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MINISTRY OF HEALTH  
INFORMATION BRIEFING NOTE 

 
Cliff #      996906   
 
PREPARED FOR:  Honourable Terry Lake - FOR INFORMATION 
 
TITLE: Seniors’ Issues, Key Service Initiatives and Deliverables Update 
 
PURPOSE: Update on seniors’ issues, key service initiatives and key deliverable items.  
       
BACKGROUND: 
At the Minister’s Health Service Roundtable held on October 23, 2013, the Minister asked 
for an update on seniors’ issues, key service initiatives and key deliverable items.   

 
DISCUSSION: 
The following is an update on items identified as of interest. 
 

Dementia Care 
• Released in November 2012, the Provincial Dementia Action Plan has priorities with 

actions for implementation over two years, and includes support for prevention and 
early intervention. A key action in the Plan was to develop a new guideline on 
managing the behavioural and psychological symptoms of dementia (BPSD.) The 
BPSD guideline includes a decision support algorithm that has been completely 
revised with up-to-date clinical content.  The updated algorithm will be available on 
desktops and as an app for handheld devices. Original target date for full completion 
was delayed and is now estimated for December 2013.   

• The Ministry, health authorities (HA) and the BC Patient Safety and Quality Council 
(BCPSQC) are working together on implementation of the BPSD best practice 
approach, including P.I.E.C.E.S. dementia training across the province. Regional 
health authorities have been provided one-time funds to use for dementia care 
education and to support P.I.E.C.E.S and BPSD coordination and delivery. 

• A high level provincial implementation plan has been drafted and health authorities 
are completing plans for submission in December 2013. HAs seconded a project lead 
for P.I.E.C.E.S. implementation for 2013/14 and are looking at ways to collaborate to 
maximize resources, such as electronic-based training.  

 

Antipsychotic drug use initiative 
• The BCPSQC launched their Call for Less Antipsychotics in Residential Care 

(CLeAR) initiative in June 2013. They held a kickoff event day for its facility and 
quality improvement teams, organizational members and alliance partnership 
members in October 2013 in Vancouver, BC.  

• The BCPSQC will support CLeAR members and facilities to reduce inappropriate 
antipsychotic use through clinical advisory support, improvement coaching, 
alignment between partner organizations, and knowledge transfer opportunities.  
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End of Life Care 
• In March 2013 the Provincial End-of-Life Care Action Plan (Action Plan) was 

released which is intended to guide HAs, physicians, health care providers, and 
community organizations in planning integrated primary and community end-of-life 
care services.  Recent translation of advance care planning materials into Chinese and 
Punjabi completes the advance care planning deliverables.  A number of physicians 
have been engaged and the focus is now on the development of a prioritized 
implementation strategy for outstanding items of the Action Plan.  

• With the release of the Action Plan, a British Columbia Centre for Palliative Care 
(the Centre) was also established through grant funding.  Work is currently underway 
to clarify the Centre’s mission, vision, priorities and governance structure. 
Recruitment of an Executive Director is also in progress.  Target for the Centre to be 
in operation is January 2014. 

• In the summer of 2013, the government committed to doubling the number of hospice 
spaces in BC by 2020.  Activity has begun on supporting this commitment and is 
currently focused on project planning, and identifying stakeholders and partners with 
whom to engage. A documentation of current state and forecasts of future need and 
distribution are expected in January 2014 with the development of a business case to 
identify the most cost-effective options following in March 2014.  

 

48/6 Initiative  
• In April 2011, the provincial Seniors Hospital Care Working Group (SCHWG) was 

convened. SHCWG identified the 48/6 initiative as their first priority to improve 
health outcomes for seniors during their hospital stay. 48/6 is an integrated care 
initiative that addresses six basic areas of care that must be addressed within 48 hours 
of admission to hospital. The care team screens for these areas and where concern(s) 
is identified, a further assessment is conducted, and a care plan is created.  These 
steps must occur within 48 hours of the decision to admit the patient. 

