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Introduction 

 
Background on the Primary and Community Care Initiative 
Despite initiatives over the past several years to improve primary care in BC, there is still a large number 
of patients in the province that do not have appropriate access to primary care services.  Announced in 
Spring 2018, the Government of BC’s Primary and Community Care Strategy is focused on improving the 
everyday health care services that British Columbians rely on. Through interdisciplinary team-based care 
the Ministry of Health (the Ministry) will fund and recruit more health care professionals into the health 
system and ensure patients are at the centre of health care delivery.  
 
The strategy includes, where feasible, interdisciplinary team-based family practices and primary care 
clinics for patients located throughout the province, where physicians and nurse practitioners work 
alongside other health professionals to provide complete care to patients. These practices and clinics - 
called patient medical homes – will work as part of a larger geographical Primary Care Network (PCN) – 
connecting with other clinics, health authority (HA) services (such as public health clinics, mental health 
and substance use services and community services) to make sure that patients have seamless access to 
all the care that they need. It is important to note that in some regions the interdisciplinary teams may 
not be co-located, and delivery models may be adapted accordingly.  
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The Ministry of Health is also developing Urgent and Primary Care Centres (UPCCs), which will provide 
opportunities for patients to access care in the evenings or on weekends and will help patients who do 
not have a family doctor or nurse practitioner become attached to regular care. The Ministry will also 
continue to expand the Community Health Centre (CHC) model in the province – these are community-
led clinics, focusing on interdisciplinary team-based care, and generally also include social services. With 
this plan, frail seniors, adults with complex medical needs, and individuals with mental health and 
addiction challenges can access timely care in the community through specialized community services, 
coordinated by a central point of contact for patients within a geographical area. 
 
In addition, the Ministry and First Nations Health Authority (FNHA) have identified joint interests to 
advance interdisciplinary team-based primary health care and models of governance that ensure First 
Nations’ interests and participation are at the core of design and delivery of health and wellness 
services. These services will embody culturally safe, team-based, interdisciplinary health care that 
increases access and attachment closer to home.  
 
Evidence has shown that interdisciplinary team-based care puts the patient at the centre of their care. 
When implemented effectively the result is a patient and family-centred system that is provided by 
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physicians, nurse practitioners, allied health providers other health professionals who are working 
together effectively in a collaborative way to deliver appropriate care for patient needs. 
 

Guiding Principles  
At a provincial level, a key to the success of the Primary and Community Care initiative is grassroots, 
community driven work coming together with provincial policies and systems. As communities plan and 
implement, there are guiding principles to help ensure success: 
 

 Empower local decision making that responds to community needs – wherever possible, support 
local conversations at collaborative services committees (CSCs) or PCN Steering Committees to 
address issues, instead of having one partner take their issue to a higher body (i.e. GPSC or 
MoH) 

 Enable collaborative decision making between partners  

 Be inclusive of all providers and partners, including physicians, nurse practitioners, nurses, allied 
health providers, Indigenous peoples, patients and families, divisions, health authorities, partner 
services 

 Respect all providers and ensure they are involved in decisions that will affect them 

 Support connections to other services/resources/providers where appropriate 

 Embed a trauma-informed and culturally safe approach to delivering care 

 Engage patients meaningfully and incorporate their feedback to improve primary care 

 Ensure care delivery respects and meets the needs of providers and patients 

 Work towards achieving agreed upon outcome measures, in line with eight PCN attributes 

 Acknowledge and build on the strong foundation of previous local, regional and provincial work 
(e.g. GP for Me) and existing structures (e.g. Divisions, CSCs, GPSC, etc.) 

 
About This Planning and Implementation Guide  
 
A number of partners that are currently involved in establishing primary care networks (PCNs) are keen 
to access information and resources to assist them to plan and implement PCNs in their communities.     
 
To support Wave 1 and Wave 2 communities as much as possible at this time, we are sharing an early 
version of the provincial Primary Care Network Planning and Implementation Guide.   
 
It contains information and guidance for Wave 1 and Wave 2 communities relating to PCN planning and 
implementation; including key activities, roles and responsibilities, hiring, funding, evaluation, and more. 
 
The Ministry of Health (Ministry) and General Practice Services Committee (GPSC) are working together 
to update this guide and add content to create a more comprehensive resource for all communities. We 
expect version 2.0 to be available this fall and will keep partners informed about its release. 
 
This guide incorporates lessons learned from the PCN planning and implementation process, along with 
continuous improvements that have been made by partners along the way. Additional key learnings / 
improvements from subsequent waves will be incorporated into future versions to increase 
comprehensive guidance for all communities and partners involved in PCNs. 
 

https://www.pcnbc.ca/en/pcn/permalink/pcn70
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The diagram on the following page is an overview of a consistent and provincially standardized approach 
for implementing an integrated system of team-based primary and community care. One of the core 
principles of the strategy is to ensure that the implementation approach is a truly collaborative and 
inclusive one, between the Ministry and Doctors of BC through the GPSC, divisions of family practice, 
and health authorities, among other partners. 
 
The four phases of the approach described provide PCN communities with a detailed view of the key 
steps involved in planning, implementing and operating a team-based care service delivery model.  
Wave 1 and 2 PCN communities will use a modified version of this implementation approach. 
 
This Planning and Implementation Guide will be augmented and refined for future waves based on 
further enhancement to the PCN development process, and on feedback received from Wave 1 
communities.  
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Section 1: Change Management, Engagement and Cultural 

Safety 
 

Introduction 
This section provides Wave 1 communities with guidance on change management and engagement for 
PCN implementation. 
 

Change management plan 
Shifting primary care practices towards greater use of team-based care and a networked approach may 
be a significant change that requires change management activities to support.  
 
The following activities are considered change management to support the transition to  full PCN 
implementation / operations and may be funded by the Ministry: 
 

 Clinical service model development, including transition to team-based models of care and 
development of team workflows, protocols and integration within family physician (GP) 
practices, and nurse practitioner (NP) practices  

 Supporting and facilitating cross provider service delivery 

 Recruitment and training for GPs, NPs, nursing and allied health providers 

 Integration of allied health providers and nursing professionals as approved within the service 
plan 

 Patient engagement 

 Community partner engagement 

 Communications, including public awareness, advertising, and marketing 

 Engagement with Indigenous Health organizations 

 Evaluation 

 Attachment process through the centralized provincial waitlist once operational  

 Nurse practitioner integration 
 
Costs associated with activities provided by other entities within the health system are considered out-
of-scope for PCN funding. These include: 
 

 Additional funding for GP engagement and GP participation in implementation of PCN to be 
considered by the GPSC 

 Division resources (e.g. the executive director’s salary) that are covered by division 
infrastructure funding  

 Health authority staff costs to be managed from within health authority global budgets.  
 

Cultural safety plan  
A core attribute of PCNs is that care is culturally safe and appropriate. Communities are asked to 
develop a plan to facilitate the cultural safety learning process for physicians, staff and other providers 
within approved PCNs. This includes the number of physicians, staff and other providers within the PCN 
that currently have, or will complete, the Provincial Health Services Authority (PHSA) San’yas Indigenous 
Cultural Safety Training and / or regional-specific training by HAs by the end of FY19/20. Communities 
are encouraged to use the Indigenous Engagement and Cultural Safety Attribute Guidebook to support 
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the development of plans, which will be available this summer and will be available on the PCN toolkit 
site. 
 

Communications plan 
Communication and engagement play an integral role in supporting the work already underway and are 
critical to the implementation of the overall strategic direction of the PCN. The PCN service plan 
development process requires considerable engagement with community and provider partners. It is   
important that PCNs continue to grow and strengthen these local connections, including with specialist 
physicians, acute services and specialized community services, to advance the goals of primary and 
community care as well as the effective operations of the PCN. 
 
It will be the role of PCN Steering Committees – supported by overarching messages, resources, and 
templates provided by the Ministry Stakeholder Engagement Team and GPSC Communications group – 
to work together to develop a community and partner engagement and communications plan for their 
local PCNs. Elements include identifying stakeholders, developing local key messages, establishing 
review and approval processes, etc.  
 
For PCNs to be effective within the community, they will require input and commitment from of a wide 
range of stakeholders who need to be involved, or informed, in the process from its earliest stages of 
development and planning through to implementation and operations. 
 
PCNs will be supported to have dedicated websites, which include information about participating 
clinics, locations and hours, and services available. Health Link BC will develop the websites using 
provincially standardized templates, in collaboration with the participating PCNs who will be required to 
provide information and updates for this site once developed. Additional information regarding this 
process will be communicated as it becomes available.   
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Section 2: Clinical Programs and Services 
 

Introduction 
This section provides an overview of the types of comprehensive primary care services that may be 
delivered within a PCN.  
 

