. Heath  Santé
.*I Gg%gda ngada
! PROJECT/AGREEMENT #:6804-15-2010/10840063

——-=- Health Care Policy Contribution Program---------

CONTRIBUTION AGREEMENT

Made in duplicate

BETWEEN: HER MAJESTY THE QUEEN IN RIGHT OF CANADA, as represented by the
Minister of Health, acting through the Department of Health (hereinafter referred to as
"Canada")

AND: HER MAJESTY THE QUEEN IN RIGHT OF THE PROVINCE OF BRITISH
COLUMBIA as represented by the Minister of Health (hereinafter referred to as British
Columbia)

Canada and British Columbia are also referred to individually as a "Party", or collectively as the
"Parties".

Canad?
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. PROJECT/AGREEMENT #:6804-15-2010/10840063
PREAMBLE:

WHEREAS Canada is responsible for the Program entitled the Health Care Policy Contribution
Program; -

WHEREAS British Columbia has submitted to Canada a proposal for the funding of a Project called
“Expansion and Distribution of IMG-BC Program for Underserved Communities in BC (2011-
2016)” under the Health Care Policy Contribution Program; and

WHEREAS Canada wishes to provide financial assistance to support the Project;

THEREFORE, the Parties agree as follows:

1. DEFINITIONS

In this Agreement,

1.1 "Agreement” means this contribution agreement and includes all Appendices, and any
amendments made to this Agreement in accordance with section 23;

1.2 “Appropriation” means any authority of Parliament o pay money out of the
Consolidated Revenue Fund;

1.3 "Asset” means any asset(s) acquired with contribution funds provided under this
Agreement or under a previous agreement funded by the same Program;

1.4 “Budget” means the total forecasted expenditures for the Project, as set out in Appendix
B;
1.5 “Eligible Expenditures” means the costs described in Appendix B to this Agreement

that Canada has agreed to contribute to, and that are incurred and paid by British
Columbia in carrying out the Project;

1.6 “Evaluation” means the systematic collection and analysis of evidence on the outcomes
of projects and programs used to make judgments about their relevance, results and cost
effectiveness, as well as find alternative ways to deliver them or lo achieve the same
results;

1.7 _ “Fiscal Year” means the twelve-month period beginning April 1 of any year, and ending
March 31 of the following year, and including parts thereof in the event that this
Agreement commences after April 1* or expires or terminates before March 31st;

1.8 "Material” means anything that is created or developed by British Columbia with
funding under this Agreement including designs, reports, photographs, drawings, plans,
specifications, documents, tools, resources, computer software, surveys, databases and
Web sites;

1.9 "Performance Measurement” means the process of developing measurable indicators
that can be systematically tracked to assess progress made in achieving predetermined
goals and using such indicators to assess progress in achieving these goals;

1.10 “Program” means Health Care Policy Contribution Program; and

1.11 “Project” means the objectives, activities and expected results described in Appendix A
to this Agreement.
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PROJECT/AGREEMENT #:6804-15-2010/10840063

PURPOSE

British Columbia shall use the funding provided under this Agreement solely to carry out the

Project in a diligent and professional manner, in accordance with the terms of this Agreement and
applicable laws.

3.1

32

EFFECTIVE DATE AND TERM

This Agreement will take effect on the date of signature of the last of the Parties and

will end on Mareh 31, 2015 unless terminated earlier in accordance with the terms of
this agreement,

Subject to termination, this Agreement applies to, and the funding herejn may be used

for, Eligible Expenditures incurred by British Columbia in carrying out Project

activities in accordance with this Agreement for the period commencing on
December 29, 2010 and expiring on March 31, 2015,

4. FINANCIAL CONTRIBUTION AND OBLIGATIONS

4.1

4.2

4.3

4.4

Subject to the terms of this Agreement, Canada will make a contribution to British
Columbia of up to FIVE MILLION NINE HUNDRED EIGHTY THOUSAND
EIGHT HUNDRED TWENTY FOUR dollars ($5,980,824.00) toward Eligible
Expenditures.

Canada's contribution will be paid as follows:

In fiscal year 2010-2011 up to $18,625.00

In fiscal year 2011-2012 up to $1,695,304.00
In fiscal year 2012-2013 up to $2,836,787.00
In fiscal year 2013-2014 up to $711,554.00
In fiscal year 2014-2015 up to $718,554.00

Reimbursement

Payments shall be made in the form of reimbursement to British Columbia for Eligible
Expenditures, within thirty (30) calendar days of receipt and acceptance by Canada of
the Cashflow Forecast and Record of Expenditures Form (Appendix D) (hereinafter
called the Cashflow), submitted by British Columbia in accordance with the Reporting
Plan (Appendix C).

Cashflow Forecast and Record of Expenditures

43.1 The Cashflow (Appendix D) shall be certified by British Columbia’s authorized
representative(s), be satisfactory to Canada, and contain the following
information:

43.1.1 a forecast of expenditures to be incurred during the agreed upon
upcoming reporting period and for the remainder of the Fiscal
Year, by category of Eligible Expenditures;

43.12 the actual Eligible Expenditures for the previous reporting period;
43.1.3 such additional supporting documentation as Canada may require.

Adjustment

Notwithstanding any other provisions of this Agreement, Canada may withhold or
reduce any payments to be made to British Columbia pursuant to this Agreement in
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4.5

4.6

4.7

4.8

49

PROJECT/AGREEMENT #:6804-15-2010/10840063
the event that;

4.4,1  any report has not been submitted by British Columbia in accordance with
the requirements of Appendix C; or

4.42  any such report or any audit conducted under this Agreement indicates that
British Columbia’s actual Eligible Expenditures for the Project have been
lower than the amount disbursed to British Columbia up to the date of such
report or audit.

Holdback

Canada shall be entitled to withhold SEVENTY ONE THOUSAND AND EIGHT
HUNDRED FIFTY FIVE DOLLARS ($ 71,855.00) of the amount of funding
payable in the final year of funding of this Agreement. This holdback will be released
upon submission by British Columbia and acceptance by Canada of the following
items:

4,5.1  British Columbia’s final Cashflow;

4,52  all reports that British Columbia is required to submit pursuant to the
Reporting Plan (Appendix C); and

453  such other documentation and information that Canada may request from
British Columbia

Canada will be entitled to make any necessary adjustments to the holdback before
releasing the final amount,

Claims for Eligible Expenditures upon termination or expiration

British Columbia shall submit its claims for any outstanding Eligible Expenditures to
Canada within thirty (30) calendar days after the termination or expiration of this
Agreement. Canada shall not be obliged to reimburse any Eligible Expenditures
claimed beyond that point.

Overpayments

British Columbia shall be required to repay Canada the amount of any overpayment or
disallowed expenditure under this Agreement, Canada may deduct the amount from
any future payments under this Agreement, or if no further payments remain to be
made, British Columbia shall, unless otherwise agreed, repay the amount within thirty
(30) calendar days of written notice to Canada. The repayment shall be made by
cheque payable to the Receiver General for Canada and shall be sent to Canada's
representative(s) identified in section 26.

Underspending

British Columbia shall inform Canada in writing of any potential underspending for
any given Fiscal Year, on or before October 31,

Funding subject to Appropriation and Program Funding Authorities

4.9.1 Notwithstanding any other provision of this Agreement, the amount of
funding to be provided to British Columbia pursuant to this Agreement is
subject to there being an Appropriation of funds by the Parliament of
Canada for the Fiscal Year in which any commitment would come due for

payment.
49.2 In the event that authorities for the Program are amended or terminated or
Page 5 of 77
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if funding levels are reduced or cancelled (by Parliament or otherwise) for
any Fiscal Year in which a payment is to be made under this Agreement,
Canada may reduce or terminate any further payments to be made under
this Agreement.

49.3 Where funding under this Agreement is to be reduced or terminated under
section 4.9.2 Canada shall provide British Columbia with at least sixty
(60) calendar days written notice of the reduction or termination and shall
reimburse British Columbia for any Eligible Expenditures to the date upon
which the reduction/termination is to take effect.

494 In the event of termination under section 4.9.2 British Columbia shall
make no further commitments in relation to the use of Canada's
contribution and shall cancel or otherwise reduce, to the extent possible,
the amount of any outstanding commitments in relation thereto.

Budget adjustments

British Columbia may, within a given Fiscal Year's budget, make minor adjustments to
budget amounts among the approved broad budget expenditure categories. For the
purposes of this section, a minor adjustment is an adjustment that does not exceed 15%
of the originally approved amount for an expenditure category (calculated
cumulatively) except in the case of the category of Personnel where an adjustment of
up to 5% may be made. Where the proposed adjustment exceeds 5% in Personnel or
15% in all other originally approved budget categories, British Columbia must seek
Canada's prior written consent before implementing the adjustment. The adjustments
under this section may not increase the total amount of Canada's contribution in any
given Fiscal Year of the Agreement.

5. AUDIT

5.1

52

British Columbia will share with Canada the results of any audit (financial or
otherwise), prepared by or on behalf of British Columbia in respect of funds received
under this Agreement within sixty (60) calendar days of the completion of such audit.

Canada shall have the right to audit or cause to be audited British Columbia's accounts
and records relating to the Project for a period of up to six years following the
expiration or termination of this Agreement to ensure compliance with the terms of
this Agreement.

5.2.1 The scope, coverage and timing of this audit will be determined by Canada
in consultation with British Columbia and carried out by mutually agreed
upon external auditors. British Columbia will provide to the auditors in a
timely manner, any records, documents and information necessary to
conduct the audit and shall provide such other information as may be
reasonably required, upon request by the auditors,

6, INFORMATION MANAGEMENT

6.1

6.2

Site visits

On prior written notice from Canada, British Columbia will meet with Canada to
discuss the Project

Disclosure

Either Canada or British Columbia may disclose any information relating to this
Agreement or the Project.
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PROJECT/AGREEMENT #:6804-15-2010/10840063

6.3 Personal and confidential information

The Parties shall comply with applicable laws pertaining to privacy and confidentiality
in dealing with information and records related to the Project.

7. PERFORMANCE MEASUREMENT

British Columbia shall:

7.1 carry out Performance Measurement using the Recipient Reporting and Evaluation
Template: Part 2 (Appendix E) and an Evaluation of the Project as described in
Appendix A, and provide a copy of the resulting report(s) in accordance with the
Reporting Plan (Appendix C), and

7.2 participate in any Performance Measurement and/or Evaluation activities at a regional,
provincial/territorial and/or national scale led by or on behalf of Canada,

8, REPORTING
Progress Reports

British Columbia shall track the progress of all activities undertaken and completed as part of
the Project and, using the Recipient Reporting and Evaluation Template: Part 1 (Appendix E}),
British Columbia shall submit progress reports for Canada's approval, describing its progress
in meeting the Project’s objectives, activities undertaken, the results achieved and materials
produced (if any) as part of the Project. Such reports shall be submitted to Canada in
accordance with the schedule set out in Appendix C.'

9. BREACH OF COMMITMENTS AND RECOURSE
9.1  The following constitute a breach of commitment:

9.1.1 British Columbia fails to perform or comply with any term, condition or
obligation of this Agreement; or

9.1.2 British Columbia has made a materially false or misleading representation to
Canada on any matter related to this Agreement, other than in good faith; or

9.1.3 in the opinion of Canada acting reasonably British Columbia fails to proceed
diligently with the implementation of the Project so as fo jeopardize the success
or outcome of the Project.

