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Introduction
The BC Ministry of Health is moving forward with a strategic agenda to build an integrated
system of care. A central feature of the new system is the creation of Primary Care Networks
(PCNs) organized geographically across the province. The purpose of this document is to
provide collaborative planning guidance for the delivery of preventive care by partners as they
create a primary care network. In particular, it focuses on clarifying the responsibilities and roles
of regional health authority public health services as partners in these networks.

Primary Care Networks
The Ministry General Policy Directive (GPD)1 on Primary Care Networks says:
“Primary care networks (PCNs) will be established across British Columbia to provide
comprehensive, person-centred, culturally safe, quality primary care services to the
population of a Community Health Service Area (CHSA) and, as required, coordinate
patients’ access to specialized community services programs (SCSPs), the Surgical
Services Program (SSP) and the broader health system.
A PCN is a network of patient medical homes (PMHs)2 linked with primary care services
delivered or contracted by a health authority and community-based social and other
health service organizations. PCNs are the foundation of an integrated system of teambased primary and community care. In most instances, an individual’s primary care needs
will be met by their PMH though some aspects of care may be provided within the
broader network. PCN services will be designed and maintained to meet the needs of
individuals, families and caregivers to improve population health at sustainable per capita
costs.”
PCNs, as defined by the PCN General Policy Directive, have the following eight core attributes
as key foci:
Table 1: Primary Care Network Core Attributes
1. Process for ensuring all people in a community have access to quality primary
care, and are attached within a PCN.
2. Provision of extended hours of care including early mornings, evenings and
weekends.
3. Provision of same day access for urgently needed care through the PCN or an
Urgent Primary Care Centre.

1

BC Ministry of Health. General Policy Directive: Primary Care Networks. Draft November 14, 2017.
The patient medical home is essentially the physician’s practice operating at an ideal level. The core of the model
is longitudinal care, with the doctor’s office at the centre of primary care. The PMH contains key attributes of what
an ideal practice can deliver and how it can best be supported, including through team-based care. See:
http://www.gpscbc.ca/what-we-do/patient-medical-home-and-primary-care-networks
2
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4. Access to advice and information virtually (e.g. online, text, e-mail) and face to
face.
5. Provision of comprehensive primary care services through networking of PMHs
with other primary care providers and teams, to include maternity, inpatient,
residential, mild/moderate mental health and substance use, and preventive
care.
6. Coordination of care with diagnostic services, hospital care, specialty care and
specialized community services for all patients and with particular emphasis on
those with mental health and substance use conditions, those with complex
medical conditions and/or frailty and surgical services provided in community.
7. Clear communication within the network of providers and to the public to create
awareness about and appropriate use of services.
8. Care is culturally safe and appropriate.

Preventive care is part of the core attribute of the provision of comprehensive care. Within a
PCN, PMHs, Regional health authority (RHA) services and other primary care practices will
together meet the primary health care needs of a defined geographical population. In particular,
RHA public health services will collaborate with others in the PCN to prevent disease and injury,
and protect and improve the health of the population they serve.
The description of Primary Care Network services is in Appendix 1that includes the preventionoriented services expected to be delivered by the collective members of a PCN.

Public Health
Promote, Protect, Prevent. Our Health Begins Here: BC’s Guiding Framework for Public
Health describes public health3 as:
“…the combination of sciences, skills and beliefs that is directed to the maintenance and
improvement of the health of all the people.”4 It is an organized effort by society to
promote, protect, restore and improve people’s health through individual, collective or
social actions. Public health investigates and identifies the causes of poor and good health
and acts on those causes to improve the health of the population by preventing disease,
illness and injury; protecting populations from health risks; and promoting healthy public
policies, environments and behaviours.”
While some public health services will be delivered through the PCN, such as immunization
services and maternal/infant/child services, other services such as communicable disease
investigation, contact tracing, and outbreak control; population health assessment and
surveillance; and environmental health services will be delivered regionally by the health
authority. More details about public health services are in Appendix 2.

BC Ministry of Health. Promote, Protect, Prevent. Our Health Begins Here: BC’s Guiding Framework for Public
Health. March 2017
4
Sheps CG. Higher education for public health: a report of the Milbank Memorial Fund Commission. New York:
Prodist; 1976. Cited by Last JM. Public health and human ecology. 2nd ed. Stamford CT: Appleton & Lange; 1998.
3
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Public health interventions (i.e., legislation, policies, programs, services) focus on creating
environments that support, promote and protect health; prevent health problems from happening;
address differences in health; and monitor and report on the health, including health inequities of
populations. Public health services are more than those RHA services or resources with “public
health” in the title. Public health also involves actions through other ministries, local
governments, First Nations, Indigenous service organizations, and non-government organizations
(NGOs). It is often shaped by other players and actions at provincial, national and international
levels. Given, this diversity, it is likely all members in a Primary Care Network will have some
role in helping the PCN population stay healthy, even if they do not considered themselves
formally part of or affiliated with public health.

Public Health Service Attributes of Relevance to PCNs
Effective collaboration includes understanding how different sectors of the health system work,
especially when there is overlap of functions. Given that primary care services focus on the care
of individuals, and public health services generally focus on the health of populations,
consideration of the following attributes of public health services will be helpful for
collaborative planning:


As in other parts of the health care system, evidence-informed decision-making, policy
and practice including cultural safety and trauma-informed practice.



Driven by identifying, and then acting on the determinants of health, across the life
course including addressing physical, biological, psychological, social (e.g. wealth
distribution, education, housing, social inclusion) and ecological determinants of health;
as well as the determinants of social and health inequities (such as power imbalance,
colonization, racism, classism, ageism, and sexism).



Includes the perspectives of communities in decision-making processes.



