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     Healthcare is perhaps the place where there is the 
most direct and intimate contact between the 
government and the people it serves. It is also a place 
where the inherent power imbalance between patients 
who need care and the institutions that provide that 
care can lead to tension, frustration, and injustice. Add 
to this the political dimensions, such as the fact that 
healthcare funding is the largest item in the provincial 
budget [1], and it is no surprise that debates around 
healthcare provision and financing are often polarizing. 
Many models exist and many panaceas have been 
proffered from privatization to personalization to 
computerization; but still, no government seems to 
have quite gotten it right. Even worse, the workings of 
the system are so obscure, the network of services 
offered so complex, and the interests of all the players 
(patients, doctors, federations, unions, suppliers) so 
hard to discern and reconcile, that the current Quebec 

Minister for Health and Social Services, Gaétan 
Barrette, has said on camera that public consultation 
prior to reform would take 20 years. This was his 
justification for rolling through his recent reforms like a 
bulldozer (a nom de guerre he has said he appreciates). 
 
     Some may actually be comforted by this 
approach—the idea that one man with a vision can 
swoop in and clean things up. It's something we are 
accustomed to through similar tropes in popular media. 
And yet, at least from the health professional 
perspective, there is something that feels 
fundamentally wrong with this kind of action; the sense 
that something is sacrificed. There is perhaps nothing 
more disillusioning than having the system you work in, 
the system you fight for every day, being changed 
without your input or consent, and then being told that 
you must contort yourself to fit within its new confines. 
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As a professional, it is frustrating to watch the system 
being adapted to political goals instead of to the people 
who work in it, and the people it serves. 
 
     Healthcare professionals today are moving away 
from the paternalism of the past and learning a new 
approach–patient partnership [2]. There is also a need 
to train future healthcare practitioners to be socially 
accountable [3]. These trends are essentially calling for 
the democratization of healthcare systems and the 
empowerment of those the system is supposed to 
serve: patients, their families, and the taxpayers who 
fund it all. While it is admittedly difficult to study and 
demonstrate concrete improvements in outcomes as a 
result of public participation in healthcare planning, we 
do know that such participation brings different 
perspectives to the table and can impact policy [4]. The 
perspectives of the people we serve as healthcare 
professionals are also invaluable for the improvement 
of our individual and collective practice. Further, 
working to address the concerns and suggestions of 
patients and their families also leads to a sense of 
citizenship and collective ownership of the system. This 
in turn leads to trust and good-will- the building block 
upon which the therapeutic alliance is built. 
 
     In addition to the public’s voice, we must consider 
the voice of those who work in the system. These are 
overburdened nurses who have too many patients; 
hospital managers who have too many teams and sites 
to watch over; or family doctors with a dearth of time 
and an abundance of patients in the waiting room. Best 
practices in change management dictate that any 
reform needs to be developed with and communicated 
clearly to those in the workforce affected by it [5]. 
Shutting workers out of the change-making process 
deprives the top level of management of their goodwill, 
insight and expertise. Not cultivating worker 
engagement can contribute to the failure of changes in 
organizations [6]. 
 
     Another key group affected by changes in the 
healthcare system are health professions students who 
are being forced to reimagine their future practice in 
light of Dr. Barrette’s  reforms. These reforms are 
proceeding counter to our training, which encourages 
a commitment to patient partnership and a sense of 
social accountability and professional identity. 
Compounding the problem, our voice seems 
comparatively small in a time when even our 
professors’ voices are being ignored. In a way, many of 
us felt we weren't even on the map. This sense, 
coupled with our perception of the Minister's insistence 

on patient quotas as an attack on family medicine and 
patient partnership, is what led to the historic first strike 
by all four medical schools in Québec [10]. 
 
     Emboldened by the way the strike united medical 
students, we searched for further avenues of 
advocacy, a way to keep the movement going beyond 
the strike. Several things were clear. First, healthcare 
professionals had a poor track record of collaboration 
with each other, not only in the clinic but also in the 
political sphere. This was true despite strong evidence 
for the benefits of interprofessional collaboration in 
primary care [7]. Second, we felt that the Minister's 
claim that consultations would take 20 years was an 
egregious exaggeration given that the Castonguay-
Nepveu commission, which created the healthcare 
system, only had to hold public consultations for two 
years [8]. Lastly, we knew that as the healthcare 
professionals of the future, the ones who would have 
to inhabit the house Barrette built, we wanted a say in 
the reform. 
 
