ISSUE.

FACT SHEET
2016/17 Estimates

The Mlmstr\) of Health’s 2016/17 2018/19 Estlmates were tabled on Budget Day, February 16 2016.

KEY FACTS.

The fo!lowmg budget adjustments were made to the prior year's Estimates:

The Ministry Operating budget has increased due to the funding transfers from the Ministry of
Social Development and Social Innovation for the transfer of services provided to assist persons
with developmental disabilities; from the Ministry of Finance for the Temporary Premium
Assistance program; and the allocation of funding under the Economic Stability Mandate for
general wage increases. These increases were partially offset by the funding transfer to the
Ministry of Technology, Innovation and Citizens’ Services for leased space and an adjustment to
the benefits rate in 2016/17. The budget lift in 2018/19 provided the Ministry with a 2.6%
increase. However, including the adjustments noted above the total increase was 3.0%.

(1:%F B1L1§1Eet {in S000) 2016/17 2017/18 2018/19
5.13,s.

The Ministry Capital budget for 2016/17 has increased by $3,693,000 from the amount reflected
in Budget 2015, primarily due to the re-profiling of IM/IT CRF Capital under-spending ($3,918,000),
partially offset by the removal of $225,000 in Tenant Improvement funding.

The IM/IT CRF Capital re-profiling has been reflected in the CPS database as at Q3 2015/16.

Ministry Capital (in $000's) 2016/17 2017/18 2018/19
Budget 2015 - February 255 255 255
Re-profiling - 14/15 underspending 336 - -
Re-profiling - forecast 15/16 underspending 3,582 - -
Less: Tenant Improvement funding (225) (225) (225)

Budget 2016 - February $3,948 $30 $30

The budgeted amounts for Capital Grants funding for health facilities have decreased by
$53,176,000 in 2016/17, increased by 540,101,000 in 2017/18 and increased by $279,616,000 in

2018/19. These adjustments are primarily the result of re-profiling based on timing of cash flows

on various priority investment projects within the ministry’s updated 10-year capital plan.

Restricted Capital Grants {in $000's) 2016/17 2017/18 2018/19
Budget 2015 - February 559,031 357,072 357,072
Budget Lift - 2018/19 - - 256,598
Re-profiling {53,176) 40,101 23,018

Budget 2016 - February 505,855 357,173 636,688
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FACT SHEET

Allocation of Operating Expenses - $000's
. 2015/16 2016/47 L

Core Business Restated  Estimates % Change $ Change
HEALTH PROGRAMS
Regiorial Services 11,945,750 12,214,219 2.2% 264,469
Medicai Services Plan 4,117,119 4,299,608 4.4% 182,489
PharmaCare 1,102,653 1,174,714 6.5% 72,061
Health Benefit Operations 43,385 44,298 2.1% 913
Vital Statistics 6,220 6,390 2.7% 170
Sub-Total 17,219,127 17,739,229 3.0% 520,102
EXECUTIVE AND SUPPORT SERVICES
Minister's Office 725 729 0.6% 4
Stewardship and Corporate Services 225,610 227,998 1.1% 2388
Sub-Total 226,335 228,727 1.1% 2,392
Totat — Ministry of Health $17,445,462 $17,967,956 3.0% $522,494
Allocation i penses - '

20;5/ 16 2016/17 $ Change

February  February

estri apital

2016/17 559,031 505,855 {53,176}
2017718 357,072 397,173 40,101
2018/19 357,072 636,688 279,616
CRF Capital
2016/17 255 3,948 3,693
2017/18 255 30 (225)
2018/18 255 30 (225)
Approved by:

Daryi Conner, Finance and Decision Support Branch; February 1, 2016
Manjit Sidhu, Finance and Corporate Services Division; March B, 2016
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FACT SHEET
Acupuncturist Mr. Mubai Qiu - Inappropriate Billing

Inappropriate billings by acupuncturist Mr. Mubai Qiu (Practitioner #32352).

KEY FACTS o i TN
e Since April 2008, the Medical Services Plan {MSP) Supplementary Benefits Program contributes
523 towards the cost of a visit by a licensed acupuncturist, chiropractor, massage therapist,
naturopath, and physiotherapist and for non-surgical pediatry. The limit is 10 visits per annum

summed across ail providers. Eligibility for the program is limited to recipients of premium
assistance. Premium assistance is available to individuals earning $30,000 or less per annum.

e Mr. Mubai Qiu is a registered acupuncturist with the College of Traditional Chinese Medicine
Practitioners and Acupuncturists of BC.

e Mr. Qiu has exceptionally high billings to MSP:

o 5$1.28 million in 2011/12
o $438,000in 2010/11
o $246,000in 2009/10
© 5165,000in 2008/08

¢ Mpr. Qiu has been subject to 2 audits by the Billing Integrity Program {BIP}. Under both BIP
audits it was determined that none of Mr. Qiu’s patient records constituted an adequate clinical
record to support his billings to MSP.

@ The first audit covered the period April 2008 to October 2010. The BIP audit team found a 100%
error rate and concluded he had overbilled MSP by $632,684. The Ministry reached a
settlement with Mr. Qiu requiring him te repay $100,000 to the Ministry, opt out from MSP
(beneficiaries would instead bill MSP), maintain adequate clinical records and agreed that we
(the Ministry) would not publish his name.

*  Mr. Qiu's billings to MSP significantly increased in 2011/12, prompting a second audit covering
the period of November 2010 to April 2012, The BIP audit team found a 100% error rate and
concluded that he had overbilled MSP by $1,579,433, up and to April 2012, and is seeking full
repayment, as well as de-enrollment,

¢ The College conducted an investigation of Mr. Qiu’s practice, concurrent with BIP’s second
audit. As a result of the College’s investigation, a public disciplinary hearing was held by the
College in May 2013. In response, Mr. Qju has filed for a stay of proceedirigs and petitioned the
Supreme Court of BC. The Supreme Court’s case has been placed in abeyance.

e On December 5, 2013, a decision by the College hearing panel was reached: Mr. Qiu was
reprimanded, his right to practice acupuncture was cancelled and he had to pay the College
511, 902.81 for disbursements.

o The Medical Services Commission held a hearing on March 25- 26, 2014, and a decision was
reached on April 22, 2014. The Panel concluded that no benefits at all were rendered during the
audit period (November 2010 to April 2012}, Mr. Qiu owes the Commission $1,579,180, plus
statutory surcharges, interest and audit and hearing costs.

e This case has been referred to the Richmand RCMP for suspected fraud. The allegations against
Mr. Qiu include violation of: '

o Section 13 (3) of the Medicare Protection Act which states that practitioner are
entitlement to payments only when they comply with the Act;
o Sectian 27 (1) and (6) of the Act which requires a practitioner to keep records;
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FACT SHEET

o Section 16 (2) of the Medical and Health Care Services Regulations which provides the
definition of adequate clinical record; and

o Section 46 of the Act which states that a person who knowingly obtains or attempts to
cbtain payment of a benefit to which he or she is not entitied commits and offence.

o The RCMP investigation is still ongoing.

The estimated costs for fiscal year 2011/12 associated with Mr. Qiu’s billings to the health care
system is approximately 51.3 million warth of services which on average works out to over 55,000

services or 150 services per day.

2011/12 Expenditure

& MF. Dju S 1.3M 8 Tokal Acupuncture Expenditure $6.2

Approved by:
Marie Thelisma, Billing Integrity Program; February 20, 2015
Manjit S5idhu, Finance and Corporate Services Divisicn; March 7, 2016
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KEY.FACTS _

FINANCIALIMPLICATIONS ' o0

FACT SHEET

Administratio‘n and Sup_port (10% Target)

ISSUE - : Ny e 3 AL
The Mmlstry of Health expects health authorities to keep administration and support expendltures to
10% (or less} of tatal expenditures.

s For the most recent flscai year 2014/15 5 of the 6 health authorltles me’c the Mmistry 5
expectation that administration and support expenditures shouid not be more than 10% of total
expenditures.

e Health authority administration and support expenditures as a percentage of total expenditures
for the past 5 fiscal years, 2010/11, 2011/12, 2012/13, 2013/14,2014/15, and up to financial
period 8 in 2015/16are presented below:

2010711 2011/12 2012/13 2013/14 201415 2015/16
Actuals Actuals Actuals Actuals Actuals Actuals
Health Autharity {Post Audit) (Post Audit] (Post Audit) {Post Audit) ([Post Audit) {Period 8}
Fraser 3.8% 9.1% 9.2% 9.0% 9.3% 8.8%
Interior 9.9% 10.3% 10.2% 9.9% 9.8% 9.7%
Narthem 12.2% 13.6% 13.6% 13.4% 13.3% 13.0%
Provinical Health Services 9.3% 9.4% 9.1% 8.9% 8.9% 9.3%
Vancouver [sland 10.9% 10.0% 9.6% 10.0% 9.8% 9.8%
Vancouver Coastal 9.1% 9.3% 0.5% 9.6% 9.4% 9.8%

Foatnaote:
*Dencminational Affiliates-are included abave.

=¥ WHA has typically had tigher administration and support expenditures than the other HAs. NHA indicates thatit provides facility and
cammunily health services to mere than two dozen communities servicing the narthern two. thirds of the province, a reglon the size of France..
Serving 300,000 peopie in the harsher northern climates carries a costin transportation, facilities and energy while also preventing the
reaiization of the economies of scale thatother regicns can take advantage of. When compared to sin:ilar northern, geagraphically vast, sparsely
populated health regions, MHA campares favourably,

e Following several public references by former Minister of Health, Kevin Falcon, that health
authorities” administrative costs should not bé more than 10% of their respective total
expenditures, preliminary funding letters issued to health authorities for fiscal years 2010711,
2011/12, 2012/13, 2013/14, 2014/15, and 2015/16 have stated “The Ministry expects that all
health authorities will continue to achieve efficiency savings in administration and support
expenditures to reduce those expenditures to be equal to or less than 10% of total expenditures”.

o The 2009/10 Budget and Fiscal Plan released by the Minister of Finance on February 17, 2009,
stated that “health authorities will be required to achieve administrative savings of $25 million
per year, approximately 2% af the health authorities’ administration and support service costs. It
is expected that a significant portion of these savings can be realized through innovation and
lean-design approaches to health care delivery. Every dollar will be redirected to patient-care.”

¢ The 2008 Throne Speech stated that “better coordination of patient services across the
Lower Mainland will reduce administration costs. Those revenues {savings) will be redirected to
patient services”.

Under Key Facts.

Approved by:
Gordon Cross, Regional Grants and Decision Suppart Branch; January 26, 2016

‘Manjit Sidhu, Finance and Corporate Services Rivision; January 27, 2016
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ISSUE .

FACT SHEET

A_udit and investigation Function

Increasmg the effectlveness of the Mmlstry of Health s aud:t and mvestlgatlon functlon

KEY.FACTS -

The Mmtstry of Health is commntted to detecting fraud and abuse of the BC hea]th care system
The size and complexity of the health care system in BC is increasing. Total budgeted health care
spending in BC has increased to over $19 billion per annum, including $4.3 billion for the Medical
Services Plan; $1.1 billion for the PharmacCare Program; and $0.5 bilfion for the Alternate
Payments Program. A comprehensive monitoring and audit program is critical to ensure the
integrity of these key government programs-and reduce the opportunity for waste and fraud.
The Ministry is identifying an increasing incidence of inappropriate hilling by physicians and
heaith care practitioners in the Medical Services Plan program, by pharmacy aperators in the
PharmaCare Program, and inappropriate claims by non-eligible beneficiaries and residents.