Consideration of inequities and the impact of interventions/service delivery on specific
population groups, such as recent immigrants, women, men, Indigenous peoples and
communities, children, youth and seniors. Addressing inequities requires initiatives to be
universal but with added scale or intensity for those experiencing short-term or long-term
vulnerability and includes:
o Monitoring and reporting on health inequities.
o Ensuring that interventions are designed to support equitable health outcomes
across population groups.
o Working with others in the health system to ensure that all health services are
designed and delivered in a way that reduces health inequity. Considering impacts
on Indigenous peoples and communities must occur in collaboration with
Indigenous partners.
o Working with other sectors to formulate policies and programs that will reduce
health inequities.
5
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o

Collaborating with others beyond the health system to address the inequities
among the broader environmental, social, economic and other health
determinants.

The PCN Service Planning Process
The General Practice Services Committee (GPSC) has posted the following description of how
PCNs are created:
Across the province, [Collaborative Services Committees] CSCs are exploring
opportunities to establish and support primary care networks, building on other successful
local initiatives.
When CSC partners are ready to formally engage in designing a local PCN or PCNs for
their local community (or communities), they complete an Expression of Interest (EOI),
indicating their readiness to participate.
Once the EOI is reviewed and approved, the CSC is provided with $150,000 change
management funding and other supports to complete a Service Plan developed for their
local needs.
The CSC is encouraged to focus their first phase of service planning on ensuring patients
who do not have a primary care provider are attached to one. Once the attachment gap is
narrowed, the focus is on redesigning local services and adding resources to optimize the
team-based care approach.
Following approval of the Service Plan, CSCs are provided with funding to begin
implementation.5
The development of PCNs is very new to BC. The first eleven PCN service-planning teams came
together in 2018 and are jointly referred to as Wave 1. Experience from these pioneering groups
has assisted in developing this Planning Guide. Wave 1’s experience has also been used revise
other documents and processes for the next 14 teams comprising Wave 2 in 2019.
Wave 1 teams were asked to invite public health to the planning table and to provide feedback on
the first draft of this Planning Guide. After review of their service plans, Wave 1 PCN teams
were given feedback and direction which included to continue to involve public health in the
development of the PCN and to include a Medical Health Officer in the ongoing committee
structure.
The following is an extract from the current service-planning template being provided to Wave 2
PCN planning teams:

5

http://www.gpscbc.ca/what-we-do/patient-medical-homes/primary-care-networks
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When identifying services to be added or strengthened within the PCN, gaps in the
primary care system will be identified using family practice EMR data, health authority
and other health system data and patient surveys or other engagement-related information
such as information from Indigenous members or others. Proposed additional services
should align with the comprehensive primary care services set out on Appendix A of the
GPD [this is also Schedule E of the Common Program Agreement, see Appendix 1 of this
document for a copy].
In-practice supports such as panel management, team building, and other support as
provided by the GPSC’s Practice Support Program are not eligible for additional service
plan funding.
Step 1: Identify Primary Care Gaps – Using the information about the PCN population
and services to identify and list all needs/service gaps; describe how gaps were identified.
Gaps need to consider inequities in health status. Connections with Indigenous partners,
including Regional health authority Aboriginal Health teams and FNHA regional teams
can support service opportunities.
Step 2: Identify Service Opportunities – Create a list of services that would
collectively meet the identified needs/service gaps; identify services by their alignment
with the eight PCN Core Attributes; identify which services could be redeployed using
existing or minimal new resources. Opportunities need to consider addressing inequities
in health status. Connections with Indigenous partners, including Regional health
authority Aboriginal Health teams and FNHA regional teams can support service
opportunities.
Step 3: Select the Services – Determine which services will be prioritized for
implementation in the first year of PCN operations – the PCN Core Attributes are in
order of priority excluding 7 and 8 which should underpin all of the work; summarize the
selected services; create a rationale for the selection of each service including a highlevel description of the constraints, opportunities, and considerations that were taken into
account during this process.6

6

Primary Care Network Service Plan. Draft. November 2018.
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Specific instructions to Wave 2 PCN service planning teams are:
1. Involve regional health authority public health representatives in service planning. In
particular, epidemiologists and Medical Health Officers may be sources of population
health data analysis expertise. It is possible that the people who are not attached are over
represented in particular sub-populations (such as people who are marginalized). A
clearer understanding of the population that needs to be served can assist in targeting
service plans effectively. Also, public health staff and public health contracted agencies
have a long history is serving difficult to reach people (e.g. through harm reduction or
communicable disease services). This experience could be helpful to PCNs who are
trying to close attachment gaps for these populations.
2. If redesign of maternal/child health/immunizations is undertaken, public health
representatives from the Regional health authority, FNHA and Indigenous service
organizations need to be included as part of the redesign team. Midwives should also be
included. In particular, as part of the strategies to increase capacity for attachment, public
health nurses leadership should be involved to determine if, with redesign and/or
additional resources to provide additional immunizations, a larger proportion of
appointments for these services could be done by public health nurses as part of the PCN
interdisciplinary team. 7
3. PCNs will connect with a designated Medical Health Officer (MHO). MHOs are
specialists in Public Health and Preventive Medicine to provide public health and
prevention consultation services. The MHO and other designated public health staff will
also provide linkages to regional and provincial level public health staff to support local
preventive services delivery. A Medical Health Officer should be included in the ongoing
PCN committee structure.
4. As the Planning Guide is developing as a resource for future teams, PCNs are requested
to host a site visit from the Ministry’s Population and Public Health Division for dialogue
about the Planning Guide, as well as to provide written feedback on this document by
mid-June 2019.
5. Finally, in the long term, PCNs could be looking at redesign opportunities that might
reduce the demand for primary care provider appointments either through public
education (for appropriate use, enhanced self care or self management) or a healthier