Enhanced primary care program description 
PCNs will provide comprehensive care and coordination of care with a set of core services. These 
primary core services and their respective key priority populations are outlined below: 
 

Population Primary Care Services 

a. Staying 
Healthy 

1. Services to improve health literacy, self-care, self-management and 
patient activation 

2. Services and activities that contribute to public health efforts in support 
of improving population health status, including supporting healthy 
public policy development, enhancing health supporting environments 
and promoting development of healthy communities  

3. Health assessment of the PCN population including the identification of 
high-risk sub-populations  

4. Implementation of the Lifetime Prevention Schedule (LPS) for the PCN 
population and other appropriate clinical practice guidelines for high-
risk sub-populations identified through the PCN population health 
assessment, throughout the life-course  

5. Provision of nutrition education and counselling with a focus on 
prevention according to established guidelines and guidance  

6. Reproductive care according to established guidelines: 
a) promote sexual health, including prevention and management 

of sexually transmitted infections  
b) health promotion services and supports before, during and 

after pregnancy  
c) low-risk maternity care 
d) antepartum and postpartum care 
e) contraception, safe abortion services and post-abortion care 

b. Getting Better 1. Diagnosis, assessment and treatment services for acute illness 
2. Access to diagnostic services, including point-of-care testing where 

practical 
3. Basic in-office emergency services 
4. Referrals to specialty services with follow-up 
5. Linkages to community-based resources, including peer and group 

support 

c. Living with 
Illness or 
Disability 

1. Outpatient diagnostic imaging and laboratory services, as appropriate  
2. Early detection, intervention and education 
3. Support for self-care 
4. Guideline-based chronic disease and chronic pain management and 

service coordination  
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5. Post-cancer treatment care and support  
6. Pre- and post- surgical care (e.g. pre-habilitation, risk factor reduction, 

optimization and rehabilitation services) 
7. Local surgical services, as appropriate 
8. Use of existing standardized care pathways (e.g. hip surgery) 
9. Ongoing health monitoring, including medication 
10. Home support for people with mild to moderate complex conditions 

and frailty  
11. Support for care provided in hospital and long-term care facilities 
12. Care for people with mental health and substance use problems: 

a. screening, assessment and management for people with mild 

to moderate conditions/disorders and stable severe or complex 

conditions/disorders including concurrent physical health 

conditions  

b. individual, group and on-line counselling 

c. pharmacological treatment including opioid agonist treatment 

services and medication monitoring  

d. rapid access to crisis intervention services 

e. provision of harm reduction resources and services 

f. implementation of tools to increase resilience 

d. Optimally 
Coping with 
End of Life 

1. Serious illness and quality of life conversations 
2. Palliative approach to care (e.g. pain management) 
3. Support for the terminally ill 
4. Referral to medical assistance in dying services on request 

 
Preventive care is part of the core attributes of the provision of comprehensive care. PCNs will continue 
to actively consider opportunities for enhanced preventive care to meet the identified needs of their 
population. Reference to the Primary Care Networks’ Planning Guide for Preventive Health Care will 
support this work. A continued planning relationship with a local Medical Health Officer to provide 
public health and prevention consultation services and linkages to regional and provincial level public 
health staff to support local preventive services delivery will be important as well. 

  

https://www.pcnbc.ca/en/pcn/permalink/pcn71
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Section 3: Planning for and Hiring Interdisciplinary Team 

Members 
 

Introduction 
This section provides guidance related to the critical activities involved in the hiring and management of 
interdisciplinary team members. It also provides an overview of the roles and responsibilities of key 
partners involved in the collaborative process of staffing and managing PCNs.   
 
As part of the Province’s primary care strategy, GPs, NPs, RNs, and various allied health providers, will 
be hired to work together within the various models of care (PMH, UPCC, CHC, etc.) throughout PCNs. 
This section outlines processes to ensure that recruitment, retention and management activities can be 
initiated in a timely manner. 
 
As partners, the Ministry and Doctors of BC through the GPSC, divisions of family practice (DoFP), health 
authorities, First Nations (FN) communities, unions, and individual physicians and clinicians will work 
together to create interdisciplinary teams (e.g. physicians, nurse practitioners, nurses, and allied health 
providers) in a variety of primary care settings and delivery models. This process will be a learning 
experience for all involved. A focus on continuous improvement will guide the approach to recruitment, 
retention and management of staff to enable team based primary care.  
 
PCN Steering Committees are responsible collaboratively for hiring and matching GPs, NPs, and nursing 
and allied professionals to the PCN. Divisions will take the lead on matching GPs and NPs with 
appropriate clinics; while HAs are responsible for working with divisions to do the hiring of RNs and 
other professions/occupations to teams, within various primary care settings. HAs will use their 
established infrastructure, systems, and internal services (e.g. human resources (HR), finance and 
information technology (IT) capability) to support, manage and lead a wide variety of staff.  
 
Across the province, divisions and health authorities are working hard to plan and implement primary 
care networks. This work is resource intensive and significant effort is required to ensure PCNs can 
recruit and hire for their net new positions. The Ministry is building out capacity with dedicated teams to 
help support health authorities and divisions as they look to hire and staff new FTEs per approved 
service plans. 
 
All partners will work together to establish the clinical, administrative and joint leadership structures 
necessary to support this on-going collaboration. Among other matters that the local partners might 
choose to address, the following areas should be addressed: 
 

 Partner and/or practice/ clinic input into 
o development of the team roles and responsibilities  
o the selection process of team members including allied health providers and nursing  
o the development and provision of orientation to the team, the program, and/or the 

clinic 
o operating policies, protocols, and practices. 

 Key contacts for both the clinic and the health authority for on-going coordination and leadership.  

 Population information, concerning health trends, and joint assessment of patient population 
needs, to help determine appropriate clinical team roles and skill set requirements. 



 Primary Care Network | Implementation Guide 

Page 14 
Version 1.0 – Last Updated July 2019 

 Mechanisms for information sharing and access to records needed to provide the services. 
 
The following attributes, principles and definitions should be used to guide the shared responsibility to 
deliver high quality (i.e. effective, accessible, acceptable, appropriate, and safe) team-based primary 
care services: 
 

 Person-Centred Care: A person and family centred approach that is culturally appropriate rooted in 
a commitment to providing longitudinal primary care services across health care settings 

 Team-Based Primary Care: An ongoing collaboration among a connected interdisciplinary group of 
clinical providers with a particular focus on providing seamless, streamlined, proactive primary care  

 Equity, Scalability, Sustainability: Equitable allocation of resources amongst PCNs, scalability 
across the province, and longer-term sustainability 

 Quadruple Aim: Based on achieving the Triple Aim of improved patient and provider experience, 
population health, and cost effectiveness 

 Inter-professional Team (IPT):  A group of health care providers who work together in a 
coordinated and integrated manner with patients and populations to achieve health care goals 

 Employer: The employer for IPT members will be the health authority, which will retain the 
employment relationship with each employee, including, but not limited to, role definition, hiring, 
performance management, development, promotion, compensation/benefits, and scheduling. 
While the health authority retains the employment relationship as described above, others 
including the division and community can and should be involved in the process and 
recommendation 

 Collaboration: The details of collaboration may differ across various scenarios, but are anticipated 
to include mechanisms to support regular communication among the collaborating organizations 
to ensure mutual input in skill mix planning, clinical development, selection processes and team 
building, in the context of an interdisciplinary team-based approach to care 

 
Please see Section 4 for more detailed information and guidance on the model and supports for team-
based care within PCNs.  
 
Two critical success factors will facilitate the hiring of staff required to implement effective team-based 
care: 
 

1. The work  will be dependant on existing stakeholder relationships and ways of working 
where they are established and well functioning. In the spirit of collaborative delivery, the 
Ministry will seek to avoid being overly prescriptive and will allow local partners and service 
providers to work together to deliver the primary care services needed in their respective 
communities. 
 

2. There are existing policies and collective agreements in place for recruiting, retaining and 
managing health professionals. These will serve as the guidelines and regulations within 
which the primary care partners will work collaboratively on nursing and allied health 
provider recruitment and retention.   
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Key activities 
The following guidelines support the process of staffing for PCN communities, health authorities, DoFP, 
partners and local clinics as they work to operationalize the teams and FTEs approved in their service 
plans.  
 
After communities receive an approved service plan, there are a set of key activities that should be 
addressed to begin the staffing process for their PCN. The below illustrative lifecycle structure contains 
guidance on how to initiate these key activities, and broadly categorizes them as set-up, recruitment, 
retention and management. For the hiring process to be executed in accordance with approved plans, it 
is important for PCNs to be aware of and factor in local variability in resource availability and staffing 
timelines.  
 
 

 
 

1. Set-up 
A number of activities should be initiated following receipt of an approved service plan in order to 
enable the recruitment of GPs, NPs, nurses and allied health providers.  
 

Activity Lead 

Mobilize internal governance structures to enable the 
recruitment of resources through the PCN – Upon 
Service Plan Approval 

PCN Steering Committee / Leadership 

Establish contact with respective HA HR Manager and 
local DoFP – Upon Service Plan Approval  

PCN Steering Committee / Leadership 

Recruitment of PCN Manager – Target timeline of two 
months following Service Plan Approval 

Local DoFP to lead with the support of 
the Collaborative Services Committee 
(CSC) 

Through the HA HR Manager, establish contact and 
relationship with the HA VP Medicine, VP HR and HA 
PCN Lead 

PCN Manager (once hired this should be 
an immediate priority) 

Confirm the physical locations of PCN clinics to prepare 
for the development of job postings. 

PCN Manager 

 

2. Recruitment 
Divisions of family practice, health authorities (through their Department Medical Affairs) and Health 
Match BC are responsible for the recruitment of GPs and NPs as approved in the service plan. Health 
authorities (through their Departments of Human Resources) working with local clinics and / or partners 
are responsible for hiring/selecting unionized staff, in accordance with collective agreements and based 
on the needs outlined by the partners in the service planning process. HAs will work closely with all their 
PCN partners to develop collaborative processes that work for them and include all relevant 
stakeholders in the recruitment and selection processes for staff.  
 

1. Set-up 2. Recruitment 3. Retention 4. Management
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The below table lists recruitment-related activities for each of the various professions that will support 
the delivery of team-based care in PCNs. 
 

Medical Professional Process 

GPs & NPs 1. PCNs will receive service plan approval including confirmation of 
the approved number of contract GPs and NPs to recruit 

2. The PCN Manager will work with the HA HR Manager to recruit 
appropriate resources through the existing Health Match BC 
system, following established processes 

 For more information on the Health Match BC process, 
refer to the following link 

3. The HA HR Manager, under the direction of their medical affairs 
department, will work with the PCN Manager to set up and 
execute contract opportunities (process will vary for Alternative 
Payments Program [APP] vs Fee-for-service [FFS])  

Nursing & Allied Health 
Providers  

1. PCNs will receive service plan approval including confirmation on 
the approved number of Nurses and Allied Health providers to hire 

2. The HA HR Manager will provide the PCN Manager with the 
relevant generic job descriptions 

3. The PCN Manager will tailor where necessary the job descriptions 
based on PCN-specific needs, in partnership with clinics, and send 
it to the HA HR Manager for final review 

4. The HA HR Manager will review job description to ensure 
adherence to existing collective agreements 

5. The HA HR Manager will share the posting with the HA to post and 
create a pool of eligible candidates 

Adjusting Resource 
Allocation from Approved 
Service Plan  

 In some cases, PCNs may face local challenges that impede the 
recruitment of the health professionals that have been approved 
in their Service Plans 

 In recognition of this, the Ministry will provide clinics the flexibility 
of adjusting their Service Plan resource allocations (i.e. “swapping” 
planned resources with different resources that appropriately suit 
community needs and resource availability) to optimize funding 
with prior approval from the Ministry 

 Process: The expectation is that the PCN Manager will work with 
HAs, local DoFP and Ministry Liaison as required to receive 
Ministry approval 

 

3. Retention 
Job satisfaction of new staff is a critical enabler of the successful implementation of the team-based care 
model. Once new resources are deployed, all partners are expected to play a part in driving the change 
management and continuous quality improvement approach necessary to proactively manage staff to 
ensure their satisfaction within the new team-based environment.  
 
