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MINISTRY OF HEALTH 
INFORMATION BRIEFING NOTE 

 
Cliff #  937226 
 
PREPARED FOR:  Honourable Michael de Jong, QC, Minister     

 - FOR INFORMATION 
 
TITLE:  Nurse Practitioner-Anesthetists 
 
PURPOSE: To provide an update regarding creating a Nurse Practitioner-Anesthetist 

(NP-A) role in British Columbia. 
 
BACKGROUND: 

 
DISCUSSION: 
 
The Ministry is proceeding with the introduction and implementation of the NP role. 
Progress to date includes: 
 
• Ongoing consultation and discussions with CRBNC to scope out and define the NP-A 

roles. CRNBC has the statutory authority to develop the necessary qualifications, 
appropriate practice standards and quality assurance requirements to introduce all new 
nursing roles in BC. CRNBC has identified initial resources and is currently gathering 
information on the American Certified Registered Nurse Anesthetist (CRNA) role, 
implementation challenges faced in US, and regulatory considerations. CRNA’s are the 
US version of the NP-A. 

 

 
• Discussions with organizations representing Respiratory Therapist and Anesthetist 

Assistants are underway to determine if these professionals could also play a part in 
anesthetic service delivery models.  

 
• Both CRNBC and Ministry senior staff will be attending the American Association of 

Nurse Anesthetists annual meeting on August 4-8, 2012 in San Francisco. The 
conference is a forum where research pertinent to the specialty of nurse anesthesia is 
presented and includes the latest medical equipment, technology, and pharmacological 
products, as well as discusses education, workforce planning, promoting and the role of 
CRNA, and workplace challenges. The meeting also provides the opportunity to 
connect directly with educators, regulators and clinicians from across the US.  

 
  

Page 41 
HTH-2012-00176

S. 13

S. 13



  2 of 4 

• A multi-phased NP-A implementation plan is in draft: 
 

o Phase One pulls together a small working group with clear objectives to deliver 
upon over the next 90 days (see Appendix A - Terms of Reference and 
30/60/90 Day Plan). The focus will be on information gathering to address key 
policy questions related to projected anesthesia service requirements, service 
delivery options/models, initial workforce planning forecasting implications  
(e.g. will we have enough nurses to implement), and providing advice on how best 
to move forward with an initiative that considers the introduction and 
implementation of a new nursing role, NP-A, in an interdisciplinary environment.  

o Phase Two requires broader working group representation and will focus on role 
definition, competency development, educational delivery options, stakeholder 
consultation, and implementation requirements (e.g. funding, communications, 
marketing, etc.). 
 

• It will take approximately 2 years for a NP-A to begin practicing within the BC health 
care system. 
 

• The Ministry is currently analyzing data reports that explore the proportion of services 
billed by Anesthesiologists for broad service groups such as surgery, acute pain,  
chronic pain, and critical care. This will assist with discussions regarding future 
anesthetic service delivery model options, as well as areas of need/system gaps to 
inform initial areas of focus (e.g. maternal care).  

 
• The Ministry is reviewing the proposed changes to the federal Controlled Drug and 

Substances Act to identify if the changes will support the new role or identify if there 
are additional barriers that would need to be addressed. 
 

• A multi-stakeholder working group will be meeting in late August early 
September 2012. Representatives will include the Ministry, CRNBC, Health Authority 
Chief Nursing Officers, and potentially two CRNA members. 

 
CONCLUSION:  
 
The Ministry had identified the key deliverables to be completed in the next 30/60/90 days 
for the roll out of the NP-A role.  
 
 

Program ADM/Division:  Nichola Manning, ADM, MSHHRD  
Telephone:   (250) 952-3465 
Program Contact (for content):  Sharon Stewart, Executive Director, HHRP (Nursing & Allied) 
Telephone:   (250) 952-3656 
Drafter:   Sharon Stewart  
Date:  July 24, 2012 
Filename:    Z:\Clinical\Admin 100-499\Executive Services 280\20 Bns, Bullets & 
ADM Asgnmts\2012\Briefing Notes\937226 - INFO BN For The Minister - Nurse Practitioner-Anaesthetist 
Role, Update - Jul 25 2012 - ED APRVD.Docx 
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MINISTRY OF HEALTH 
INFORMATION BRIEFING NOTE 

 
Cliff #  938602 
 
PREPARED FOR: Honourable Michael de Jong, QC, Minister - FOR INFORMATION 
 
TITLE:  Health Care Worker Immunization Policy  
 
PURPOSE: To provide background information and an overview of a new health care 

worker immunization policy being implemented Fall 2012. 
 