7

Public health nurses are involved in the provisions of a range of services beyond Child Health Clinics and
may, particularly in rural areas, also be involved in provided specialized public health services such as
communicable disease case management.
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population. All public health services and programs have the potential to improve on the
health of the population.
Public health and primary care have long worked together to different degrees and in different
ways. Examples are vaccination programs and collaborative perinatal care, and responding to
emergencies like communicable disease epidemics. The College of Family Physicians of Canada
points to this long standing interconnection by stating: “A [Patient Medical Home] PMH
provides each of its patients with comprehensive family practice service. A PMH also meets and
supports the public health needs of the community.” However, we all see things differently so it
will take some effort to collaborate. We need to use the limited attention, resources and time for
preventive work wisely. It is probably best to start as early in the process as possible, hence this
Guide.
There is no intent to decrease the resources for preventive care services by creating PCNs.
Indeed, the purpose of this Guide is to emphasize that prevention is important and everyone has a
role to play. The Guide is intended to assist teams in identifying and implementing the best and
most efficient way to provide preventive services to the PCN population. Optimally, the
investments in preventive care will be maintained or increased. There is no place in BC that is
over-resourced for prevention. Therefore, health authorities may NOT reduce investments in
preventive care services as part of the PCN service plan. However, these services may be
redesigned within the PCN. In fact, as part of the overall planning, PCNs are encouraged to
examine ways to better meet their population’s need through the redesign of existing services. As
part of the service redesign, the mix of staff, their locations, or specific duties may change. The
HA cannot, however, redirect the preventive care resources to non-prevention-oriented services
(such as acute care, home care, etc.). Further, the HA cannot redirect preventive care resources
for the geographical area within a PCN (e.g., one or more CHSAs within the PCN boundary) to
another PCN or geography.

Lifetime Prevention Schedule
Since 2009, the BC Ministry of Health has been developing and using the Lifetime Prevention
Schedule (LPS) to guide policy and service delivery. It is the Ministry’s policy that all new
clinical prevention services must meet the LPS criteria or better. Clinical prevention services are
included on the LPS if they are considered to be clinically effective, have a positive impact on
population health and are cost-effective.
Clinical prevention services (CPS) are defined as:
Manoeuvres pertaining to primary and early secondary prevention (i.e., immunization,
screening, counselling and preventive medication/device) offered to the general population
(asymptomatic) based on age, sex and risk factors for disease and delivered on a one-providerto-one-client basis, with two qualifications:
9
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(i) the provider could work as a member of a care team or as part of a system tasked with
providing, for instance, a screening service; and
(ii) the client could belong to a small group (e.g. a family, a group of smokers) that is
jointly benefiting from the service.
This definition does not refer to the type of provider or the type of funding. This allows for the
evaluation of the appropriate implementation of the service as a separate program planning
matter.
Since 2009, a total of 26 CPS have been reviewed by the Lifetime Prevention Schedule Expert
Committee (LPSEC) for potential inclusion in the LPS. After each analysis, new clinical
prevention services must go through established processes of creating a business case, obtaining
approval, and detailed implementation planning by and with partner agencies. Implementation is
considered completed when there is a provincial program guideline (such as the various cancer
screening programs) or there is a published BC clinical practice guideline (such as one from the
Guidelines and Protocols Advisory Committee or GPAC).
Those CPS that have met the criteria and have gone on to be implemented in BC are listed in the
LPS Practice Guide (Figure 1). In short, the Practice Guide directs providers’ attention to the
highest priority (most likely to make a difference) clinical prevention interventions for general
asymptomatic patients. It is a key building block in defining the service guidance for PCNs in the
delivery of preventive care.

10
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The best services to offer to the asymptomatic population

Currently available services – what you can do

Lifetime Prevention Schedule Practice Guide 2018
Perinatal Newborn

0

School-age Youth

5

15

Younger Adult

18

25

Mid-age Adult

35

Older Adult

45

55

65

75+

Perinatal Activities: Perinatal Services BC
Immunizations: per Immunize BC Vaccine Schedules
Independent evidence review processes have
been used for immunizations and perinatal services.

Hearing
loss
screening
(newborns)

Growth monitoring,
obesity prevention &
management
(children/youth)
Breastfeeding promotion (women in the
perinatal period)
Smoking cessation advice & help to quit
Depression screening1 (women in the
perinatal period)
Human Immunodeficiency Virus (HIV) screening
Overweight and obese adults: diagnosis & management
Alcohol screening & brief intervention
Cervical cancer screening
Cardiovascular disease - primary
prevention (risk assessment, lipid testing &
potential discussion of statin use)
Type 2 diabetes mellitus screening
Hypertension diagnosis & management
Colorectal cancer screening
Breast cancer screening
(primary care referral in
other age groups)
Cardiovascular disease primary prevention (risk
assessment, lipid testing &
potential discussion of statin use)

Female

Male

See gov.bc.ca/lifetimeprevention

Both female and male

1 Depression

screening for non-pregnant adults: did not meet LPS criteria for
general population. Without signs & symptoms of depression, harms
outweighed benefits.

Note: Some of these maneuvers may have associated direct costs to the individual. Extended health
benefits may mitigate costs in some circumstances.

11
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Service Planning Guidance
BCs Guiding Framework for Public Health is the key strategic planning resource for PCNs (see
Appendix 1). The specific expectations of PCNs regarding to the provision of preventive care as
a collaborative network of providers will evolve over time as we learn from PCN implementation
processes. This initial description of preventive care services to be delivered in PCNs is
organized according to the goals of the Guiding Framework below, and elaborate on the
preventive care services mentioned in the description of primary care services (Appendix 1).
All of the initial expectations of the PCNs are current practice.
The list below combines the services currently provided by RHA public health departments
under direction of provincial policies or programs such as the public health perinatal services
standards.8 These services and others in BC Lifetime Prevention Schedule appear with links to
the appropriate Guidelines and Protocols Advisory Committee’s (GPAC’s) clinical practice
guidelines or provincial programs guidelines (such as those of the BC Cancer Agency). As these
guidance documents are updated, this Planning Guide will also be updated to reflect them.