The PCN Manager in collaboration with the HA HR manager and the division of family practice will 
manage the resolution of issues raised by GPs, NPs, nurses and allied health providers. If there are 
general clinical concerns or questions that GPs, NPs or other health providers at the clinic or in the 

https://www.googleadservices.com/pagead/aclk?sa=L&ai=DChcSEwiGupuX3NrhAhXOhLMKHRQOCWYYABAAGgJxbg&ohost=www.google.com&cid=CAESEeD2ugSNJ7rNZxjAfHLMWh1a&sig=AOD64_263Vqno09ZQT4hEwEh4NBUxXynzQ&q=&ved=2ahUKEwi0npWX3NrhAhXQneAKHXx_B7QQ0Qx6BAgJEAE&adurl=
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community have about the service delivery, then they should engage with the PCN Manager to address. 
If these discussions do not resolve the concern, the HA HR Manager can be involved. This approach 
allows clinicians (GPs and NPs) to focus on providing patient care, and not on managing staff. 
 

 Process 

Change Management  PCN Manager will work with relevant professional practice teams (and 
HA HR Manager where appropriate) to share and distribute change 
management tools and materials covering the communications, 
expectations and execution of team-based care. 

Professional Practice 
Support and 
Development 

PCN Manager in collaboration with the HA HR Manager will administer 
professional practice support and development, delivered by the 
relevant professional practice teams. 
 
The HA and relevant professional practice teams, in consultation with 
the clinic, are responsible for clearly describing and communicating 
performance standards for nursing and allied health providers and 
ensuring the appropriate training and orientation, as well as the 
necessary resources, supplies and equipment, are provided to staff to 
enable successful performance. For GPs and NPs this role will be 
fulfilled by the PCN Steering Committee.  

 

4. Management and Administration:  
As it relates to the management of net new resources, HAs will largely be responsible for payroll and 
benefits administration, as well as ongoing HR and performance management of employees deployed in 
a PCN, in accordance with applicable collective agreement requirements. 
 
Management-related activities – broadly categorized as payment, scheduling, performance 
management and service delivery – vary by medical professional, as described below.  
 

Medical 
Professional 

Activity Process 

GPs & NPs Payment  Alternative Payment Program (APP) 

 Once the contract is executed, finance makes 
payments as set out in the schedule of the 
contract.   

Scheduling  With input and from clinics, the PCN Manager will 
facilitate matching of GPs and NPs with 
opportunities including scheduling of days and 
hours of the week 

 If a GP/NP is embedded in a clinic, the scheduling 
activity may be delegated to the clinic (working 
within the parameters of the service contract) 

Performance Management  Questions over competency or safety would 
result in escalation to relevant College per 
existing processes 

Service Delivery   PCN Manager / PCN Steering Committee would 
drive the dissemination of change management 
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tools and communications to enable and manage 
expectations about the new team-based care 
work environment 

 A continuous improvement approach should be 
used to ensure that service delivery models meet 
the needs of all practitioners 

Nursing & Allied 
Health Providers 

Payment   Pay (i.e. salaries, benefits) for nurses and allied 
health providers will be executed as per the 
appropriate collective agreements, through the 
HA 

Scheduling  Clinics within the PCN will define their staffing 
needs to cover the schedule per FTE levels 
approved within service plan 

 The HA PCN lead and HR Manager will work with 
the HA to ensure that required staffing is 
provided per the service plan approval 

 The HA HR Manager will ensure that the 
collective agreement is applied when scheduling 
and backfilling staff 

Performance Management  The HA HR Manager is responsible for the 
performance management of nurses and allied 
health providers as per the relevant collective 
agreements 

Labor Relations Issues  HA HR Manager to ensure that operations are 
consistent and compliant with the relevant 
collective agreements 

Service Delivery   PCN Manager or PCN Steering Committee will 
disseminate change management tools and 
communications to enable and manage 
expectations about the new team-based care 
work environment 

 

Roles and accountabilities 
A number of key stakeholders are involved in the set-up, recruitment, retention and management of net 
new resources approved for PCNs. The below table provides a description of the accountabilities and 
responsibilities for each of these key roles.  
 

Role Accountabilities 

HA 

HA VP of 
Medicine 

 Support recruitment of GPs and NPs in partnership with DoFP and Health 
Match BC; however, the primary point of contact will be the HA HR Manager 
(representing VP of Medicine) 

 Administer the GP and NP service contracts with respect to managing all 
elements associated with contract management in partnership with the DoFP 

HA VP of 
Human 

Resources 

 Through the HA HR Manager recruit, schedule, retain and manage nursing and 
allied health providers within full service primary care clinics, in partnership 
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with clinics and the PCN Manager, consistent with the service delivery needs 
and plan. 

 Work with unions and community-level professional associations to 
understand the resource needs of nursing and allied health providers 

HA HR 
Manager 

 Work collaboratively with the PCN Manager and be their primary point of 
contact with the HA 

 Provide the PCN Manager template job descriptions and ensure that submitted 
job descriptions do not violate collective bargaining agreements or any existing 
contractual obligations 

HA PCN Leads 

 Understand Service Plans for all relevant geographical areas in partnership 
with the DoFP 

 Work collaboratively with the HA Departments of Human Resources and 
Medical Affairs to monitor progress of PCN Implementation Plan – particularly 
on multi-year staffing plans 

 Provide support for issue resolution with changes to the plan (i.e. “swapping”) 

Medical 
Health Officer 

 Working collaboratively with regional PH staff and the PCN Manager to 
provide ongoing epidemiological data analytics support, linkages to local and 
regional public health services, and support for maternity care planning and 
redesign efforts 

Divisions of Family 
Practice (DoFP) 

 DoFP are responsible for supporting and engaging their GP members in 
enhancing primary care services and provider satisfaction in local 
communities.  

 Facilitating appropriate representation of DoFP in PCN Steering Committee  

 Receive funding from the General Practice Services Committee (GPSC) through 
the Physician Master Agreement to implement GPSC funding initiatives, such 
as the implementation of PMHs. 

 Participate in Interdivisional Strategic Councils and provide input to GPSC / 
Doctors of BC (DoBC) about policy and practice issues related to 
implementation of PMHs, CHCs, UPCCs and PCNs in local communities and 
with the development of SCSPs. They are also specifically responsible for:  

o Advising members on local, regional and provincial direction and 
issues related to implementation of PMHs, CHCs, UPCCs and PCNs in 
local communities and with the development of SCSPs 

o Bringing forward collective feedback from members related to local, 
regional and provincial direction and implementation of PMHs, CHCs, 
UPCCs and PCNs in local communities and with the development of 
SCSPs 

o Supporting GPs participating in the creation and governance of PCNs in 
local communities 

o Developing local relationships and partnerships with the health 
authority; may develop partnerships with non-HA operated 
community partners and municipalities in support of achieving goals of 
the PCN. 

o Assist with the recruitment and matching of GPs and NPs to existing 
primary care clinics. 

 May develop partnerships with non-HA operated community partners and 
municipalities in support of achieving goals of the PCN.  
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PCN 

PCN Steering 
Committee  

 The committee established under the guidance of the CSC that oversees the 
establishment and ongoing operations of the PCN in accordance with PCN 
Service Plan and Service Plan Approval for the purpose of implementing and 
coordinating the operations of the PCN. The committee reports to the CSC to 
ensure ongoing community coordination and partnership, and is minimally 
comprised of local patient representatives, local First Nations representatives, 
physician representatives from local primary care practices, nurse practitioner 
representatives, the Division of Family Practice and the local regional Health 
Authority. 

 We also recommend including additional groups in the steering committee, to 
ensure that the PCN is representative of the community and of the health care 
providers delivering services. Other groups that should be included wherever 
possible are:  

o Community specialists 
o Community organizations 
o Midwives 
o Allied Health Provider representatives 

PCN Manager  
 Lead staff person, hired by local DoFP, who manages PCN operations and is the 

primary point of contact for the PCN 

 Overseen by PCN Steering Committee 

Collaborative 
Services 

Committees (CSC) 

 Collaborative Services Committees are partnerships between the health 
authority and the Division of Family Practice. They are co-led by the local HA 
primary and community care lead and the DoFP leadership. They are 
responsible for:   

o Providing collaborative input into local development and 
implementation of services within the PCN geographical service area, 
across the health service continuum 

o Governing local PCNs by forming the PCN Steering Committee, in 
collaboration with local FNs 

o Facilitating broad engagement of providers and key community 
partnerships including local FNs service provider organizations, nurse 
practitioners, community groups, and other community service 
providers 

o Applying PCN, PMH, UPCC, CHC, SCSP policy framework to local 
circumstances, as applicable 

 

 

Please refer to the Ministry of Health’s PCN Q&A documents (“Primary Care Networks – GP and NP 
Contracts and Compensation” and “Building Teams in a Primary Care Network”) for further information 
on HR/LR matters, or contact your HA HR Manager.   

https://www.pcnbc.ca/en/pcn/permalink/pcn73
https://www.pcnbc.ca/en/pcn/permalink/pcn73
https://www.pcnbc.ca/en/pcn/permalink/pcn74
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Section 4: Interdisciplinary Team-based Care Plan 
 

Introduction 
Interdisciplinary team-based care (TBC) provides an opportunity to increase patient access to high 
quality primary health care in British Columbia. Working in teams is foundational to accessing safe, 
effective, high quality primary and complex chronic care that meets the quadruple aim1.  
 