BACKGROUND: 
 

• Each year, influenza causes serious complications – including death – for many  
British Columbians. People with underlying illnesses and those in long-term care 
facilities are among the hardest hit.  

• The primary and most effective method of symptom reduction and prevention of 
influenza is vaccination.  

• There is an existing voluntary Facilities Immunization Policy currently in place  
(non-immunized employees can be sent home in the event of an influenza outbreak). 
However the policy has not increased the level of Health Care Worker (HCW) 
immunization rates.  

• Influenza immunization coverage among HCWs in acute care facilities gradually 
declined from 2005/2006 to 2008/2009. In 2009/2010, the rate of uptake was as low as 
34.7 percent while the uptake of the pandemic H1N1 was as much as 46.3 percent. In 
2010/2011, seasonal influenza immunization coverage increased over 2009/2010, 
reaching 39.8 percent which is a continuation of the observed downward trend from 
2005/2006.  

• BC will be the first jurisdiction in Canada to implement an immunization or mask 
policy as a condition of employment, and is targeting a 95 percent compliance rate, 
similar to results achieved in the United States (US).  

• There is sufficient vaccination available to meet the increased demand need and a 
variety of vaccination options will be available to staff (e.g., on site/off site clinics, 
peer to peer injections, pharmacists, physicians). Costs to implement the policy will be 
borne by the health authorities. 

• Health care unions will be a crucial component of a successful roll out, and unions will 
be engaged prior to the public announcement.  

• We anticipate that the unions may have questions regarding the new policy; however, 
we do not believe that they will challenge a policy put in place to address patient 
safety. The new policy is consistent with the various collective agreements. 

• A provincial working group has been created and has been tasked with developing 
materials/processes that will support a consistent approach to implementation across 
the province. Individual health authorities are responsible for implementation at the 
local level. 
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DISCUSSION: 
 

• Fall 2011 – Leadership Council discussed implementing a new policy to increase HCW 
immunization rates. Given that discussions commenced close to the time that 
implementation would need to occur, the decision to implement was deferred to 2012.  

• April 2012 – Leadership Council agreed to implement a new HCW immunization 
policy that would require anyone working with, or in proximity to, patients in a health 
care facility to either be immunized or wear a mask for the duration of the influenza 
season - typically December to the end of March.  

• Communications will begin by notifying the unions of the new policy (they were 
advised last year that the policy was being considered). Chief Executive Officers will 
be advising their staff of the new policy and a News Release will be issued to the 
general public. 

• Communications will enforce the message that the policy is about patient safety and 
that HCWs have an ethical duty to provide safe care to their patients/clients. 

 
CONCLUSION:  
 

• HCWs are one of the most common sources of flu transmission to patients in health 
care settings, and their patients are often the most vulnerable to serious consequences 
as a result of illness.  

• Voluntary immunization programs have proved to be ineffective in increasing the 
percentage of HCWs being immunized. More directed programs (e.g., mandatory 
immunization in the US) have raised immunization rates to 95 percent and higher. 

• The flu vaccine is safe and effective – when used in conjunction with other infection 
control practices, such as hand washing and remaining home when sick, it is extremely 
effective at preventing illness.  

 
 

Program ADM/Division:  Nichola Manning, ADM, MSHHRD  
Telephone:   (250) 952-3465 
Program Contact (for content):  Sharon Stewart, Executive Director, HHRP (Nursing & Allied) 
Telephone:   (250) 952-3656 
Drafter:   Sharon Stewart 
Date:  July 24, 2012 
Filename:    Z:\Clinical\Admin 100-499\Executive Services 280\20 Bns, Bullets & 
ADM Asgnmts\2012\Briefing Notes\938602 - INFO BN For The Minister - HCW Immunization - Jul 26 - 
ED APRVD.Docx 
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MINISTRY OF HEALTH SERVICES 
INFORMATION BRIEFING NOTE 

 
Cliff #937500   
 
PREPARED FOR:  Honourable Mike de Jong, QC, Minister of Health – 

FOR INFORMATION 
 
TITLE: Minister’s Meeting with British Columbia Medical Association President 

Dr. Shelley Ross. 
 