9.2  Inthe event of a breach of commitment Canada may, with prior notice to British

Columbia and in addifion to any other remedy provided by law or under this

Agreement, exercise any of the following remedies:

9.2.1 require that British Columbia take such reasonable action as may be necessary to
remedy the breach of commitment;

9.2.2 suspend or reduce the payment of any amount under this Agreement; and/or
9.2.3 terminate this Agreement.
10. ASSETS

10.1  British Columbia shall report to Canada on Assets in accordance with the requirements
in the Reporting Plan (Appendix C).
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17.

PROJECT!AGREEMEN'-T #:6804-15-2010/10840063

10.2  During the term of this Agreement, Assets acquired through the course of this
Agreement shall be the responsibility of, and remain the property of British Columbia
and shall be used for Project purposes.

LIABILITY

Canada shall not be held liable for any injury, including death, to any person, or for any loss or
damage to property belonging to British Columbia or anyone else, or for any obligation of
British Columbia incurred or suffered by British Columbia or its agents, employees, contractors
or voluntary workers in carrying out the Project, including where British Columbia has entered
into loans, capital leases or other long-term obligations in relation to this Agreement.

INDEMNIFICATION

British Columbia shall indemnify and save harmless Canada and its officers, employees and
agents from and against all claims losses, damages, costs, expenses, actions, and other
proceedings made, sustained, brought, prosecuted, threatened to be brought or prosecuted in
any manner based upon, occasioned by or attributable to any injury to or death of a person or
damage or to loss of property infringement of rights or any other loss or damages whatsoever
arising directly or indirectly from any wilful or negligent act, omission, or delay on the part of
the British Columbia, British Columbia‘s elected or non-elected officials, employees,
contractors or agents in carrying out the Project or as a result of the Project, except that Canada
shall not claim indemnification under this section to the extent that the injury, loss or damage
has been caused by Canada or its officers, employees or agents.

LOBBYING

British Colurnbia warrants that no consultant lobbyists within the meaning of the federal
Lobbying Act were retained to negotiate or secure this Agreement.

INTELLECTUAL PROPERTY RIGHTS

Any Material created or developed by British Columbia in carrying out its obligations under
this Agreement shall vest in and remain the property of British Columbia, unless otherwise
agreed to by the Parties. British Columbia shall report to Canada what Materials, if any, have
been created or developed under this Agreement, and provide copies of such Materials to
Canada, if requested to do so.

MEMBERS OF PARLIAMENT

No Member of the House of Commons or Senate shall be admitted to any share or part of this
Agreement or to any benefit arising from it, that is not otherwise available to the general
public,

CONFLICT OF INTEREST

British Columbia declares that no cutrent or former public servant or public office holder to
whom the Conflict of Interest Act, or the Values and Ethics Code for the Public Service apply,
shall derive any direct benefit from this Agreement, unless the provision and receipt of such
benefit are in compliance with such legislation or code,

ASSIGNMENT

British Columbia shall not assign this Agreement or any payment to be made thereunder
without the prior written consent of Canada. Any assignment made without that prior written
consent is void.
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PROJECT/AGREEMENT #:6804-15-2010/10840063
RELATIONSHIP OF THE PARTIES

Nothing contained in this Agreement shall be construed to place the Parties in a relationship of
principal-agent, employer-employee, partnership, or joint venture, and neither Party shall have
the right to obligate or bind the other Party in any manner. British Columbia shall not
represent itself as the agent, employee or partner of Canada, including in any agreement with a
third party.

SUCCESSORS

This Agreement is to the benefit of and binds the Parties and their respective successors and
permitted assigns.

GOVERNING LAWS

This Agreement shall be governed by, interpreted and enforced in accordance with the laws in
force in British Columbia and the laws of Canada applicable therein,

DISPUTE RESOLUTION

In the event of a dispute under this Agreement, the Parties, or their representatives, agree to
meet promptly for the purposes of attempting, in good faith, to negotiate a settlement.

COMMUNICATIONS
22,1  Acknowledgment

British Columbia shall acknowledge Canada’s support in all public communications
materials and preducts (including, but not limited to, information and advertising
campaigns, invitations to participate in activities, printed/audio/visual electronic
Materials, Web sites and exhibits). Such acknowledgment shall be in a form
satisfactory to Canada. British Columbia shall withdraw the acknowledgment upen the
written request of Canada.

22.2  Disclaimer
British Columbia shall, unless otherwise directed by Canada, ensure that the following
disclaimer appears on any Materials developed for public distribution under this
Agreement:
“The views expressed herein do not necessarily represent the views of Health Canada.”

223 Language of communication
British Columbia shall provide services as well as oral and written communications
funded under this Agreement to the public in English in the manner described in
Appendix A.

AMENDING OR TERMINATING THE AGREEMENT

23.1 This Agreement may only be amended, in writing, by mutual consent of the Parties.

23.2  This Agreement may be terminated, in writing, by mutual consent of the Parties.

23.3  Nothing in section 23.2 limits Canada's ability to terminate this Agreement pursuant to
sections 4.9 or 9,

23.4 This Agreement may be terminated by either party on ninety (90) days notice.
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PROJECT/AGREEMENT #:6804-15-2010/10840063

ENTIRE AGREEMENT

This Agreement (including all documents referred to herein as well as all Appendices attached
hereto) sets forth the entire agrecment between the Parties with respect to its subject-matter
and supersedes and cancels all prior agreements, understandings, negotiations and discussions,
both oral or written, between the Parties with respect to the Project.

OBLIGATIONS SURVIVING TERMINATION

All of Canada’s and British Columbia’s obligations shall expressly, or by their nature,
survive termination or expiration of this Agreement until, and unless, they are fulfilled, or by
their nature expire.

REPRESENTATIVES OF THE PARTIES AND NOTICE

Communications, including reporting and any notice, demand, request or other
communication, shall be in writing and sent to the coordinates below. Communications that are
delivered in person shall be deemed to have been received upon delivery; communications
transmitted by facsimile or by e-mail shall be deemed to have been received the day of having
been sent; and communications that are sent by mail shall be deemed to have been received
eight (8) days after being mailed. '

Any Notice to Canada shall be addressed to:

Paule Giguere OR Heather Sperry

Senior Policy Analyst Senior Program Officer

Health Canada Health Canada

Health Human Resources Policy Division  Health Human Resources Policy Division
200 Eglantine Driveway 200 Eglantine Driveway

Tunney’s Pasture, Ottawa, ON K1A 0K9 Tunney’s Pasture, Ottawa, ON KI1A 0K9
Paule_giguere@he-se.ge.ca heather sperry@he-sc.gc.ca

Telephone: 613-948-7789 Telephone: 613-948-8266

Facsimile: 613-948-8081 Facsimile: 613-948-8081

Any notice to British Columbia shall be addressed to:

Libby Posgate

Executive Director, Health Human Resources
Ministry of Health, Province of British Columbia
2-1, 1515 Blanshard Street

Victoria, BC V8W 3C8

Libby.Posgate@gov.be.ca

Telephone: 250-952-1107

Facsimile: 250-952-2125
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PROJECT/AGREEMENT #:6804-15-2010/10840063

27.  Signatories

This Agreement has been executed on behalf of British Celumbia and on behalf of Canada by
their duly authorized representatives.

For Brijish Columbla:

<o ‘ékv'dz\alol\

Date!
Medical Services and Health Human Resources
Division
BC Ministry of
WITNESS: (Signature)
05 m’—e
(Print Name) J
P Y
For Canada; /
D Yok 201 [
Date: - Abby Hoffman \Mmj
Acling Assistant Deputy Mimster
Health Canada
WITNESS: (SignatdTe)

G’QUE/\ Bmwlf\

(Print name)
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Appendix A

Project
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PROJECT/AGREEMENT #:6804-15-2010/10840063

Executive Summary

BC proposes to expand and distribute the /MG-BC Program in family medicine residencies for
underserved/rural communities. Beginning in 2012, the program will expand by 8 entry-level positions
each year, over five years, for a total of 40 entry-level positions. All 40 positions will be in family
medicine, and distributed to health authorities which have underserved/rural communities. At a steady
state the /MG-BC Program will have 134 residents in training at any one time. Today the IMG-BC
Program has 18 entry-level positicns: 12 in family medicine; 6 in core specialties for a steady state of 54
residents in training at any one time.

Since 2004, BC has doubled both undergraduate and postgraduate medical education to 256 entry-level
positions a year, and distributed medical education to all of the province’s health regions. There are now
medical programs in the North, Vancouver/Fraser, the Island, and soon the Interior (2011).

The University of British Columbia (UBC) Faculty of Medicine (FoM) has partnered with three
universities (University of Northern British Columbia, University of British Columbia-Okanagan,
University of Victoria) and six health authorities (Northern, Interior, Vancouver Coastal, Fraser,

Vancouver Island, Provincial Health Services) to deliver medical education, All students receive their
degree from UBC.

During this time of rapid expansion and distribution, the /MG-BC Program has tripled to 18 entry-level
positions (2005), but remains located in Vancouver, International medical graduates (IMGs) who access
the program sign a retum-of-service contract before starting. In exchange for returning service in an
underserved/rural community, the province agrees to fund their postgraduate medical education. The
community is usually one listed in BC’s Rural Practice Subsidiary Agreement, but may also be a
community ‘of need’, such as Vancouver’s downtown eastside.

Since 2008, IMGs have returned service in rural communities such as Bella Bella (Waglisla), Bowen
Island, Gibson, Powell River, Sechelt, Fort Nelson, Prince Rupert, and Terrace, Each year, however, more
IMGs seek an amendment to their contract. One element of the problem is immigrant IMGs tend to be
older and have families situated in the Lower Mainland. Understandably, they would prefer to live with
their families. Often, while returning service, they commute/split their time between the return-of-service
community and their family’s community.

In 2009, parents of Canadians studying abroad (CSAs) began to press the BC Government for their sons’
and daughters’ greater access to postgraduate medical education. CSAs would like to return to BC to
complete their medical education and practice.

Now, BC would like to address both issues by expanding and distributing the IMG-BC Program in family
medicine residencies for underserved communities. The Faculty of Medicine and BC Ministry of Health
Services envision:

o Adding five distributed training sites for family medicine.

o Accreditation requires family medicine residents be primarily based in an office setting.

o The IMG-BC Program is located in Vancouver’s St. Paul’s Hospital where a major part
of the training is hospital-based the first year, and then outf in practicing family
physicians’ offices the second year.