Evidence shows that TBC is a fundamental building block for optimal primary care systems and patient 
medical homes2.  As such, the Ministry of Health (Ministry) and GPSC are committed to providing 
support to communities implementing team-based approaches. 
 
This section sets out: 

1. Information on best practices for collaborative TBC 
2. Information on available resources and supports for PCN communities from the GPSC, the 

Ministry, health authorities (HAs), and others 
3. Information on future steps for support 

 

A definition of team-based care 
Team‐based care is the provision of health services by a group of providers who work together in a 
coordinated and integrated manner with persons, families and populations to enhance and maintain 
health and wellness. Effective interdisciplinary teams display collective competency, shared 
responsibility, accountability, leadership, and active participation of each team member involved to 
achieve coordinated, high quality care. Teams are designed and operated in a way that recognizes the 
importance of longitudinal relationships between patients and a primary care physicians or nurse 
pracitioners leading to improved care experiences and outcomes overall. 
 

A new way of working 
TBC is a foundational attribute of the patient medical home (PMH) that supports the provision of 
longitudinal, comprehensive, quality care. It is the building block of primary care networks. It is also a 
new way of working for many providers. Working in an interdisciplinary team-based environment 
requires a culture of relationship-building, collaboration and coordination by multiple health care 
disciplines to deliver person-centred care. TBC is an evolving model of service delivery that will provide 
the platform for PCNs to organize teams of providers to increase patient access and attachment to 
regular primary care physicians and nurse practitioners and better support the unique needs of the 
entire community. PCNs will meet local health needs ensuring that patients get the right care at the 
right time by the right provider. 
 
It is important to communicate the value and benefits of TBC to patients and practitioners. This will 
include local partnerships between clinics and health care providers including family physicians, HAs, 
nurse practitioners, First Nations and other community health providers. Health professionals are 
already familiar with working with other disciplines in a variety of settings, from offices to hospitals, to 
community services, and in some cases in developed teams.  However, it is possible to improve the care 

                                                           
1 Annals of Family Medicine (Dec 2014). From Triple to Quadruple Aim: Care of the Patient Requires Care of the Provider. 
2 Association of Family Health Teams of Ontario (2015). Optimizing the value of team-based primary care. Review of the literature 
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of the patient, and the satisfaction of the health professionals, by improving how everyone works 
together.  
 

Team-based care guiding principles 
A review of evidence and best practices highlights ten core guiding principles3 to enable PCNs to 
establish, replicate and evaluate effective interdisciplinary teams in all primary care models.  
 
The following principles apply to the health care system and are also reflected in the PMH model.  The 
supports are designed to help teams address the principles appropriate to their situation.  
 

Longitudinal 
Relationships  

Recognizes the importance of longitudinal relationships with a primary care 

physicians or nurse practitioners that supports relational continuity of care for, 

and with, patients leading to improved care experiences and outcomes overall. 

Person-
Centered Care  

The care team should consider the person as a whole beyond the presenting 

health issue - centering care on the health needs of the individual, their families 

and their community with the objective of providing high quality care, improving 

the overall patient experience and engaging them as full partners in their care 

and in the development of team-based service delivery models. 

Patient and 
Community 
Engagement 

Actively engage patients and community stakeholders in the development, 
implementation and evaluation of the model for TBC and related infrastructure 
as applicable to allow for high-functioning teams.  

Quality Care  

Quality services known to achieve positive health outcomes that matter to 
patients and families are accessible, acceptable, appropriate and safe. Team 
approaches are embedded in individual care models for chronic conditions, in 
addition to tailored care plans to ensure patients have the right providers and 
services at the right time and place.  

Integrated and 
Comprehensive 
Shared Care 

Interdisciplinary teams adopt an integrated and comprehensive shared-care 
model for service delivery, built on a culture of trust, collaboration, and open 
and transparent communications. There is a shared responsibility by all team 
members to adopt this model of care whereby health promotion and disease 
prevention drives all policy and system redesign.  

Clearly Defined 
Roles and 
Responsibilities 

Every team member brings a unique, but intersecting, knowledge base and 
skillset to the care team. Defined roles and responsibilities help set clear 
expectations and support optimal use of team member skills and abilities to 
maximize team effectiveness and quality outcomes and experiences of care (for 
patients and providers). 

                                                           
3 Mitchell P, Wynia M, Golden R. et al. Core Principles & Values of Effective Team-Base Health Care. Institute of Medicine. October, 2012. 
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Innovative & 
Iterative 
Approaches 
that Support QI  

Highly effective teams at all levels continually reflect on team functioning, build 
in feedback mechanisms to learn from successes and failures to improve 
performance, and inform the development of innovative care delivery solutions 
that are responsive to evolving patient care and population health needs. 

Value-Based 
Care  

Delivery of a high-performing, financially sustainable healthcare delivery system 
requires optimal use of high-performing teams to advance the implementation 
of evidence-informed approaches and enable the achievement of the Triple Aim. 

Health Equity 
& Improved 
Access to Care  

A health equity lens should be considered when planning team-service delivery 
with particular emphasis on improving access to care for vulnerable and 
marginalized populations. A focus on culturally safe and trauma-informed care is 
also prioritized. 

Change 
Management  

Intentionally introducing TBC in a healthcare system requires specific attention 
to change management principles, such as ensuring support from stakeholders, 
implementing small incremental change over time, and providing rapid feedback 
cycles. 

 
Team-Based Care Enablers 
 

A number of team-based care enablers were established at the Provincial TBC Leveraging Partnerships 

meeting that was held on April 30,th 2019 at the BC Patient Safety & Quality Council.  These are intended 

to be a first draft to start the dialogue in the newly formed GPSC TBC Working Group on the enablers 

required to support a transition to a more robust team based care model.   
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Support for team-based care implementation 

The Ministry is committed to: 
 
1. Developing effective policy that provides clear direction on the TBC Strategy.  The existing policy will 

be updated after consultation with the GPSC TBC Working Group set out below. 

 

2. Co-chairing the GPSC TBC Working Group, a joint collaborative between MOH and Doctors of BC, 

and including interdisciplinary partners that collectively will provide leadership and strategic 

direction to support and enable high-functioning TBC. The GPSC TBC Working Group is tasked to 

define and support an interdisciplinary TBC approach and will include membership from supportive 

organizations in order to deliver this mandate. A number of TBC supports already exist which can be 

leveraged to support TBC implementation. The GPSC TBC WG will work to ensure the strategic use 

of available resources that meet various learning styles and support the diverse needs of practice 

teams across BC. These include tools developed by the GPSC’s Practice Support Program (PSP), 

Divisions of Family Practice, the UBC Innovation Support Unit (UBC-ISU), the BC Patient Safety & 

Quality Council (BCPSQC), UBC Health, and HAs.  

 
3. Providing TBC support to: 

 PCN Wave 1 communities 

 Accelerate and sustain the integration of supports into the planning and implementation 
process for PCN Waves 2 and beyond 

 Primary care physicians and nurse practitioners, to support them with integrating other care 
providers into practices 

 
Special attention will be given to the PMHs and the PCNs, as they are the mechanism by which 
primary care will be transformed, as PCNs are spread across the Province.  However, the MOH 
recognizes that health care is a spectrum and the foundational components and supports required 
for team-based care will need to be accessed broadly including in Specialized Community Services 
Programs. 
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TBC Framework 

The TBC Framework was developed by the MOH in an effort to clarify governance and scope of the TBC 
work.  It is anticipated that the MOH will modify this once the work becomes more clearly defined.  
 

 
 

Team-based care priority implementation supports 
 
Starting with the Wave 1 PCNs, all communities are encouraged to take advantage of the following 
currently available supports: 
 

1. TBC Mapping  

UBC-ISU has been established at the University of British Columbia through the Department of Family 
Practice to connect, engage, and work with groups who are actively involved in innovation in 
community-situated, team-based care in BC. 
 
What is the ISU Team Mapping Method? 
UBC-ISU has created the Team Mapping Method to help team explore how best they could be 
structured to deliver TBC. This highly interactive process has three steps: 
 

a. Preparation: UBC-ISU work with PCN Wave 1 sites to understand key characteristics of their 
community and project(s). This includes: PCN TBC goals, expected patient population, 
available provider roles, existing community resources, and options to include (e.g. 
location/space). UBC-ISU takes this information to plan the mapping sessions, including a set 
of simulated patient cases (aka. personas). They leverage data on expected patient 
population where available to help shape the planning activities. 

 
b. Team Mapping Sessions: Building on the preparatory work, the mapping sessions are 

structured as a series of facilitated sessions in PCN communities with stakeholders to 
explore team structure. UBC-ISU facilitators engage with a multidisciplinary group to map 
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out care teams and circles of care options for a range of personas. These highly interactive 
sessions help providers understand how best to work together. The sessions help build a 
sense of cohesion and consensus, as providers explore and discuss options in the context of 
TBC.  

 
c. Recommendation Report: After the mapping session, UBC-ISU provides a report with 

recommendations to help decide on the team composition best suited to the PCN. 
 

2. Practice Support Program – Small Group Learning Sessions and In-Practice Coaching 

Through the GPSC, the PSP offers a seven-part series of in-person small group learning sessions for 

family practices and teams, supported by practice coaching. Based on the Canadian Interprofessional 

Health Collaborative’s Interprofessional Competency Framework, each 2.5 hour session supports 

primary care teams in developing key competencies to build successful team-based care into practice. 

Each interactive session in open to all doctors and members of the practice team and is facilitated and 

supported by follow-up practice coaching tailored to meet the needs of the team. 

The seven-part series covers the following competencies: 

 Foundations: introducing TBC competencies, role clarification and medico-legal liability 

 Patient-Centred Care: developing a team that enhances quality patient care 

 Interprofessional Communication: understanding individual styles and building effective 
interpersonal communication 

 Team Functioning: developing strategies and mechanisms to work together 

 Interprofessional Conflict Management: understanding and resolving interpersonal conflict 

 Collaborative Leadership: understanding the characteristics and benefits of collaborative 
leadership 

 TBC Practice Approach: integrating content to support the development of a TBC approach for a 
practice team 

 

Each inclusive and interactive session is certified by the College of Family Physicians for up to 48 

Mainpro+ credits and compensation is provided for action planning efforts.  