PURPOSE: The Minister is scheduled to meet with British Columbia Medical 

Association (BCMA) President Dr. Shelley Ross, on July 17, 2012.  
The meeting was requested by the BCMA to allow the incoming president 
an opportunity to meet individually with the Minister.   

 
BACKGROUND: 

Dr. Ross received her medical degree from the University of Alberta Her focus 
was on primary care with an emphasis in obstetrics when she set up practice in Burnaby.  
This remained an emphasis with Dr. Ross delivering about 300 babies each year.  She 
recently closed her private practice to focus on medical administration. 

Dr. Ross joined the Medical Women’s International Association while a resident in 
family practice to help promote and support medical women, gender equality in health 
care and better health care for women world-wide. She has been president of this 
association, as well as the Canadian division, and is currently its Secretary-General.   

Dr. Ross has also been actively involved for more than 20 years with the Burnaby 
Hospital, including being its Chief of Staff.  Since the mid-1990s, she has been engaged 
with the BCMA by first becoming a board member and then member of the executive.  
She chaired the BCMA’s policy development committee, the Council on Health 
Economics and Policy, where she worked on issues around access for Attention Deficit 
Hyperactivity Disorder (ADHD) patients, better coordinating BC’s home and community 
care, and improving services for patients with depression. 
 
In her speech at the BCMA Annual General Meeting on June 9, 2012, Dr. Ross 
recognized the work done to conclude the new Physician Master Agreement (PMA) 
emphasising that the agreement maintains the strong collaborative relationship.  

She stated and acknowledged the dissatisfaction of some specialties 
in the province (i.e. Anesthesiology). Dr. Ross went further to state that “we must play by 
the rules and that agreements are in place to protect doctors and ensure everyone is 
treated fairly and equitably.”    

Dr. Ross’s speech recognized the work being done by the General Practice Services 
Committee (GPSC) and Specialist Services Committee (SSC). She questioned the 
increased scope of practice of other health professionals. Dr. Ross raised the need for 
physician extenders and more specifically physician assistants. She raised issues around 
physician supply and referenced the BCMA policy paper “Doctors Today and Tomorrow: 
Planning British Columbia’s Physician Workforce” with reference to the aging of the 
physician workforce. 
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DISCUSSION: 
 

 

Program ADM/Division:   Nichola Manning, ADM, Medical Services Health Human Resources Division 
Telephone:   250-952-3166  
Program Contact (for content):  Rod Frechette/Kelley McQuillen, PHRM/Primary Health Care and Specialists Services, MSHHRD 
Drafter:   Kevin Warren, Director, Director, PHRM, MSD  
Date:  July 14, 2012  
File Name with Path:  S:\PHRM ARCS\Admin 100-499\Executive 280\20 BN's\2012\937500 Minister Meeting with BCMA 
President Dr Ross.doc 
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MINISTRY OF HEALTH 
INFORMATION BRIEFING NOTE 

 
Cliff #: 935750 
 
PREPARED FOR: Honourable Michael de Jong, QC, Minister of Health 

- FOR INFORMATION 
 
TITLE: Ministry of Health Response to Report of Representative of Children and 

Youth: “Honouring Kaitlynne, Max and Cordon: Make Their Voices 
Heard Now” 

 
PURPOSE: Background information for possible briefing week of July 3, 2012 
 
BACKGROUND: 

• In March 2012, the Representative for Children and Youth (RCY) submitted the 
report “Honouring Kaitlynne, Max and Cordon: Make Their Voices Heard Now” 
to the Legislative Assembly of British Columbia, detailing her investigation into 
the deaths of three young children, Kaitlynne, Max, and Cordon Schoenborn, at 
the hands of their father, Allan Schoenborn, who had a long history of violence 
and untreated mental health and substance use problems.   

• The Government’s response to this report is included in the Premier’s Family 
First Agenda for BC in the “Addressing Mental Illness and Addiction” section. 

• The report makes eight recommendations across five ministries, the first of which 
concerns the Ministry of Health working in partnership with the Ministry for 
Children and Family Development to identify and support families affected by 
untreated serious mental illness (see Appendix 1: Recommendation 1). 