. o Todistribute the IMG-BC Program, it will merge with the distribution of family medicine
residencies for Canadian medical graduates, and five new sites will be added outside
Vancouver. There will be physical space in the health region’s clinical academic
campus/affiliated regional centre (teaching hospital), audiovisual connectivity, as well as
a network of practicing family physicians in whose offices residents train,

¢ Practicing physicians’ offices will extend to those in underserved/rural communities, as much as
possible. Accreditation requires clinical faculty have the College of Family Physicians of Canada
designation, and training meets curriculum content and practice-based experience requirements.

o Afier completing postgraduate medical education, the IMG will return service in the health
authority (region) in which he/she has trained (a health authority that has underserved/rural
communities or communities of ‘need”).

o Before entering postgraduate medical education, the new family medicine residencies with the
IMG-BC Program will be posted in the Canadian Resident Matching Service (CaRMS) with two
conditions — the majority of training will be in a specific health authority, followed by a two-year
return of service in an underserved/rural community in that health authority.
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Sect 13

® Audiovisual intormation technology will be used to help turther distribute medical education.
UBC FoM has earned an international reputation based on its use of information technology to
deliver medical education and the evidence to support accreditation requirements,

o The postgraduate program for family medicine will restructure to better support clinical faculty
engagement and optimize clinical teaching resources,

Summary of Schedule to Expand and Distribute the /MG-BC Program

Existing Proposed Expansion to Distributed Sites
When 2010/11 R T RN P
Where Vancouver
Number of R1 | 18
positions |
Specialty 12 Family [z
medicine; 6 [V
Royal
College
specialty
Grand total R1 | 18
| positions

Project Goals are to:
1. Attract the right residents to family medicine to train in a health region which has
underserved/rural communities.

2. Improve access to primary health care for British Columbians in underserved/rural communities.

The project will: .

1. Increase the number of residents training in family medicine. Practicing physicians/clinical-
academic experiences will extend to those in underserved/rural communities, as much as
possible.

2 Increase alignment of academic and primary health care services delivery. Mote residents will
work with physicians engaged in integrated health networks (IHNs) or divisions of family
practice.

3. Increase access to primary health care for underserved/rural communities. More residents
(who are physicians providing service within a recognized training program, under the
supervision of a fully licensed physician) will be offering primary health care services in a
health authority (region) that has underserved/rural communities or communities of ‘need’.

4, Join together a physician’s training with a return-of-service commitment. In total, these
physicians will provide four years of service in a health region, thereby ‘tipping’ them to

ﬂrelocate and engage in their new community, rather than commute.

Sect

6. Kestructure the postgraauate program I0r Tamily meaicine to Detter SUpport clnicat Iacuity
engagement and optimize clinical teaching resources.

Official Languages Requirements

In ‘British Columbia, the majority of the province’s population has English as its first language, the
majority of medical services are delivered in English, and all postgraduate medical education is conducted
in English. In support of patient safety, residents participating in the Expansion and Distribution of the
IMG-BC Program (2011-2016) are to hold an educational license with the College of Physician and
Surgeons of BC. The College has a regulated English language proficiency requirement,
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PROJECT/AGREEMENT #:6804-15-2010/10840063
Performance Measurement and/or Evaluation Plan
This project will use the UBC FoM Physician Human Resource Framework (logic model 1) and create
another for international medical graduates (logic model 2) to help report results. The project will-call
upon the resources already in place to evaluate and monitor the UBC FoM distributed medical education’s
impact on physician human resources (HR) (distribution, recruitment and retention) in BC. Dr. C. Lovato
and Helen Hsu developed the framework.

FoM is the primary provider of trained physicians to BC and works closely with MoHS to ensure the
health human resources needs of the province are met, The expansion and distribution of medical
education is about increasing the supply of physicians and encouraging UBC graduates to practice in
rural, remote and northern communities.

In its commitment to transparency and continuous improvement, FoM has placed high priority on
evaluation and social accountability. It is important to note that any expansion requires time and
commitment to accomplish, Figure 1 below illustrates the timeline of this strategy from planning to
training to practice. For example, the first expansion class entered undergraduate MD education in
2004, graduated in 2008, and entered their postgraduate training in July 2008, Those training in family
medicine entered full practice in July 2010, and those in other specialities will enter practice in July
2013. Therefore evidence for success on physician HR distribution will begin to emerge in 2010,

Evaluation Purpose

The primary goal of UBC FoM distributed medical education is to enhance health and human
resources (HHR) to reduce health disparities and enhance community capacity in BC. The logic model
presented below depicts the overall strategy UBC FoM has undertaken to advance provincially
distributed medical education and the effective recruitment and retention of physicians in areas of need
and in a distributed format, including the resources required, activities and expected outcomes to
achieve these goals.

Evaluation Scope
Two key evaluation areas for physician HR in BC are: (1) hard-to-serve communities (rural, remote,
and northern), and (2) special populations. '

The scope of evaluation includes physicians in postgraduate training and professional practice that
were enrolled in the distributed medical program since 2004 onward and are currently contributing to
the health human resource needs of BC. Students in the undergraduate MD education program are not
included nor are students that were not trained through the distributed curriculum.

The stakeholders involved in and are impacted by this work are: MoHS; UBC FoM Senior Leadership;
UBC FoM Teaching Faculty; UBC FoM Students/Residents; Health Authorities; British Columbians
(including special population groups).

Evaluation Process

Process Key Activities

Planning 1. Identify stakeholders needs
2. Engage stakeholders in defining evaluation scope, question, and
criteria

Implementation 3. Collect, analyze, summarize data

Reporting 4, Prepare draft evaluation reports for review and discussion

5. Assess relevance of recommendations to educational context
6. Incorporate stakeholder feedback into final reports and agree on
recommendations

Continuous Program 7. Monitor for continuous program improvement
Improvement 8. Include monitoring findings in reports for appropriate
committees and accreditation
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PROJECT/AGREEMENT #:6804-15-2010/10840063
Evaluation Plan
A longitudinal approach is being used to evaluate the distribution of physician HR in BC. Table 1
outlines the evaluation methods, criteria, data source, analytic approach and standards. In 2006, the
Evaluation Studies Unit (ESU) at FoM developed FoM database to track medical students from
admissions through to postgraduate training and practice location. The database was developed for
purposes of both institutional evaluation and research, as well as to serve as a resource for medical
education researchers. The database is being populated with information for the entering class of 2004
and beyond. Some data have also been entered for entering classes between 1999 and 2003 for
baseline comparison, The data is organized into seven categories from Admlssmn characteristics to
postgraduate training sites and specialty.

Currently, the main data source that will provide data for this evaluation is from CaRMS and CAPER,
which provides information on residency program and practice location. Plans are in place to collect data
from individual UBC postgraduate programs (e.g. family medicine) that have their own database to track
physicians for detailed data that CAPER does not capture. In addition, ESU will be working with programs
that do not have monitoring mechanism tracking their students/graduates to implement a database and
ongoing monitoring strategy to collect information on training and practice location.

Table 1 - Evaluation Methods, Criteria and Standards
SEETLY '-1"6:‘-‘“' e TP = =

Datd SoHrces R Analyc sof
f
: i R S B e BEER Y ) qzé icegptability
Physician Is there anincrease | medical graduates | FoM Database Descriptive Historical
HR in the number of by specialty, by (include GIS Mapping provincial
recruitment | medical graduates practice location, internal and (see sample and national
training in family by year external data map) comparisons
practice and general sources)
specialties?
Hard-to- Are BC medical Number of FoM Database | Descriptive Historical
serve graduates practicing | practicing medical | (include GIS Mapping (see | provincial
communities | in hard-to-serve graduates by internal and sample map) and national
communities — rural, | practice location, external data standards
remote, northern — in | by specialty, by sources)
BC? year, by rural,
remote, northemn
communities
Special Are BC physicians Number of FoM Database | Descriptive Historical
Populations | serving special practicing (include GIS Mapping (see | provincial
populations? physicians by internal and sample map) and national
practice location external data standards
(proxy), by sources)
| specialty, by year
Physician Is there an increase Number of CAPER, Descriptive Historical
HR in retention of BC practicing Departmental | GIS Mapping provincial,
retention trained physicians physicians trained Data and
remaining to practice | in BC by practice national
in BC? location, by comparisons
specialty, by year
Community | What is the impact Perceptions of key | Interviews Descriptive Historical
health of Northern Medical | stakeholders inthe | (follow up to provincial
capacity and | Program on the community. 2004, 2007 comparisons
quality of Prince George Impact on studies)
care Community? Education, health Quantitative
services, economy, | indicators from
available
databases
(CHSPR and
other)

This project will use the UBC FoM Physician Human Resource Framework (logic model 1) and create
another, complementary logic model for international medical graduates (logic model 2). The key
evaluation areas will focus on the Project Goals of attracting the right residents to family medicine to train
in a health region which has underserved/rural communities, and improving access to primary health care
for British Columbians in underserved/rural communities.
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: Lo AR % AR D RN i
Underserved / 1. Are the 1, Number of IMGs | FoM Descriptive Historical
Rural Communities | assessment assessed Database provincial and

strategies atiracting GIS Mapping | national
the right IMG-BC 2. Number of IMG- (see sample | standards
family practice BC residents map)
residents to train -by practice location
and practice in -by specialty
distributed sites, -by year
underserved/ -by rural
rural communities of | /underserved
need and THNs? community
-by IHN or Division
2.Are the IMGs of Family Practice?

remaining in the
ROS community? 3. Number of IMG-
BC medical
graduates with ROS
practicing in BC
-by practice location
-by specialty

-by year

-by rural
/underserved
community

-by IHN or Division
of Family Practice?

4. Number of IMGs
remaining in the
ROS community?

Immediate Outcomes of the project are expected to be:

1) IMG-BC Program policy changes enable distributed medical education for IMGs in family
medicine,
Return of Service Program policy changes enable the assignment of the return of service to
be attached to the health authority in which the IMG trains. At present, location of training
and health region where one returns service is not linked.
Family physicians practicing in the Fraser Health Authority engage in the academic
enterprise and agree to train residents.
8 new entry-level positions in the IMG-BC Program are registered with CaRMS in 2011
for the 2012 match. These positions have two conditions: training is in the Fraser Health
region, and is followed by a return of service in that health region, preferably in an
underserviced/rural community.
The postgraduate family medicine program restructures to better support clinical faculty
engagement and optimize clinical teaching resources.

2)

3

4)

5)

Intermediate Qutcomes expected are:

1) More IMG-BC residents are training in family medicine, and training in underserved/rural
communities.
Clinical Placement Liaison Office (CPLO) opens.
More family physicians practicing in Fraser Health, Vancouver Island Health and Interior
Health engage in the academic enterprise and agree to train residents.
16 new entry-level positions in the IMG-BC Program are registered with CaRMS in 2012
for the 2013 match; 8 in Fraser Health and 8 in Vancouver Island Health regions. These
positions have two conditions: training is in the specific health region, and is followed by a
return of service in that health region, preferably in an underserviced/rural community.

2)
3)

4
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5) 24 new entry-level positions in the JMG-BC Program are registered with CaRMS in 2013
for the 2014 match: 8 in Fraser Health; 8 in Vancouver Island Health; 8 in Interior Health,
These positions have two conditions: training is in the specific health region, and is
followed by a return of service in that health region, preferably in an underserviced/rural
community.
6) New assessment strategies to attract the right resident to a family medicine residency
position in the right health authority are tested for system implementation in 2013,

Long-term Outcomes expected are:
1) More family physicians practicing in Northern Health engage in the academic enterprise
and agree to train residents.

2) Better alignment of academic and primary health care services delivery. More residents are

training/working with physicians engaged in integrated health networks (IHNSs) or divisions
of family practice.