3. Online Modules  

UBC Health has developed online modules to support a shared vision of TBC. The TBC on the Run Online 
Module Series will form part of the TBC supports. 
 
These modules follow the National Inter-professional Competency Framework (www.cihc.ca) and 
provide an integrated approach to describing the competencies required for effective collaboration in 
healthcare. The TBC on the Run Module Series includes one module for each competency domain. The 
six competency domains highlight the knowledge, skills, attitudes and values that shape the judgments 
essential for collaborative practice.  
 

 Foundations of Team-Based Care: A foundational module that provides an overview of concepts 
and principles related to TBC and collaborative practice. The module provides a foundation for 
further learning in the area of collaborative practice. Subsequent modules in the series focus on 
one of the competency domains in the National Inter-professional Competency Framework 

http://www.cihc.ca/
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 Inter-professional Communication: Addresses this foundational competency for collaborative 
practice and patient-centred care 

 Patient-Centred Care: Patient / Community / Family-Centred Care which demonstrates how 
patient-centred care is more effective when delivered by an interdisciplinary team and how 
patients and families need to be integrated into the team to set and achieve their goals 

 Role clarification: Helps learners explore who to collaborate with, in what situations, when, in 
what contexts, where, how, and why 

 Team functioning: Focuses on how different groups need to work together differently based on 
who they work with, what their patient’s needs are, and where they work 

 Inter-professional conflict management: Stresses the unique characteristics of inter-
professional conflict and highlights how, when managed effectively, this conflict can enhance 
shared decision-making and lead to better outcomes 

 Collaborative leadership: Provides tools and strategies to ensure each healthcare professional is 
prepared to take on a leadership role when their skills and knowledge are paramount 

 

Future Team-Based Care Supports 
 
There is a recognition that further capacity must be built to address needs such as coaching, quality 
improvement training, and access to resources in a consistent or centralized fashion. The GPSC TBC 
Working Group is working with stakeholders to address needs for further TBC support and ensure 
supports are available to all interdisciplinary team members. Support will be specific to community need 
and focused on the provision of change management, quality improvement training, and knowledge 
sharing within, and between, the practices. 
 
It is critical to ensure that future TBC supports help to:  
 

 Align with needs of practitioners to support care to patients 

 Is available to all health care professionals on the team 

 Provide a central “hub” to share solutions and best practices 

 Build local capacity to facilitate the uptake and implementation of supports in primary care 
practices 

 Evaluate learning and foster ongoing improvement in collaboration with the Primary and 
Community Care Research Advisory Committee  

 Provide opportunities for provincial-level coordination of work to advance primary and 
community care  

 Create and curate province-wide resource development that leverages shared learning to 
minimize the duplication of efforts 

 Facilitate topic specific network “nodes” to support, align and advance specific areas of primary 
care such as TBC, change management, and quality improvement  

 Support virtual and face‐to‐face collaboration and learning opportunities in the form of regular 
interactive webinars, topic-specific workshops and an annual in‐person primary and community 
care integration day 

 Advance communication and sharing through communication channels (web, newsletters, social 
media) 
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TBC guide and toolkit 

There is also a commitment to work with partners to develop a comprehensive guide to support 
implementation of TBC in primary care practices. A toolkit is currently under development and will 
include: 

 Interdisciplinary TBC models 
o Definition 
o Advantages of team-based primary care models 
o Implementing TBC models: learnings from the World Health Organisation 
o Learnings from TBC policies in Western Canada including Alberta, Ontario & Manitoba 

 High performing team-based primary care models in BC 
o Overview 
o The TBC framework and implementation support enablers 
o System, organizational, and team-level enablers  
o Major stakeholders and their roles  

 
Some examples include: 
https://www.gov.mb.ca/health/primarycare/providers/docs/pinit.pdf 
http://www.ontla.on.ca/library/repository/mon/11000/256235.pdf 

 

Change Package and Implementation Supports 

The goal in this work is to move PCNs in a common direction while at the same time providing the ability 
to meet local communities and contexts.  There is the potential to provide broader implementation 
support and change ideas through the development of a guiding driver diagram4 and change package.  A 
change package5 will outline key change management principles and guide implementation support. 
This would help to ensure alignment with the work while creating the space for local innovation and 
adaptations. 
  

                                                           
4 A Driver Diagram helps translate high-level improvement goals into a logical set of related goals and sub-projects. The tool 
helps organize change concepts and ideas as PCNs address the question, “What changes can we make that will result in an 
improvement?” Driver Diagrams are used to test theories about cause and effect and are living documents which evolve to 
communicate the overall strategic direction. 

 

https://secure-web.cisco.com/167nYIr1n3qYIagIO6Xu3QaiUYlsqzSXMu-0HMeHTmkUahh09PBlVcNcLifNyjgNn6uccmhMvz2FSVz0pEfpQEm6TZL6adfDW68Hb4AnJyCrZK-xG8IrllflmcVyfUbu4rVgkzSqzyR3417o7aJO7DKHV2b6Nln_rPM32IfjmxjUnUVGYdiSQBJ3LThnyAomfb9bmL7gM6-7H8q4TjoP_K2hCDu3Fhh_a3Mn3ZJtQr7VygeA-XTyQFMeVRe3vBxYx4GG-135L-UERGDRv0BNZZjvZDGZX_2-GLDnSVqCPiK9Yfwr5VmAptJ93F9c1CwQX9Ruuah-kPHTDTPdPcWDP-g/https%3A%2F%2Fwww.gov.mb.ca%2Fhealth%2Fprimarycare%2Fproviders%2Fdocs%2Fpinit.pdf
http://secure-web.cisco.com/1gEnxn0SHNR7-v5T1IViUXCIkG-Q7DMw7tlWEJHZ-mrR1LRdfxAsIxt8AH8BKbbWUverAreVtz0ZqIwVhtHLj1zRBVBQ6XuUnb5zB3hy2Gdr62ua2Z383vFq3T3kStg2gXa9umUhQRFrRm7hG-ha6TXTqdJoQ9lbB1T3Bfft3wGvUFUgUpVGgfcVHy6LWgq_M1Q--KnaL60aFY0cF7c6Cw1268KtjezvlkJOb6Y9Lr59z6n7qV8l_R6ycbbcbJom-pyLDmZTWjmrYH8CLGcfnOfBcAr3lbkxw2zNh5HiSJUsXHMEwF-Z9NDB2rDEoIhLpin2vnI5pHz2ZMjYnPLlTNA/http%3A%2F%2Fwww.ontla.on.ca%2Flibrary%2Frepository%2Fmon%2F11000%2F256235.pdf
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Section 5: Collaborative Governance and Management 

Approach 
 

Introduction 
The partners are committed to an inclusive collaborative approach to implementing Primary Care 
Networks and interdisciplinary team-based care. This principle is reflected in this collaborative 
governance and management approach, where the Ministry of Health, health authorities and the GPSC 
collectively play an important role in implementation support. Together they form a support team 
(described below) that will continue to support CSCs and communities throughout the planning and 
implementation of PCNs. In demonstration of this partnership approach, the local PCN steering 
committee would adhere to certain guidelines below, to operate in accordance with the approved 
service plan and be aligned and supported collectively by these partners.  
 

Summary of the collaborative governance model 
Governance and management of primary care implementation is structured across local, regional, and 
provincial levels. The bulk of the work will be performed at the local level, between the physicians, other 
health care providers, local divisions of family practice and health authority teams. To provide clarity 
and consistency as PCNs and other primary care models get off the ground and begin implementation, a 
collaborative governance and management approach has been developed. 
 
The intention is to systematize and formalize the structure and operations of a Provincial Support Team 
(PST). This team would consist of staff from the Ministry of Health, health authorities, and the GPSC, 
who will continue to work, as they do today, directly with communities approved to establish a team-
based care model (including through PCNs, community health centres, urgent and primary care centres, 
and others) at the local level.  
 
The local, regional and provincial governance model is described in more detail below. 
 

Local-level 
 
PCN Steering Committee 
The PCN Steering Committee is established under the guidance of the CSC that oversees the 
establishment and ongoing operations of the PCN in accordance with the approved PCN Service Plan for 
the purpose of implementing and coordinating the operations of the PCN. The committee reports to the 
CSC to ensure ongoing community coordination and partnership, and will be co-chaired by: (i) a 
representative of the health authority and (ii) a Physician representative from the Division. A local First 
Nations’ representative will also be invited to co-chair the PCN Steering Committee. In addition to the 
co-chairs it is minimally comprised of local patient representatives, local First Nations representatives, 
physician representatives from local primary care practices, and nurse practitioner representatives.  
We also recommend including additional groups in the steering committee, to ensure that the PCN is 
representative of the community and of the health care providers delivering services. Other groups that 
should be included wherever possible are:  

o Community specialists 

o Community organizations 

o Midwives 
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o Allied health provider representatives 

The CSC (or rural alternative) will establish the local PCN Steering Committee, in consultation with PCN 
members, which will oversee the establishment and ongoing operation of the PCN in accordance with 
an approved service plan, and will report to the CSC to ensure ongoing community coordination and 
partnership.  
 
Divisions of Family Practice 
Divisions of family practice represent the collective voice of family physicians in a geographic area. They 
support and engage their members to improve their clinical practices and create patient medical homes 
as a fundamental building block of primary care networks. Through divisions, physicians lead, influence 
and participate in primary care service planning, decisions and initiatives for their community, including 
to develop local solutions and services to address patient needs and gaps in care.   
 
Divisions receive strategic support, representation and funding from the General Practice Services 
Committee (GPSC) to sustain their infrastructure and to plan and participate in collaborative GPSC 
initiatives such as primary care networks.  
 