• The Ministry of Health and the Ministry for Children and Family Development 
have worked collaboratively to develop a draft action plan, which was reviewed at 
the Deputy Minister’s Committee Meeting on June 21st 2012, and will be 
presented to the RCY as part of a provincial action plan addressing all eight 
recommendations on July 9th 2012, with a final report to be submitted mid-July to 
be publically released in September 2012. 

 
DISCUSSION: 
The Ministry of Health works with health authorities to provide a range of evidence-
based services across the continuum of mental health and substance use problems, 
including high risk populations.  The Ministry of Health and the Ministry of Children and 
Family Development recognize the need to enhance current practices consistent with the 
recommendation, particularly in working more closely with each other to support 
families. 
 
People with serious untreated mental illness who pose a risk to their families represent a 
small percentage of the population served, and the joint response to the recommendation 
has been developed with sensitivity to the potential stigma that could result in a poorly 
thought out response.  For example, it is important to be mindful of the risks associated 
with implying a spurious association between parental mental health and/or substance use 
and violence towards children per se.  Actions need to be carefully monitored to ensure 
that potential unintended consequences, such as parents’ avoidance of medical services 
for fear of child apprehension, do not result. 
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The action plan is focused on identifying parents with serious untreated mental illness 
through appropriate evidence-based screening, and improvements in mental health and 
substance use service delivery to families through enhanced referral and information 
sharing processes.  The development of tools and staff training will be undertaken 
through existing knowledge exchange mechanisms in the health system and the Ministry 
of Children and Family Development.  For example, physician protocols could be 
developed and implemented through existing BC Medical Association/Ministry of 
Health/Health Authority structures and processes such as the Guidelines and Practice 
Advisory Committee and the Practice Support Program.   
 
The plan will be implemented in three phases.  Firstly, a pilot phase of initiating evidence 
based best practices in screening, referral and information sharing will be implemented in 
two rural and two urban communities and include emergency room/hospital, primary 
care, public health and community mental health and substance use services.  This phase 
will be carefully monitored and include an evaluation. The second phase will expand the 
pilots to two rural and two urban communities in each of the five regional health 
authorities (i.e. 20 pilots in total).  Full implementation across a range of communities in 
each health authority will be in place by 2014 (see Appendix 2 for full Action Plan). 
 
 
 
Program ADM/Division:     Barbara Korabek, ADM, Health Authorities Division 
Telephone:  250-952-1049 
Program Contact (for content): Ann Marr, Executive Director, Mental Health & Substance Use 
Drafter:               Elizabeth Hartney, Psychologist, Mental Health and Substance Use  
Date:                                              June 25, 2012 
File Name with Path:                   K:\Briefing Notes\2012\Drafts\935750 MoH Response to RCY re 
Honouring Kaitlynne Max and Cordon- Approved by Barbara Korabek July 3, 2012.docx 
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Appendix 1: Recommendation #1 
 

That the Ministry of Health, in partnership with the Ministry of Children and Family 
Development, take immediate steps to ensure that all staff and professionals connected to 
their systems understand the risk factors relating to children of parents with a serious 
untreated mental illness, and promote the well-being of children by: 

a) Putting in place procedures for the identification at intake in the health care 
system or child-serving system of the parental role of people with a mental illness, 
including expectant parents; 

b) Developing and implementing policies and procedures to support workers to 
identify and reduce risk factors for children affected by parental mental illness 
and domestic violence; 

c) Ensuring appropriate information regarding referral to services for families 
affected by parental mental illness without abdicating the focus on child safety; 

d) Developing and implementing policies for early detection of risk factors for 
families associated with mental illness (e.g. social isolation, frequent moves, 
emotional and financial instability, violent episodes). 

 
Improvements should include: 

a) policies and standards for identifying and managing cases where serious parental 
mental illness may jeopardize the safety and well-being of children, taking into 
account concurrent substance abuse; 

b) provision for an active outreach and monitoring program across the province, and 
identifying and monitoring for factors which may increase the risk; 

c) ensuring that children who have been traumatized are referred to and engaged 
with the child and youth mental health system; 

d) provision for a consultation service for social workers and other professionals 
involved with the child so that they can better understand the dynamics in the 
home; 

e) mechanisms to ensure effective links with child protection and child and youth 
mental health services at the local level; 

f) ensuring this report will be used to promote practical learning in the adult mental 
health system across the province and among policy staff in the ministry. 