3) Increased access to primary health care for underserved/rural communities. More residents
(who are physicians providing service within a recognized training program, under the

supervision of a fully licensed physician) are providing primary health care services in a
specific health region.

4) By joining training and return of service conditions in CaRMS, IMGs provide four years of
service in a health region which has underserved/rural communities, thereby ‘tipping’ them
to relocate and engage, rather than commute.

Dissemination Plan

The Postgraduate Planning Task Force (PPTF) and the Task Force for the Assessment, Training and
Support of IMGs in BC (IMG TF) are the two task forces engaged in issues about HHR, the expansion
and distribution of medical education, the health authorities physician human resources needs, a health
region’s population health needs - all of these in order for BC to have the right kind of the number of
physicians in the right places with the rights skills to deliver medical services the population needs.
These two mechanisms will be the key mechanisms used to inform stakeholders about the project, its
progress, its findings, and the dissemination of information.

The Faculty of Medicine, MoHS, Health Match BC, the IMG-BC Program, and the College of

Physicians and Surgeons of BC all have their own websites which can help to link or directly distribute
the information. The Association of International Medical Graduates of BC is an interest group which
has two representatives on the IMG TF). They say their membership has 600 physicians, and they too
will help to ensure critical pieces of information, findings will be shared so their members may benefit.

Sustainability Plan

Faculty of Medicine and MoHS are committed to expanding and distributing the IMG-BC Program in
. family medicine. The Faculty of Medicine, MoHS, and the Ministry of Science and Universities have
signed a letter of intent, where the parties have agreed to expand and distribute the IMG-BC Programby a
further 40 entry-level positions in family medicine, beginning in 2011/12 (8 family medicine residency
positions a year over five years). Health Canada’s funding will contribute to the expansion and
distribution of the IMG-BC Program in family medicine; MoHS intends to continue with the program’s
expansion and distribution on a sustained basis, as Health Canada’s funding ends.
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Work Plan

Reporting Period: January 1, 2011 — March 31, 2011

PROJECT/AGREEMENT #:6804-15-2010/10840063

Project Objective 1: Increase the number of residents training in family medicine. Practicing physicians/clinical-academic experiences will extend to those in underserved/rural communities, as

Begm to set up program mﬁ-asu'ucmre
for distributed family medicine in
Fraser Health. Identify or have site-
specific: regional assistant program
director; program administration
support; clinical faculty engagement
activities for teaching (with clinical
placement liaison office); clinical
faculty development for those working
with IMGs

e N RN A

hok:
Begin anangemem:s 1o hire site personnel

Begin to identify family physicians
(clinical faculty) and their practices in
underserved/rural communities for
teaching residents

Begin to identify at least 10 family
physicians with CFPC certification who
are willing to teach

Begin to arrange for 2 training sessions to
orient clinical faculty to teaching/working
with IMGs

Distributed me,dlcal educatxon for IMG-BC
Program begins

Academic enterprise begins to become part
of physician culture in health
authority/region

Health authority medical director and
physician recruitment office are aware of
new entry-level positions for their region

Physician base for teaching in health authority/region '
may lack CFPC certification

Physician community may choose to not engage in
the academnic program

Physician community may become side tracked by
other distracting interests/agendas that surface from
time to time

Timely and sufficient financial resources may not be
available for postgraduate family medicine program
reorganization
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Project Obj ]ectlve 2: Increase alignment of academic and primary health care services delivery. More residents will work with physicians engaged in integrated health networks (IHNs) or divisions

=

Begm to engage more family physml
interested in the academic enterprise authority/region engaged authority engage in the academic enterprise | not have this
and agree to train residents

Begm to 1den arruly physxma.ns Begm to 1dent1fy at least 10 family } More family residents arr;:mmg and There may not be enough fa:me phys1cxans with

(clinical faculty) serving physicians with CFPC certification who | providing primary care services in health CFPC certification who want to teach

underserved/rural communities who are | are willing to teach authority/region, preferably in

interested in teaching residents underserved/rural communities IMGs may not choose health authority/region for
training

More residents are training in physicians’
practices that belong to an IHN or division | Timely and sufficient financial resources may not be
of family practice available for postgraduate family medicine training
program reorganization

More family physicians are engaged in the
academic enterprise which helps to
strengthen primary health care delivery in
health authority/region

Physician culture changes
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Pro je ect ObJechve 4: Join together a physician’s training with a retum of service commitment. In total, physicians are looking at providing four years of service in a particular health region, thereby
1g” IMGs to re]ocate and cngage rathcr commut&

tAuhoy - Sh i F.:a..r P R

LGN

Begm to plan postgraduate farmly T Outlme plan for family medlcme program stmbutcd medical education for IMG—BC l

1l 3 :
Timely and sufficient ﬁnanc:al resources may not be

medicine program reorganization reorganization Program enabled available
Clinical teaching resources well identified, | Postgraduate medical education program is at
supported/trained, tightly scheduled capacity now and must reorganize to meet new
demand of yet another expansion and further
Current medical education expansions distribution.

continue to be successful and meet
accreditation requirements

Matrix model of management is efficient,
effective, well understood and supported
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Reporting Period: April 1, 2011 —March 31, 2012

PROJECT/AGREEMENT #:6804-15-2010/10840063

Project Obj jectlve 1: Increase the number of residents training in family medicine. Practicing physicians/clinical-academic experiences will extend to those in underserved/rural communities, as

Continue to set up proglam

infrastructure for distributed family
medicine in Fraser Health. Have site-
specific: regional assistant program
director; program administration
support; clinical faculty engagement
activities for teaching (with clinical
placement liaison office); clinical
faculty development for those working
with IMGs

Contlnue to h.u‘e site personnel

Continue to identify family physicians
(clinical faculty) and their practices in
underserved/rural communities for
teaching residents

Confirm at least 10 family physicians
with CFPC certification who are willing
to teach

Conduct 2 training sessions to orient
clinical faculty to teaching/working with
IMGs

PR : 5 S
Distributed medical education for IMG-BC

Program begins

Academic enterprise begins-to become part
of physician culture in health
authority/region

Health authority medical director and
physician recruitment office are aware of
new entry-level positions for their region

Physxcaa.n base for leachmg in health authonty/regmn ‘
may lack CFPC certification

Physician community may choose to not engage in
the academic program

Physician community may become side tracked by
other distracting interests/agendas that surface from
time to time

Timely and sufficient financial resources may not be
available for postgraduate family medicine program
reorganization

IMG-BC Program may resist shift from centralized to

Change IMG-BC Program Adjust existing policy/practices Changes in IMG-BC Program

policy/practices to enable distributed policy/practice enable distributed medical in | distributed program
medical education in health health authority/region

authority/region

Confirm evaluation framework for
IMG-BC Program expansion and
distribution

Adjust postgraduate family medicine
program data collection

Plan and implement evaluation
framework

Have complementary IMG-BC Program
evaluation framework

Draw baseline for project

Baseline information is collected within
larger context of distributed medical
education and research and analysis is
possible, or underway

Timely and sufficient financial resources may not be
available

for ESU to hire personnel required to focus/drive
IMG-BC Program evaluation
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PlannédiAktivities?/ Timeframes EniliOutcomes zi R

Collect baseline information

Place 8 new entry-level positions in Have 8 family practice residents start July | The number of IMG residents training in IMGs may not choose this location for training in the

CaRMS match 2012 for family 1, 2012 in Fraser Health family medicine increases first iteration of the match

medicine training in Fraser Health,

followed by two-year return of service There may not be enough family physicians with

in health authority/region, preferably in CFPC certification/interest in teaching to support 8

an underserved/rural community new residency positions

Project Objective 2: Increase alignment of academic and primary health care services delivery. More residents will work with physicians engaged in integrated health networks (IHNs) or divisions

of fa.rml ractioe.

@~ w*n‘“’ : 12 T PEET ; e = ;
Continue to align family medicine Have CPLO fac111tate a shift for fa.rmly Famﬂy medicine res1denc1es are more There may not be cnough IHNs or divisions of fami Iy
residency positions with health physicians who do not belong to an ITHN | closely linked with health authority’s practice for physicians to align to
authority/region’s THN or division of or division of family practice, based on primary health care delivery
family practice physician interest ‘ More IHNs or divisions of family practice may need

to be set up

Continue to engage more family Have more clinical faculty in heaith More practicing family physicians in health | Clinical faculty require CFPC certification and may
physicians interested in the academic authority/region engaged; trained authority engage in the academic enterprise | not have this
enterprise; train them to be effective . and agree to train residents
clinical faculty, especially with IMGs

Project Objective 3: Increase access to primary health care for underserved communities. More residents (who are physicians providing service within a recognized training program, under the
sup rv1sxor; of a_full_ I1censed ph 51c1an w1]l be offenn prima health care servnces _m a artxcular health reion_

Set up Cllmcal Placement L1alson lee CPLO personnel Family physician base with CFPC for Tlmely and sufficient fmanc1al resources may not bc
Office (CPLO) teaching increases in health authority/region, | available for a clinical placement liaison office
through clinical placement liaison office
Continue to identify family physicians | Confirm at least 10 family physicians More family residents are training and There may not be enough family physicians with
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(c[uucal.faculty)-semng .
underserved/rural communities who are
interested in teaching residents

with CFPC certlﬁcanon who are willing
to teach

e
ll DL %
Al Atithon 1& G s :,zv'-*‘?“

kBl AT

prov:dmg pnmary care services in health
authority/region, preferably in
underserved/rural communities

More residents are training in physicians’
practices that belong to an IHN or division
of family practice

More family physicians are engaged in the
academic enterprise which helps to
strengthen primary health care delivery in
health authority/region

Physician culture changes

CF PC cemﬂcancm who want to tcach

IMGs may not choose health authority/region for
training

Timely and sufficient financial resources may not be
available for postgraduate family medicine training
program reorganization

Prol ect Objective 4: Join together a physician’s training with a return of service commitment. In total, physicians are looking at providing four years of service in a particular health region, thereby
* IMGs to relocate and engage, rather than commute.
p A

Adjust Rerum of Servn:'e Program
policy/practices to enable the
assignment of returning service to
health authority/region in which IMG
trains

[ Ahgn res1dents training in phy51c1ans

offices with potential for returning
service assignment in health
authority/region, preferably in
underserved/rural community

IMGS are trmmng;’prachcmg ina hcalth
region for four years

More IMGs choose to relocate to the health
region

Therc may not be enough family phy51c1ans with
CFPC certification who want to teach

IMGs may challenge retumn of service assignment

Change FoM/MoHS instructions to
CaRMS, beginning in 2012. 8 new
family medicine residency positions are
attached to health authority/region,
followed by two-year return of service,
preferably in an underserved/rural
community

Updated instructions to CaRMS are
posted on CaRMS website, summer 2011

Have Health Match BC connect with
successful IMGs and support them to
identify an underserved/rural community
in the health authority/region to return

Training and return of service are joined

More IMGs choose to relocate to the health
region
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Lo

semces, as they train. Keep thls
conmection live throughout their
residency training

Sect 13
Project Objective
Sect 13

Complete plan for postgraduate ly
medicine program reorganization

Introduce family med1c1ne program -

reorganization

D1stnbuted mcdlcal education for IMG-BC
Program enabled

Clinical teaching resources well identified,

supported/trained, tightly scheduled

Current medical education expansions
continue to be successful and meet
accreditation requirements

Matrix model of management is efficient,
effective, well understoed and supported

Timcly and sufficient financial resources may not be

available

Postgraduate medical education program is at
capacity now and must reorganize to meet new
demand of yet another expa.nsmn and further
distribution.