Goal 1: Healthy Living and Healthy Communities

8
9

i.

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. This can be actioned through PCN involvement in initiatives such as
Healthy Communities, Healthy Schools and food security programs.9

ii.

As per the Lifetime Prevention Schedule (LPS)10, offer hypertension, type 2 diabetes,
obesity screening and the related management as necessary.11

See https://www.health.gov.bc.ca/library/publications/year/2013/healthy-start-initiative-phs.pdf.
See https://www2.gov.bc.ca/gov/content/health/keeping-bc-healthy-safe/healthy-communities.

11

For hypertension screening guidance see https://www2.gov.bc.ca/gov/content/health/practitioner-professionalresources/bc-guidelines/hypertension and https://www2.gov.bc.ca/gov/content/health/practitioner-professionalresources/bc-guidelines/cardiovascular-disease.
For type 2 diabetes screening guidance see https://www2.gov.bc.ca/gov/content/health/practitioner-professionalresources/bc-guidelines/diabetes#Screening and https://www2.gov.bc.ca/gov/content/health/practitionerprofessional-resources/bc-guidelines/cardiovascular-disease .
For obesity guidance see https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bcguidelines/obesity and https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bcguidelines/cardiovascular-disease . A BMI calculator is available at https://www.dietitians.ca/Learn/BMIAdult.aspx.

12
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iii.

As per the LPS, offer cardiovascular disease primary prevention (including risk
assessment, lipid testing, and potential discussion of statin use).12

iv.

As per the LPS, offer and refer for cervical, breast and colorectal cancer screening.13

Goal 2: Maternal, Child and Family Health
The LPS identifies the suite of perinatal care services as a clinical prevention component.
However, the evidence review and preparation of clinical guidance for these services is led
by Perinatal BC.14 During the childbearing year, care, treatment, prevention and promotion
are very much intertwined. PCNs will provide: low-risk maternity care; antepartum;
postpartum; postnatal; and contraceptive care including health promotion and prevention
aspects. Where there is specific preventive care guidance from either the LPS or the public
health perinatal service standards they are included below. The current public health perinatal
service standards are directed at Regional health authorities. Plans are underway to update
these standards. As new standards come available they will be incorporated into future
versions of this Guide.
i.

All pregnant women are offered standardized screening, health promotion and education
(supported by resources such Baby’s Best Chance), and intervention, including referral as
needed.15

ii.

Women identified as vulnerable during the prenatal or postnatal period through
screening/referral will be offered nursing assessment, health promotion and education and
more intensive follow-up including referral as need and vulnerability are indicated.16
RHA provided enhanced services for vulnerable families include the Nurse-Family
Partnership or a program with comparable outcomes; enhanced services for women with
problematic substance use challenges and their children; food security services.17

12

For cardiovascular disease primary prevention guidance see
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines/cardiovasculardisease .
13
For cervical cancer screening guidance see http://www.bccancer.bc.ca/screening/cervix and
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines/hpv-cancers .
For breast cancer screening guidance see http://www.bccancer.bc.ca/screening/Breast and
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines/breast-cancerand-disease-diagnosis.
For colon cancer screening guidance see http://www.bccancer.bc.ca/screening/colon and
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines/colorectal-cancerscreening.
14
See http://www.perinatalservicesbc.ca/health-professionals/guidelines-standards .
15
https://www.health.gov.bc.ca/library/publications/year/2013/healthy-start-initiative-phs.pdf
16
https://www.health.gov.bc.ca/library/publications/year/2013/healthy-start-initiative-phs.pdf
17
See https://www.healthyfamiliesbc.ca/nurse-family-partnership .
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iii.

All families will be contacted within 24 to 48 hours post discharge from acute care, and
offered an initial maternal and newborn assessment and intervention based on the
Perinatal Services BC (PSBC) Postpartum and Newborn Nursing Care Pathways. By
eight weeks postpartum, all families will be offered a complete assessment, health
promotion and education, as well as intervention, including referral as needed.18

iv.

As per the LPS, offer breastfeeding promotion and support.19 In particular, all families
will be offered support within 24 to 48 hours of discharge from acute care to establish and
maintain breastfeeding with continued support provided as needed. All families are
supported to exclusively breastfeed for the first six months with introduction of nutritious
and safe complementary foods with continued breastfeeding for up to two years and
beyond.20

v.

As per the LPS, offer perinatal depression screening.21 In particular, the Perinatal Service
Standards indicate that all women will be offered an Edinburgh Postnatal Depression
Scale (EPDS) screening by eight weeks postpartum, education and intervention, including
referral as needed by Regional health authority public health staff.22

vi.

All families will be offered Newborn Hearing Screening and infants requiring follow up
will receive intervention according to BC Early Hearing Program standards and protocols
by Regional health authority staff.23

vii.

At routine contact with Regional health authority public health services, families with
children up to 2 years old will have access to ongoing health screening/assessment, health
promotion and education, and intervention including referral as needed.24

viii.

All families have access to support and education related to child health, development and
well-being supported by resources such as Baby’s Best Chance and Toddler’s First
Steps.25

18

https://www.health.gov.bc.ca/library/publications/year/2013/healthy-start-initiative-phs.pdf
For breastfeeding guidance see http://www.perinatalservicesbc.ca/Documents/GuidelinesStandards/HealthPromotion/BreastfeedingHealthyTermInfantGuideline.pdf .
20
https://www.health.gov.bc.ca/library/publications/year/2013/healthy-start-initiative-phs.pdf
21
For perinatal depression screening guidance see http://www.perinatalservicesbc.ca/Documents/GuidelinesStandards/Maternal/MentalHealthDisordersGuideline.pdf .
22
https://www.health.gov.bc.ca/library/publications/year/2013/healthy-start-initiative-phs.pdf
23
For information about newborn hearing screening see http://www.phsa.ca/our-services/programs-services/bcearly-hearing-program/hearing-testing. This service standard also appears in
https://www.health.gov.bc.ca/library/publications/year/2013/healthy-start-initiative-phs.pdf . Newborn screening
is included in the LPS as well as public health services standards. Additional newborn screening for 24 disorders is
done using blood spot cards see http://www.perinatalservicesbc.ca/our-services/screening-programs/newbornscreening-program .
24
https://www.health.gov.bc.ca/library/publications/year/2013/healthy-start-initiative-phs.pdf
25
https://www.health.gov.bc.ca/library/publications/year/2013/healthy-start-initiative-phs.pdf
19
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ix.