 
A plan should be finalized by September 3, 2012, and a first progress report to the 
Representative on implementation of the plan should be made by December 31, 
2012. 
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Appendix 2: Full Action Plan 
 

Immediate July 2012 – December 2012 (6 months) 
 

Phase 1 Develop 
 

Short Term January 2013 – December 2013 ( 6 – 12 months) 
 

Phase 2 Implement 
 

Long Term January 2014 (over 18 months) 
 

Phase 3 Evaluation 
 

 
RECOMMENDATION #1-  MoH and MCFD Deliverables 

 
Deliverable Expected 

Outcome 
Key Actions Phase Start Date End 

Date 
Imm
ediat

e

Short 
Term 

Long 
Term 

Resources 
Implications 

Communication/Engagemen
t Strategy: Full engagement 
of appropriate partners in 
development and 
implementation of the Action 
Plan (linked with overall 
Communication Strategy) 

 Consult with senior leaders within MoH/ 
Health Authorities/MCFD  

1 Jul 2012 Dec 2012    

Develop consultation strategies – (e.g. 
consistent messaging to HA/MCFD 
regions and community partners) 

1 Jul 2012 Dec 2012   

Include family representatives with lived 
experience of mental illness problematic 
substance use and domestic violence to 
identify ‘family friendly’ approaches. 
 

1 Jul 2012 Dec 2012   

Present to and consult with Key 
Leadership committees (e.g. HOC, IPCC, 
GPSC, MCFD Executive Directors of 
Service) 

1 Jul 2012 Dec 2012   

Work through MHSU Planning Council, 
Provincial Prevention Director’s Planning 
Council, Child Health BC, IPT, DAA, 
Child and Youth MHSU CAN, iFNHA, 
Harm Reduction Strategies and Service 
(HRSS) Committee, etc. 
 

1 Jul 2012 Dec 2012   

Identify Roles and Responsibilities 1 Jul 2012 Dec 2012   
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RECOMMENDATION #1-  MoH and MCFD Deliverables 
 

Deliverable Expected 
Outcome 

Key Actions Phase Start Date End 
Date 

Imm
ediat

e

Short 
Term 

Long Resources 
Term Implications 

including champions for 
prototyping/piloting. 
 

Conduct Community-based 
cross system pilots:  
• Identify parents with a 

serious mental illness/ 
problematic substance use 

• Identify and/or develop 
evidence informed and 
‘family friendly’ protocols 
for screening, referral, and 
information sharing to 
address safety needs of 
children 

 
• Implement Phase 1 Pilot 

Sites in a variety of 
settings 

• X % of total # of service 
location sites implemented 
in Phase 1 

 

 Conduct Literature review/environmental 
scan/ of protocols for identifying, 
screening and referrals. 

1 Jul 2012 Dec 2012   Academic 
researcher to 
undertake the 
Literature Review 
and Gap Analysis. 
 
Project manager 
to support the 
development and 
implementation of 
the three phases. 
 
Evaluation Expert 
to develop the 
Evaluation 
framework and 
implement the 
evaluation among 
the various sites. 
 
Impact to CYMH 
services, Children 
Who Witness 
Abuse Programs, 
and other services 
for children due to 

Conduct Gap Analysis of existing 
protocols across service sectors (e.g. ER, 
community, primary care) and modify 
consistent with best practice review.  This 
will mean embedding the changes in 
documents such as the Family Physician 
Guide and the BC Handbook/Child Abuse 
and Neglect.  
 

1 Jul 2012 Dec 2012   

Work with PODV and Ministry of Justice 
to ensure consistency with their 
protocols/approaches (e.g. B-Safer 
Training). 
 

1 Jul 2012 Dec 2012   

Work with PODV to develop best 
practices recommendations for curricula 
and work with professional training 
institutions, the Ministry of Advanced 
Education, professional colleges and other 
stakeholder’s organizations to integrate 
these concepts into professional training 
and practice. 
 