Set up Clinical Placement Liaison
Office (CPLO)

Refer to project objective 3

Distributed medical education for IMG-BC
Program enabled

Timely and sufficient financial resources may not be

available
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PROJECT/AGREEMENT #:6804-15-2010/10840063
Reporting Period: April 1, 2012 — March 31, 2013

Project Objective 1: Increase the number of residents training in family medicine. Practicing physicians/clinical-academic experiences will extend to those in underserved/rural communities, as

much as 0531ble

Set up program mﬁ'ash'ucmrc for
distributed family medicine training site
in Vancouver Island. Have site-
specific: regional assistant program
director; program administration
support; clinical faculty engagement
activities for teaching (with clinical
placement liaison office); clinical
faculty development for those working
with IMGs

“Hire snte pcrsonnel

Begin to identify family physicians
(clinical faculty) and their practices in
underserved/rural communities for
teaching residents

Confirm at least 10 family physicians
with CFPC certification who are willing
to teach

Conduct 2 training sessions to orient
clinical faculty to teaching/working with
IMGs

T Dlstnbuted medtca.l cducauon for IMG BC
Program begins

Academic enterprise begins to become part
of physician culture in health
authority/region

Health authority medical director and
physician recruitment office are aware of
new entry-level positions for their region

Physxcxan base for teachmg in hea.lth Iauthonty/ region

may lack CFPC certification

Physician community may choose to not engage in
the academic program

Physician community may become side tracked by
other distracting interests/agendas that surface from
time to time

Timely and sufficient financial resources may not be
available for postgraduate family medicine program
reorganization

Continue to collect data for evaluation
framework for IMG-BC Program
expansion and distribution

Collect, analyze, summarize date

Prepare first draft evaluation report for
review and discussion

Assess relevance of recommendations
(perhaps too early for this)

Incorporate MoHS HR feedback into first
report

Information is collected within larger
context of distributed medical education and
research and analysis is underway

Timely and sufficient financial resources may not be
available

for ESU to hire personnel required to focus/drive
IMG-BC Program evaluation

Place § new entry-level positions in
CaRMS match 2013 for family
medicine training in Vancouver Island

Have 8 family practice residents start July
1, 2013 in Vancouver Island Health

The number of IMG residents training in
family medicine increases

IMGs may not choose this location for training in the
first iteration of the match
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service in health authority/region,
preferably in an underserved/rural
community

Health followed by two- yea: retum of

There: may not be enough fa:mly physicians with
CFPC certification/interest in teaching to support 8
new residency positions

Project Obj Jectwe 2: Increase alignment of academic and primary health care services delivery. More residents will work with physicians engaged in integrated health networks (IHNs) or divisions

Continue 1o allgn fam:ly me(hcme
residency positions with health
authority/region’s THN or division of
family practice

Have CPLO facuhtatc a shlﬁ for famﬂy
physicians who do not belong to an IHN
or division of family practice, based on
physician interest

XUl <. gels ¥ % Iy
Family medicine residencies are more

closely linked with health authority’s
primary health care delivery

There may not be enough IHNs or divisions of family
practice for physicians to align to

More IHNs or divisions of family practice may need
to be set up

Engage more family physicians
interested in the academic enterprise;
train them to be effective clinical
faculty, especially with IMGs

Have more clinical faculty in health
authority/region engaged; trained

More practicing family physicians in health
authority engage in the academic enterprise
and agree to train residents

Clinical faculty require CFPC certification and may
not have this

Project Objective 3: Increase access to primary health care for underserved communities. More residents (who are physicians providing service within a recognized training program, under the

sup rV1s1on ofa full hcensed

physician Mllbeoffenn ‘nm

health care services in a arhcula: health reglon.

(clinical faculty) serving
underserved/rural communities who are
interested in teaching residents

Contmue to 1de1mfy famﬂy physmans

Confirm at least 10 famlly phys:c:ans
with CFPC certification who are willing
to teach

More family res:dents are ua:mng and
providing primary care services in health
authority/region, preferably in
underserved/rural communities

More residents are training in physicians’
practices that belong to an THN or division
of family practice

There may not be enough family physicians with
CFPC certification who want to teach

IMGs may not choose health authority/region for
training

Timely and sufficient financial resources may not be
available for postgraduate family medicine training
program reorganization
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More farmly physwlans are engaged in the
academic enterprise which helps to
strengthen primary health care delivery in
health authority/region

Physician culture changes

Project Objective 4: Join together a physician’s training with a return of service commitment. In total, physicians are looking at providing four years of service in a particular health region, thereby

A =

: Thes [ Limetran
L& mﬂiy 113,31'._ i N%M

‘tipping’ them to relocate and en gage, rather than commute

Continue to adjust Return of . Serwce
Program policy/practices to enable the
assignment of returning service to
health authority/region in which IMG
trains

Momtor for * tlppmg mfonnatmn from

IMG-BC Program and Health Match BC

IMGs are tralmng/practlcmg ina health
region for four years

More IMGs choose to relocate to the health
region

Sl

There may not be enough fa.rmly phys:cxans with
CFPC certification who want to teach

IMGs may challenge return of service assignment

Change again, if required, FoM/MoHS

Have Health Match BC connect with

More IMGs choose to relocate to the health

instructions to CaRMS, successful IMGs and support them to region
identify an underserved/rural community
in the health authority/region to return
services, as they train. Keep this
connection live throughout their
residency training

¢ Sect 13
Project Objective S
L L i LS sz
Sect 13
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Continue pcstgraduate famﬂy medicine |
program reorganization

Momtor and adjust 1mplemcntat10n
strategy for reorganization

Distributed medlcal educa‘uon for IMG- BC
Program enabled

Clinical teaching resources well identified,
supported/trained, tightly scheduled

Current medical education expansions
continue to be successful and meet
accreditation requirements

Matrix model of management is efficient,
effective, well understood and supported

Tnnely and suﬂic:entﬁnanmal resources may notbe

PROJECT/AGREEMENT #:6804-15-2010/10840063
R TR BT

available

Postgraduate medical education program is at
capacity now and must reorganize to meet new
demand of yet another expansion and further
distribution.

Rely on Clinical Placement Liaison
Office (CPLO)

Refer to project objective 3

Distributed medical education for IMG-BC
Program enabled

Timely and sufficient financial resources may not be
available
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Reporting Period: April 1,2013 — March 31, 2014

PROJECT/AGREEMENT #:6804-15-2010/10840063

Project Objective 1: Increase the number of residents training in family medicine. Practicing physicians/clinical-academic experiences will extend to those in underserved/rural communities, as

much as poss;ble

Setup Progmm mﬁ'asu'ucturc for
distributed family medicine training site
in Interior Health Authority. Have
site-specific: regional assistant program
director; program administration
support; clinical faculty engagement
activities for teaching (with clinical
placement liaison office); clinical
faculty development for those working
with IMGs

Hn'c sm: pcrsonnel

Begin to identify family physicians
(clinical faculty) and their practices in
underserved/rural communities for
teaching residents

Confirm at least 10 family physicians
with CFPC certification who are willing
to teach

Conduct 2 training sessions to orient
clinical faculty to teaching/working with
IMGs

i
D15mbuted med.mal educatmn for IMG—BC
Program begins

Academic enterprise begins to become part
of physician culture in health
authority/region

Health authority medical director and
physician recruitment office are aware of
new entry-level positions for their region

Physxclan ba.se for teachmg in health authonty/reglon
may lack CFPC certification

Physician community may choose to not engage in
the academic program

Physician community may become side tracked by
other distracting interests/agendas that surface from
time to time ;

Timely and sufficient financial resources may not be
available for postgraduate family medicine program
reorganization

Place 8 new entry-level positions in
CaRMS match 2014 for family
medicine training in Interior Health,
followed by two-year return of service
in health authority/region, preferably in
an underserved/rural community

Have 8 family practice residents start July
1, 2014 in Interior Health

The number of IMG residents training in
family medicine increases

IMGs may not choose this location for training in the
first iteration of the match

Tﬁere may not be enough family physicians with
CFPC certification/interest in teaching to support §
new residency positions

of family practice.

Project Objective 2: Increase alignment of academic and primary health care services delivery. More residents will work with physicians engaged in integrated health networks (IHNs) or divisions
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PROJECT/AGREEMENT #:6804-15-2010/10840063

Project Objective 3: Increase access to primary health care for underserved communities. More residents (who are physicians providing service within a recognized training program, under the
suenrlsmn ofa fully licensed physician) will be offering pri hea]th care services m a a.rUquar health remn

Project Objective 4: Join together a physician’s training with a return of service commitment. In total, physicians are looking at providing four years of service in a particular health region, therebv
? them to relocale and engage, Iath than commute. .
,.

. -- I éu-g_« a.}:.n

APIL
n/a
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PROJECT/AGREEMENT #:6804-15-2010/10840063
Reporting Period: April 1, 2014 — March 31, 2015

Project Ob jective 1: Increase the number of residents training in family medicine. Practicing physicians/clinical-acadernic experiences will extend to those in underserved/rural communities, as

Set up Program mﬁ’asu-ucture for
distributed family medicine training site
in Northern Health. Have site-
specific: regional assistant program
director; program administration
support; clinical faculty engagement
activities for teaching (with clinical
placement liaison office); clinical
faculty development for those working
with IMGs

Begin to set up infrastructure for second
distributed family medicine training site
in Fraser Health. Have site-specific:
regional assistant program director

Hue sne pcrsonnel

Begin to identify family physicians
(clinical faculty) and their practices in
underserved/rural communities for
teaching residents

Confirm at least 10 family physicians
with CFPC certification who are willing
to teach

Conduct 2 training sessions to orient
clinical faculty to teaching/working with
IMGs

Program begins

Academic enterprise begins to become part
of physician culture in health
authority/region

Health authority medical director and
physician recruitment office are aware of
new entry-level positions for their region

N P Dl ;
sttnbuted medical educatlon for IMG BC

Pbysmmn base for teach.lngm healrh authon/rcgmn ]
may lack CFPC certification

Physician community may choose to not engage in
the academic program

Physician community may become side tracked by
other distracting interests/agendas that surface from
time to time

Timely and sufficient financial resources may not be
available for postgraduate family medicine program
reorganization

Place 8 new entry-level positions in
CaRMS match 2015 for family
medicine training in Northern Health,
followed by two-year return of service
in health authority/region, preferably in
an underserved/rural community

Have 8 family practice residents start July
1, 2015 in Northern Health

The number of IMG residents training in
family medicine increases

IMGs may not choose this location for training in the
first iteration of the match

There may not be enough family physicians with
CFPC certification/interest in teaching to support 8
new residency positions
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PROJECT/AGREEMENT #:6804-15-2010/10840063

Project Obj ectwe 2: Increase alignment of academic and primary health care services delivery. More residents will work with physicians engaged.in integrated health networks (IHNs) or divisions

Proj _| ect Ob jective 3: Increase access to primary health care for underserved communities. More residents (who are physicians providing service within a recognized training program, under the
physician w111 be offering p health care services in a particular health regi

St

Project Objective 4: Join together a physician’s training with a return of service commitment. In total, physicians are looking at providing four years of service ina particular health region, thereby

‘tipping’ them to rclocate and eng ae rather than commute.