In 2014/15, the Special Investigations Unit was established and includes Special Provincial
Constables to detect and investigate suspected fraudulent activity.

The Audit and Investigation Branch (AIB) currently has 47 employees (Billing Integrity

Program: 19, PharmaCare Audit: 10, Eligibility, Compliance and Enforcement: 15, Special
Investigations Unit: 3).

Actual recoveries as a result of AIB activities are. summarized below:

Fiscal 2015/16* |2014/15 | 2013/14 | 2012/13 | 2011/12
Actual Recoveries (in millions) __7_?_,_907 10,575 6,128 5,252 3,381
Billing Integrity Program 3,985 5,874 2,194 1,645 1,186
PharmaCare Audit 2,765 3,152 2,848 2,487 1,475
Eligibility, Compliznce and Enforcement
Unit — estimated 50% 1,“157 1,549 1,086 1,120 720

*as of Dec 31, 2015

In 2013/14, the Billing Integrity Pragram'’s first two hearings in many years were successful as
were nine mediations leading to settlements and de-enrollments. In 2014/15, there was one
further hearing and six de-enrollments.

The results of audit work are rolled up to inform regulation, policy, and systems, as well as to
educate practitioners, AlB continues to contribute to the phased implementation of the

BC Services Card and developing new business rules and processes to address risks associated

with the card. Policy changes are underway in a number of areas.

FINANCIAL IMPLICATIONS . .

e AIB's budget has mcreased by approxlmateiy $1 2 mllllon from $3 6 ml"IOI‘l in 2011/12 to

$4.8 mitlion in 2015/16.

» Actual expenditures for 2014/15 were $5.6 miilion, with over $10 million in recoveries.

Apvoroved by:

David Fairbotham, Audit and Investigations Branch; fanuary 28, 2016
Manijit Sidhu, Finance and Corporate Services Division; January 29, 2016
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It ES Ministry of Health policy that health authorities operate within balanced budgets to be cansistent

FACT SHEET

Balanced Budget Financial Target

with the Ministry’s requirement to adhere'to the Budget Transparency and Ministerial Accountability
Act.

A.I-l"heé.l.tﬁ. authormes l.;eport"é'd. Qé.ar-e.n& éu.rplusééufor t'hé flééai véé r52013/14 ..a._nd 2014/ 15.

affiliates.
Table 1: 2014/15 Actuals for Health Autharltles, including Providence Health Care,
and First Nattons Health Authority
2014/15 2014/15 2014/15 ' Surplus/[Peficit)
Revenues Expenses Surplus/{Deficit) asa % of
{5 Millions) {3 Millions) {$ Millions) Revenue
Fraser Health Authority _ 3,237.484 3,235.912 1.572 (.05%
Intarior Health Authority ’ 1,947.158 1,944.918 2.242 .12%
Northern Health Authority 764.419 761.509 2.910 0.38%
Providence Health Care 853.603 853.425 0.178 0.02%
Provincial Health Services Authority 2,844,988 2,844.345 0.643 0.02%
Wancouver Coastal Health Authorlty 3,158,359 3,157.273 1.086 0.03%
Vancouver Island Health Authority 2,115.453 2,110.570 4.923 0.23%
Subtotal - HAs included in GRE 14,921.504 14,907.850 13.554 0.09%
First Mations Health Autharity 429.600 394.827 34.673 8.07%
Total 15,351.104 15,302.877 48,227 0.31%
Page 1of 2
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FACT SHEET

For 2015/16, health authorities and Providence Health Care report the following as at Quarter 3:

Fiscal 2015/16
as at end of Quartar 3 (Period 8) - November §, 2015

201415 [ z075ME 2015/16 2015118
YTD Sp:-r:tlljing Prajected
Spanding as % of YTD Surplusi Sufp.lus'f
As % of Projected (Defici) {Dafigit) for
Annual ::1:::1 201516 as at
Spendi ]
pending Spending Quarter 3
As at As at Aa at Quarter 3 Ta Mar 21116
Quarter 3 | Quarter 3 {in § 000's} {in $ D00's)
Health Authority Note § Note 1 Note 2 Note'2
Fraser Health:Authiority (eXciugding. Affilates o 6008%| |+ L edel |0 L -
Interior:Health Authiority 59:26% (60| |
Northern Health Authority (exclusling Affliate)” = | 1| I
Vantdiiver Consta 89,843 BT A4

Providence Heath'Care’ - ey e -
Vancouverisland Health Authgrity (excliding AHifiatesy R 1~ 1 IR
Proviticidl Haath Sérvicss Authority coa0d)

Total - All Health Authorities including Providence Health Care "= 724 59.03% 58.20% BE,447 277,154

Notes:

1] Tha rumber of days up fo the end of Quarter 3 in 2015/16 is 219 days (2194366 = 53.84%) while the day coonl up to the cnd of Quarter 3 in 2014/15was 220
days (Z204365 =60.27% 1. To ensure comparability of spend rates batween 2015446 and 2044715, the 201415 YTD Quapier 3 spend 1ale has been adjusted to
reflect a 219-day count.

2) All dala from ke 2015/16 Appendix C repors submilted by Ihe HAs at the end of Quarter 3 (Periad B). ]

3} Vencauver Coagtal Health Authority's prajection includes estimated proceeds of $295M from the gain on dispossl of Dopweod Pearson Lands under the RAEG
arcgram Dogiwood Lands ware sold in Apn) 2015, however, the Pearson sale is nol expecled lo be completed until march 2095,

4) Total projected sinplus does notinslude pessibte surpluses/deficils arising from Healihcare Benefl Trust actuarial gainfloss on event driven employes beneflts.

Approved by:
Gordon Cross, Regional Grants and Decision Support Branch; January 14, 2016
Manjit Sidhu, Finance and Corporate Services Bivision; January 18, 2016
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ISSUE::.:

;__-KEY FACTS. o s
s [nlanuary 2015 the Vancouver Sun reported that birth tourism was on the rise in Vancouver and

FACT SHEET
Birth by Non-BC Residents

Media artlcie that blrth tounsm is on the rise in Vancouver and Rlchmond

Richmond and quoted statistics showing non-resident birth numbers increasing up three-fold
since 2009. The article alluded to passport, hirth certificate and Medical Services Cards being
obtained for babies.

» The Audit and Investigations Branch, Eligibility, Compliance and Enforcement Unit (ECEU), is
aware of 26 private residences that provide room and board services to foreign pregnant women
who choose 1o come to BC to give birth. These residences are referred to in the Asian community
as “Baby Houses".

* These residences are utilized by two groups of individuals:

o Individuals that are in Canada on a Temporary Resident document such as a tourist visa,
work ar study permit. These individuals come to Canada to deliver a baby, who by birth is
then granted Canadian Citizenship status. These clients do not access Medical Services Plan
{MSP) funded benefits, they declare themselves as self-pay at hospitals and to doctors. Any
misuse by Temporary Document holders falls under the Canadian Citizenship Act and is the
jurisdiction of the Federal Government. These cases are not reported to ECEU and are the
responsibility of the Federal Government.

o Individuals who have been granted Permanent Residence in Canada and are properly
enrolled in the plan, but at some point cease to meet the definition of a resident under the
Medicare Protection Act: They return to their country of origin, fail to communicate to MSP
that they are no longer in BC and remain enrolled in the Plan. These individuals later return
to BC to deliver a baby, and as they have active MSP coverage, all claims for the mother and
child are billed to the plan. These individuals stay long enough o obtain a birth certificate, a
Canadian passport and enrolment in MSP for the child, before returning to their country of
arigin. '

» ECEU conducts regular reviews of individuals who cease to meet the definition of a resident
under the Medicare Protection Act. 519

s.15

FINANCIAL IMP!.ICAT]GNS Dl . R
e |In fiscal 2014/15, the costs relatlng to non- res:dent blrths amounted to a tota! of $693 869 20 for
recovery by health authorities, PharmaCare and MSP. Recovery of ineligible payments is the
responsibility of each program. The health authorities recover approximately 50% of their
amount outstanding, PharmaCare and MSP costs are recovered by the Ministry of Finance.

Page 1 of 2
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FACT SHEET

2014/15 Recovery Breakdown

5693,869.20

HA 85.58% $593,838,77
MSP 14% $99,665.67
PC0.05% $364.76

e Of the amounts identified for recovery, it is unknown what proportion is related to “baby houses”
but is thought to be small. The cases investigated did not involve the use of forged or counterfeit
CareCards or BC Services Cards nor did they present sufficient evidence to warrant a referral to
law enforcement (no suspected fraud).

Approved by:

David Fairbotham, Audit and Investigations Branch; January 28, 2016
Manijit Sidhu, Finance and Corporate Services Division; February 2, 2016
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FACT SHEET
Costs of Health Care

ISSUE

‘The Consolidated Revenue Fund (CRF) Heafth Sector budget represents 48.8% of the total Provmcual

CRF budget.

KEY FACTS
Casts Drivers in Health Care

® & B o

Growing population — over the period 2015 to 2019, BC's population is projected to grow by 5.2%
to 4.931 mitlion. '

Aging populatian — health services tend to be used at higher rates as the population ages. The BC
population over 65 years of age is expected to grow from 819,600 in 2015 to 955,300 by 2019 {an
increase of 135,700 or 17%). This also results in increased home care and residential care
demands.

Advancement in technology and testing, which expands ability to treat more people for existing
conditions (i.e. hip replacements for older patients), and new and expensive treatments for
previously untreatable conditions.

Incidence of Chranic Disease (diabetes, renal failure, congestive heart failure).

Rapidiy rising drug prices — especially cancer drugs and increased utilization.

Expanding treatment for developmental conditions {Autism, Fetal Alcohol Syndrome).
Compensation pressures.

Public Health emergencies.

Ongoing Management Strategies:

a.

@

Continuing consultation with leaders in the industry.
Eight priority areas for service delivery action have been identified:
o Provide patient-centred care;
o Implement targeted and effective primary preventlon and health promotion through a
coordinated delivery system;
Implement a provincial system of primary and community care built around inter-
professional teams and functions; '
Strengthen the interface between primary and specialist care and treatment;
Provide timely access to quality diagnostics;
Drive evidenice-informed access to clinically effective and cost-effective pharmaceuticals;
Examine the role and functioning of the acute care system, focused on providing
inter-professional teams and functions with better linkages to community health care: and
o Increase access to an appropriate cantinuum of residential care services.
The 3-Year Service Plan for the Ministry is at http://bebudget.gov.be.ca/2016/sp/odf/ministry/hith. pdf

o

C C 00

Background
The CRF Health Sector Estimates for 2016/17 is:

Ministry of Health $17.968 hillion
Other CRF Health Sector Budgets

- Capital Funding 0.506

- Ministry of Children and Family Development 0.231

- Ministry of Social Development & 0.130

- Minisiry of Finance _ 0.006
Total CRF Health Sectar Budgets - $18.841 billion

Page 1 of 2
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FACT SHEET

Allocation of Operating Expenses - $000's

2015/16  2016/17

Core Business Restated  Estimates % Change $Change
HEALTH PROGRAMS

Regional Services 11,949,750 12,214,219 2.2% 264,469
Medical Services Plan 4,117,119 4,299,608 4.4% 182,489
PharmaCare 1,102,653 1,174,714 6.5% 72,061
Health Benefit Operations 43,385 44,298 2.1% 913
Vital Statistics 6,220 6,390 2.7% 170
Sub-Total | 17,219,127 17,739,229  3.0% 520,102
EXECUTIVE AND SUPPORT SERVICES '

Minister's Office 725 729 0.6% 4
Stewardship and Corporate Services 225,610 227,998 1.1% 2,388
Sub-Total 226,335 228,727  1.1% 2,392
Total — Ministry of Health $17,445,462 $17,967,956 ___ 3.0% $522,494

Approved by

Daryl Conner, Finance and Decision Support Branch; March 8, 2016
Manijit Sidhu, Finance and Corporate Services Division; March 8, 2016
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".ISSUE

FACT SHEET
Extra Billing Audits

STA number of prlvate heaith cllmcs and Me tca[ Ser\nces Plan (MSP) enro ed p ysicians may be
privately charging persons either for a benefit under MSP or for matters in relation to one, This is
referred to as “extra billing” and is prohibited under the Medicare Protection Act and the

Can

Ed g

ada Health Act.