Families with children under two identified as vulnerable through assessment by public
health (such as speech/language, dental, audiology, nutrition, nursing) will be offered
health promotion and education and more intensive follow-up including referral as
needed. 26

x.

As per the LPS, provide growth monitoring, obesity prevention & management of children
and youth.27

Goal 3: Positive Mental Health and Prevention of Substance Harms
i.

As per the LPS, offer alcohol screening and brief interventions.28

ii.

As per the LPS, offer tobacco smoking cessation advice and help to quit.29

iii.

Distribution of harm reduction supplies and referral to harm reduction resources.30

Goal 4: Communicable Disease Prevention
i.

As per the LPS, screen patients for HIV.31

ii.

As per the LPS deliver immunizations to the whole population in accordance to the BC
Immunization Schedule. Note: this will require coordination of a number of workforces
such as family physicians, nurse practitioners, nurses (including community health nurses
in First Nations communities), midwives, pharmacists and other providers.32

iii.

Participate in communicable disease control activities affecting PCN clients (e.g., TB,
influenza, HIV, or Hep C treatment and case management, reporting and support
activities). Providers will continue to report reportable communicable diseases and other
reportable conditions (e.g., adverse events following immunization, abnormal blood lead
levels).33

26

https://www.health.gov.bc.ca/library/publications/year/2013/healthy-start-initiative-phs.pdf
For resources see WHO growth charts, BMI tool, Shapedown BC, HealthLinkBC Eating & Activity Program for
Kids.
28
For guidance see BCGuidelines.ca: Problem Drinking and HealthLinkBC.
29
Resources include: QuitNow BC Referral Program, BC Smoking Cessation Program, Brief Action Planning + also
see BCGuidelines.ca: CVD primary prevention.
30
See http://www.bccdc.ca/health-professionals/clinical-resources/harm-reduction and
https://towardtheheart.com/.
31
For HIV screening guidance see https://www2.gov.bc.ca/assets/gov/health/about-bc-s-health-caresystem/office-of-the-provincial-health-officer/hiv-testing-guidelines-bc.pdf.
32
Immunize BC Vaccine Schedules – assessed by Communicable Disease Policy Advisory Committee BC
Immunization Subcommittee.
33
See http://www.bccdc.ca/health-professionals/clinical-resources/communicable-disease-control-manual.
27
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Goal 5: Injury Prevention
i.

PCNs will be connected with the Specialized Care Services Program for complex
medical/frail adults who will have the responsibility for falls prevention for older adults
living in residential care and acute care. Strategies to reduce injuries by creating safer
environments may be included in Healthy Communities work (see 1 (i) above).

Goal 6: Environmental Health
i.

Participate as needed and appropriate in mitigating the impact of environmental health
issues (e.g., food, water, vector-borne diseases, climate change, industrial spills, air
pollution). This includes partnering with both the Regional health authority’s and the
First Nations Health Authority’s environmental public health services.

Goal 7: Public Health Emergency Management
i.

Participate in planning for and responding to public health emergencies.

16

DRAFT FOR REVIEW

Service and Outcome Measurement
In the future, it is expected that PCNs will have information available to them to assess
population health needs, services levels and quality, and the gaps if there are any. In order to do
this, supports and resources are required locally within a PCN, regionally and provincially. One
of the first tasks in developing a PCN is doing a baseline health assessment for the whole PCN
population. The first PCNs may not have access to all the information that might be desirable but
this will improve over time. A local snapshot of First Nations health outcomes and service
utilization will be provided to PCNs, but it is important to note that these data are for status First
Nations individuals only; therefore, collaboration with Indigenous partners will be necessary to
more comprehensively assess Indigenous peoples’ and communities’ health and wellness.
Some of the data that will need to be developed are preventive care indicators. An initial list is
included for consideration and feedback in Appendix 4.
PCNs will be reporting on a set of indicators to the Ministry regularly. These indicators, the
related reporting periods and processes are under development. The PCN indicators will need to
assess the breadth of attributes in Table 1. The initial indicators for reporting related to
prevention under consideration are:

Childhood Immunization
Childhood immunizations are a shared service delivery responsibility between primary care and
public health. A childhood immunization indicator is proposed for PCNs to ensure that PCN
development doesn’t unintentionally adversely affect coverage rates. Indeed, it is hoped that,
with providers working closely together at the local level, the immunization rates may increase.
Quality, timely and accessible data are essential to BC’s ability to deliver vaccines effectively to
its population. From local health providers to the provincial health system, data allows health
care professionals to ensure the right vaccines are administered to the right people at the right
times. These data are also key to determining immunization coverage and how well BC is
meeting its population’s vaccination needs. When these needs are not met, gaps in immunization
coverage occur and certain parts of the population remain unvaccinated, leaving people at risk of
contracting dangerous diseases.
For an immunization system to function best, data on who has received what immunizations
must be recorded and integrated with data on vaccine supply on a centralised surveillance
system. This allows the health system to base its vaccine stock management on actual vaccine
usage rates, which in turn allows the system to store the right quantities of vaccines at the right
locations, and reduces vaccine wastage and stock-outs.
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As a result, it is important for all immunization providers BC to monitor and record
immunizations provided to their patients, so that Public Health can access, analyze and act on
accurate immunization coverage data in real time. This paves the way for improvements to
immunization services and results in well-executed vaccination programs.
Data on immunization coverage at age 2 and 7 is available at the Local Health Area (LHA) level.
The data parameters would need to be adjusted to report by CHSAs, but could likely be done
centrally but no publication date is currently available.
Given the organization of immunization services in Vancouver, and Vancouver Coastal’s use of
Paris, VCH does not routinely report immunization coverage for the 2-year old program. In
place, data surveys are conducted ~ every 2-years to determine coverage. As a consequence this
data would not be available consistently, nor would it be comparable with other RHAs or within
VCH itself. This will need to be a special area of development work for PCNs in Vancouver.
Immunization coverage data is collated through BCCDC, which also identifies data trends
locally, regionally, or provincially (if possible). Immunization coverage rates for ages 2 and 7 are
proposed as PCN indicators to be monitored provincially.