• 48/6 is expected to improve patient outcomes and patient flow through the hospital. 
This was adopted as a provincial Clinical Care Management Guideline and mandated 
for use in all hospitals in BC.  All HAs are actively working towards the provincial 
target of full implementation of 48/6 by September 31, 2013, for patients 70+ years 
of age in acute care settings. Given the positive impact 48/6 is having on patient care 
in the implementation phase, all HAs have voluntarily decided to extend the 48/6 
Model of Care to all adults patients (not just seniors). 

 

Regulatory changes relating to reporting of adverse events 
Government has approved changes to several regulations to strengthen reporting 
requirements for adverse events that come into force on December 1, 2013. 
• Residential Care Regulation: the definition of “choking” has been amended to require 

facilities to report incidents of choking where first aid practices were administered.  
Additionally, a new reportable incident category entitled “aggression between 
persons in care” has been created and the existing definition of “aggressive or 
unusual behaviour” has been modified.  This will result in any behaviour that results 
in an injury to another person in care being reportable. 

• Hospital Sector Regulation: now mandated to report adverse events which result in 
severe harm or death of the patient/resident. 
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Program ADM/Division:  Doug Hughes, ADM, Health Services Policy and Quality Assurance Division 
Telephone:  
Program Contact (for content): Kelly McQuillen, Executive Director, IPCC Branch  
Drafter:  Collette Christney, Manager, Special Populations 
Date: November 22, 2013  
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MINISTRY OF HEALTH  
INFORMATION BRIEFING NOTE 

 
Cliff #989771   
 
PREPARED FOR:  Honourable Terry Lake, Minister of Health  -

FOR INFORMATION 
 
TITLE: In-Patient Care Program 
 
PURPOSE: Provide current status on the General Practice Services Committee  

In-Patient Care Program 
 
BACKGROUND: 
 
Effective April 1, 2013, the General Practice Services Committee (GPSC – a joint 
Ministry of Health/British Columbia Medical Association committee) implemented the 
In-Patient Care Program to better support hospital based patient care provided by family 
physicians (FPs) in BC’s hospitals. This program replaced hospital care service 
agreements that 11 Divisions of Family Practice had with the Ministry and all Doctor of 
the Day arrangements provided through health authorities’ Medical Oncall Availability 
Program budgets.  
 
The management of patients in hospital, whether directly or indirectly by the FPs, helps 
ensure continuity and coordination of longitudinal care and strengthens patient 
attachment to a family practice. 
 
Hospital in-patient care under this program extends to patients who: 
 
a. are attached to an FP who has hospital privileges at the facility where the patient is 

admitted,  
b. are hospitalized and did not have a FP,  
c. have a FP who does not deliver in-hospital care, or,  
d. have a FP who is outside the hospital catchment area.  
 
GPSC funding totaling $31.9 million annually ($13 million from the current budget and 
$18.9 million from prior years’ surplus) for fiscal years 2013/14 and 2014/15 is being 
used to make available the following suite of incentives for FPs who provide this care.  
In the majority of cases, care is coordinated through local Divisions of Family Practice 
where they exist. It is hoped these incentives will stop or reverse the trend that has seen 
approximately 3 percent of FPs give up hospital privileges annually over the last decade. 
The incentives include:  
 
• Assigned In-patient Care Network Incentive 
• Unassigned In-patient Care Network Incentive 
• Unassigned In-patient Care Fee 
• Enhanced clinical fees for select In-patient Most Responsible Physician services 
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DISCUSSION: 
 
The In-Patient Care Program has been well received by the province’s FP community for 
two primary reasons: 
 
• The program has stimulated dialogue at a provincial, regional and local level around 

how in-patient care should be delivered. This dialogue has also helped identify many 
non-compensation issues that need to be addressed. 

• Prior to the implementation of these incentives, it was widely believed by FPs that 
in-patient care was underfunded relative to other types of FP work. The theme of 
exploring comprehensive Full Service Family Practice at a community level will be 
further explored by GPSC working groups in September 2013. 