In 2008 the Medlca[ Ser\nces Commlssmn (MSC) referred seven extra billing clinic audits to the
Audit and Inspection Committee (ALC). The AIC notified these clinics in 2008 and 2009 of their
intent to audit. Since 2008, an additionat five.extra billing clinics were referred to the AIC,
The first:audit focused on the Cambie Surgery Centre (Cambie) and Specialist Referral Clinic (SRC).
Legal challenges first ensued regarding MSC's powers to undertake extra billing audits. The BC
Court of Appeal rendered a decision on September 9, 2010, confirming those MSC powers.
The Billing Integrity Program {BIP) started the Cambie and SRC on-site audit in January 2011, and
an interim report was presented to the MSC in May 2011. The MSC requested further
information which warranted additional on-site audit work. The final audit report was issued in
July 2012 and made public. The audit established (subject to significant information limitations):
o extra billings totaling $0.5 million in private charges and $70,000 in MSP claims, out of a
sample of 468 services, covering mainly August 2008, December 2010 and January 2011;
o indications that the benefits themselves were privately charged for by the clinics to the
beneficiaries (or their representative), and then billed again to MSP, by the physician; and
o strong business relationships between the two clinics and their respective physicians (same
patients, doctors and doctor shareholders).
The report findings resulted in the MSC applying for an injunction to stop the extra billing
(currently subject to a constitutional challenge by the two clinics}, and requesting follow-up
audits of the rendering physicians to establish whether double billings of henefits accurred and, if

50, whether the physicians involved financially benefitted from both sides of the double billing.

s.17

A warrant was obtained on October 5, 2015, to enable access to the records to determine the

basis for payments to physicians.

=y s.17

Cambie applied for an order to prohibit the audit from continuing. On November 2, 2015, the
execution of the warrant was stayed.

On November 25, 2015, Associate Chief lustice Cullen allowed execution of the warrant for the
audit to take place.

Page 1 of 2
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“FINANCIAL IMPLICATION T

FACT SHEET

The Ministry is subject to federal funding claw backs for instances of e
Updated and Approved hy:

Cavid Fairbotham, Audit and Investigations Branth, January 28, 2016
Manjit Sidhu, Finance and Corporate Services Division, January 29, 2016.

Pape 2 of 2
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~ ISSUE. -

FACT SHEET
Fraser Health Au_thority

The Fraser Heaith Authorlty (FHA) is one of six: health authorltles created in 2001 The Mlmstry of
Health provides annual operating funding directly to the FHA via the annual regional funding
allecation. This funding represents the vast majority of the FHA’s annual operating revenues.

- KEY FACTS:

FINANCIAL IMPLICATIONS: .

This Mmlstry 3 reglona! services fundmg represents the vast majortty of the FHA's annual
operating revenues. Other significant sources of operating revenues include funding from the
Medical Services Plan, the Provincial Health Services Authority, and fees paid by patients and
other heaith insurers {e.g., fees for services provided to non-residents of Canada; parking; and
preferred accommadation).

Working in cooperation with the FHA to provide health services within the FHA region are two
denominational affiliates or hospital societies established per the Hospital Act (i.e., Menno
Hospital and St. Michael’s Centre}. These denominationat affiliates are separate legal entities, and
each has its own board of directors and issues its own audited financial statements. The Ministry
does not provide operating funding directly ta the denominational affiliates; the FHA is
responsible for allocating operating funding to the denominational affiliates. The financial results
of the FHA and the denominational affiliates are consolidated in the Government Reporting
Entity.

2014/15 actual annual operatmg revenues: SS 237 bilhon (per 2014/15 audlted fmanual
statements, excluding denominational affiliates).
2014/15 actual operating surplus, including denominational affiliates: $1.230 million (per
2014/15 audited financial statements of FHA and the denominational affiliates).
Regional Funding Allocation:
o 2014/15 - 52.708 billion {per 2014/15 Final Funding Letter)
o 2015/16 - 52,777 billion {per 2015/16 Funding Letter Update #2)
Estimated FTEs (excluding Menno Hospital, St Michael’s and other contracted agencies):
¢ Union-16,481
o Non-Union/Management — 1,657
Per 2014/15 Audited Financial Statements of FHA (Fxcluding Menno and St. Michael’s):
o Total Revenues  $3,237.484 million |
o Total Expenses  $3,235.912 million
o Surplus $ 1.572 million
With Menno and St. Michael’s included, FHA overall reported a surplus of $1.230 million for
2014/15.

Approved by:
Gordan Cross, Regional Grants and Decision Suppert Branch; January 18, 2016
Manjit Sidhu, Finance and Carporate Services Division; January 19, 2016
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FACT SHEET

Health and We.lfare Benefit-s — Rate Increases

- ISSUE

s Until April 1, 2016, Healthcare Beneflts Trust {HBT) has been essentlaIIy the sole prowder of
group health and welfare benefits in the health sector. As of April 1, 2016 heaith and welfare
benefits will be provided through a combination of HBT and, for certain bargaining associations,

Joint Trusts.

¢ Health and welfare benefits represent a material expense to the health authorities and other
agencies, The year over year increases in costs is monitored closely.

KEY FACTS

¢ HBT was established in 1979, for the purpose of prowdlng group health and welfare beneflts for
eligible employees of agencies operating in the health sector. The primary benefits are Group
Life, Accidental Death & Dismemberment, Extended Health, Dental, and Long Term Disabifity.

General Reasons for Rate Changes

1. Inflation
2. Utilization
3. Transfer of Costs

4. New Treatments

5. Benefit Plan Changes

6. Reduced Hospitalization
7. Demographics

8. Claims Experience

9. Investment

10. Wage Rate Changes

11. Prevention

increase costs of goods and services.

increase employee and dependent usage.

Due to policy changes of other programs such as to provincial MSP,
Pharmacare and WaorkSafe BC,

Advancement in drug therapies & medical/dental technology.
Benefit plan enhancements, i.e. pay-direct prescription drug card.
Transfers cost from public system to private heaith plans.
Population health factors related to risk/exposure leading indicators.
Behavior of axisting and new claims versus expectations.

Rate of return realized on the assets invested in the market place.

LTD benefit is a factor of current wages and future wage rate increases.

Early case management and healthy warkplace strategies control time
loss.

# Joint Trusts are scheduled to begin operation {receiving contributions and paying benefits) on
April 1, 2016. As of April 1, 2016 there will be three Joint Trusts covering employees in each of
Health Science Professionals Bargaining Association, Facilities Bargaining Association and
Community Bargaining Association, The exact funding requirement for the Joint Trusts.is being

negotiated.

FINANCIAL IMPLICATIONS -

* Listed below are the rate changes at Apnl 1 for the previous 2 fiscal years. The rate changes
represent the weighted average for health authorities, Providence Health Care and affiliates.

(Actual
Aprit 1, 2014 Aprsll 2015 |
Dentdl Note 1 -5.00% -5.80%
| Extended Health Note 1 -11.70% -0.18%
LTD Note 2 -0.82% -0.87%
Group Life -7.70% | 833%
. | AD&D Note3 -20.00% P -20.00%

Note 1 —DRentold gnd Frieaded Heolth premiums are determined bosed on individuo! employer cigims experfence or pocled cloims exgerience for smaller employers for the

previous year. There is ro raliing average,

Nate 2 - £10 rote chonges are basgd on an estimate of LTD cfaims ond expenses, |f the cstimated cost of cloims and expenses folis withfn an occeptalde range then ng rate
change is proposed for the purposes of rate sthility.
Noate 3= The percanqtege changes do not ragresent o materiol change in cost.
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e Listed below are the actual rate changes at April 1, 2016 forthe upcoming fiscal year and
estimates for the following 2 fiscal years for employees not covered by a Joint Trust (nurses,

excluded and Residents).

FACT SHEET

Estimates
_ B April 1,2016 | April 1,2017 | April 1, 2018
Dental 3.76% 8.81% | 4.50%
Extended Health 18.37%. 5.72% 5.00% |
LTD 1.19% 0.00% 0.00%
Group Life 9,10% 0.00% 0.00%
AD&D N 29.20%. 0.00% 0.00%

* Recognizing that April 1, 2016 contributions to the Joint Trusts are in'the process of being
negotiated; no estimated rates can be provided at this time for the Health Science Professionals
Bargaining Association, Facilities Bargaining Association, and Community Bargaining Association.

Approved by:

Catherine Hoafer, Compensation Analysis Branch; January 28, 2016
Daryl Conner, Finance and Decision Support Branch; February 1, 2016
Manjit Sidhu, Finance and Corporate Services Division; March 8, 2016
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FACT SHEET

Health Authorities’ Parking Fees
{(including Parking Areas Adjacent to Eme_rgency Departments)

All health authontles charge for parkmg at thezr facmtles and use parkmg fee revenue to cover: the
cost of providing parking spaces, with the remainder going to fund direct patient care.

Most of the health authontles prowde parkmg fee mformatmn on theur webmtes The fees vary from
facility to facility and in some cases, such as Royal Jubilee Hospital, the parking fees can vary
depending on where the vehicle is parked. Some examples of parking rates by health authorities
include the foliowing:

e Fraser Health Authority: $4.25/hour and $45.00/week at Langley Memorial Haspital; and
54.25 for the first hour {$3.50 for each additional hour} and $45.00/week at Royal Columbian
Hospital.

¢ Interior Health Authority: $1.50/hour and $30.00/week at Kelowna General Hospital; and
51.50/hour and $36.00/week at Royal Inland Haspital.

¢ Northern Health Authority: $0.50/hour, $18.00/3 day pass, and $30.00/week at University
‘Hospital of Northern BC.

¢ Vancouver Coastal Health Authority: $3.00/half hour and $64.50/week at Vancouver General
Hospital; and $1.75/half hour and $35.25/week at Richmond Hospital.

e Vancouver Island Health Authority: $2.25 for the first hour (51.25 for each additional hour)
and §26.75/week at Royal Jubilee Hospital; and 52.25 for first two haurs ($1.25 for each
additional hour) and $26.75/week at Nanaimo Regional Hospital.

s Provincial Health Services: $3.75/hour and 568/week at BC Children’s and Women's Hospital;
and $3.75/hour and $55.00/week at the BC Caricer Agenicy.

Health autherities provide financial relief to some users. Examples include:
-« renal dialysis patients permits are available at no charge due to life-sustaining treatment;
e family caregiver permits are available at no charge;
s discounted weekly/monthly passes for frequent hospital visitors/users;
¢ free parking for volunteers;
s financial hardship permits may be available on a case by case basis; and
o exemption from parking enforcement in situations where visitors are unable to renew their
parking time.