They also specifically:  

 Engage with/ advise GP members about local, regional and provincial direction and issues 
related to implementation of PMHs, CHCs, UPCCs, and PCNs in local communities and 
development of SCSPs 

 Support family physician participation in the planning, creation and governance of PCNs in local 
communities 

 Develop local relationships and partnerships with the health authority, community specialists, 
nurse practitioners, and First Nations and other community service providers and partners. 

 
Collaborative Services Committees  
The Collaborative Services Committees are local primary care partnerships co-led by the health authority 
primary and community care regional leadership and the division of family practice leadership. CSCs are 
responsible for:   

 Governing local PCNs by forming the PCN Steering Committee, in collaboration with local First 
Nations 

 Facilitating broad engagement of providers and key community partnerships including local First 
Nations service provider organizations, nurse practitioners, community specialists, community 
groups, and other community service providers 

 Applying PCN, PMH, UPCC, CHC, SCSP policy framework to local circumstances as applicable 

 Providing collaborative input into local development and implementation of services within the 
PCN geographical service area. 

 

Regional-level 
Health Authority  
Each health authority has a VP Executive Lead for Primary and/or Community Care accountable for 
partner/stakeholder liaison and collaboration at the provincial and regional levels with the regional 
Interdivisional Strategic Councils and other community service provider organizations.  
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Each health authority also has a similar community management structure to reflect the geographical 
focus of this initiative at the local health area (LHA) and community health service area (CHSA) levels to 
effectively partner with local First Nations, divisions of family practice and local collaborative service 
committees. 
 
Interdivisional Strategic Councils 
Divisions participate in Interdivisional Strategic Councils and provide input to GPSC/Doctors of BC about 
policy and practice issues related to full-service family practice, patient needs and primary care services 
in their communities. The Interdivisional Strategic Councils are the forum of representatives of all 
divisions of family practice and health authority primary care leads within a region. They are responsible 
for:  

 Selecting health authority and division representatives to the Primary and Community Care 
Advisory Forum in consultation with HA and GPSC 

 Advising the Primary and Community Care Advisory Forum and GPSC on issues related to PCN 
implementation and SCSP alignment 

 Advising local Collaborative Services Committees on regional issues related to primary care/PCN 
implementation and SCSP alignment 

 

Provincial-level 
 
General Practice Services Committee  
The General Practice Services Committee (GPSC), a partnership between the Doctors of BC and the 
Ministry of Health, provides strategic oversight to shaping and implementing the primary care initiative.  
 
Ministry of Health 
At the Ministry of Health, the primary and community care initiative is led by the Deputy Minister, 
Associate Deputy Minister of Clinical Services, and the Assistant Deputy Minister (ADM). They seek 
guidance and advice (bi-laterally and collectively) from the Ministry of Health Senior Executive Team as 
well as from other critical strategic advisory partners, including Leadership Council, the Doctors of BC, 
Nursing and Nurse Practitioners Association of BC leadership, community and contractor associations 
and representatives, and health sector unions.  
 
Primary and Community Care Advisory Forum 
The Primary and Community Care Advisory Forum discusses implementation, including receiving 
updates on progress, challenges and issues and seeks advice on how best to continue to move the 
project forward; and advises on how best to resolve issues. 
 
Chaired by the Associate Deputy Clinical Services, and held up to six times a year, it includes relevant 
assistant deputy ministers and representatives from: regional health authorities; the First Nations Health 
Authority; patients; Doctors of BC; the GPSC and other Joint Collaborative Committees as required; 
divisions of family practice; Nurse and Nurse Practitioners Council of BC (NNPBC); the BC Midwives 
Association; community agencies and contracted health service providers; other associations and health 
sector unions; others as identified or needed as the initiative progresses. 
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Section 6: Quality Improvement Plan 
 

Introduction 
The Ministry of Health is committed to achieving the quadruple aim, including improving the quality, 
experience and outcomes of patient care, through the Primary Care Strategy. To achieve this, we intend 
to adopt a continuous improvement approach that supports quality improvement in all primary care 
practice models across the province.  
 
The Ministry will work collaboratively with all key stakeholders to identify, develop, support and 
facilitate ways for primary care physicians and nurse practitioners to build capacity and share knowledge 
to improve the quality of patient care. 
 
While there is no immediate requirement for communities to submit a quality improvement plan, there 
is an expectation that there will be a plan available for year two operations that identifies how PCNs will 
support a planned approach for enabling quality improvement of team-based care to benefit patients.  
 
The quality improvement plan will document a set of quality commitments made by PCNs to its patients 
and the community on an annual basis. The goal is to improve quality through focused targets and 
actions. These should be set at the following levels, following the Institute of Health Improvement’s 
Quadruple Aim approach:  
 
1) Population health: improving the health needs of local populations, communities and caregivers 

including all populations and care needs. This will require: 

  

 Identifying local population health needs and outcomes (morbidity, etc.) 

 Having robust data to identify which members of the community use primary care 

services (and other services, such as complex care and acute services) 

 Working with partners to implement a team-based approach across geographies and 

health care sectors 

 Working with partners to deliver person-centered care 

 

2) Patient experience: Implementing the TBC support needs outlined in Section 5 will help to improve 

access and improved patient care giver and family experience, outcomes and benefits from holistic, 

joined-up and coordinated services. 

 

3) Provider well-being: improving the work life of health care providers, clinicians and staff is critical to 
improving professional satisfaction, staff morale, health and wellbeing, and thus retention, as well 
as patient care quality and safety. 

 
4) Cost of Care: We need to continue to be more creative with how we deliver cost effective health 

care services. By introducing new ways of delivering effective clinical care and bolstering the primary 
care system, we will be able to provide meaningful clinical outcomes for patients that improve 
access, effectiveness and efficiency in ways that work for patients and care providers. 
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Section 7: Funding Process  
 

Introduction 

This section details the end-to-end funding process for PCNs, describing the funding parameters, and 
how funding requests, cash-flow requirements and associated documentation issued by the Ministry of 
Health enable health authorities and divisions to hire health human resources at the direction of local 
PCN Steering Committees. Detailed reporting templates and tools will be provided to PCNs by the 
Ministry.  
 

Process Overview 

The Ministry of Health with GPSC has been working closely with communities to develop comprehensive 
plans to improve and integrate local primary care services.  
 

1. Expression of Interest: Ministry led process to assess and ensure community readiness across 
multiple dimensions. 

2. Initial Planning: Initial funding of $150,000 is available to ensure the Collaborative Services 
Committee (CSC) partners in a region have shared resources to support the development of 
their PCN service plan(s). These one-time funds are considered an advance against the overall 
change management funding envelope and must be fully accounted for as part of the PCN 
service planning and approval process. 

3. Service Plan: Communities develop a detailed service plan, based on community needs, and 
request resources and associated funding (one-time and ongoing) to provide enhanced primary 
care services. 

4. Service Plan Approval: Based on Ministry established funding parameters (i.e. attachment 
targets for GPs/ NPs and standardized rates of compensation) the Ministry works with 
communities to finalize the service plan approval including the number and type of FTE 
resources and other ongoing and one-time funds to support PCN establishment and operations. 
This is the document upon which step 5 (below) is based. At this point, communities should 
begin to recruit new health human resources to the PCN. 

5. LOI: Based on the service plan approval (step 4, above), a letter of intent to proceed is signed by 
the community stakeholders and the Ministry of Health.  

6. Cash Flow Schedule: Planned implementation schedule of specific PCN approvals, including  FTE 
hiring plan and  cash-flow of funding requirements by fiscal year.  

7. PCN Funding flow to communities: The Ministry of Health will flow funds through two 
mechanisms as follows:   

a. Doctors of BC have agreed to receive, hold and distribute funding on behalf of the CSC 
and subsequently allocate such funding to the participating Divisions in support of an 
integrated system of primary and community care in accordance with the PCN service 
plan approval. This funding will be in support of three categories of collaborative activity 
described in the PCN service plan approval and cash flow schedule, namely; PCN clinical 
service management and administration, PCN governance and PCN change 
management as well as any additional payment approved by Ministry of Health and the 
CSC. A funds transfer agreement between Doctors of BC and each division of family 
practice will be required.  
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b. Health authorities are provided targeted funding from the Ministry primarily to contract 
or hire additional health professionals (GPs, NPs, RNs, other allied providers)  to close 
the attachment gaps and support team-based care, as well as potentially additional one-
time start-up costs as outlined in the service plan approvals. A funding letter between 
the Ministry of Health and health authority details funding. 

8. Planning and Implementation Guide: This document provides initial implementation guidance 
to Wave 1 and Wave 2 PCN communities (e.g. key activities, roles and responsibilities, etc.)  

Funding and cash flow  

Targeted funding will be allocated for year one (2019/20) based on an approved cash flow schedule with 
notional allocations provided for planning purposes for the following two years (2020/21 and 2021/22). 
Cash-flow schedules will be updated for each fiscal year prior to the end of the previous fiscal, for 
example a budget allocation and cash flow will be confirmed for 2020/21 with notional approvals for 
2021/22 and 2022/23 at the end of 2019/20.  
 

Funding Parameters 

The Ministry has established funding parameters to guide the evaluation of service plan proposals and 
approvals, including standardized salary, benefit and overhead rates as well as attachment targets for 
specific positions.  The allowance for overhead is expected to cover lease and operational costs.  
  
These parameters provide standardized staffing ratios per PCN to address the attachment gap (based on 
attachment and compensation assumptions noted below); a 5 FTE inter-professional team; Clinical 
Pharmacist; a PCN clinical services manager and admin support; governance and a three-year envelope 
for change management activities.  
 
Attachment Assumptions: 

 
Year 1  Year 2 Year 3 On-going 

New GP Contract 800 1,250 1,250 1,250 

New NP Contract 500 800 1,000 1,000 

RN 300 500 500 500 

 

Compensation Assumptions: 

 Compensation Contract for new General Practitioners (inclusive of overhead provision):  

Practice Category Year 1 Years 2 & 3 

GP (Non-JSC) $253,134 $268,322 

GP (JSC) A $279,460 $298,699 

GP (JSC) B $270,348 $288,573 

GP (JSC) C $265,285 $283,511 
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 Compensation Contract for new nurse practitioners (NP): 

o Year 1 - $150,000 (salary and benefits) 

o Year 2 - $155,000 (salary and benefits) 

o Year 3 - $160,000 (salary and benefits) 

o An overhead provision of $85,000 per NP in metro areas and $75,000 per NP in other areas. 