 
Imparting information on the new incentives to FPs around the province and the 
administration of the implementation effort has been a significant effort that has 
continued non-stop since the announcement of the incentives on March 27, 2013. 
 
As of August 19, 2013: 
 
• The FPs around 68 hospitals are expected to be eligible for the GPSC In-patient Care 

incentives. 60 out of 68 communities have started some degree of implementation 
with 48 communities being complete. 

• Based on the anticipated number of FPs who will register for the incentives, 
approximately three quarters of the In-Patient Care Program implementation has been 
completed. Several communities where the implementation is outstanding are in the 
process of establishing a Division of Family Practice who will have a role in 
administration of the incentives. In these communities they plan to complete the 
implementation in the early fall when the Division is fully in place. 

• 778 FPs have billed the in patient care network fee.   
• 289 FPs have billed the unassigned in-patient care fee. 

 
 
 

Program ADM/Division: Ted Patterson, A/ADM, Health Sector Workforce Division 
Telephone:      250-952-3166  
Program Contact (for content): Kelly McQuillen, ED, Primary Health Care & 

Specialists Services 
Drafter:     Angela Micco/Eric Bringsli 
Date:      06 February 2014 
File Name with Path: z:\phc & ss\executive assignments (280)\briefing notes (280-
20)\2013\information_bn_in patient care.docx 
 

Page 5 
HTH-2014-00031



MINISTRY OF HEALTH 
INFORMATION BRIEFING NOTE 

 
Cliff # 989677   
 
PREPARED FOR:  Honourable Terry Lake, Minister of Health - FOR INFORMATION 
 
TITLE: Overlander Extended Care  
 
PURPOSE: To provide an update on progress made by Interior Health Authority following 

an incident of resident-to-resident aggression   

BACKGROUND: 
• 

• 

• Interior Health Authority (IHA) carried out a quality review of this incident and, following 
the review, completed the “Overlander Residential Care Final Report” dated August 2013. 

 
DISCUSSION: 
The review identified a number of factors that contributed to this event. Some of the key 
findings, themed into five general areas (leadership, clinical oversight, quality improvement and 
risk management, corporate and organizational support and communication), include:  

Leadership 
• staff members perceive and feel a lack of manager support  
• inconsistent management team members 
• limited local capacity to review adverse events and plan to mitigate future incidents 

Clinical Oversight 
• care plans are not reviewed, updated or communicated consistently, specifically 

around behaviours 
• lack of criteria and prioritization for referral to geriatric psychiatrist and behavioral 

consultant 
• interRAI data not consistently reviewed or utilized by nursing and leadership teams   

Quality Improvement and Risk Management 
• no specific, validated, evidence-based admission criteria exists for the Blueberry 

Unit 
• high level of staff turnover 
• inconsistent staffing levels 
• no multidisciplinary unit team meetings  
• only one P.I.E.C.E.S trained staff on the unit  
• locks were removed from doors as recommended by Fire Inspector 

Corporate and Organizational Support 
• inconsistent collaboration with licensing 
• physical layout of the unit not designed for patients with behavioural issues 
Communication 

• staff and management not aware of incident management policy 
• no regular management meetings to review status of residents 
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IHA is currently providing written weekly work plan updates to the Ministry of Health. They 
report that the following actions have been taken since the review of the Overlander incident: 
 

Leadership 
• Leader has been assigned to review Patient Safety Learning System (PSLS) reports 

and/or critical incidents, and to ensure training for event handlers 
• Site manager position is to be posted and filled in late August 

Clinical Oversight 
• Care plans for all residents on the secure unit have been reviewed and revised 
• Behaviour management care template has been developed and is being used on all 

units 
• Behavioural consultant is on site to support staff and staffing has been increased 
• Terms of reference are being established for interdisciplinary teams to review 

processes such as monitoring RAI and PSLS 
Quality Improvement and Risk Management 

• Appropriate locks that allow residents to exit but prevent others from entering have 
been installed. Staff have access to the room as required. 