'FINANCIAL lMPLICATiONS P s o .

e In 2013/14 health authontles reportecl parkmg revenues of $34 3 milllon from publlc and staff
use. For 2014/15, health authorities have reported parking ravenue.of $35.6 million.

e Although this represents a relatively small proportion of health authority operating budgets,
parking fee revenues cover the operating costs related to providing safe parking for the public
and staff, for-example, lighting, security patrols, snow clearing, and repaving.

e Any excess parking revenue supports direct patient care.

Approved by
Gordon Crass, Regicnal Grants and Decision Support Branch; Aprii 23, 2015
Manjit Sidhu, Finance and Corporate Services Division; April 20, 2016
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FACT SHEET
Health Author:ty Cash Management and Central Deposit Program

As hlghlighted in the Mlmster of Fmance 5 Budget Speech 2015 (page 6), the Prownce w1l| contmue to

“pursue savings from better cash management acrass the public sector, as recommended by the
Auditor General”. Far the Ministry of Health, this means continuing to work with heaith authorities
to maximize their cash holdings in Provincial Treasury’s Central Deposit Program (CDP).

° In March 2014 the Ofﬂce of the Audltor General released 1ts "Follow up Report on Workmg
Capital Management” regarding the control of cash in government and more specifically in the
schools, universities, colleges and health sector agencies. The report is critical of government
.generally for failing to more aggressively cantrol how the schools, universities, colleges and
health sector entities accumulate cash since it results in more borrowing and higher costs of
borrowing for government. The Office of the Auditor General also reported out an its findings to
the Legislative Assembly's Select Standing Committee on Puhlic Accounts on lune 25, 2014,

e The Ministry has provided direction that although health authorities are responsible for and must
meet the cash requirements necessary to manage their day to day operations, health authorities:

o shall, as cash equivalents or portfolio investments mature, deposit funds not required for
day to day operations.in the CDP;

o shall, to the maximum extent possible, maximize cash holdings within the CDP;

o shall not make cash withdrawals in support of routine capital or pricrity initiative capital
projects that are not approved and planned for within the Ministry approved Capital Plan;
and

o shall provide quarterly updates to the Ministry regarding their actual and forecast cash,
cash equivalents, and portfolio investments for the current fiscal year, as well as,
projections for the following two fiscal years.

FINANCIAL IMPLICATIONS

The following table provides hea.lth authorlty cash and mvestment ho[dlngs at Quarter 3 (QB} of flscal
year 2015/16 ($ millions). These amounts vary throughout the fiscal year as health authorities use
cash for a variety of purposes, including their day-to-day payments,

Q3 - 2015/16 2016/17 20172/18
Forecast to Year end Year end
Actual
3 a5 : ale 3 ol Year-end forecast foreast
.Cash Balance in Central Deposnt Program 916,766 945,735{ $.13,5.17
Cash and Cash Equivalents on Hand {Unrestricted) 398,808 356,852
Cash and Cash Equivalents on Hand (Restricted) 278,605 146,381
Portfolio Investment on Hand 59,620 50,321
Total Cash, Cash Equivalents and Pertfolio Investments : 1,653,599] 1,499,285

Approved by:
Gordon Cross, Regicnal Grants and Decision Support Branch; January 20, 2016
Manjit Sidhu, Finance and Corporate Services Division; lanuary 21, 2016
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FACT SHEET

Health Care Costs Recovery Act

ISSUE _ R -
Cancerns have been raised by municipalities and other insurers as to why they are raquired to pay for
health care costs where a personal injury has been caused by a negligent third party.

KEY FACTS ' :

The Health Care Costs Recovery Act (Bill 22) was passed May 29, 2008. The Regulation bringing the
Act inta force, April 1, 2009, was approved December 8, 2008.

The Health Care Costs Recovery Act allows BC to recover the past and future costs of health care
provided to a beneficiary, where the costs are the result of personal injury caused by a third-party.
The Act allows government to expand the scope of health care costs it can recover to include
medical care, hospital services, some continuing care services, ambulance services, PharmaCare
and potentially other costs covered by provincially funded programs. The previous voluntary
agreement with the Insurance Bureau of Canada allowed for the recovery of hospital costs only.
Municipalities, if negligent, are no different than any other group or individual and should
therefore be treated the same. As at January 19, 2016 of fiscal year 2015/16, there were 24 cases
resolved with the Municipalities for a total recovery of $35,000.

The Act has resulted in the recavery of health care costs of $4.8 million as at lanuary 19, 2016 for
fiscal year 2015/16, $6.1 million in 2014/15, up from $5.6 million in 2013/14, up from $5.3 millien
in 2012/13, and up fram $2.4 million in 2009/10.

The Province has participated in settlements of 13 class action law suits, recovering $2.3 million
since April 2009. There is a potential to recover several million dollars from class action law suits,
There are currently 29 class action law suits that the Ministry is participating in.

The Act does not apply to health care costs associated with injuries resulting from the operation of
motor vehicles, unless vehicles are insured out of province.

FINANCIAL IMPLICATIONS

The incremental costs for the program are funded within the current Ministry budget.
Actual revenue from fiscal 2009/2010 — year to date January. 19, 2016:
Revenue {in millions)

2009/10 52.4
2010/11 $3.8
2011/12 $4.6
2012/13 $5.3

2013/14 $5.6
2014/15 $6.1
YTD 2015/16 $4.8

Approved by:
Daryl Conner, Finance and Decision Suppert Branch; February 1, 2018
Manjit Sidhu, Finance and Corporate Sérvices Division; March &, 2016
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FACT SHEET

Health Care Practitioner Media Request

ISSUE
Media request relating to the Health Care Practiticners Special Committee far Audit Hearlngs

KEY FACTS

The Ministry of Health received a media request in December 2014 requestmg any decnsmns and
reasons rendered by the Health Care Practitioners Special Committee for Audit Hearings as part
of the Ministry of Health’s Billing integrity Program and any annual report with investigation
summaries done for BIP.” Date range was January 1, 2008 to October 10, 2014.
In response to this request 15 Audit Reports and notices under section 37 and/or 15 of the
Medicare Protection Act were provided in March 2015 and redacted in accordance with the
Freedom of Information and Protection of Privacy Act.
The 15 Audit Reports retated to audits conducted duririg the requested time frame and included:.
0 8 Acupuncturists;
0 .3 Podiatrists;
o 2 Massage Therapists; and
o 2 Chiropractars,
All the Audit Reports included a notice under Section 37(2) of the Medicare Protection Act to
recover overpayment by the Medical Services Plan {MSP). Seven also included a notice under
section 15 of the Medicare Protection Act to cancel a practitioner’s enrolment with MSP.
Of the 15 Audit Reports provided, 4 have been referred to the police and/or the Ministry of
Health, Special Investigations Unit for investigation.
The Ministry is working with the respective Colleges to strengthen and communicate billing
requirements.

FINANCIAL IMPLICATIONS : -

Since 2007, the Billing Integrity Program has conducted over 24 audits of various health care
practitioners. To date, the main errors identified during the audits relate to lack of records to support
the service hilled to MSP. In some cases audits have revealed intentional miss-billing. In this category
of audits, overpayments valued at approximately $7.4 million have been identified.

Approved by:
Marie Thelisma, Billing Integrity Program; February 11, 2016
Manjit Sidhu, Finance and Corporate Services Division; March 7, 2016
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.KEY FACTS *

FACT SHEET

Inappropriate PharmaCare Billings

Concerns aver the increase in mapproprlate blllmg and possnbly fraud n the PharmaCare Program
and the level of audit scrutiny.

e The PharmaCare audlt offlce has |dent|f|ed an Increase in mapproprlate b:llmg over the past
few years.

¢ An article in the Vancouver Sun newspaper dated November 21, 2013, raised public concerns.
over the increase in inappropriate billing and possibly fraud in the PharmaCare Program, and
the level of audit scrutiny.

e PharmaCare Audit is working to find and deter inappropriate billing, and has in recent years
hired several extra staff members for this worlc.

« The Ministry of Health is also working on strengthening its information systems, policies,
regulations, and legislation to reduce the risk of inappropriate billing and increase its
anfarcement efforts.

¢ Overbiilling may be due to mistakes or deliberate: proving fraud versus error is difficuit.
Anyone who may have information about inappropriate pharmacy practices or billing can
contact the Ministry’s PharmaCare toli free line or the Coliege of Pharmacists.

+ The Ministry takes concerns about inappropriate PharmadCare billing very seriously, and will
take the actions necessary to enforce the requirements of the Pharmaceuticaf Services Act.

FINANCIAL: IMPLICATIONS . e G E s i e R T
» The Ministry increased the PharmaCare audtt budget from 5568 000 in 2011/12 to 5881 315 in
2015/16.
e The number of auditor full-time employees has been increased from five to eight and, in
addition, a dedicated Pharmacist has been added.
¢ The Ministry has also implemented a Special Investigations Unit to focus on intentional
over-billing and fraudulent activity.
» PharmaCare audits are identifying increasing audit recoveries, as shown below:
Fiscal Year | 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16*
Audit e
. $968,662 | $1,341,874 | §1,474,607 | $2,487,306 | $2,847,996 | $3,151,859 $2,765,051
Recoveries !

*as at Decamber 31, 2015

Approved by:

David Fairbotham, Audit and Investigations Branch; January 28, 2016
Manjit Sidhu, Finance and Corporate Services Division; January 29, 2016
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ISSUE -

KEYFACTS. .

FACT SHEET
Interﬁor Health Authorit_v

The Interlor Health Authonty (IHA) is one of Six heaith authontles created in 2001 The Mmlstrv of
Health provides annual operating funding directly to IHA via the annual regional services funding
allocation. This funding represents the vast majority of IHA’s annual operating revenues.

The Mlmstrv $ reglonai services fundlng represents the vast majorltv of the IHA’s annual operatmg
revenues. Other significant sources of operating revenues include funding from the Medical Services
Plan and fees paid by patients and other health insurers (e.g., fees for services provided to
non-residents of Canada, parking, and preferred accommodation).

FINANCIAL: IMPLICATIONS TR - __ _ L
e 2014/15 actual annual operatmg revenues: $1 947 b:lhon (per 2014/15 audlted f:nanmai
statements).
e 2014/15 actual operating surplus: $2.242 million (per 2014/15 audited financial statements).
e Regional Funding Allocation:
o 2014/15 - $1.5527 billion {per 2014/15 Final Funding Letter)
o 2015/16 - $1.616 billion {per 2015/16 Funding Letter Update #2)
e Estimated FTEs:
o Unionized — 12,825
o Non-unionized/Management ~932
@ 2014/15 Audited Financial Statements:
Total Revenue: $1,947.158 million
Total Expenses:  $1,944.916 million
Surplus S 2.242 million

Approved by:
Gordon Cross, Regienal Grants and Decision Support Branch; January 19, 2016
Manjit Sidhu, Finance and Corporate Services Division; January 20, 2016
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ISSUE -

KEY FACTS.

FINANCIAL IMPLICATIONS

FACT SHEET

Interprovincial Hospit_al Rates

The portabillty and accessnbmty provisions of the Canada Heafth Act require provmces and
territcries to compensate each other when their residents receive hospital treatment in other
provinces and territories.

The Interprovincial Health Insurance Agreement Coordinating Committee {[HIACC) negotiates
hospital service fees between jurisdictions te recover costs for out-of-province in-patient
admissions and most outpatient procedures.