Cardiovascular Disease Prevention
The burden of cardiovascular disease (CVD) is significant. In Canada, about 2.4 million
Canadians aged 20 years and older live with ischemic heart disease.34 It is the second leading
cause of death in Canada, and claimed more than 51,000 lives in 2014.35 In Canada, Indigenous
peoples and other ethno-cultural groups such as South Asians are at an increased risk for
CVD.36 Although mortality rates have been decreasing in BC due to improved health
behaviours, treatment options and management of illness, CVD remains a significant cause of
death. Mortality for ischemic heart disease in BC stood at 14.7 per 1,000 people in 2015/16, and
mortality rate for heart failure in the same period was 31.6 per 1,000 people.37 Among 45 to 64
year old British Columbians, 11.8% of deaths in 2011 were due to CVD. Among 65 to 84 year
olds, 16.7% of deaths were attributable to CVD in the same period.38

34

Government of Canada. Heart disease – surveillance of heart disease and conditions. https://www.canada.ca/en/publichealth/services/diseases/heart-health/heart-diseases-conditions/surveillance-heart-diseases-conditions.html
35
36

Ibid
Ibid

37

Cardiac Services BC. http://www.cardiacbc.ca/health-info/heart-disease-in-bc
British Columbia Vital Statistics Agency. Selected Vital Statistics and Health status Indicators: One Hundred and Fortieth
Annual Report, 2011. http://www2.gov.bc.ca/assets/gov/birth-adoption-death-marriage-and-divorce/statistics-reports/annualreports/2011/pdf/ann2011.pdf . Cited by H. Krueger & Associates. (2017). The Lifetime Prevention Schedule. Establishing Priorities
among Effective Clinical Prevention Services in British Columbia. March 2017 update, p. 42.
38
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Despite the extent of CVD, about 90% of premature heart disease is preventable.39 The risk
factors for CVD are numerous. Behavioural risk factors include: unhealthy diet, lack of exercise,
and tobacco use. The biological risk factors of high blood pressure, overweight and obesity and
dyslipidemia remain the most firmly established factors for CVD and stroke.
The most recent Lifetime Prevention Schedule analysis showed that hypertension screening and
CVD risk assessment had the largest potential positive population impact in BC of those clinical
services analyzed. The analysis assumed completion of an initial risk assessment for CVD
including a clinician visit and a full lipid profile (total cholesterol [TC]; high density lipoprotein
cholesterol [HDL-C]; low-density lipoprotein cholesterol [LDL-C], non-HDL-C; and
triglycerides [TG]) repeated every five years.40 Currently available administrative data can be
used to measure two of five components of a CVD risk assessment (screens for hyperlipidemia
and diabetes). The indicator development team will need to assess the options for a complex
calculation of this indicator. As an interim measure, the proportion of adults overdue for cardiac
risk assessment is proposed for provincial monitoring. It is not possible to assume that if lipids
were tested that a cardiac risk assessment in all its component parts was done. However, it is not
possible to do a cardiac risk assessment without doing a complete lipid profile. Therefore, the
interim indicator would include men over 45 and women over 55 who have not had a complete
lipid profile done at least once in the last five years.

Perinatal Depression Screening
A number of perinatal indicators are of interest to primary care and public health. The perinatal
indicators that will be tracked for PCNs are under development and will be shared in other
documents. However, one indicator is included for consideration here. Screening for perinatal
depression is provided both by primary care practitioners and regional public health services.
Approximately 16% of women in British Columbia experience perinatal depression.41 Untreated
perinatal depression and anxiety can adversely impact the cognitive, behavioural and emotional
development of the child. The Edinburgh Postnatal Depression Scale (EPDS) is a validated and
widely accepted tool to screen for perinatal depression. In 2013, the Ministry developed the
Healthy Start Provincial Perinatal, Child and Family Public Health Service Statements as
guidance to the health authorities about the set of public health services prenatal and postpartum
women and their children up to two years of age could expect to receive.42 This includes a
Universal Service Statement that “All women will be offered an Edinburgh Postnatal Depression
Scale (EPDS) screening by eight weeks postpartum, education and intervention, including
39

Cardiac Services BC. http://www.cardiacbc.ca/health-info/heart-disease-in-bc
H. Krueger & Associates. (2018). The Lifetime Prevention Schedule. Establishing Priorities among Effective Clinical Prevention
Services in British Columbia. March 2018 update, p. 105.
40

41

BC Reproductive Mental Health Program and Perinatal Services BC. (2014). Best Practice Guidelines for Mental
Health Disorders in the Perinatal Period.
25
https://www.health.gov.bc.ca/library/publications/year/2013/healthy-start-initiative-phs.pdf
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referral as needed.” The perinatal depression screening rate is currently tracked in public health
information systems for the interventions by health authority public health staff but not regularly
reported on or combined with primary care practitioner data. The indicator would be the number
and % of postpartum women offered screening for perinatal depression by eight weeks
postpartum in accordance with the public health perinatal service standards and the LPS, initially
only for those services provided by the Regional health authorities and later by provider type
(GPs, RMs, NPs, RNs).
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APPENDIX 1: Description of Primary Care Services
Population
a. Staying
Healthy

b. Getting Better

c. Living with
Illness or
Disability

Primary Care Services
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 highrisk 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
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
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
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
21