     To address these three concerns, students needed 
to organize themselves. The result was the FRESQue 
(FRESQue - Forum de la Relève Étudiante pour la 
Santé au Québec or the Quebec Health Professional 
Students' Roundtable), an organization bringing 
together all health professional students in the province 
for the first time. Our mandate is to analyze provincial 
healthcare system issues, create and provide 
recommendations to the government, and engage in 
advocating for our recommendations and for increased 
public participation in health policy creation. We 
wanted to ensure that health professions students will 
always have a voice in health policy. The intention was 
not to simply react to ongoing events, but to create an 
organization that would empower health professional 
students to work together proactively, discussing 
different topics every year and identifying priority areas 
in which to intervene. We wanted to prove that our 
ideas could be a useful part of healthcare policy 
debates. In addition, a special mandate of the 
FRESQue is public consultation, because we felt as 
professionals dedicated to patient care that it was 
important to ensure that patients and their families also 
had a voice. In effect, we set out and said, "If the 
government won't do public consultation, we'll do it for 
them." 
 
     And we did. 
 
     In six short months we gathered together our 
student associations, decided our inaugural theme 
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would be "Improving Access to Primary Care", raised 
money, contacted patient groups, professional orders, 
and other stakeholders, and hosted a very successful 
summit on improving access to primary care. We chose 
access to primary care because this was both a very 
current topic at the time and a prime focus of the 
Minister's reforms. Before the summit, we received 
over 400 pages of memoranda detailing 
recommendations for improving primary care; this 
translated into 120 individual recommendations. These 
were sent to us by student associations, charities, 
experts, patients, and members of the general public. 
We wrote articles, we were interviewed, we spoke up, 
and we demanded that the government engage in 
public consultation. At the summit, we connected 
seasoned healthcare professionals with students, 
patients, and members of the general public. We heard 
from an expert on patient partnership, the opposition 
health critic, and from the Minister himself. After what 
felt like long hours of intense and fascinating debate, 
we voted on a list of recommendations that we showed 
to the Minister directly. 
 
     The results, which can be found at lefresque.com, 
are evidence-based recommendations for improving 
access to primary care. They include [9]: 

• Recognizing the roles played by all health 
professionals and allowing them to exercise 
their full scope of practice. 

• Ensuring that healthcare establishments are run 
by an interdisciplinary committee that includes 
patients; similarly, ensuring that patients can 
hold healthcare institutions accountable by 
sitting on the board of local institutions.   

• Improving collaboration infrastructure between 
primary care professionals in different milieus, 
including community organizations and 
schools. 

• Creating integrated primary care teams 
comprised of different kinds of professionals 
based on local assessments of needs. 

• Shifting focus from treatment to prevention and 
public health measures, and ensuring a strong 
focus on education. 

• Increasing the training opportunities for health 
professionals in underserved regions. 

 
     These are a few of our passed recommendations 
and a fraction of the total number of recommendations 
submitted to us. As such, we achieved both of our 
objectives: we analyzed a health policy issue and came 
up with useful recommendations for improving the 

current state of affairs, and we succeeded in carrying 
out a public consultation in a short amount of time. 
     But beyond media attention and the satisfaction 
that comes from proving a Minister wrong, what came 
of all this? What do we have to show for our efforts? 
 
     First and foremost, we have given a generation of 
future health professionals an alternative to cynicism 
and disengagement. We have provided a forum not just 
for action, but for the building of partnerships among 
professionals and patients. These partnerships and the 
conversations from which they arose were the highlight 
of the endeavour for many of our members. We 
provided an opportunity for the public to learn to trust 
that there are professionals who care about what they 
think. We have created that an organization that will 
endure and evolve beyond the mandate of this health 
minister and the next. In the process, we have proven 
that students can come together, produce useful ideas, 
raise their voices, and catch the attention of those in 
power. 
 
     We are at a crossroads for family medicine and for 
the provincial medical system itself. We made the 
choice as future professionals to engage with each 
other, with the public, and with the policy-making 
process. We made the choice to not only stand up for 
but to live for our ideals. And we will keep making that 
choice because it falls to us—the future—to work with 
the people we serve to defend and continually improve 
the system that serves us all. 
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