Each year hospltal flnant:ial and workioad data co[lected by the Mmlstry of Health is processed
by the Canadian Institute of Health Information and provides the basis for developing per diem
{daily) rates to charge other provinces and territories for patients who receive hospital-based
treatment in BC. Adjusted annually for inflation and cost increase forecasts, these rates are
reviewed by provinces and territories through IHIACC and approved by provincial and territorial
deputy ministers of health, The Ministry of Health’s Regional Grants and Decision Support Branch
represents the province and puts forward issues on behalf of the heéalth authorities through
IHIACC.

Interprovincial/provincial in-patient rates typically vary between BC haspitals. The rate charged
depends on costs associated with the level of care the patient received {either standard ward or
an intensive care unit ward) for that hospital. Specific high cost out-patient procedures and the
standard rate for most other out-patient services are billed at common rates for all provinces and
territories.

The approved hospital in-patient rates for BC haspitals vary between facilities although smaller
hospitals outside urban areas use an average rate to simplify billing. While out-patient and high
cost procedure service rates are common for all provinces and territories, the rates charged by
other provinces and territories for hospital care provided to BC residents vary from the rates used
far BC'hospitaIs-, due to hospital procedural cost differences in each province and jurisdiction.

The expenditure for out of—provmce hosp:tal bi[hngs for 2015/16 {t e., the amount the provmce
pays to other provinces and territories for treating BC residents) was $101.6 million, BC's revenue
from billing other provinces and territories was $98.6 million in 2015/16 and was paid ta the
health authorities of the BC hospitals that provided the services.

Rates and revenues for all provinces and territories will change each year as new data is used in
the rate methodology calculations.

Approved by:
Gordon Cross, Regional Grants and Decision Support Branch; April 20, 2016
Manjit Sidhu, Finance and Cerporate Services Division; April 21, 2016
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FACT SHEET

VISP Premiums

ISSUE : - _ o S A
An overview of the Medica! Services Plan {MSP) Premiums and the impact of the 4% increase in
premiums rates.

KEY FACTS

Each province and territory in Canada determines how its health care programs are funded. In BC,
funding is obtained from general taxes, federal contributions and MSP premiums.

The pravincial government has increased funding for health care every year since 2001. Premium
rate increases are necessary to assist in meeting steadily rising costs of BC's health care system.
Effective January 1, 2016, MSP premium rates increased by 4% (4th year in a row that the rates
have increased by 4%). The projected additional MSP premium revenue to be received from this
rate increase effective January 1, 2016 is: $24 mitlion for the remainder of the 2015/16 fiscal
year {January 1 —March 31, 2016); and $96 million for 2016/17.

For those insured persons with adjusted net income levels less than $30,000, the MSP premium
rates are not impacted by the 4%. In addition, the regular premium assistance program was
enhanced on January 1, 2010 to increase the adjusted net income hy $2,000. As a result, those
who gualify and whose incomes have remained consistent will pay lower rates than in 2005.

o For those insured persons with adjusted net income levels greater than $30,000, the monthly

premium rate impacts as follows:

. L _Moptl_ﬂy Eremiu_m __Ré.tes - e_ff.‘eé.tiive-_léh ' | Monthly Prefiium Rates ~ effeotive Jan, 1;:

Adjusted Net R F
Inéome Level One Person | Family of Two | or-Mdre 1. One& Persani
$0 - $22.000 $0.00 §0.60 $0.00 || $0.00 $0.00
$22,001 - 24,000 $12.80 C$23.20 $25.60 $12.80 $23.20
$24.001 - $26 060 $25.60 $46.40 _ $51.20 §25.60 $46.40
$26,001 - $28.000 $38.40 $69.60 $76.80 $38.40 $69.60
$28,001 - $30,000 $51.20 $92.80 $102.40 $51.20 $92.80 §1 02.4_0'
over $30,000 ___$moo| §i30.50 $144.00 $75.00 $136.00 $150.00
% increase (for adjusted net ncome > $30,000) ' 4.2% 4.2% 4.2%
l$ increase (for adjusted net inncome > $30,000) $3.00 $5.50 $6.00

Officlally announced an the February 16, 2016 hudget day, effective lanuary 1, 2017, the MSP fee
structure will change allowing single-parent families to save $75 a month.,

Background
There are 2 assistance programs that offer subsidies to those in financial need that meet the residency

and financial requirements to qualify.

Regular premium assistance offers 5 subsidy level that is based on an individual's net income {or a
couple’s combined net income) for the preceding tax year, less deductions for age, family size,
disahility, and any reported universal child care benefit and registered disability savings plan
income. If the resuiting amount, referred to as ‘adjusted net income’ is $30,000 or less, assistance
is available. Premium assistance may be provided retroactively to a maximum of six years from the
date on which the request is received.

In order to ensure fairness and equity for all applicants, as of lanuary 1, 1989, a family’s net
income, as defined by line 236 on the federal tax return was concluded to be the most equitable
factor in determining the level of assistance. MSP’s use of line 236 is consistent with the Canada
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FACT SHEET

Revenue Agency who also uses Line 236 to calculate certain tax credits such as the Canada Child
Tax Credit.

¢  Temporary premium assistance is 100% subsidy on a one time, short term basis to individuals and
families'who are not able to pay the MSP premiums due to unexpected financial hardship that
could not reasonably have been budgeted for. This program is administered by the Ministry of
Fihance.

Statistics

Of the BC residents that are incurred under the MSP, as at December 2015, the % that is paying the full
premium rates and % receiving premium assistances as follows:

There are 4,725,104 BC residents that are insured under MSP, Of the total, 72.86% (3,442,865) pay
the full MSP premium rate; and 19.16% (905,380) receive some form of premium assistance.

For the premium assistance, 904,663 receive regular premium assistance and 717 receive
temporary premium assistance,

Ministry of Social Development assists 203,662 individuals with medical coverage. This m_ed_icai
coverage is provided to recipients of incomie assistance, hardship assistance, disability assistance;
and refugee claimants who meet the MSP residency criteria.

First Nations account for 2.87% (135,794) of residents insured under MSP. The First Nations
premiums are paid by the First Nations Health Authority.

Other —premium free assists 37,403 individuals with medical coverage. This medical coverage is
provided to Corrections Branch and Refugee groups.

The total seniors insured under the MSP is 886,423 {18.8% of the total insured persons). Of the
total seniors, 307,438 are under prémium assistance, which includes First Nations and Ministry of
Social Development.

e R [ Tes ysons at| [ 9% of total at.| .
Adiusted NetIncome Level | Décember 2015 || December 2015
Premium Assisiance:
B0 - $22,000 738,210 15.62%
$22,001 - $24,000 51,851 1.10%
$24.001 - $26,000 44,616 0.94%
$26,001 - $28,00(}' 38,384 0.81%
$28,001 - $30,000 32,319 0.68%
Sublotal - preminum assistance 905,380 19, 16%6
Min., of Social Developiment 203,662 4.31%
First Nations 135,794 2.87%
Other - premium free 37403 0.79%
Subtotal 1,282,239 27.14%
over $30 000 31,442 865 72.86%%
Toral - e A 725304] 1 “100.00%;

FINANCIAL:' MPL!CATIONS

MSP premium revenue for flscal year 2015/16 is. prOJected to be $2. 399 billion.

The projected additional MSP premium revenue to be received from the MSP premium rate
increase effective January 1, 2016 is: $24 miltion for the remainder of the 2015/16 fiscal year; and
586 miltion for 2016/17.

Approved by:
Daryl Conner, Finance and Decision Support Branch: February 1, 2016
Maniit Sidhu, Finance and Corporate Services Division; March 8, 2016
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FACT SHEET
Mental Health 120 Day Plan — Funding Specifics

Mmlst}y of Health fundmg commltments in 2013/14 and 2014/15 to support the recommendatlons
in its November 2013 repart, Improving Health Services for Individuals with Severe Addiction and
Mental [liness [SAMI).

‘e The Minis_try provided a total of $5.75 million in one-time funding in 2013/14 to the Vancouver

Coastal Health Authority (VCHA) to implement immediate actions such as creating an Assertive
Outreach Team and two new Assertive Community Treatment teams. -

¢ The Ministry allocated $20.25 million in base funding beginning in fiscal 2014/15 to support the
needs, and strengthen approved services for this population including:

O

$2.5 million to the Provincial Health Services Authority (PHSA) to support the ongoing
operation of a secure facility to provide stabilization, assessment and individual case
planning services for SAMI and aggressive clients that is linked to the Burnaby Centre for
Meantal Health and Addictions.13

.13

$5.0 million to the PHSA ta implement, together with VCHA, the high-intensity contracted
group homes;

$750,000 to VCHA (Providence Health Care) the Inner City Youth Mental Health Program
for youth aged 16-24;

$2 million to VCHA to support the 9 Bed Acute Behavioral Stabilization Unit at St. Paul’s
Hospital, an Assertive Qutreach Team in the Downtown Eastside, and clinical treatment
and support for 39 beds at the Princess Housing Site; and

$10 million in matching funds to assist the five regional health authorities in strengthening
approved services for this population as part of an overall incremental provincial
approach.

During the 2014/15 fiscal year, regional health authorities developed proposals/business pians

related to the $10 million in matching funds. Proposals needed to be evidence-based and for net
new services (i.e., not to subsidize existing services for this population). The Ministry reviewed
and approved proposals/business plans for the following services:

o

Fraser Health Authority — two Assertive Community Act Teams {Surrey/North Delta and
Abbotsford/Mission);

Interior Health Authority — two Assertive Community Act Teams (Kamloops and Kelowna)
and a Crisis Response Team in Williams Lake;

Northern Health Authority — an Intensive Case Management Team, a RCMP Liaison Nurse
in Prince George, and a Psychiatric Liaison Nurse function in the University Hospital of
Northern BC Emergency department;

VCHA — two Assertive Community Act Teams and an Intensive Management Team {(North
Shore Youth Crisis Response Service); and

Vancouver Island Health Authority — three Intensive Case Management Teams

(Mt. Waddington, Courtenay/Comox and Victoria) and a 14 bed Regional Tertiary
Transitional Facility.

Page 1 of 2

27 of 221



FACT SHEET

CFINA MPL

s In2014/15,h
made available to support SAMI initiatives. Unspent funding primarily related to health authority
proposals for matching funds which needed to be developed over the course of the year based
on local needs and service gaps, and in consultation with key community partners including
police departments. Prior to implementation, staff recruitment processes and start-up
requirements had to be completed.

e In 2015/16, with the exception of the secure facility at the Burnaby Centre for Mental Health and
Addiction all SAMI initiatives/health authority proposals will be implemented and $20.25 miltion
fully allocated.

Approved by:
Gordon.Cross, Regional Grants and Decision Support Branch: January 19, 2016
Manijit Sidhu, Finance and Corporate Services Division; Jahuary 20, 2016

s

Page 2 of 2

alth authorities incurred expenditures of $10.90 million out of the $20.25 million -

28 of 221



FACT SHEET
Ministry of Health Historical Capital Spending

“ Capttal funding prowded to the health authorlttes by the Ministry of Health from 2001/02 to
2014/15.

KEY.FACTS AT

e The Ministry provldes health authorities with capital funding from different sources. Prior to.
April 1, 2009, debt-financed capital was provided through Prepaid Capital Advances (PCA).
Effective April 1, 2008, PCAs were replaced by Restricted Capital Grants (RCG). This funding is
now provided through the Capital Funding vote in Other Appropriations. Non-RCG funding is
provided through the Ministry’s consolidated revenue fund operating vote for minor
canstruction, equipment and capital maintenance. In addition to funding provided by the
Ministry, heaith authorities obtain capital funding from own-source revenues, Regional Hospital
Districts (RHD), hospital foundations and auxiliaries. Since 2004/05 the province has also provided
health capital on major projects through public private partnerships (P3)}.

e The following table summarizes capital funding provided to health authorities by the Province
since 2001/02. it does not include capital contributions from other funding sources (i.e. RHDs,
Foundations or health authority own-source revenues).