• Bed management meetings have been established to identify opportunities to 
shift/relocate residents to more appropriate environments in a proactive manner 

• Quality Care Coordinator has been identified and will begin work in September 
• Quality improvement plan has been developed and will be shared across the health 

authority in order to learn from this incident 
Corporate and Organization Support 

• Literature review is underway for best practices related to sundowning and 
aggression 

Communication 
• Team huddles have been established to discuss new behaviours and care 
• Evaluation of relocating of charts and computers to a central location is in process 

IHA has identified a number of actions to improve service delivery since the incident of 
resident to resident aggression at Overlander Extended Care, progress has been demonstrated 
and an implementation plan to move forward with the other recommendations is in place.  
 
NEXT STEPS FOR MINISTRY OF HEALTH: 
 
• The Ministry will continue to monitor the progress of this work on a weekly basis as IHA is 

in the early stages of moving forward with their action plan at this site only, and has not at 
this time transitioned the learning’s to their other sites.   
 
 

 

Program ADM/Division:  Barbara Korabek, ADM, Health Authorities Division 
Telephone:                                       250 952-1049   
Program Contact (for content):   Robin McMillan and Sue Bedford  
Drafter:                                           Sue Bedford 
Date:                                                August 22, 2013  
File Name with Path:  P:\HAD General\Programs\Licensing\BN_CCF\2013\Overlander update August 22.docx 

Page 7 
HTH-2014-00031



 1 of 2 

MINISTRY OF HEALTH  
INFORMATION BRIEFING NOTE 

 
Cliff # 984541   
 
PREPARED FOR: Honourable Terry Lake, Minister – FOR INFORMATION 
 
TITLE:  Overview of HealthLink BC Nursing Services and key metrics for 

HealthLink BC services.  
 
PURPOSE: To provide an overview of Nursing Services and key metrics for 

HealthLink BC services in response to a request from the Minister’s 
office. 

 
BACKGROUND:  
BC NurseLine was established in 2001 and was originally located in the E-Comm 
building in Vancouver. The contact centre moved in 2003 to the Still Creek site in 
Burnaby in order to accommodate ongoing growth in response to public demand. A 
second site was opened November 2006 in the Walnut Grove area of Langley, providing 
the service with a business continuity plan to respond to technical outages and disasters. 
In 2008, under the Emergency and Health Services Commission, BC NurseLine was 
rebranded as HealthLink BC Nursing Services. In 2010, HealthLink BC was transitioned 
into the Ministry of Health. 
 
DISCUSSION: 
Specially trained registered nurses provide 24/7 health information and advice, toll-free 
to the residents of British Columbia and the Yukon. Telenurses use credible sources of 
health information and access best-practice protocols within the Healthwise 
Knowledgebase. Encounters with callers are documented using the call tracking software, 
First Contact. Telenurses also refer callers to self-care resources available to the public on 
the HealthLinkBC website at www.healthlinkbc.ca.  
  
Nursing Services is comprised of 150 telenurses including 10 shift leaders and 6 
telenurses who work from home. Leadership is provided by five team managers reporting 
to the Director of Nursing Services. Clinical support is offered by two health information 
coordinators, four educators and three quality management coordinators.  
 
Inbound calls to 8-1-1 are routed from Health Service Representatives to telenurses 
according to pre-determined rules or skill sets. Nursing Services has three main telephony 
queues – priority (BC Ambulance), urgent and general. The telenurse receives a call, 
establishes the nature of the inquiry then proceeds with providing relevant health 
information or conducting a nursing assessment to triage the caller’s symptoms. On 
average, each call to Nursing Services lasts 12.5 minutes, and the service level target is to 
answer 80 percent of calls within 60 seconds.   
 
Callers requiring language translation are assisted via interpreters through the Provincial 
Language Service, who can assist in more than 130 languages. Telenurses also provide 
province-wide after hours support to palliative care patients and their caregivers as well 
as to patients of designated primary health care organizations. 
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The pharmacist service was added in 2003 as a contracted service providing 
HealthLink BC and callers to 8-1-1 access to a licensed pharmacist between the hours of 
5pm and 9am, 365 days per year. These pharmacists provide HealthLink BC callers with 
confidential information and advice on prescription and over-the-counter drugs. 
 