Sect 13
Project Objective S

Elnied Rcffie i EmaREss S OIS
R0 20 oo =

duate program for Fam11 Medxcme tobctter sup ort clmu:al facul a.nd 0 nrmze chmcal rc
g = :

m&&*
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PROJECT/AGREEMENT #:6804-15-2010/10840063

Appendix B

Budget

Note: The Recipient may reallocate, within a given Fiscal Year's budget, amounts among the
approved broad budget categories, by no more than fifteen percent (15%), with the exception of the
budget category for “Personnel” which may not be increased or decreased through a reallocation by
more than five percent (5%). Where the amounts exceed 15% or 5%, the Recipient shall submit a
written request to the Canada prior to making the transfer. Canada’s written permission must be
obtained before implementing the reallocation.

It is understood by the Parties that reimbursement for travel/accommodations and hospitality shall
not exceed the amounts prescribed in the Treasury Board's policy.
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Summary Budget

Contribution from Health Canada
(Federal Fiscal Year = April 1 to March 31)

Total
Budget

March 2031

January-

March 2012

April 2011-

April 2012-
March 2013

April 2013- March |

April 2014-
March 2 2015

Personnel salaries and benefits $0 Sl 396 304 $2,538,912 $711,554 $718,554 | $5,347,949

Goods and services of $8,750 $125,000 $125,000 [¢] 0 $258,750

contractual personnel

Travel and accommodations $4,375 $70,000 $56,875 0 0 $131,250

Goods and services for $1,500 $24,000 $36,000 0 (] $61,500

meetings/conferences/workshops/

seminars/training/consultations

Materials and supplies £1,250 $25,000 $25,000 0 0 $51,250

Audit See note 2 Seenote2 | See note 2 0 ]

Performance Measurement / See note 3 See note 3 See note 3 0 0

Evaluation

Communication and See note 4 See note 4 See note 4 0 0 0

dissemination

Rent and utilities $1,500 $30,000 $30,000 0 0 $61,500
i $1,250 $25,000 525,000 0 0 $51,250

Equipment

PROJECT/AGREEMENT #:6804-15-2010/10840063
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BUDGET NARRATIVE

PROJECT/AGREEMENT #:6804-15-2010/10840063

Total Budget

January-March

_ Marz_:h 2012

April 2011 —

April 2012-

April 2013 -
March 2014

March 201 3

March 201 5

April 2014-

Personnei salarles and benef ts1 7

' $1,396,304“

ARl
$2 538, 912

$71"i 554

$718,554

“ $5,365,37A

$56,000 - $56,000 -
0.4 FTE 04 FTE
Faculty Faculty
Clinical Placement Liaison Office (CPLO) Director Director
$70,000 - $70,000 -
1 FTE 1 FTE
Database Database
Admin Admin
$30,000 -1 $30,000 -1
FTE Clerical FTE Clerical
Support Support
$56,000 - $56,000 -
0.4 FTE 04 FTE
Faculty Faculty
Sect 13 Director Director
$90,000 - $90,000 -
1 FTE 1 FTE
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PROJECT/AGREEMENT #:6804-15-2010/10840063

Assessment Assessment
Specialist Specialist
= §$30,000 - = $30,000-
1 FTE 1 FTE
Clerical Clerical
Support Support
= $112,000 - = $112,000— . |= $112,000- = $112,000-
0.8 FTE 0.8 FTE 0.8 FTE 0.8 FTE
Assistant Assistant Assistant Assistant
Regional Regional Regional Regional
Director Director Director Director
= $70,000 - = §$70,000 - = $28250— = $35,250 -
1 FIE 1FTE 04 FTE 0.5FTE
Program Program Program Program
Distribution of IMG-BC Program (per FP Site) Coordinator Coordinator Coordinator Coordinator
= $35,000- = $35,000 -
1 FTE 1 FTE
Database Database
Admin. Admin.
= $30,000 - = $30,000 -
1FTE 1FTE
Clerical Clerical
Support Support
Residents” salaries and benefits * $571,304 for 8 $1,713,912 for 24 | $571,304 for 8 $571,304 for 8
residents FTEs resident FTEs resident FTEs resident FTEs
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PROJECT/AGREEMENT #:6804-15-2010/10840063

Page 38 of 77

= $56,000 - = $56,000 -
0.4 FTE 0.4 FTE
Faculty Faculty
Director Director
= $90,000— = $90,000-
Evaluation Studies Unit 1 FTE 1FTE
* Evaluation s Evaluation
Expert Expert
$70,000 $70,000
Database Database
Admin Admin
= $30,000— = $30,000 -
1 FTE 1FTE
Clerical Clerical
Support Support
Goods and services of contractual personnel $8,750 5125,000 $125,000 $258,750
$30,000 for $30,000 for
Clinical Placement Liaison Office (CPLO) database database
development development
contractor (120 | contractor (120
days @ 250/day) | days @ $250/day)
$30,000 for $30,000 for
Sect 13 database database
development development
contractor (120 | contractor (120
days@$250/day) | days@$250/day)
Page 38
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Page 39 of 77

$30,000 for $30,000 for
database database

Evaluation Studies Unit development development
contractor (120 | contractor (120
days@ * | days@ $250/day)
$250/day)

$4,400 for $17,500 for $17,500 for
; auditor (4.19 auditor (16.7 auditor (16.7 days
Audit days @ days @ @ $1,050/day)
$1,050/day) and | $1,050/day) and | and $17,500
54,350 $17,500 bookkeeper (41.7
bookkeeper bookkeeper (41.7 | days @ $420/day)
(10.4 days days @
@%$420/day) $420/day)

Travel and accommodations $4,375 $70,000 $56,857 $131,250
$14,000 for 10 $13,125 for 10
trips for director | trips for director
travel travel
$800/return 700/return flight
flight + Hotel (3 | + Hotel (3 nights
nights x $150), + | x $150), +

Clinical Placement Liaison Office (CPLO) $150 daily meals | $162.50 daily
coverage, meals,
incidentals/cab/ | incidentals,
transit costs coverage,

cab/transit costs
(Considers TB
guidelines) (Considers TB
guidelines)
Page 39
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$14,000 for 8 $4,375 for 2 trips
trips for director | for director travel
travel
$1300/return
$1100/return flight + Hotel (4
Sect 13 flight + Hotel (3 | nights x $150) +
nights x $150) + | 287.50 daily
$200 daily meals | meals coverage,
coverage, cab/transit costs
incidentals/
cabf/transit costs
$4,375 for 3 $28,000 for 20 $39,375 for 30
trips for director | trips for directors | trips for directors
travel + residents + residents
$1000/return $900/return flight
Distribution of IMG-BC Program (per site) $900/return flight + Hotel (2 | + Hotel (2 nights
flight + Hotel (3 | nights x $150) + | x $150) +
nights x $150), | $100 daily meals | $112.50 daily
$108.33 daily coverage, meals coverage,
meals coverage, | incidentals/ incidentals/
incidentals/cab/ | cab/transit costs | cab/transit costs
transit costs for | for 2 distributed | for 3 distributed
1 distributed sites sites
site (Considers TB
{Considers TB guidelines)
(Considers TB | guidelines)
guidelines)
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PROJECT/AGREEMENT #:6804-15-2010/10840063

Evaluation Studies Unit

$14,000 for 10
trips for director

$1100/return
flight + Hotel (1
night x $150) +
$150 daily meals
coverage,
incidentals/
cab/transit costs
for 2 distributed
sites

Goods and services for $1,500 $24,000 $36,000 $61,500

meetings/conferences/workshops/

seminars/training/consultations
$4,800 for: 5 $6,000 for: 6
meetings- meetings-
meeting room meeting room
rental @ rental @
$150/day; $150/day;
hospitality- 40

Clinical Placement Liaison Office (CPLO) physicians x hospitality- 60
$20.25/physician; | physicians @
hospitality $14.17/physician;

Sect 13

$4,800 for: 16

$6,000 for: 20

meetings- meetings-
meeting room meeting room
rental @ rental @
$150/day; $150/day;
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PROJECT/AGREEMENT #:6804-15-2010/10840063

hospitality-5 hospitality-5
people @ people @
$30/person $30/person
$1,500 for: 5 $9,600 for: 32 $18,000 for: 60
meetings- meetings (16 per | meetings (20 per
meeting room | site)- meeting site)- meeting
Distribution of IMG-BC Program (per site) rental @ room rental @ room rental @
$150/day; $150/day; $150/day;
hospitality-5 hospitality-5 hospitality-5
people @ people @ people @
$30/person $30/person $30/person
$4.800 for: 16 $6,000 for:
meetings- 20 meetings-
meeting room meeting room
Evaluation Studies Unit ;instgi d(?y; E‘?g} d(?y;
hospitality-5 hospitality-5
people @ people @
$30/person $30/person
Materials and supplies $1,250 $25,000 $25,000 $51,250
$5,000 for $5,000 for
materials and materials and
supplies, supplies,
Clinical Placement Liaison Office (CPLO) including toner, | including toner,
' paper, paper,
teleconferences, | teleconferences,
ete etc
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$5,000 for $5,000 for
materials and materials and
St supplies, supplies,
including toner, | including toner,
paper, paper,
teleconferences | teleconferences
etc etc
$1,250 for $10,000 for $15,000 for
materials and materials and materials and
supplies, supplies, supplies,
Distribution of IMG-BC Program (per site) including toner, | including toner, | including toner,
d paper, paper, paper,
teleconferences | teleconferences | teleconferences

etc for | site

etc for 2 sites

etc supplies for 3
sites

$5,000 for

materials and

supplies,
Evaluation Studies Unit including toner,

paper,

teleconferences

ete
Audit® See note 2 See note 2 See note 2
Performance Measurement / Evaluation® See note 3 See note 3 See note 3
Communication and dissemination’ See note 4 See note 4 See note 4
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PROJECT/AGREEMENT #:6804-15-2010/10840063

Rent and utilities

$1,500

§30,000

$30,000

$61,500

$6,000 for 12

$6,000 for 12

months office months office
Clinical Placement Liaison Office (CPLO) space rental; space rental;
heating; heating;
electricity; electricity;
telephone rental | telephone rental
$6,000 for 12 $6,000 for 12
Sect 13 months office months office
space rental; space rental;
heating; heating;
electricity; electricity;
telephone rental | telephone rental
$1,500 for 3 $6,000 for 12 $6,000 for 12
months office months office months office
space rental; space rental; space rental;
Distribution of IMG-BC Program (per site) heating; heating; heating;

. electricity; electricity; electricity;
telephone rental | telephone rental | telephone rental
for 1 distributed | for 2 distributed | for 3 distributed
site sites sites

$6,000 for 12
months office
Evaluation Studies Unit Spevs renal;
heating;
electricity;
telephone rental
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PROJECT/AGREEMENT #:6804-15-2010/10840063

Biuipiisnt $1,250 $25,000 $25,000 $51,250
$5,000 for: 4 $5,000 for: 4

Clinical Placement Liaison Office (CPLO) ;:;}fl‘l‘;:‘;i’o;y §$§;;f;§0;y
machine; 1 machine; 1 printer
printer
$5,000 for: 4 $5,000 for: 4

Sect 13 computers; 1 computers; |

fax/photocopy fax/photocopy
machine; 1 machine; 1 printer
printer

Distribution of IMG-BC Program (per site)

$1,250 for: 2
computers; |
fax/photocopy
machine; 1
printer

$10,000 for: &
computers; 2
fax/photocopy
machine; 2
printers (2 sites)

$15,000 for: 12
computers; 3
fax/photocopy
machine; 3
printers (3 sites)

Evaluation Studies Unit

$5,000 for: 4
computers; 1
fax/photocopy

Budget Matrix Footnotes:

1  Personnel salaries and benefits is the sum total of persoanel costs to support the clinical placement office.

bold under ‘budget calculations’. Costs in 2010/11 cover 3 months.
2 Residents’ salaries and benefits are in place prior to the CaRMS match in order to secure the posting,

Sect 13

'MG-BC distribution, residents, and the evaluation studies unit, identified in
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PROJECT/AGREEMENT #:6804-15-2010/10840063
Annual cost of contracted audit and book keeping estimated at $35,000/year and included under contractual personnel.
Annual cost of evaluation ($306,000/ycar) is factored into other expenditures such as personnel salaries, as outlined under ‘budget calculations’ for the Evaluation Studies Unit.