SUMMARY OF PROVINCIAL CAPITAL SPENDING FROM 2001/02 to 2614/15
(% in millions)

Fiscal Years 2001/02 2002703 2003/04 20044050 2005/06° 2006707 2007/08°

PCA/RCG 182:71 117.00 140,00 185.00 311,08 327.04 41773
P3 Debt (Restated) - - - 67.10 127.80 119.40 182.00
Non-PCA/RCG Operating’ 52,61 99,61 92.36 44.67 77.22 81.68 £8.15
Total 275,32, 216.61 232.36 296.77 516.11 528,10 687.88

Fiscal Years 2008/09"  2009/10”  2010711°  2011112°  2012/13'° 2013714 2014/18
PCA/RCG 331.70 254.09 307.47 34532 337.47 294,64 37867
P Debt (Restated) 150.83 226.69 204.60. 67.14 122.58 58.46 126.44
Non-PCA/RCG Operating 85.90 50.50 80.50 80.61 120.83 113.63- $1.08
Total 568.43 561.28 592.57 493.07 580,88 466.73 586.19

Notes to Table

1. Operating refers to Ministry funding provided to HAs through the consofidated revenue fund. Non-PCA/RCG operating expenditures include minor
capital {less than $100,000) and asset maintenance.

2. 2004/05 total of $185 million excludes land transfer to Childran and Women’s Health Centre of BC {$106 mitlion). P2 spending includes G&L
Diamond Health Cara Cantra {$12 million] and Abbotsford Regianal Hospital & Cancer Centre {$55.1 million, revised Aprit 2008 for dccaunting
change.

3. 2005/06 tokal includes $31 million spending from implementing the 2005 agreement on one-time funding to replace the Greater Vancouver
Regional Hospital Districk funding and projects and commitments of HAs. P3 spending includes G&L Diamond Health Care Centre (564 million) and
Abbotsford Regional Hospital & Cancer Centre ($63.B miliion, revised April 2008 for-accounting change).

4. For 2006/07, P3 spending includes GAL Biamond Health Care Centre {519 millien) and Abbotsford Regional Hospital & Cancer Centre
{$100.2 million, revised Aprit 2008 for accaunting change}.

5. For2007/08, P3 spending includes the Abbotstard Regional Hospital & Cancer Centre ($182 millian).

6.  For 2008/09, P3 debt spending includes Jim Pattison Outpatient Care and Surgery Centre [$56 million}, Royal iubilee Hospital Patient Care Centre
{556 millian}, Kelowna Vernon Haspital Expansion {$27 million), St. Vincent’s Mortgage (412 million) is not a P3; however, it is accassing provingial
debt funding so it is included in the total.

7. For 2008/10, P3 debt spending includes tim Pattison Quipatient Care & Surgery Centre {564 million), Roval Jubilee Hospita! Patient Care Centre
{575 miltion), Kelowna Vernon Haspital Expansion ($75 million), and Northern Cancer Centre ($13 million).

8  For2010/1L, P3 debt spending inclugdes: Jim Pattison Qurtpatient Care & Surgery Centre (351 million}, Surrey Memarial Hospital ED and Critical
Care Tower ($27 million}, Kelowna Vernon Hospital (555 mitlion}, Northern Cancer Centre [$1 miliion}, 2nd Royal Jubilee Hospital {371 million),

9. For 2013/12, P3 debt spending includes: Surrey Memoriat Hospital ED and Criticat Care Tower {542 million], Kelowna Varnon Hospital {$2 rmlhon}
and Fort St. John Hospital (523 millian).

Papelof2
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10. For 2012/13, P3 debt spending includes: Surrey Memaorial Bospital ED and Critical Care Tawer {$90 million), Interior Heart & Surgical Centre

(522 miilio), and Fort $t, John Hospital {510 million).

11 For 2013/14, P3 debt spending includes: Surrey Memorial Hospital £D and Critical Care Tower {$21 million) and Intetior Heart & Surpical Centre

{537 million).

12. For 2014/15, P3 debt spending includes: Children’s and Wamen's Hospital (349 million}, Nerth Island Hospitals (558 million} and Interior Haart &

Surgical Centre {$19 million).

FINANCIAL IMPLICATIONS -

e The following table identifies health sector capital spending as reported from all sources {i.e.
Ministry funding, RHDs, foundations, auxiliaries, and health authorities own source revenues).

HISTORICAL HEALTH SECTOR CAPRITAL SPENDING
Budget vs Actual

{S in millions)

Piscal vear  01/02' 02/03' 03/04' 04/05' os/08' 06/07' 07708 08/09' 097107 10/11' 11/12° 12/13' 13140 14/15°
Budzet N/A /A W/ 326 756 =31 B19 524 1,025 1,161 241 B/ 886 Ba7
Actual 275 422 A2 | 568 848 TR0 BE1. BAZ 927 916 732 72 Ba0 an
Variance -

aver/ {under} N/A N/A N/A 242 52 94 62 ) AR L S TR Y R T 53

1. 2001/02-2012/13 - Actualas reaparted in 2015 Financisl and Economic Review - August 2013 {Table A2.10).
2.2013/14 - Actualas reported in 3015 Financial and Economic Review - luly 2015 {Table A2.10)
3. 2014/15-Budget amount from Budget And Fiscal Plan - 2014715 to 2016/17:

2014415 - Acidal as reported in 2015 Finaneial and Economic Review -July 2015 (‘fa_blr.- A22.10)

e Comparable information for health sector capital spending is not available prior to 2002/03 when
the regional health authority structure was implemented. Health sector capital forecasts and

variances are not available prior to 2004/05.
e For the fiscal years from 2001/02 to 2014/15, total health sector capital spending was
approximately $10.0 billion.

Total Heaith Sector Capital Spend (includes all funding sources)
{3 in millions)

Total
01/02 -
Fiscal Years 01/02° 02/03° 03/04’ 04/05* 05/06" 05/07' 07/08" 08/05' 09/10° 10711 11/12" 12/13* 13714 147352 | 14415
Actuals 275 422  A20 568 848 760 881 892 927 916 732 742 690 800 9,973

1. 2001/02 -2012/13 Actual -as reported in 2013 Financial and Econoric Review - August 2013 {Table AZ,10)
2.2013/14 Actual, 2014/15 Actual - as reported in 2015 Financial and Economic Review -July 2015 (Table A2 10],

e For the next 3 years {2016/17 to 2018/18), health sector capital spending is currently forecast to
be approximately $2.9 billion, based on the Q3 2015/16 submission to the Minisiry of Finance.

Approved by:
Joel Palmer, Capital Services Branch; lanuary 25, 2016
Manijit Sidhu, Finance and Corporate Services Division; January 27, 2016
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Ministry Spending Directives

ISSUE . _ R S e e it S e
Govemment has mtroduced spendmg dtrectwes in order to manage costs as efﬂmently as possuble
and to manage the overall budget. The Spending Directives have been included as a link on the
Ministry of Health’s (the Ministry} website for easy access by all employees.

;KEYFACTS : s S
The finance and Corporate Serwces DIVISIOﬂ has |ssued dlrecttves to meet budget targets These
directives cover:
o Office and Business Expenses (STOB 65}
Travel — In Province and Out of Province
Blackberry / Cell Phone use
Electronic Storage — Shared Drive / Email / Persanal Drive
Printing, Faxing, Copying & Scanning
Single Waorkstation
Virtual Private Network (VPN) and Terminal Service (DTS}
Telephone expenses (STOB 59)
Legal Services
Videoconference Policy for Ministry Use
in 2011/12 — Contract Management
in. 2012/13 —Transfer Payments, Base Salaries and Overtime

OO0 0 00000000

Backaround _
Ministries dre requested to eliminate discretionary spending in order to achieve budget targets.

Ministries must also consider how expenditures could be made differently and less expensively. To
achieve this, the Ministry issues spending directives aimed at reducing expenditures in administrative
areas.

FINANCIAL IMPLICATIONS - B e T
Compliance with these dlrectlves has been momtored In addmon to these dlrectlves, in Ju[y 2015
the Deputy Minister of Finance issued a specific Ministry STOB 50 target of $81.5 million, including
50.5 million for capital projects (down from $82.0 million in 2014/15).

Approved by:
Daryl Canner, Finance and Decision Support Branch; September 8, 2015
Manjit Sidhu, Finance and Corporate Services Division; April 20, 2016
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N0rthern Health Authority

ISSUE - e R b sl ETEER T sl ) Bogle il _
The Northern Health Authonty (N HA} is one ofsm health authorlties created in 2001 The M;mstry of
Health provides annual operating funding directly to the NHA via the annual regional funding
allocation. This funding represents the vast majority of the NHA’s annual aperating revenues.

. Thls Mmlstry s reglonal services fundmg represents the vast majonty of the NHA’s annual operatmg
revenues. Other significant sources of operating revenues include funding from the Medicat
Services Plan, the Provincial Health Services Authority, and fees paid by patients and other health
msurers (e.g., fees for services provided to non-residents of Canada, parking and preferred
accommodation).

e  Working in cooperation with the NHA to provide health services within the NHA regian is Wrinch
Memorial Haspital (WMH), a denominational affiliate established per the Hospital Act.
Denominational affiliates are separate legal entities, and each has its own board of directors and
issues its own audited financial statements. The Ministry does not provide operating funding
directly to denominational affiliates; instead, the NHA is responsible for allocating operating
funding to WMH. The financial results of the NHA and WMH are consolidated in the Government
Reporting Entity.

o 2014/15 actual annual operating revenues: 5764 419 mllllon (per 2014/15 aud|ted f'nanmal
statements, excluding denominational affiliate WMH).
e 2014/15 actual surplus: $2.666 million (per 2014/15 audited financial statements, including
denominational affiliate WiMH).
e Regional Funding Allocation:
o 2014/15 - $558.507 million {per 2014/15 Final Funding Letter)
o 2015/16 - $572.318 million {per 2015/16 Funding Letter Update #2)
e Estimated FTEs:
o Unionized — 4,277
o Nan-Union/Management - 456
e 2014/15 Audited Financial Statements:
Total Revenues $764.419 million
Total Expenses _$761.509 million
Surplus S 2.910 million {excluding WMH)

Approved by:
Gordon Cress, Regional Grants-and Decision Support Branch; January 19, 2016
Manijit Sidhu, Finance and Corporate Services Division; January 20, 2016
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PharmaCare Audit Sampling Methodology

Authority regarding the use of statistical sampling methods in the conduct of audits and calculation
of overpayments for recovery by PharmaCare Audit under the Pharmaceutical Services Act needs to
be clarified in a Ministerial Order.

LKEY.FACT:
e Under Part 5 of the Pharmaceutical Services Act (535), PharmaCare Audit (PCA} is responsible for
carrying out objective compliance audits of the PharmaCare Program to ensure pharmacy claims

are valid and, where appropriate, recover overpayments.

e PCA uses statistical sampling methods to select a sample of claims for audit and extrapolate the
exceptions identified in the sample over the ph armacy's claims population, to arrive at the
overpaid amount to be recovered.