Key metrics for Nursing Services in fiscal year 2012-13 were as follows: 
 Calls answered: 262,214 (an average of 716 calls per day) 
 Triage Disposition (Nursing Services advice to callers): 

o 9-1-1 (call 9-1-1 or be driven to emergency services)  8%   
o Red (call your doctor or visit physician/clinic in next hour)  26% 
o Yellow (call or visit your physician/clinic in next 24 hours)  22%   
o Green (home treatment; call back to 8-1-1 if symptoms worsen) 13%   
o Black (make appointment with physician/clinic in next 2 weeks) 3% 
o Null (general health information provided)    28%   

 Top ten problem categories: 
o Gastroenterology  19% 
o Musculoskeletal  9% 
o Pediatrics   8% 
o Respiratory   7% 
o Dermatology   7% 
o Neurology   7% 
o Obstetrics and Postpartum 5% 
o First Aid   5% 
o Wellness   4% 
o Cardiovascular  4% 
o Gynecology   4%   

 
Metrics for HealthLink BC’s other core services for fiscal year 2012-13 were as follows: 
 Navigation Services – 367,700 calls answered, an average of 1,007 calls per day. 

Of these calls, some 71 percent were transferred to a nurse, 8 percent transferred to a 
dietitian or pharmacist, and 2 percent transferred outside of HealthLink BC (e.g. Drug 
and Poison Information Centre, British Columbia Ambulance Service).  

 Dietitian Services – 12,600 calls answered, averaging 51 calls per business day.  
In addition, Dietitian Services responded to 940 e-mail inquiries from professional 
dietitians and members of the public, and returned calls for close to 300 voice mails. 

 Pharmacist Service – 23,550 calls answered, an average of 65 calls per day. 
 Nicotine Replacement Therapy – 117,100 calls answered, an average of 321 per day. 

Of these calls, there were a total 95,084 Nicotine Replacement Therapy orders placed 
(53,016 original orders and 42,068 refill orders). From the start of the program on 
September 30, 2011 through May 31, 2013, HLBC has taken 215,005 Nictotine 
Replacement Therapy orders. 

 HealthLinkBC.ca –website received 3,522,900 visits, averaging 9,625 visits per day. 
_______________________________________________________________________ 
Program ADM/Division:  Lindsay Kislock, ADM/HSIMIT 
Telephone:   250-952-2159  
Program Contact (for content): Marie Root, Executive Director Clinical Services 
Drafter:     Kim Schmidt, Director Nursing Services 
Date:  July 19, 2013  
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June 2013
Health Sector IM/IT Division

Health IT Strategy & 
Funding



Overview
• Health Sector Challenges
• Information Technology Supports the Change
• Current Focus: Highlights from the 2013/14 
Health Sector IMIT Strategic Plan

• Funding Strategic IT Initiatives
• Next Steps
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The Challenge We Face

3

Provincial government spending on the BC health system 
has been growing at a rate much higher than the growth 
rate of either government revenue or the economy.

This is largely due to:
• The aging population
• Overall increasing use of services
• Inflation



Addressing the Challenge
• In the long term, we can delay or prevent illness by 

supporting people to improve their health.
• Coordinated, proactive care focused on a patient’s 

changing health needs can improve the experience and 
outcomes of care and reduce reliance on hospitals. 

• Innovation can improve the performance and efficiency of 
the system and ensure its sustainability.

4

IM/IT is a key enabler of these health system changes



Information Technology Supports Change
Nearly ten years of effort supports the business challenges 
and change agenda

Electronic Health Record ‐ Electronic Health Record Systems (EHR) enable patient 
health information (lab results, drug information, medical images) to be securely 
stored and shared electronically, to authorized users.