These costs will be covered as services in kind through existing website linkages/or postings.
Expenditures do not include university overhead charges. UBC Faculty of Medicine and Ministry of Health Services have signed a 2006 memorandum of understanding about the postgraduate residency education

program which assigns funding to the program based on the PGME funding formula. It does not recognize funding for university overhead charges.
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Appendix C

Reporting Schedule
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PROJECT/AGREEMENT #:6804-15-2010/10840063
Reporting Schedule

Progress Reports: Recipient Reporting and Evaluation Template: Part 1 (Appendix E)

2010-2011

January 2011 — March 2011 DUE: April 30, 2011
2011-2012

April 2011 to September 2011 DUE: October 31, 2011

October 2011 to March 2012 DUE: April 30,2012
2012-2013

April 2012 to September 2012 DUE: October 31, 2012

October 2012 to March 2013 DUE: April 30,2013
2013-2014

April 2013 to September 2013 DUE: October 31, 2013

October 2013 to March 2014 DUE: April 30, 2014
2014-2015

April 2014 to September 2014 DUE: October 31,2014

October 2014 to March 2015 DUE: April 30,2015

Financial Reports

2011-2012 through to 2014-2015 (Projection)
January 2011 - March 2011 DUE: upon signature of the agreement and
before March 1 each subsequent year
for the duration of the agreement.

2010-2011

January 2011 — March 2011 DUE: April 30, 2011
2011-2012

April 2011 to September 2011 DUE: Octaber 31,2011

October 2011 to March 2012 DUE: April 30, 2012
2012-2013

April 2012 to September 2012 DUE: October 31,2012

October 2012 to March 2013 DUE: April 30,2013
2013-2014

April 2013 to September 2013 DUE: October 31, 2013

October 2013 to March 2014 DUE: April 30,2014
2014-2015

April 2014 to September 2014 DUE: October 31, 2014

October 2014 to March 2015 DUE: April 30, 2015
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Performance Measurement Reports: Recipient R

(Appendix E):

2010-2011
January 2011 — March 2011
2011-2012

April 2011 to September 2011
October 2011 to March 2012

2012-2013

April 2012 to September 2012
October 2012 to March 2013

2013-2014

April 2013 to September 2013
October 2013 to March 2014

2014-2015

April 2014 to September 2014

October 2014 to March 2015

Evaluation Report

Report on Assets Acquired (if applicable)

Notification of Rebate/Refund/Tax Credit

Annual Audit Report (if applicable)

PROJECT/AGREEMENT #:6804-15-2010/10840063

DUE:

DUE:
DUE:

DUE:
DUE:

DUE:
DUE;

DUE:

DUE:

DUE:

DUE:

DUE:

DUE:

eporting and Evaluation Template: Part2

April 30,2011

QOctober 31, 2011
April 30, 2012

October 31, 2012
April 30,2013

October 31, 2013
April 30,2014

October 31, 2014
April 30, 2015

60 calendar days after expiry of the
agreement

60 calendar days after expiry of the
agreement

30 days after notification of any
rebate, refund or tax credit
(if applicable)

30 days upon its release,
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Appendix D

Cashflow Forecast and Record
of Expenditures |
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ITusert Cashflow Statement

Please ensure that budget categories are added to the cashflow form as per the Approved Budget in
Appendix B,
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Appendix E

Recipient Reporting and
Evaluation Template
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Health Care Policy
Contribution Program

Recipient Reporting and
Evaluation Template

July 2010
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The Health Care Policy Contribution Program (HCPCP) is designed to support the Government of
Canada’s commitment to improving the health care system. This program enables the government to
continue to: support knowledge development and transfer in key areas for advancing federal health
policy goals; respond to emerging health policy priorities: establish parinerships with provincial and
territorial governments to effect change on a pan-Canadian scale; and support organizations whose
unique expertise can help with achievement of public policy goals,

To fulfill the program’s accountability requirements, Health Canada has developed this Recipient
Reporting and Evaluation Template. The template has a dual purpose: to assist recipients with their
progress reporting, and to gather information to help assess the implementation, impact and
effectiveness of the program.

The questions in this template specify the type of information and level of detail required, and capture
information on activities, outputs and outcomes in a systematic way across all projects. This
information will illustrate how the program contributes to improving the accessibility and sustainability
of the health care system.

To streamline project reporting, in most cases recipients will complete only the template and will not

need to conduct a separate evaluation of their project. There may be some exceptions depending on
the nature and scope of the project so be certain to follow the terms and conditions specified in your

contribution agreement. You may also choose to carry out a project evaluation to gather information

about other valuable aspects of your project not captured by the template.

Please refer to A User Guide for the Recipient Reporting and Evaluation Template and follow the
instructions when completing this template. The definitions provided in the user guide may be
especially useful to you in clarifying the information requested. Your Health Canada contact will also
be pleased to assist you.

Health Canada is collecting your personal information, 1.e., funding recipient's contact information,
under the authority of section 4 of the Canada Health Act, to ensure regular and consistent
communication between the Health Care Policy Contribution Program and your organization. The
Privacy Act provides you with the right to access your personal information held by the government
and with protection of that information against unauthorized use and disclosure. Information on the
Privacy Act and instructions for making requests pursuant to the Act are located in Info Source, which
is available at www.infosource.gc.ca. A description of the personal information ‘being collected by the
Health Care Policy Contribution Program is found in Personal Information Bank (PIB) Number PSU
914,

Heaith Canada would like to acknowledge the Public Health Agency of Canada for permission to
adapt its Project Evaluation and Reporting Tool (PERT): Complete Questionnaire.
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The Health Care Policy Contribution Program Recipient Reporting and Evaluation Template consists

of two Parts: 1) Progress Reporting and 2) Performance Reporting.

Part 1 should be completed for EACH progress reporting period, as specified in your project’s

contribution agreement.

PART 1: Progress Reporting

1.1 General Information

1.2 Project Status

1.3 In-kind Resources

1.4 Collection of Performance Reporting Information
1.5 Audit

Part 2 should be completed according to the performance reporting requirements specified in your

project contribution agreement.

PART 2: Performance Reporting

2.1 Project Outputs
- 2.1.1 Collaborative Working Arrangements
2.1.2 Identification of Barriers and Enablers
2.1.3 Knowledge Products and Dissemination Mechanisms

2.2 Project Outcomes
2.2.1 Awareness and Understanding
2.2.2 Application of Knowledge Products
2.2.3 Action on Policy and Practice
2.2.4 General Outcomes and Lessons Learned

2.3 Health Canada Support

Please note that you need answer only questions that pertain to your project activities. For example, if
your project activities are focused only on enhancing collaboration, then it is not necessary to answer
questions related to the other outputs. If there is no change from the previous reporting period, please

check the box provided.

Once completed, please submit the template to your Health Canada contact via electronic mail.

Ensure that you keep a copy for your records.
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1.1 GENERAL INFORMATION

The information below will be used to identify the project and the individual to contact if clarification is
required. The contact person should be the project lead.

Please note that the questions under 'General Information' are mandatory and must be completed for
each reporting period. '

Today's date (monthidaylyéary:” ' :

fessionals Initiative: =

| semi-annual (time period:

"l Annual (time period; - )
|| Final project report” .-

Project Lead Information

No change from previous reporting period

Name an

Telephone number:

Facsimile number: -

Email address: '

| confirm, as project lead, that the information provided in this Recipient Reporting and
Evaluation Template is complete and accurate to the best of my knowledge (please
check the box).
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PROJECT/AGREEMENT #:6804-15-2010/10840063
1.2 PROJECT STATUS

T

Questio_n

1. For each project objective, please:

» state the planned activities listed in the approved work plan,

+ provide the status on the planned activities for this reporting period, including any changes to
the project activities and budget, and

* note any challenges encountered and actions taken to address them.

Note: Additional tables may be added, if needed.

Project Objective #1:
Planned Activities Status Challenges and Actions to
Address Them
Project Objective #2:
Planned Activities Status Challenges and Actions to
Address Them

2. In the space below or on an attached sheet, please provide an executive summary of your project,
including details on the status of your project that cannot be captured above.
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PROJECT/AGREEMENT #:6804-15-2010/10840063
1.3 IN-KIND RESOURCES

In this section, please provide details on the in-kind contributions received for your project.

No change from previous reporting period = go to section 1.4 Collection of
Performance Reporiing Information

3a. Has your project received in-kind contributions to support its activities?

Yes No > go to section 1.4 Collection of Performance Reporting
Information

3b. Please complete the following table. Estimate the monetary value of in-kind contributions where
possihle.

Personnel, incl. staff
time*

Travel and
accommodations

Materials and supplies

Communication and
dissemination

Rent and utilities, incl.
telephone, internet

Equipment

Other (please specify)
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1.4 COLLECTION OF PERFORMANCE REPORTING INFORMATION

In your funding proposal, you provided a performance measurement plan for your project.
Implementing this plan will enable you to gather the information needed to complete this template and
0 it is important to track your progress on data collection. It is strongly recommended that you begin
to implement your performance measurement plan at the start of your project to avoid any difficulties
in obtaining the information at a later date.

4a.

4b.

No change from previous reporting period = go to section 1.5 Audit

Have you started collecting project performance reporting information?

Yes

No 2 go to section 1.5 Audit

How often are you collecting this information? (check all that apply)

Weekly
Monthly
Quarterly
Semi-annually

Annually

Other (specify) :
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PROJECT/AGREEMENT #:6804-15-2010/10840063

1.5 AUDIT

D No change from previous reporting period = go to section 2.1 Project Outputs

Quiest

ba. Do you intend to complete a financial audit of this project?