DRAFT FOR REVIEW

d. Optimally
Coping with
End of Life

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
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
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APPENDIX 2: Public Health Services Overview
Promote, Protect, Prevent: Our Health Begins Here.
BC’s Guiding Framework for Public Health (the Guiding Framework)
The Guiding Framework was released in 2013 and updated in 2017, provides the vision, mission,
principles and goals to protect the health and wellness of British Columbians while aligning
policies, programs and services to ensure the overall efficiency and sustainability of the public
health system. It outlines functions for the public health system that include the delivery of core
programs. Primary Care Networks (PCN) are some of the settings for the delivery of components
of the following core programs identified in the Guiding Framework:
 Focus on Health Improvement and Prevention of Disease, Illness and Injury
 Utilize Health Promotion and Preventive Interventions
 Provide Health Assessment and Surveillance Supports

(insert more detailed public health descriptions but relating them to the finalized Appendix 1
when available)
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Appendix 3: List of Data Sources for Service Planning
The following is an excerpt from the service planning template. It appears as an appendix listing these
data sources as potential resources to the local PCN planning team:
Identifying the Gap in Attachment
Please contact your Ministry representative to receive the Ministry’s initial estimate of the primary care
attachment gap (see Section D above).
Primary and Community Care Profile: Your Community
This report focuses on data specific to understanding primary care needs and services to support the
development of Primary Care Homes in BC. It provides analysis that can inform planning at the local
level for an integrated and coordinated primary and community care service system.
This report is available by Local Health Area. Email MOHAnalytics@gov.bc.ca with the Local Health
Area(s) of interest if you would like a copy.
Local Health Area (LHA) Profile
The Ministry’s LHA Profile summarizes the characteristics of and health care services used by
populations within an LHA. It has a strong focus on Ministry priority areas with much of the analysis
segmenting the population into four groups: Healthy, Getting Healthy, Living with Illness and Chronic
Diseases, and Towards End of Life.
This report is available by Local Health Area. Email MOHAnalytics@gov.bc.ca with the Local Health
Area(s) of interest if you would like a copy.
Chronic Disease Registry Annual Report
The BC Ministry of Health Chronic Disease Information Working Group creates and maintains chronic
disease registries annually. Currently there are 37 chronic disease or procedure reports available,
including most common chronic conditions, such as diabetes, hypertension, heart failure, and COPD.
This report is available by Local Health Area. Email MOHAnalytics@gov.bc.ca with the Local Health
Area(s) of interest if you would like a copy.
Information Resource Manual
The Information Resource Manual is published annually by the Ministry and contains statistics based on
fee-for-service payments made to BC practitioners for services provided to MSP registrants during the
fiscal year. The manual can be accessed at:
http://www2.gov.bc.ca/assets/gov/health/practitioner-pro/medical-services-plan/irm_complete.pdf
PHSA’s Community Profile
The Provincial Health Services Authority (PHSA) and its partners developed the BC Community Health
Profile to provide local data for use by health authorities and local governments to support community
health planning and decision making. The profiles provide an introduction to community health data,
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presented at the lowest geographic level available (Census subdivision or LHA, when possible). The
profiles can be accessed at: http://www.phsa.ca/our-services/programs-services/population-publichealth/community-health-data
BC Stats
BC Stats is the central statistical agency of the Province of British Columbia. Its website contains a
wealth of information on demographics, economics, labour and social statistics. The area profiles
produced by BC Stats (http://www.bcstats.gov.bc.ca/Search/AreaProfiles.aspx) can be generated for a
community or region of interest. The website also provides links to national organizations with additional
data sources. More details can be found at: http://www.bcstats.gov.bc.ca/Home.aspx.
Statistics Canada
Statistics Canada is a national statistical agency that is responsible for the collection and dissemination of
information from the Census of Population, National Household Survey and the Canadian Community
Health Survey, among other surveys and databases. This agency produces several products that are
available to the public at: http://www.statcan.gc.ca/eng/start. Some reports of interest include:
 National Household Survey Profile https://www12.statcan.gc.ca/nhs-enm/2011/dppd/prof/index.cfm?Lang=E
 Health Summary Tables http://www.statcan.gc.ca/tables-tableaux/sumsom/l01/ind01/l2_2966-eng.htm?hili_none
 Health Indicators http://www.statcan.gc.ca/pub/82-221-x/82-221-x2013001-eng.htm
BC Vital Statistics Agency Annual Report
The data in this publication are based on information collected from registrations of live births, stillbirths,
deaths, and marriages, as registered by the Agency for events occurring in the 2015 calendar year. It
contains selected information about the vital events taking place in British Columbia. Although some
information related to vital events occurring within the province includes visitors, such as marriages, the
majority are specific to residents of BC.
The report presents key indicators for the province’s health authorities (HA), health service delivery areas
(HSDA) and local health areas (LHA). It includes a detailed glossary, defining the terms used in the body
of the publication, as well as a methodology section explaining the statistical computations in the main
body. The report is available at: https://www2.gov.bc.ca/gov/content/life-events/statistics-reports/annualreports
Canadian Institute for Health Information
The Canadian Institute for Health Information (CIHI) is a not-for-profit organization that provides
information on Canada’s health system and the health of Canadians. Information produced by this
organization describes the types of care, health system performance, health workforce, spending and other
factors influencing health. More details can be found at: https://www.cihi.ca/en. Some reports and
information tools of interest include:
 Physicians in Canada https://secure.cihi.ca/estore/productSeries.htm?pc=PCC1140
 Your Health System (http://yourhealthsystem.cihi.ca/) is an interactive tool that allows users to
select regions and indicators for display of comparison data.
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Appendix 4: Draft indicator list for future development
This Appendix provides a draft list of indicators designed to measure the PCN preventive care
outcome statements in the service guidance section. This list of indicators itself will also be
refined learning from the experience of the initial PCNs. Additionally, as evidence changes
programs and services will evolve requiring new or changed indicators.
A general name or description of the indicator is given below. Technical descriptions for
extracting the data and calculating the indicators can be obtained from the Ministry to assist in
working with local data sources and vendors (such as EMRs) if necessary. The LPS
methodology reference document is also publicly available and may be of assistance
(https://www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-system/healthpriorites/lifetime-prevention-schedule/lps-reference-document-2018.pdf ). The provincial team is
also working with the Health Data Coalition (HDC)43 to ensure that the HDC has the information
required to make these indicators available to its members where the initial data source is an
EMR. Over time as capacity develops, more detailed assessments may also be of interest to the
PCN such as comparing rates for the unattached versus attached populations, or looking at the
rates of a specific panel.
To further stimulate analysis, the potential population-level targets listed are meant to be
achievable, within varying timelines. In keeping with the Lifetime Prevention Schedule, targets
are cited where there is published evidence of the best rates that have been demonstrated as
achievable rather than an arbitrary cut-off. In some cases, such as newborn hearing screening, the
BC provincial rate is the best in the world. In circumstances such as this, the target is essentially
maintaining the already high rate. In some interventions, there is considerable regional or subpopulation variation, and a PCN may be striving to close the gap between a local experience the
BC average. In other cases, universally across BC, improvements are needed. There is no simple
directive, such as a PCN needs to meet x% of the target by a specific date, or demonstrate an
xx% improvement per year. Rather the PCN is expected, with support and advice from public
health colleagues, analysis and monitoring of the measures below, to apply a quality
improvement approach to improving population health and closing service gaps. Some
populations, such as Indigenous peoples, may experience poorer health outcomes than other
residents and may encounter barriers to achieving these following potential targets; therefore, it
is suggested that an equity-based, person-centred approach is appropriate to address these
population health needs. Indigenous partners will be integral for PCNs in the development of
culturally appropriate, meaningful, and achievable indicators.