Electronic Medical Records ‐ The 2006 Physician Master Agreement provides 
to implement Electronic Medical Record (EMR) 

applications and supporting hardware in the physician practices.

Provincial Telehealth ‐Telehealth uses videoconferencing and other technologies 
to enable cost effective clinical consultation, health care management, general 
health promotion and continuing professional education when the participants are 
in separate locations. 

5
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Key Information Technology Accomplishments To Date

 All major provincial Electronic Health Record components in place

 Over 90 million Hospital and Community lab test results available 
electronically

 Health authority medical images shared across all regions

 Approximately 75% Electronic Medical Record adoption across 
targeted physicians

 Early adopter deployment of electronic prescribing functionality

 Executed agreements to expand First Nations telehealth capacity  
and services in up to 30 First Nations communities

 BC Services Card launched province‐wide
7



2013/14 Health Sector IMIT Strategic Plan
• Serves as an overarching guide for Health Sector IM/IT organizations
• Intended to facilitate alignment of effort and investment to strategic goals 

and priorities



IMIT Strategic Plan 
Addresses Key IM/IT Issues

9

Economic
• Funding mechanisms impede sector 

planning
• Difficult to demonstrate value for IM/IT 

investment
• Comparatively low investment in health 

IM/IT  

Social
• Lack of single, integrated, reliable patient 

record
• Sector services wide range of clients, 

differing needs
• Increasing citizen expectation of access

Organizational
• Lack of shared vision
• Complex governance
• IM/IT not aligned for business 

transformation
• Lack of shared interoperability roadmap

Technology
• Technology outpacing development of 

standards
• Pace of change, mobile technologies
• Aging legacy environment
• Patchwork of health systems



Mission
To support and enable achievement of health system priorities and goals through the 

effective management of information and related information technologies

Vision
Health care is accessible, when and where it is needed,

to support personal health, health care decision 
making and health system sustainability

Guiding Principles
IM & IT are care and service enablers ∙ Engage Early in Planning Partnerships ∙ Plan & Invest with Enterprise Focus 

Provide Access from Anywhere ∙ Adhere to Standards ∙ Ensure Compliance∙ Maximize Business Value ∙ Design for People 
Exceptions are Allowed ∙ Leverage Existing Strategic Investments First ∙ Align Investments to BC Health Goals ∙ Minimize Disruption 

Vision, Mission, Principles & Goals

Smart
Investments:
Demonstrated 
business value 
for collective 

IM/IT 
investments

Collaborative 
Leadership:
Courageous, 
engaged and 
inspired IM/IT 

leadership with a 
shared Sector‐
wide vision

Connected 
Solutions:
Connected 
systems with 
complete and 
integrated 

information at 
the point of care

Transformed 
Business:

IM/IT enabled 
transformation 
in partnership 
with business

Top Notch  
People:

Highly skilled, 
engaged and 

flexible 
resources 
aligned to 
strategic 
priorities



Funding Strategic IT Efforts
Through the implementation of eHealth, the Ministry identified 
the ongoing need to guide IM/IT investment and ensure 
technology and business alignment across the health sector

Creation of Health Sector Strategic Investment Fund (HSSIF) will 
incent and support strategic IT projects 

–
– Ministry will annually review and fund projects aligned to 
IMIT strategic agenda

11
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Next Steps
June 30, 2013: Complete Enterprise Architecture Medical Imaging Pilot to 

enable electronic sharing of medical imaging information across 
the BC health sector 

July 31, 2013: Execute agreements with First Nations Health Authority for 
Telehealth expansion

Sept 30, 2013: Develop shared vision for Health Sector IM/IT

Sept 30, 2013:

Dec 30, 2013: 2014/15 Strategic Plan for Health Sector IM/IT

Mar 31, 2014: Develop comprehensive IT Strategic Planning Program 

Mar 31, 2014: Citizen Access Strategy

12
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Questions?
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MINISTRY OF HEALTH  
INFORMATION BRIEFING NOTE 

 
Cliff #: 989852   
 
PREPARED FOR:  Honourable Terry Lake, Minister of Health -    
   FOR INFORMATION 
 
TITLE:  Regulating Flavoured Tobacco Products in British Columbia 
 
PURPOSE: To review provincial and federal regulatory issues regarding flavoured 

tobacco, particularly those flavours appealing to youth.  
       