Yes

No = go to section 2.1 Project Qutputs

5b. When do you expect it to be completed? (month/year) :
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2.1 PROJECT OUTPUTS

Project outputs refer to the direct products or services stemming from the project activities. The
program is designed to generate three broad categories of outputs: (1) collaborative working
arrangements; (2) identified barriers and/or enablers; and (3) knowledge products and dissemination
mechanisms.

2.1.1 COLLABORATIVE WORKING ARRANGEMENTS

Collaborative working relationships involve two or more groupsforganizations working together to
contribute to the achievement of the funded projects' objectives. Formal arrangements are those that
specify legal obligations for each of the parties, e.g., contracts (excluding contractual agreements for
goods/services), memoranda of understanding, tripartite agreements. Informal arrangements do not
carry legal obligations, are usually more flexible and are typically developed casually between the
parties.

No change from previous reporting period = go to section 2.1.2 Identification of Barriers

and Enablers

Question #

6. Does your project involve any collaborative working arrangements?

Yes No - go to section 2.1.2
Identification of Barriers and Enablers

7. Were any collaborative working arrangements established prior to your project start date?

Yes No
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Yes = go to 8b.

No = goto 8.

PROJECT/AGREEMENT #:6804-15-2010/10840063

Ba. Were any collaborative working arrangements newly established during this reporting period?

- Please complete the following table for each collaborative working arrangement established during
this reporting period (repeat table for additional arrangements):

Name of organization with whom you are collaborating:

Type of Level of the Type of Start date | Organization's role in Why was this
organization organization | arrangement the arrangement arrangement
(check box that mmlyyyy | (check all that apply) | important for the
applies) project's

success?

Community/ Local Formal Voting member
NGO

Regional Provides funding

P Provides in-kind

resources

Education/ Naticnal Informal Advisory
research
Government Pan- Provides access

Canadian

to policy process
Other: Other; Other:
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PROJECT/AGREEMENT #:6804-15-2010/10840063

9. For each collaborative working arrangement related to this project (including those established
prior to, or during, the project), please specify which ones have been maintained, modified, or ended
during this reporling period, and describe the changes in the table below.

{check all that apply) e WHICH Gnefs),
Maintained
(i.e., no change) N/A
Modified
Ended

2.1.2 IDENTIFICATION OF BARRIERS AND ENABLERS

The program seeks to identify barriers and enablers related to knowledge development, dissemination
and use, as well as to achieving health care system innovations, in order to determine their impact(s)
on program effectiveness. It is also important for projects to identify these barriers and enablers to
understand how these factors may affect the achievement of project outputs and cutcomes.

No change from previous reporting period - go to 11a.

10a. During this reporting period, did your project identify any barriers?

DYes—)goto‘lOb. DNo—)golo‘l‘\a.
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PROJECT/AGREEMENT #:6804-15-2010/10840063
10b. Please provide details in the table below (repeat table for additional barriers).

Impact of action
L CtaRen 7

 Adtion taken to
“address the barrier

Hinders the
creation or
modification of
knowledge
products

Hinders the
dissemination of
knowledge

Hinders the use or
adoption of
knowledge

Hinders
innovations

in the health care
system

Other:
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PROJECT/AGREEMENT #:6804-15-2010/10840063

11a. During this reporting period, did your project identify any enablers?

Yes > goto 11b, No = go to section 2.1.3
Knowledge Products and Dissemination Mechanisms

11b. Please provide details in the table below (repeat table for additional enablers).

Supports the
creation or
madification of
knowledge
products

Supports the
dissemination
of knowledge

Supports the
use or
adoption of
knowledge

Supports
innovations in
the health
care system

Other:
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PROJECT/AGREEMENT #:6804-15-2010/10840063
2.1.3 KNOWLEDGE PRODUCTS AND DISSEMINATION MECHANISMS

‘Knowledge products’ refer to all of the outputs and innovations created or modified by the project,
including new and/or modified approaches, models and strategies. These also include the knowledge
exchange/dissemination mechanisms developed to share information and to raise awareness and
understanding among the target audiences.

‘Target audience’ is defined as people and/or organizations that you are trying to reach directly
through your project activities.

l No change from previous reporting period - go to section 2.2 Project Outcomes

12a. Did your project intend to create any knowledge products?

Yes: (check all that apply) - No

Still in progress
Completed during this reporting period

Created in previous reporting period

12b. Did your project intend to disseminate knowledge products?

Yes: (check all that apply) No

Not yet disseminated

Disseminated during this reporting period

Disseminated in a previous reporting period
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12c. If yes to 12a and/or 12b, provide details on the product(s) created and/or disseminated during

PROJECT/AGREEMENT #:6804-15-2010/10840063

this reporting period in the table below. Also attach a copy of the output(s) produced, if applicable. Do_
not report on outputs that are still in development.

. ~gost

and 'a'ét_imared -

(specify type

and level)

Research
reports/
summaries

Tools/
manuals

Approaches/
models/
best
practices

Knowledge
exchange
mechanisms

Other
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PROJECT/AGREEMENT #:6804-15-2010/10840063
2.2 PROJECT OUTCOMES

Project outcomes refer to the results or changes that occur (at least in part) from your project activities
and outputs. Outcomes are usually further qualified as being immediate, intermediate or long-term,
depending on when they occur or where they fit in the logical chain of events. For example, immediate
and intermediate outcomes must be realized before the long-term outcomes can occur.

This terplate is designed to capture information on three broad categories of cutcomes:

(1) increased awareness and understanding; (2) application of knowledge products; and (3) action on
policy and practice. This template also gathers information on lessons learned and any the unintended
outcomes of your project.

2.21 AWARENESS AND UNDERSTANDING

No change from previous reporting period = go to section 2.2.2 Application of
Knowledge Products

13a. Did your project intend to raise your target audience's level of awareness of any of the knowledge
products created, modified or disseminated by your project? ’

[ Jves >gotot3n. [ ]No>gototda

13b. During this reporting period, did your project assess your target audience's level of awareness of
these knowledge products:

D Yes = goto 13c. D No = go 14a.

13c.

14a. Did your project intend to raise your target audience’s level of understanding of health care
system innovation issues?

Yes = go to 14b. No -> go to section 2.2.2. Application of Knowledge
Products

14b. During this reporting period, did your project assess your target audience's leve! of understanding
of health care system innovation issues:

Yes 2 go to 14c. No -> go to section 2.2.2. Applicaticn of Knowledge
Products
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2,2.2 APPLICATION OF KNOWLEDGE PRODUCTS

No change from previous reporting period - go to section 2.2.3 Action on Policy and
Practice

15. Did your project intend to create or disseminate new knowledge products?

D Yes I:] No
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PROJECT/AGREEMENT #:6804-15-2010/10840063

16. Did your project intend to expand or implement any pre-existing knowledge products?

[___l Yes [:‘ No

17a. If yes to questions 15 or 16 above, were any of these knowledge products used by your target
audience(s)?

Ij Yes = goto 17h. I:] No-> go to 18.

17b. Please complete the table below (repeat table for additional knowledge products).

s
chéck all that apply) :
S - the knowledge
Qe . -product. .
il *‘conducted?
' préclice to irifo-rm - . yes
environment decision- (attach
making copy, if
available)
government - implemented
or adopted
by the
organization
education to influence in
Iresearch institution changes in progress
policy
community/NGO to influence
changes in
practice
health authorities other no
(specify):
| other (specify):
Question #18

18. Please explain why the knowledge product (s) was/were not used:
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PROJECT/AGREEMENT #:6804-15-2010/10840063
2.2.3 ACTION ON POLICY AND PRACTICE

We would like to know if your project has influenced policy development or implementation, has
supported existing policies, or has influenced changes in practice. This information will help to
document project capacity in, and action on, influencing and contributing to changes/improvements in
the health care system through policy development and implementation, and/or
changes/improvements in practice. If you have any questions or concerns about reporting activities in
this area, please discuss these with your Health Canada contact.

No change from previous reporting period = go to 2.2.4 General Oulcomes

e3¢

19. Did your project intend to influence policy?

D Yes = go to 20. D No - go to 22,

Question #2

20. Did your project influence change(s) in policy during this reporting period?

D Yes = go to 21, D No - go to 22, D Do not know > go to 22
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PROJECT/AGREEMENT #:6804-15-2010/10840063

21. Please describe the main policy(ies) or policy areas that your project did influence and describe
how. Attach any relevant documentation.

22. Describe how your project could influence changes in policy (i.e., what would the potential be far
this project to influence changes in policy).

23. Did your project intend to influence practice?

|:\ Yes 2 go to 24. D No - goto 26.

24, Did your project influence change(s) in practice during this reporting period?

[ JYes>goto2s. [ ] No-goto26. [ ] ponot know > go to 26.
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PROJECT/AGREEMENT #:6804-15-2010/10840063

25, Please describe the main practice(s) that was/were influenced and describe how. Attach any
relevant documentation.

26. Describe how your project could influence changes in practice (i.e., what would the potential be for
this project to influence changes in practice).

2.2.4 GENERAL OUTCOMES AND LESSONS LEARNED

No change from previous reporting period < go to section 2.3 Health Canada Support

Question #27.

27. Did your project result in any unintended or unanticipated outcomes?

I:I Yes - go to 28. l:l No = go to 29.
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PROJECT/AGREEMENT #:6804-15-2010/10840063

Question’

28. Please explain what these unintended or unanticipated outcomes were:

29. Do you anticipate that any aspect(s) of your project will continue after funding from the program
ends?

30. Do you anticipate that any new acfivities will emerge as a result of your project after funding from
the program ends?

|:|Yes—)got031. |:|No—)got032.

31. Please describe what aspect(s) or activities are expected to continue or emerge, for what length of
time, and whether any resources (e.g., funds, human resources) have been secured to support them.
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PROJECT/AGREEMENT #:6804-15-2010/10840063

32. Health Canada may have the oppertunity to follow up on the lasting effects and benefits from this
funding program. May we follow up with your organization at a later date (2-3 years)?

Yes No
If you wish, please explain:

33. Please describe any overall lessons learned from your project, including but not limited to those
related to: a) influencing policy, b) influencing practice, ¢) supporting existing policies or practices, or
d) reaching your target audience(s).

2.3 HEALTH CANADA SUPPORT

At Health Canada, we recognize that the support we provide to our funding recipients is an important
part of our role. As such, we are committed to improving our service to you and the quality of this
reporting template.

Examples of support could include attendance at an event, assistance with finding information or
publications, referral to other project staff, evaluation assistance, information on financial reporting,
etc.

No change from previous reporting period = template complete

34. Have you received the support you needed from Health Canada staff over this reporting period? If
you did not need support, please check ‘N/A'.

[ ]ves [ INo>goto3s. [ | NA >goto3s.
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35. What was most helpful?

36. What type of support from Health Canada would be helpful?

37. How useful was this template in terms of your project reporting activities?

[:] Useful I:I Somewhat useful [:] Not useful

38. Please explain your rating above:
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39. Approximately how much time did it take to complete the template for this reporting period?

40. Overall, do you have any suggestions to improve Health Canada support and/or this reporting
template? .

You have now completed the Récipient Reporting and Evaluation Template.
Thank you for taking the time to record this important and useful information.

Page 77 of 77

Page 77
HTH-2014-00030



Page 78
HTH-2014-00030