The funding parameters, as included in the funding approval letters, also outline standard salaries for 
other approved health professionals and non-clinical support staff that may be employed by the PCN. 
 

One-Time / Start-up Costs  
The Ministry acknowledges that, while existing space and equipment will be used primarily, there may 
be one-time / start-up costs (i.e. tenant improvements) associated with implementing the PCN service 
plans. Many of the new clinical resources will be added to existing sites, and in some cases, the 
additional space required for exam, waiting and meeting rooms does not currently exist.  In 2019/20 the 
Ministry and GPSC have allocated one-time funding totaling $10 million to enable minor tenant 
improvements in existing family physicians’ practices to accommodate new inter-professional team 
members into the practice. Further direction will be provided outlining the principles, scope and 
approach to accessing these funds.  
 
The Ministry is developing policy to guide the assessment of requests for one-time costs such as tenant 
improvements and enhanced space requirements. Health authorities can consider using their restrictive 
capital for tenant lease improvements and equipment based on availability and following discussions 
with the Ministry of Health.   
 

Financial Reporting 

The Ministry will monitor PCN implementation against the service plan approval and cash flow schedule 

on a period, quarterly and annual basis through an online portal developed and maintained by the 

Ministry.  

Reporting will be a collaborative effort between the health authorities and divisions of family practice 

through the PCN Steering Committee. The proposed process for reporting and ensuring accountability 

for funding provided is described below. 

An interim reporting template to support PCN financial reporting will be used by the Ministry of Health 

in advance of the online portal being developed.  

Through the Local PCN Steering Committee, and coordinated by the PCN Manager, the health authority 

and division of family practice will provide the following PCN specific information by period:  

a) Period spend by category6 
b) Year-to-date spend by category 

                                                           
6 For each PCN approval the following reporting is required: FTEs hired by clinic salary and benefit costs by FTE, 
details on all non-wage related costs including lease costs, details on all one-time costs including tenant 
improvements. These requirements include funding provided for PCN Governance, Administration and Change 
Management. 
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c) Forecast spend by category for the remainder of the fiscal year 
d) Number of FTEs hired and removed in each category (i.e. general practitioners, nurse 

practitioners, registered nurses, allied health providers (by profession), PCN Management and 
associated cash flow 

e) One-time funding spend by clinic (including tenant improvements) 

Reporting will begin once the PCNs have commenced implementation and have the necessary 

infrastructure and supports in place – approximately two months following start-up. 

The PCN Manager, working with the PCN Steering Committee, will ensure the cash flow schedule is 

updated quarterly and provided to the Ministry. The schedule will be reviewed in quarterly meetings 

between representatives designated by the PCN Steering Committee and the Ministry, with support 

from GPSC liaisons. Funds for individual PCNs will be separately identified and reported on, including 

any “pooled” funding categories across multiple PCNs managed by one PCN Steering Committee, such 

as: 

 Interdisciplinary Team 

 Indigenous Resources 

 PCN Management 

 PCN Governance  

 Change Management 

Additional information about reporting can be found in Section 10. 
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Section 8: Information Technology Plan 
 

Introduction 
This section (i) provides a high-level description of the provincial strategic vision for digital health; and  
(ii) describes the community collaboration approach required to understand and prioritize the IMIT 
capabilities for PCNs.  
 

Strategic Vision: Digital Health & Primary Care Networks 
The BC health system is embarking on a journey towards digitally enabled care delivery and patient 
empowerment. A provincial Digital Health Strategy (DHS) has been developed with an overarching goal 
to create a health care system that is accessible, efficient, sustainable, personalized and easy to 
navigate. An important element of the DHS is to provide widespread digital communication and 
information sharing across the health system that is both secure and reliable. This will mean improved 
connectivity between patient portals, personal health records (PHRs), electronic medical records 
(EMRs), clinical information systems, and other systems to support the electronic transmission of 
referrals, consults, clinical summaries, care plans, transcribed documentation, and other essential 
communication between providers and patients. 
 
PCN enablement is an immediate priority of the DHS, with the following key objectives: 
 

1) Co-create and jointly develop Information Management and Information Technology (IMIT) 
capability requirements for individual PCNs in partnership with the primary and community care 
sector 

2) Co-design a coordinated provincial PCN IMIT investment plan that satisfies local community 
needs while also ensuring a coordinated and coherent provincial IMIT strategy that maximizes 
value, avoids regional and provincial duplication, and creates an ecosystem of interoperable 
systems  

3) Create a Provincial Digital Solutions Toolkit, a catalogue of tested and approved digital solutions 
that meet minimum standards on functionality, interoperability, and architectural conformance. 
Communities using technologies outside of provincial standards may also receive transition 
support towards provincially interoperable solutions.  

 

PCN Engagement: Overview 
PCNs are being invited to participate in conversations with the Ministry of Health and Doctors of BC to 
establish a shared understanding of local issues, needs, and priorities and to jointly confirm IMIT 
priorities and a path forward. The following is the communication engagement approach being used: 
 

1) Initial communication: Wave 1 PCN communities receive high-level information on the 
provincial Digital Health Strategy and engagement approach for validating IMIT needs, gaps, and 
priorities among PCN communities. Ten guiding questions (see Table 2) have also been provided 
to guide PCN communities in preparing for future discussions. 
 
Over the course of this engagement, PCN communities are asked to provide baseline 
information related to current-state IMIT capabilities within their communities. These IMIT 
capabilities, shown in Table 1 below, have been developed based on initial engagements with 
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communities to date and will be refined based on collaborative discussions with PCN 
communities.  

Table 1 Draft list of PCN enabling capabilities  

 

 

 

 

 

 

 

 

 

 

  

 

2) Webinars: Webinars will be held over summer 2019 to provide more detail about the DHS, 
review the proposed collaboration approach, review the initial list of IMIT capabilities provided 
in the Implementation Plan Template, and answer questions. There will be multiple times 
available to attend the webinars to accommodate scheduling needs. 

3) On-site regional meetings: Starting in June 2019, in-person sessions are being held in each 
health authority region to better understand clinical and business needs and priorities as well as 
the current and proposed future IT capabilities that are needed to support primary and 
community care in the PCN, including integration with health authority acute and facility-based 
services. All PCN communities will be invited to these regional meetings, and it will be possible 
to participate virtually. The proposed agenda for these meetings is as follows: 

a. PCN community (incl. all partners) to describe their local context and needs, as currently 
understood. 

b. DHS team to describe proposed technical solutions to currently-understood provincial 
priorities. 

c. Group discussion to align these two perspectives. 

4) One-On-One follow-up sessions: Understanding that not all communities may be able to 
participate in the regional meetings or may have unique needs, additional one-on-one sessions 
will be conducted, as necessary, with each PCN to discuss community-specific IMIT. 

  

Category Capability 

Enable 
Communication & 

Information Sharing 

Information exchange 

CareConnect access for providers 

Secure Text 

Identity management 

Access management 

Virtual care tools interoperability 

Enable Patient 
Engagement 

Patient Gateway 

Personal health record integration 

Attachment waitlist management 

Enable Improved 
Performance 

Forms service 

EMR data portability 

Surgical waitlist digital management 

Quality improvement tools 

Referral tracking 

Structured data 
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How engagement input will be used 
Feedback from all engagement sessions will be analyzed to determine the overall provincial 
prioritization and sequencing of IMIT developments to support PCNs.  
  

PCN Engagement: Ten Guiding Questions 
In preparation for upcoming conversations, PCNs are asked to think about answers to the following 
questions. Please focus on the clinical and business needs rather than specific technical solutions. There 
will be opportunities to discuss these questions at both the regional and one-on-one meetings. 
 
Table 2 Ten Guiding Questions  

Question Example  

1. What is a clinical priority area for your 
community and how do you plan to address its 
needs?  

• Community has determined that care of the diabetic 
population is a priority for your PCN. How are you 
planning to address the care needs of this population? 
How would you empower patients (e.g. through a 
personal health record they can enter blood glucose 
results into), improve access (e.g. through virtual care), 
share information across the care team (e.g. through 
secure exchange of information or secure texting), or 
offer other supports? 

2. More generally, what top clinical and business 
needs or challenges do you foresee that 
technology would have the most impact? 

• Accessing records across the care team, securely 
communicating with patients, scheduling of virtual care 
consults, knowing whether what you’re is having the 
desired impact 

3. Which IMIT capabilities are most critical to 
achieving your short-term objectives, and which 
are "nice to have" that would make things better 
in the longer run? 

•  “Critical” – ability to electronically access and exchange 
patient information within the care team 
“Nice to have” – ability to communicate and share 
information with a patient through an app 

4. What specific IMIT needs have you identified 
with regard to each of the following categories: 

a. Access to information 
b. Communication 
c. Patient tools 
d. Workflow supports 
e. Analytics 
f. Team-based care not included above 
g. Meeting PCN attributes not included 

above 
h. Other 

• Do you currently have or are you planning for access to 
HA-held patient information though CareConnect or UCI?  

• How are you planning on aggregating primary care data 
from EMRs? 

• Do you have or need a secure texting system for 
clinicians to communicate with each other?  How do you 
find its usability and utility? 

• Which parts of each other’s records do care team 
members need to be able to see? 

• How will you do handover or ask specialists questions? 
• How will you interact electronically with patients? 
• Do you need eReferral, eConsult, tracking status of 

referrals? 
• Do you need online scheduling? 

5. What are your information needs from health 
information systems (e.g. EMRs for reporting, 
KPIs, community planning, tracking, etc.)?   

• How will you go about measuring the impact of new 
programs or initiatives in your community? 

• How will you identify where bottlenecks are happening 
in patient journeys? 