BACKGROUND:  
Flavoured tobacco products include cigarettes, little cigars/cigarillos, cigars, bidis, 
smokeless tobacco and water pipe tobacco. Flavours include adult-oriented ones (rum, 
port, menthol) as well as those that would be seen as more-youth-oriented (bubble gum, 
root beer and fruit flavours). Flavoured tobacco products can act as a starter product as 
the addition of flavours masks the harshness of tobacco, which makes the product more 
palatable for younger users (Alberta Health Services, 2009).  
 
The Youth Smoking Survey (YSS) is a biennial school-based survey of Canadian youth 
in grades 6-12. The 2010-2011 results (released in May 2012) measured flavoured 
tobacco use in the past 30 days for the first time. In Canada 9 percent of youth 
(representing 247,000 students) used at least one flavoured tobacco product in the past 
30 days1.  
 
Under the federal Tobacco Act, cigarillos, little cigars and blunt wraps must be sold in 
packages of at least 20 units. If a tobacco product contains a cigarette filter and/or is 
1.4 grams or less, it cannot contain youth-oriented flavours like bubblegum and cherry. 
Menthol is an exception to the flavouring ban. The tobacco industry has exploited the 
requirements; they have increased the product weight to more than 1.4 grams with no 
filter and as a result the product is considered a cigar and not subject to the flavouring 
ban. The pricing and flavours varies widely for these products.      
 
Some jurisdictions are moving to restrict more flavourings. Bill 206, the Tobacco 
Reduction (Flavoured Tobacco Products) Amendment Act in Alberta would provide the 
Alberta government with the authority to prohibit all flavoured tobacco products.  The 
bill has received second reading as of May 2013. Germany has banned menthol flavoured 
cigarettes and Brazil has adopted a law to ban all flavours in all tobacco products, 
including menthol, effective September 2013. Articles 9 and 10 of the World Health 
Organization (WHO) Framework Convention on Tobacco Control (FCTC) call for 
regulation of the contents of tobacco products and of tobacco product disclosures. The 
partial guidelines state that: “Tobacco products are commonly made to be attractive in 
order to encourage their use. From the perspective of public health, there is no 
justification for permitting the use of ingredients, such as flavouring agents, which help 
make tobacco products attractive”. 

 
                                                 
1 Youth Smoking Survey 2010-2011, Health Canada and Propel Centre of the University of Waterloo 
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DISCUSSION: 
By masking the harsh taste of tobacco, flavoured tobacco may be a gateway product for 
youth.

The issue of flavoured tobacco and its appeal to youth is a concern across Canada. As 
Health Canada has already initiated regulation of flavoured tobacco, creating a consistent 
product and retail standard across Canada, it is recommended that Health Canada be 
encouraged to amend their regulation to reduce or eliminate flavourings used in tobacco.  
 
In 2008, the Honourable Mary Polak wrote to the federal Minister of Health to express 
her support for national regulation of package size and flavouring restrictions. BC may be 
interested in requesting a strengthening of the federal regulation to further protect 
Canadian youth from flavoured tobacco products. 
 
ADVICE: 
Advocate for the federal government to implement a ban on all youth-flavoured tobacco. 
 
 

Program ADM/Division:            Arlene Paton, Population and Public Health 
Telephone:                                   (250) 952-1731  
Program Contact (for content): Shelley Canitz, Director, Tobacco Control Program  
Drafter:           Karen Parasram /Shelley Canitz  
Date:                                             September 4, 2013   
File Name with Path:                  Y:\CDIPBE\HL_CD prevention\Briefing Notes - 280-20\2013 - Briefing 
Notes\Tobacco\989852 - Info BN - Regulating Flavoured Tobacco Products in British Columbia.docx 
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