¢ The authority for PCA to utilize statistical sampling methods to calculate overpayments for
recovery is set out in S44 of the Pharmaceutical Services Act. Under the Act, the Minister may
make orders respecting the use of statistical methodologies for the purposes of making a
determination and the order must be published.

s.17

¢ The contents of the Ministerial Order have been reviewed by EY as well as the Ministry’s legal
counsel. The Ministerial Order was signed on March 11, 2015, and will be published through the
Ministry PharmaCare website in due course,

Page 1 of 2

33 of 221



FACT SHEET
s.17

Approved by:.
David Fairbothar, Audit and Investigations Branch: March 17, 2015
Manijit Sidhu, Finance and Cotrporate Services Division; April 10, 2015

—
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Population Needs-Based Funding for Health Authorities

LISSUE

The Pop'ﬁlé.fian Needs~Based Fundmg {PNBF) model is a fuhd'i.r'}g'fnéfh'dddtogv to determine how to |

divide a pre-determined pool of funds fairly and equitably between the five regional heaith
authorities, The Ministry of Health retained KPMG and Preyra Consulting to undertake a review of
the model. The review was completed by the end of February and KPMG completed follow-on,
related funding analytical work by the end of March 2015.

KEY FACTS S

e The Ministry’s PNBF model is used to ailocate funding to the interior, Fraser, Vancouver Coastal,
Vancouver Island, and Northern health authorities and is based an models for the acute care and
heme and community care (residential and cornmunity services) sectors.

o The PNBF model is not used to allocate funding to the Provincial Health Services Authority
(PHSA). Funding for the PHSA is based on historical funding levels and the estimated growth of
specialized provincial services such as transplant, renal, cancer, and cardiac care (life support
programs).

¢ The model was ariginally developed by the Ministry in 2002 - it was reviewed and endorsed by an
external group of academics in that year, by IBM in November 2004 and a joint Ministry/Health
Authority Funding Methodology Review in 2004, and a review by external consultants in 2005/06.
Population-based funding allocation methods are used in other jurisdictions including: Wales,
Scotland, New Zealand, Saskatchewan, Ontario, etc. There is international recognition that
developing funding models is complex, especially adjusting for regional costs.

e PNBF takes the following factors into consideration in determining funding allocations:

o Population Demaographics — The size, demographic composition and rate of change of
regional populations by age, gender and socio-economic status determine the need for
heaith care services.

‘o Utilization — The utilization of health care services in the BC population varies significantly
by age, gender, .and socio-economic status and is estimated for each heatth authority.

o Inter-Regional Flows - Since residents can receive services in other health authorities, the
model reallocates work load to the health authorities providing the services.

o Regional Costs — Adjustments are made to recognize the differences in the cost of delivering
heaith care.in the regions due to remoteness or the higher costs inherent in farge,
specialized acute care facilities.

» The Ministry has updated the model for 2011/12, 2012/13 and 2013/14, using its “Health System
Matrix” approach:

o The Ministry has developed an appreach that identifies the actual health status of BC
residents that incorparates major chronic conditions and information about health status
that can be inferred from diagnoses and use of health care services.

o Can assign every BC resident to one of 13 health status groups.

o Analysis has shown that in the PNBF model the Health System Matrix health status groups
are hetter at explaining health care utilization than the former SES groups.

o Inter-Regional Flows — since residents can receive services in other health authorities, the PNBF
model can reflect a redistribution of workload that effectively reallocates funds to the health
authorities providing the services; however, the data limitations discussed previously did not
make warkload redistribution possible in 2009/10 or 2010/11 model calculations.

Page 1of2
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s Regional Costs — adjustments are made to PNBF allocations for differences in the cost of
delivering health care in different regions due to remoteness or the higher costs inherent in large,
specialized acute care facilities (complexity). o

s The role of a funding model is to provide a transparent, understandable, and practical
methodology for allocating specific funds among health authorities. The model does not:

o determine the Ministry budget or amount of health resources needed;

o allocate funding for provincial-level services or the PHSA;

o allocate funding for health services not provided by health authorities (MSP Physician
Services, BC Ambulance, PharmaCare); and,

o specify how the health authorities should spend their funds. Health authorities receive
global funding and may move funds between sectors, as long as they meet the Ministry’s
expectations for the delivery of services as outlined in policies, standards of care, and
performance agreements with the Ministry.

» Because the PNBF allocations include adjustments for patient flow between health authorities
and other-regional variations, it is not appropriate to use the funding allocations to produce per
capita funding statistics:

¢ The review found that:

o The model framework is {allocating funding based on estimating relative needs of
populations and adjusting for unavoidable cost differences) is ¢consistent with the
approaches of needs-based models used in other juridictions.

o  Within the existing framewocrk there are epportunities to refine the model in order to
improve the fairness and clarity of the allocations, reduce bias against at risk population
sub-sets, and better reflect cost structures.

o Developing needs based models for Mental Health and Substance Use and Population.
Health and Wellness sectors will make the model mare comprehensive.

o Some potential model improvements are not practical at this time due to a lack of standard
available data.

» The Ministry acknowledged the repost findings and has tasked the Standing Committee on
Finance and Corporate Issues to review specific findings and make recommendations to the
Ministry on adjusting the model. A working group is actively engaged in the analytical work
needed to enable the Standing Committee on Finance and Corporate Issues to make its
recommendations.

e The Ministry is also continuing to examine alternative funding approaches.,

FINANC i
See above. The project was delivered within budget for a total contract price of 5356, 500.

Approved by:
Gordon Cross, Regional Grants and Declsion Support Branch; January 14, 2016
Manjit Sidhu, Finance and Corporate Services Division; January 19, 2016
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Provincial Health Service_s Authority

The Provmmal Health Ser\nces Authonty {PHSA) is one of s:x health authontres created in 20{]1 The
Ministry of Health provides annual operating funding directly to the PHSA via the annual regional
funding allocation. This funding represents the vast majority of the PHSA’s annual operating
revenues.

KEY FACTS. -

Regional services fund:ng represents the vast majorlty ofthe PHSA [ annual operatlng revenues.

Other significant sources of operating revenues include funding from the Medical Services Plan, other
health autherities, Foundations and fees paid by patients and other health insurers {e.g., fees for
services provided to non-residents of Canada, parking and preferred accommodation).

FINANCIAGIMPLICATIONS e
e 2014/15actual operatmg revenue: $2 845 bllilon (per 2014/15 audlted fmancza! statements )
e 2014/1S actual operating surplus: $0.643 miltion (per 2014/15 audited financial statements.}
s Regional Funding Allocation:
o 2014/15 - $1.862 hillion {per 2014/15 Final Funding Letter)
o 2015/16 - $1.888 billion {per 2015/16 Funding Letter Update #2)
® Estimated FTEs:
¢ Union—9,803
o Non-Union/Management — 2,822
e 2014/15 Audited Financial Statements:

Total Revenues $2,844.988 million
Total Expenses $2,844.345 million
Surplus S 0.643 million

Approved by:
Gordon Cross, Regional Grants and Decision Support Branch; January 18, 2016
Manijit Sidhu, Finance and Corporate Services Division; January 19, 2016
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Seismic lnitiatives in t_he Health Sector

ISSUE - g i :
Update on the status of SEISI‘TIIC |n|t|atlves in the health sector

o Current mltiatwes in the BC health sector related to seismic preparedness and readiness mclude

o seismic screening assessments under the Ministfy of Health's Facility Condition Assessment
(FCA) Agreement with VFA Canada Corporation (VFA), 2012-2017, and

o structural seismic assessments of health care facilities by the Lower Mainland Facilities
Management using the Seismic Retrofit Guidelines developed by the Association of
Professional Engineers and Geoscientists of BC {APEGBC).

* Under the 5-year FCA agreement with the Ministry, VFA wili conduct seismic screening
assessments of health facilities owned by health authorities as part of their overall facilities
assessments.

o The structural portion of the seismic assessment consists of a review of the relevant
structural documents and a visual walk-through inspection. A VFA assessor reviews building
age, materials of construction, lateral load resisting elements, building irregularities,
separation from adjacent buildings and building importance and occupancy.

o The non-structural portion of the seismic assessment evaluates any potential seismic
hazards fram non-structural components, such as falling hazards to life from masonry
chimneys, parapets, veneer, canopies, ceilings and lights over exits and walkways, as well as
falling hazards to the occupants from heavy components such as masanry partitions,
non-safety glass in egress areas or storage shelves which may overturn in occupied areas.

O Seismic assessments conducted by VFA can be used as an initial assessment for determining
which building should be subjected to more detailed structural seismic evaluation.

o As of December 2015, seismic assessments were completed on 64% of health facilities
scheduled for seismic assessments {based on m?), and the remaining assessments will be
completed by August 2017. The average Structural Priority Index for the 197 buildings
assessed is 18, which ranks as medium pricrity.

* Lower Mainland Facilities Management is working on a plan to assess non-structural and
structural seismic requirements across the three health authorities: Vancouver Coastal (including
Providence Health Care), Provincial Health Services and Fraser Health.

o The objective of this plan is to determine the seismic risks to Lower Mainland health care
facilities and to enable a strategic approach to mitigating these risks. The seismic condition
of Lower Mainland health facilities and the cost required for the appropriate level of seismic
risk mitigation will be integrated with all other facilities plans, projects and operating and
capital expenditures.

o Non-structural seismic mediation projects are extremely cost effective and have the
potential to reduce risk of injury, significant damage and repair expenses, resulting in
increased safety and reduced business disruption fram earthquakes.

o Asof December 2015, 83 buildings on 23 campuses {(38% of all planned assessments) have
had seismic assessments completed and the following is the summary of their seismic risk
levels:

Page 1 of 2
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Lower Mainland Facilities

Seismic Risk Summary Low Medium High Total
fsee descriptions below) ! Risk Risk Risk Assessed
#of Facilities: 16 20 47 83

© Structural seismic risk levels are based on the APEGEC Seismic Retrofit Guidelines. This is a
relative scale, based on the estimated movement (displacement or drift} of the building

exceeding a certain limit over a large suite of ground motions.

Risk
Rating

Description

H1

H2

H3

High 1:Mostvuinerable structure; at highest risk of widespread damage or structural
failure; riot reparable after event.

High 2 : Viinerable structure; at risk of videspread damage or structural failure: not
reparable after event.

High3 :lsolated failure of building elements such as Unrsinforcad Masanry {(URM ) walls is
expecied: building likely not reparable after event,

Medium :lsolated-damage to building elemends is expecied; non-structural elements
(such as bookshelves, lighting; etc.) are at risk of faiure.

L1

L2

L3

Low 1 :Lowdevelof vulnerability, would experience isolated damage; possible repairable
after evant,

Low? :Buiding canbe used as & past-event shelter. Repairable damage may be present
and some services may not be operational,

tow3 : Building may have some damage to non-structural items but is othenwise fully
operational.

Background

® Hospitals, blood banks and emergency treatment facilities are considered post-disaster buildings,
which means they have to be designed to remain standing after a seismic event and with more
seismic resistance (50% more) than other regular buildings {1990 National Building Code, 1992

BC Building Code).

¢«  Where a health authority is undertakmg a major renovation or expansion to an existing health
care facility, planning and design will include all necessary seismic requirements as prescribed by
building regulations. The size and scale of renovation to a building typicaily determines the

application of the building code requirements.

e All new constructions are built to current BC Building Code, and any renovations in existing

facilities will consider seismic upgrades as part of the project.

FINANC!ALIMPLICATIE)NS N
Under the FCA Agreement, estlmated cost of seismic screenmg assessments is apprommately

$950,000 for the 5-year term, or $190,000 per year.