2 Jan 2013 Dec 2014   
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RECOMMENDATION #1-  MoH and MCFD Deliverables 
 

Deliverable Expected 
Outcome 

Key Actions Phase Start Date End 
Date 

Imm
ediat

e

Short 
Term 

Long Resources 
Term Implications 

Identify relevant available training 
materials (e.g. U.K., Australia, Ontario) 
and work through existing HA and 
MCFD/DAA knowledge exchange 
mechanisms to develop and implement 
multi disciplinary training for local 
community and hospital staff starting with 
pilot sites.  Existing training/education 
mechanisms include the Physician Practice 
Support Program, HA Educators, MCFD 
Learning and Development. 

1 Jul 2012 Dec 2012   increase in 
referrals as a 
result of 
identification of 
parents with 
Mental Health 
and or 
problematic 
Substance Use 
issues. 
 
Unintended 
outcome: 
• Increase 

waiting lists 
• Services 

overwhelme
d by 
referrals and 
unable to 
respond to 
demand 

 
Impact to Mental 
Health and 
Substance Use 
programs due to: 
• Potential 

increased 
referrals 
from service 
providers 

Integrate harm reduction and early 
intervention trauma informed approaches. 
 
Incorporate domestic violence perspectives 
into trauma focused cognitive behavioural 
therapy training and ongoing clinical 
consultation of CYMH clinicians (train 40 
staff per year) – link to Recommendation 
4. 
 

2 Jan 2013 Dec 2013   

Conduct two client care mapping exercises 
in one urban and one rural setting to 
inform the implementation of the pilots. 
 

1 Jul 2012 
 

Dec 2012 
 

  

Develop Criteria for choosing pilot sites 
(i.e. high risk/high impact/high buy-in 
within existing community capacity such 
as champions among Divisions of Family 
Practice and Integrated Primary Care 
Services Committees) 

1 Jul 2012 Dec 2012 
 

  

Identify sites and implement pilots within 2 Jul 2012 Jun 2013  
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RECOMMENDATION #1-  MoH and MCFD Deliverables 
 

Deliverable Expected 
Outcome 

Key Actions Phase Start Date End 
Date 

Imm
ediat

e

Short Long 
Term Term 

Resources 
Implications 

2 urban and 2 rural sites. 
This will include all relevant service 
providers and key stakeholders through an 
integrated approach within the local 
communities (ER/hospital, primary care 
and relevant HA/MCFD community 
services). 
Protocols, policies, screening tools, risk 
assessments, information sharing and 
referral processes will be developed as 
requred. 
 

recognising 
risk factors 
to children 
 

Evaluate the pilots/prototypes 
to measure outcomes 
 

 Develop an evaluation framework in 
collaboration with key partners and 
stakeholders aligned with the 5 dimensions 
of quality 
 

1 Jul 2012 Jun 2013   

Conduct evaluation on Phase 1 Projects 
starting with integrated initial feedback for 
continuous quality improvement. 
 

3 Jan 2013     

Use findings to strengthen 
prototypes/pilots to guide phase 2 
 

3 Jul 2013    

Implement Phase 2 Pilot Sites 
 
X % of total # of service 
location sites implemented in 
Phase 2 

 Identify and implement additional pilot 
sites/prototypes for: 
2 rural and 2 urban sites integrated across 
all service sectors in each of the 
HA/MCFD geographic regions (four in 
each region, total 20 sites in BC). 
 

2 Jan 2013 Sep 2013    
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RECOMMENDATION #1-  MoH and MCFD Deliverables 
 

Deliverable Expected 
Outcome 

Key Actions Phase Start Date End 
Date 

Imm
ediat

e

Short 
Term 

Long 
Term 

Resources 
Implications 

Implement the models 
province wide to support 
system enhancements 

• Implement models 
province wide (phase 
3) 

 Implement the model broadly across all 
geographic regions to meet needs of local 
communities. 
 
Work with PODV on information 
enhancement across sectors to support 
implementation of protocols (PODV takes 
the lead). 

 
 
 
 

1 

Oct 2013 
 
 
 

Jul 2012 

Dec 2014  
 
 
 
 

  

  Enhance existing resources for 
professionals, for example: 
• Tools to enhance information sharing 

consistent with FOIPPA DV 
amendments 

• Practice Guidelines (e.g. Trauma 
Informed Practice Guidelines) 

• Ulysses Agreements 
• Community Health and Resource 

Directory (CHARD) 
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