would maintain
clinic functionality should emergen-
cies or disasters occur in their build-
ing, neighborhood, or region.*

The Comox Valley Division of
Family Practice collaborated with
community and health authority
emergency planners to develop a plan
for local clinics to help triage and
manage less-serious injuries and sup-
port the local hospital to manage more
critical patients.”® The Victoria Divi-
sion also began similar planning with
their local community emergency
planners and stakeholders. Both ex-
amples highlight ways for commu-
nity providers to contribute during an
emergency and ways that local divi-
sions can support collaborative plan-
ning for and with communities before
a disaster strikes.

Unfortunately, emergency pre-
paredness planning and the roles in-
volved in disaster response receive
little attention during medical training
in Canada.’ It is necessary to address
this gap. As demonstrated by other
countries, properly trained and en-
gaged health care providers are essen-
tial to reducing disaster morbidity and
mortality.'*!? For this to be successful
in BC, providers need support to par-
ticipate in planning activities that will
contribute to emergency response and
community resilience.
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The past few decades have seen a
steady rise in the number of disasters
occurring globally.” BC will not re-
main immune to a large disaster in the
future and will continue to experience
smaller disasters affecting resource-
challenged communities. The timing,
magnitude, and impact of these events
remain unpredictable, but the involve-

ment of health care resources and

practitioners, including family phy-
sicians, will always be necessary.

—Graham Dodd, MSc¢, MD,

CCFP(EM), MADEM

—Michelle Murti, BASc, MD,

CCFP, MPH, FRCPC
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When to bill fee item 14033 (complex care)

ecent audits have revealed
that physicians may be
claiming fee item 14033

(complex care) when there is no con-
firmed diagnosis of a second chronic
condition.

Fee item 14033 was developed
to compensate GPs for the manage-
ment of complex patients residing
in the community who have docu-
mented confirmed diagnoses of two
chronic conditions from at least two
of the eight categories listed below.

Eligible complex care condition
categories:

1. Diabetes mellitus (type 1 and 2).

2. Chronic kidney disease.

3. Heart failure.

4. Chronic respiratory condition (as-
thma, emphysema, chronic bron-
chitis, bronchiectasis, pulmonary
fibrosis, fibrosing alveolitis, cys-
tic fibrosis, etc.).

5. Cerebrovascular disease, exclud-
ing acute transient cerebrovascular
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conditions (e.g., TIA, migraine).

6. Ischemic heart disease, excluding
the acute phase of myocardial in-
farct.

7. Chronic neurodegenerative dis-
eases (multiple sclerosis, amyo-
trophic lateral sclerosis, Parkin-
son disease, Alzheimer disease,
brain injury with a permanent
neurological deficit, paraplegia or
quadriplegia, etc.).

8. Chronic liver disease with evi-
dence of hepatic dysfunction.

There must be supporting doc-
umentation in the patient’s medi-
cal record (i.e., a diagnostic test or
consultation report) for both chronic
conditions to meet the criteria to bill
fee item 14033. Submitting a claim
under 14033 when there is no con-
firmed diagnoses for both condi-
tions could be considered deliber-
ate misbilling. Deliberate misbilling
can result in de-enrollment from the

Medical Services Plan. Also, indi-

cating a false diagnosis may have a

negative impact on the patient, such

as denied insurance or other benefits.

For more information on com-
plex care, visit www.gpscbc.ca.

—XKeith J. White, MD
Chair, Patterns of Practice
Committee
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BCMJ’s
CME listings

Rates: $75 for up to 150 words
(maximum), plus GST per month;
there is no partial rate. If the
course or event is over before
an issue of the BCMJ comes
out, there is no discount. VISA
and MasterCard accepted.

Deadlines:

Online: Every Thursday (listings
are posted every Friday).

Print: The first of the month 1
month prior to the issue in
which you want your notice to
appear, e.g., 1 February for the
March issue. The BCMJ is dis-
tributed by second-class mail in
the second week of each month
except January and August.

Send material by e-mail to
journal@doctorsofbc.ca. Tel:
604 638-281. Please provide
the billing address and your
complete contact information.

Planning your CME listing:
Planning to advertise your CME
event several months in ad-
vance can help improve atten-
dance. Members need several
weeks to plan to attend; we
suggest that your ad be posted
2 to 4 months prior to the event
itself.
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