6. What IMIT initiatives do you currently have 
planned or underway? What would you like to 
try?   

• Success stories about technologies that you feel are 
supporting your PCN goals, such as telehealth or a secure 
texting solutions, or share any cautionary tales 
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Question Example  

7. Is your hardware and software up to date? Do 
you need help with IT support or addressing 
security concerns? 

• Do you use desktops, laptops or tablets? 
• In which year were they purchased? 
• Are you running on Windows 7 or Windows 10? 
• What EMRs are represented in your PCN? 
• Are the clinicians and support staff well versed in privacy 

and security requirements in a clinic, or would education 
be helpful? 

8. What are your top concerns around adopting 
new technology and/or processes?  How ready 
are your people/practices/sites? 

• Are there champions in the PCN who will mentor 
colleagues in the use and benefits of new technology?   

• Are there people resistant to change or use of 
technology? 

• Are there space constraints? 
• How will it affect workflow in the clinic? 
• How will this impact remuneration? 
• Is there change management support required? 

9. Other than the technology needs, what barriers 
need to be overcome and what support do you 
need?  What other needs have you identified 
(e.g. funding, billing models)? 

• Alternate payment plans 
• Physician champions 
• Funding for a proof of concept project 
• Technology advisory services 

10. Who are the best clinical contacts for your PCN? 

• Community PCN Lead 
• Health authority PCN lead 
• Community IT Lead 
• Health authority IT lead 

 
 
As noted, the Ministry will work with communities to populate a capability template that provides a 

baseline understanding of the current-state IMIT capabilities across PCN communities, enabling the 

Ministry to begin identifying priorities for future PCN IMIT investment. The template asks for 

information in the following areas: 

 What is currently in place for each noted IMIT capability within the community and what is your 

experience (positive and negative) with these solutions? 

 What is the relative priority of having each IMIT capability implemented in the community? 

 Are there any important IMIT capabilities that may be missing from this list? 

The Ministry will be in contact to provide further detail on the above mentioned capability template, to 
schedule webinars, onsite regional meetings, and one-on-one sessions with PCNs, as appropriate.  
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Section 9: Growth Plan 
 

Introduction 
Communities have included growth plans within service plan submissions; however, these plans will 
need to be adjusted annually due to fluctuations across multiple variables, including changes to the local 
population, community need, provider attrition, etc. 
 
Moving forward, communities will be asked to develop detailed forward-looking growth plans for 
FY20/21 and FY21/22 and these may be used to adjust resource funding for PCNs. The submission, 
review and refinement of the growth plans will be facilitated through the annual review process.  
 
Growth plans will be expressed as either:  
 

 Expansion of the PCN through new providers joining (to add to the services delivered, or to 
expand capacity) or; 

 Expansion of geographical reach of the PCN by adding new CHSAs 
 
The Ministry will be undertaking policy work to address each of these areas and will provide further 
guidance and support to PCN communities to facilitate the collaborative development of the growth 
plans. Support will be delivered through the provincial support teams that include membership and 
representation from GPSC, health authorities and the Ministry.  
 
At this time there is no requirement for PCN communities to submit growth plans. Growth plans will be 
requested through the 2019/20 annual reporting process and will be included in a Business and 
Operating Plan that is refreshed annually.  
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Section 10: Evaluation and Reporting 
 

Overview 
Throughout the implementation process, each PCN will complete regular reporting on forecasted 
targets outlined in the service plan approval. Data will be submitted to the Ministry at regular intervals, 
depending on the indicator. The Ministry is developing a web portal to support the electronic 
submission of data from communities and to reduce the manual effort associated with reporting.  
 
In addition to regular reporting, PCNs will provide an annual report, beginning in June 2020.  
 
Overall program evaluation will be developed at a later date, with participation from stakeholders. The 
evaluation will focus on patient outcomes and program effectiveness, and be grounded in the 
Quadruple Aim. Please refer to the sections below for more detailed guidance on the reporting 
framework and requirements, and the evaluation plan.  
 

Internal process to support reporting and accountability requirements 
The following information on the framework and process for implementation monitoring and reporting 
is provided so that communities can organize PCN operations and establish internal processes to meet 
the reporting requirements.  
 
Period-based reporting is required to track progress against implementation targets and to identify 
challenges faced by communities so that the Ministry can provide necessary supports. This reporting 
process is not intended to evaluate performance, or the quality of clinical care being provided by health 
service professionals.  
 

Framework for reporting  
The Ministry is developing a framework for performance monitoring intended to be used across all 
primary care initiatives, support customized reporting across various primary care models, and inform 
program evaluation. The framework is based on the key attributes of PCNs and has been adapted to 
support performance monitoring and reporting.  
 
There are four types of reporting that will be expected of PCNs, as described below.  
 

Stage 1: Establish baselines 
To understand any changes attributable to investments in PCNs, baseline characteristics need to be 
established. It is important to be familiar with the key metrics for the program, as these will form the 
basis for measuring change and evaluating effectiveness throughout the reporting process.  
 
Baseline information on statistics such as community population, attachment target, unattached 
population, etc., will be provided by the Ministry and will need to be confirmed by the PCN at the outset 
of operations. Additional baseline information such as current hours of service, panel size, visits per day 
per physician, etc., will be collected through a separate request. Changes to this information will be 
made by the PCNs via the online reporting tool.  
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Stage 2: In-year reporting  
In the early stages of implementation, reporting will focus on increasing attachment, hiring of 
interdisciplinary team members, and tracking expenditures throughout the fiscal year. The Ministry of 
Health will provide PCNs with the necessary tools to support reporting, including detailed data 
specifications and an online portal for data submission. PCNs will need to put in place the necessary 
infrastructure to support the reporting requirements.  
 
PCNs will be asked to report on how allocated resources are being used, keeping in mind the following 
questions: 

1. Is the PCN spending according to plan? 
2. Has the PCN hired the resources it had initially planned to, and has this resulted in new teams 

being created? 
3. Are more individuals attached because of the PCN initiatives? 

 
Reporting will be a collaborative effort between the health authorities and divisions of family practice 
through the PCN Steering Committee.  
 
The table below provides an overview of the indicators that will be reported by PCNs. Detailed 
specifications and tools to support data submission (i.e. online portal) will be provided to PCNs as soon 
as possible.  
 

Human Resources 

Participating location Comments 

Clinic Name The information in these fields will be 

required for all clinics and providers 

participating in the PCN at the time of 

implementation of the PCN to establish a 

baseline.  

 

For period reporting, only changes (new 

hires/departures, new clinics 

participating/leaving the PCN) will need 

to be reported by the PCN. 

 

Non-clinical PCN human resources should 

also be reported; e.g. a PCN Manager 

working out of the Division of Family 

Practice office   

Clinic Address 

Open hour 

Close hour 

Accepting patients? 

Participating practitioners/human resources 

Practitioner type 

Practitioner name or billing number if applicable 

Practitioner clinic 

Full-time equivalent 

Panel Size (if clean-up complete) 
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Human Resources 

Participating location Comments 

 
Fiscal year budget impact 

Financial Reporting 

Expenditure by category 
New expenditures from PCN funding 

should be reporting in the period where 

the first expenditure occurs.  

 

Note that where expenditures are 

associated with a particular clinic/facility 

the location should be identified to be 

consistent with approved service plans. 

E.g. tenant improvements at Clinic A to 

accommodate new practitioners will be 

identified as associated with Clinic A.  

PCN Administration 

PCN Governance 

One-time expenditures (e.g. tenant improvements, 

equipment costs) 

Change management 

Ongoing non-HR costs (e.g. overhead) 

Note: This table only captures elements that need to be reported by the Primary Care Network. Other metrics to be 

reported on a period basis will be extracted from Ministry datasets, e.g. patient visits to fee-for-service or encounter 

reporting practitioners, fee-for-service expenditures. There is a lag for Ministry datasets: measures extracted from 

Medical Services Plan data will not be complete until 90 days after the end of the period.  

Quarterly Reporting 
PCNs will be required to report on the following indicators on a quarterly basis: 

a) Allied health visits (both unique visits and number of unique patients served) 

b) Implemented enhanced hours of service (when there is a change in hours) 

The PCN Steering Committee will ensure the Cash Flow Schedule is updated quarterly and provided to 

the Ministry. The Schedule will be reviewed in quarterly meetings between representatives designated 

by the PCN Steering Committee and the Ministry. 

Quarterly Meetings  
The provincial support team, as described in Section 6, will schedule meetings with the PCN to review 
progress toward achieving attachment goals, hiring targets, and spending plans. The focus of these 
meetings will be to support quality improvement and continuous learning, and to proactively identify 
actions that may be required if plans are at risk. These meetings will also include discussion of local 
issues including recent and pending GP/NP retirements that could impact the overall attachment rate in 
the community.  
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Stage 3: Ongoing reporting and continuous improvement  
The Ministry will monitor progress against all attributes of the program through an annual report. PCNs, 
including UPCCs, are required to submit an annual service plan report that will track progress toward 
achieving overall objectives against the key attributes of primary care improvement as well as the 
broader vision of the program. The annual report will also include a financial summary.  
 
The PCN Steering Committee will ensure that an annual report is updated and submitted to the Ministry 
by June 1 of each year. The Ministry will provide a template for the report, which is expected to include: 
 

a) Review of service plan for the previous year 
b) Demonstration of progress toward PCN attributes 
c) Highlights of local PCN governance matters 
d) Completed financial reporting for the fiscal year  
e) Progress against local quality improvement plan  
f) Anticipated changes to services in the upcoming year  

 

Stage 4: Evaluation of Primary Care Networks 
As PCNs are implemented and more data becomes available, it will be possible for the Ministry to 
develop further measures and add evaluation to the ongoing reporting and monitoring. A plan for 
evaluating the full Primary and Community Care initiative, including UPCCs, is currently under 
development. It will align to the monitoring and reporting plan described in this document, but will 
include a process that is separate from the reporting framework.  
 
The purpose of the evaluation process is to capture progress on all of the objectives of the program, 
using a detailed primary care patient survey, provider surveys, data from the provincial patient 
attachment registry, as well as administrative data sets in the Ministry such ACSC hospitalizations, 
avoidable admissions, CTAS 4/5 rates, etc. 
 
Over the next several months, the Ministry will be providing PCNs with detailed documentation 
describing the data to be collected along with the supporting reporting tools and templates. 