43

The Health Data Coalition is a physician-let data-sharing initiative funded by the General Practice Services
Committee. See https://hdcbc.ca/
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Draft Indicator
Cervical cytology-based cancer screening rate
 screening eligible women aged 25-69 years old
within the last 3 years
Breast cancer screening rate
 screening eligible women aged 50-74 years
within last 3 years
Colorectal cancer screening rate
 screening eligible patients with a FIT within
the last 2 years or sigmoidoscopy within last
10 years.
Hypertension screening rate
 adults over 45 years old with a documented BP
within last 5 years
Type 2 diabetes screening rate
 risk assessment of adults 18 years old and over
in the last 5 years
 blood glucose test for high risk of T2DM
adults in last 5 years
 blood glucose test for very high risk of T2DM
adults in the last year
Obesity screening rate for children
Obesity screening rate for adults
Cardiovascular risk assessment rate
(To estimate this rate, although CVD risk assessment
may be done using other fee codes, the most likely
estimator of the rate would be to use the GPSC
prevention fee (health risk assessment) fee code.)
 risk assessment of men over 40 years old
within the last 5 years
 risk assessment of women over 50 years old
within the last 5 years
The Lifetime Prevention Schedule (LPS) identifies the
package of perinatal care as a clinical prevention
component including low-risk maternity care;
antepartum; postpartum care; and contraceptive care.
See also indicators developed for reproductive care for
PCNS. (Note: review of this section with program area
44

Possible Data
Source(s)44
EMR/HDC/BCCA

Potential
Target
88%
(BC=69%)

EMR/HDC/BCCA

88%
(BC=52%)

EMR/HDC/BCCA

76%
(BC=50%)

EMR/HDC

79%

EMR/HDC/MOH
58%
80%
80%

EMR/HDC
EMR/HDC/MOH

13%
73%
48%

Panorama/Paris

Note: MOH is listed as a potential data source where either an administrative system (such as
MSP billings) or a survey (such as CCHS) may be the data source.
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Draft Indicator

Possible Data
Source(s)44

Potential
Target

re provincial service standards and related targets still
required).
Referral rate to Nurse-Family Partnership (NFP) (or
comparable program)

TBD

Referral rate to enhanced public health and primary
care services for women with problematic substance
use challenges and their children up to two years of
age
Perinatal depression screening rate
 screening perinatal women at least once during
the course of care
Breastfeeding promotion rate
Breastfeeding rate
 exclusive newborn breastfeeding rate
Newborn bloodspot screening rate
Newborn hearing screening rate
Alcohol screening and brief intervention rate
 screening adults at least once within the last
year
Immunization rates
Note: review of this section with program area re
indicators and targets still required. Indicators and
targets are based on the BC Immunization
Schedule:
 % up-to-date with imms on 2nd birthday and at
school entry (7 years)
 % of seniors immunized for influenza
 % of high risk population immunized for
influenza
HIV Screening rate

TBD

EMR/HDC

39%

EMR/HDC/
Panorama/Paris
EMR/HDC/PSBC

46%

EMR/HDC/PSBC
EMR/HDC/BCEHP
EMR/HDC

98%
97%
35%

(BC=72%)

EMR/HDC/BCCDC/
PARIS/
Panorama

(BC=68%)
(BC=59%)
(BC=40%)

EMR/HDC/BCCDC/ TBD
PARIS/
Panorama
Screening for, counselling and interventions to prevent EMR/HDC/QuitNow
tobacco use rates
53%
 Rate of interventions for children and youth in
51%
a primary care setting within last year
 Rate of interventions for adults in a primary
TBD
care setting within last year
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Draft Indicator


Possible Data
Source(s)44

Rate of use of Quitnow within the last year for
the PCN population

29

Potential
Target