Approved by:

Joel Palmer, Capital Services Branch; lanuary 29, 2016
Manijit Sidhu, Finance and Corporate Services Division; February 2, 2015
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Special In‘vestigat’ions Unit Activities

ISSUE - T :
Implementatlon of the Mlnlstry of Health‘s hew Spec&al Investlgatlons Unit (SiU}

KEYFACTS . it B G sttt

e The Mmtstry of Heaith is commltted to detectmg fraud and abuse in the BC health care system

e The Ministry continues to experience an increasing incidence of inappropriate billing by
physicians and health care practitioners in the Medical Services Plan (MSP) Program, by
Pharmacy operators in the PharmaCare Program, and inappropriate claims by non-eligible
beneficiaries and residents.

e In 2014/15, the SIU was established within the Audit and Investigations Branch to investigate
suspected fraud and abuse within the above program areas.

e Files for investigation may be referred to the SIU by units within Audit and Investigations
Branch: the Billing Integrity Program (physician and health care practitioner audits);
PharmaCare Audit (pharmacy a'udi_ts)_;'and the Eligibility, Compliance and Enforcement Unit
(MSP eligibility reviews).

e The SIUis not yet fully established. An experienced Manager has been appointed as well as a
Compliance Auditor, one Special investigator position was filled in August 2015, and there is
one vacant Special Investigator position.

e TheSlUis staffed with Special Pravincial Constables (approved July 2014) with the powers to
conduct criminal investigations, execute search warrants and prepare reports directly for Crown
Counsel.

s Files continue to also be referred tothe Police to determine whether there is an ability to
conduct a Police investigation.

e Files with SIU and/or the Police at January 31, 2016 are summarized below:

Total open suspected fraud files ”13" 17 .. 11 - 41

| Under active
investigation by SiU
Police investigatian _
Referred to Crown Counsel*
Files awaiting further review and
possible investigation**

Total fraud files received
s.15

**A number of these files have also been referred to the Police to open a file and consider an investigation.
***Includes files opened to assist other enforcerment agencies (Identity Theft or Fraud — are not included in this total).

e The SIU warks closely with law enforcement officials as well as other Comptiance and
Enfarcement Officers across government to deter fraud and abuse of government programs.

FINANCIAL IMPLICATIONS: - SRR S G ST R R
SIU budget for 2015/16 is $219 000 and there are currentiy three emp[ovees

Approved by:
David Fairbatham, Audit and Investigations Branch; January 28, 2016
Manjit Sidhu, Finance and Corporate Services Division; February 2, 2016
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Top- Five Health Authority Executive Compensation

Smce 2001 the Provmce has contmued to make improvements to the transparency and disclosure of
financial and performance information relating to executive compensation.

The 2014/15 Executlve Dlsclosure Statements for the fop flve Executives will be posted by the Public
Sector Employers’ Council Secretariat (PSEC). The Disclosure Statements provide the actual
compensation levels for the top five executive positions of each health authority, Providence and St.
Joseph’s General Hospital. The amounts included in the “All Other Compensation” field includes
vacation payout, paid leave, severance and sick leave payout at retirement or conclusion of
employment, and transportation allowance. Benefits include employer contributions for statutory and
health benefits. Appendix A includes details of significant changes.

Background
e Governmant has taken a number of actions in recent years to further align executive
‘compensatioh with the priorities and fiscal principles of Government:

o Onluiy 10, 2014, Government provided direction on standards of conduct, including post-
employment restrictions.

o Onlune 11, 2014, Government implemented new taxpayer accountability principles.

o In May 2014, Government revised disclosure guidelines to further clarify and enhance the
transparency of the compensation paid to CEOs and the top four decision-makers at public
sector entities. Disclosure now required of both accrued and paid compensation such as
allowances and payment made upon retirement,

o In 2007/08, legislation requiring the disclosure of the salaries of public sector CEOs and the
next four highest-ranking executives earning $125,000 or more in base pay was passed.

o In 2002, the Public Sectar Employers Amendment Act (Bill 66) was introduced, which
included: limits on payout of accumulated sick Jeave and vacation leave; tighter rules on the
approval of compensation plans; reduction of maximum severance from 24 to 18 months;
severance limits for senior executives.

e Legislation requires that current contracts of sehior executives must be filed with the Public Sector
Employers' Council Secretariat.

N/A

Approved by
Daryl Conner, Finance and Decision Support Branch; July 6, 2015
Manijit Sidhu, Finance and Corporate Services Division; Aprii 20, 2016
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Incentive

MName Principle Position Eage Salary  plan c:‘:mp. Penslon Benefits A:S;‘hper Total Tot:Ll;:Ior
paid -
Frazertealth
warchbank, Michaul Fresidént & CEQ 571,379 S6,R11 39,346 SHY,556 Nfb
Murray, Br, Nige! President & CEQ 5100,575 59,054 A7.160 536,468  51%3,257 440,023
Crerresw, Davicd Interim Prissident & CED $140, 284 5140,28a 7]
Pelletins, Mark ::sunical Sup & Strateic Planning/ $247,065 523,235 $22,90% $63  $203,277 $284,198
Morton, Roy Interim VB Medicine & Reglonal $227,246 421,379 57,351 SG.L20  $265,505 N/A
r-*rograms B e

Wan Buyader, Faul WP Public Health B Chief WiHD 5126,547 512,669 $8,953 85,170 5167339 526,337
Goldtharpe, Peter WP Corporate Services & Facilities. 533V,510 522,341 520,787 $2B0,633. A
Lee, Victorta VP Population Health & Chief MHO 5232.571 521,888 519,476 SE, P96 SI2E0,7E1 NAA
Wehb, Dr. Andrew WP M dicine SAVL,440 575,582 524,045 $321,017  $320,0400
Rarker, Philip VP Infomatics G247,06% 423,239 S22,882 $253,186 SPN3,ATY
interiortieatth
Haipenny, O Aobert CEC TI15,909 535,100 $324,130 %20,1443 55,083 5410,357 4408, 540
Ethorington, Dr. Jersmy VP Medicine & Qual. £291,815 Lr8.538 $16.142 42,843 4339248 5337.373
Neuner, Androw VP Carirn, Integr, 5118.548 £11,145 56,303 £7,357 4143 564 B2a4,248
Jehnston, Jahkn Vi Peaple & Clinical Services $240,774 324,418 515,674 4244 290112 SZE8,614
Lemmér, Dobna VF Residential & GFO $244,101 Su3,868 415,889 $2,424 4288278 $283,135
Browh, Susan VF Acutie Services $244,101 L22.H6d 515,438 S60 S2B5007 M
Northe rn Health
Ulrich, Cathering- President & CEQ $220,000 L35,156 $13,205 $377,361 £376,791
Chapman, Dr. Ropald VP Medicine 5272,474 52%,961 513,545 $311,880  $310,.01
Memtlan, tichani COO-Northern Interior 5220909 527,001 $13,176 $254, 566 4:539.005
Allizon, 3andra Chief Medlcal Heaith Officer 5175,944 s17.043 S18,424 s207,911 NSA
Iehnston, Suzanne VP Clinleal Pragrams 565,35) £B8,347 53,5¥n 593,584 5117,362 5244,303
Lindstrom, Jane VP Homan Resources 5211.146. $20,118 511,908 S242,172 S2A2,08
Provinctal Health Scrylces
Coppes, Max Pres,, B Dancer Agmncy 2400,000 539,058 521,818 546,234 5507,6510 G561, 350
Aoy, Carl Fresldent and CEO $331,501 534,700 529,763 512,727 521,126 5409817 Suad, 220
Bruwnharm, v, Rohert ‘Proy. Exec. Oir, » BCCDC 5723,789 323",931- %10,32% $3I58,005° $364,7565
Krystal, Arcen Chief Operating Officer $273,000 L2598 515,657 %9,240 5323.873 5320,384
Arnold, Leslie Presidant, 8C Children's ‘5263,320 £214,499 58,8321 $6,105  5307,835 S212,B53
Faster, Mick Intarirm Vice President H230,051 AR0,T3Y 512,430 513,877 S267.007 N/A
Lupinl, Linda E’;::;‘;::‘“t'vé‘;é:;“ident’ PHEAand $271,237 $25,815. 413,023 43,935  5314,060 NiA
VYancauver Coastal Haglth
Ostrow, Dr. David President & CEQ 35 505 51,232 596,697 S103,424 541%,385
Ackenhusen, Mary President & CEQ 310,273 529,402 515,946 $5.78% 5361404 5341,4D8"
O'Cenner, Dr. Patrick vP Medicine £271,554 525,733 $ie,161 $315,498 311,821
Eliopoulos, Vvian COO-Vancauver Acute £235,576 522,143 515,087 53,470  $277,575 Nia
Case, Laura CO0 - Vanrauver Camm unlfy S201,350 519,103 516,074 £3,470 52295995 Mia
Soleman, O Joff WP, Repl Pragrams 552,272 53,739 51,557 560D 558,118 314,820
Copping, Glen CFO & WP Sys Devel B Perform %271,554 525,733 514,880 $6,960 $310,127 4159,072
Vantouver lslang Heglth
<arr, Brendan President & CEC $314,961 534,557 S3z.629 %22,605 $7,372 S412,562 $387,588"
Grow, Richard EVP & UMD §263,991 526,151 $14,851 512,224 5317,157  5314,922
MacK:ny,CathEri'ne' EVF & Co0 $262,.825 526,036 516,240 56,5910  5312,n11 $371,050
DBaldwan, Jatinder EvP-Chief Moedical $2B6,672 520,335 517,228 L1513 3324748 SA03,H7E
MacNeil; Kathryn: EVP Qualily; Safeiy & Experience $15,127 $1,532 42,876 %1,aR1 N2RALE nefa
Karrone, Kim VP & CFD 5254,228 L35,237 416,459 58,165 45304,090 32BG,B7E
Providence Health Care
Doyla, Dlanne President & CEQY 532p,713 531,612 S12,120 510,348 573,783 3377,2005
Sipdelar, Rebert VP, Research & Academic aff S27R,NGAR 535,798 _5.11,193 57,467  3218,561 334,078
Sachedlina, Zulic VP, HR & Gen. Counsel L2144, 6G7A 521,400 Y8, 629 %7:923 5252,22% 5267.076
Carar, PrRon VP, Madical Affairs 52062,500 $262,500 4263,60%
Proctar, Mary VP, Flasnce. $219,523 $21.035 511,270 4G50 5$252,728 4255398
St loseph's General Hosoinl
Wirphy, lane President & CED $197,599 20,131 515,787 $2.800 523,31y  $232,627
Maclanald, Eric VP Finanee, Capital & Suppars $159,760 518,550 516,218 $913  5192,8B)  $192,049
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Vancouver Coastal Health Authority

The Vancouver Caastal Heaith Authorlty VCHA) is one of s5iX health authontles created in 2001 The
Ministry of Health provides annual operating funding directly to VCHA via the annual regional
funding allecation. This funding represents the vast majority of VCHA's annual operating revenues.

'KEY:FACTS: - RN e : B i R LT

e This Mmlstry s reglonal services fundlng represents the vast majorlty of the VCHA 5 annual
operating revenues. Other significant sources of operating revenues include funding from the
Medical Services Pian, the Provincial Health Services Authority, and fees paid by patients and
other health insurers {e.g., fees for services provided to non-residents of Canada: parking;
preferred accommodation, etc.).

e  Working in cooperation with VCHA to provide health services within the VCHA region are two
denominational affiliates or hospital societies established per the Hospital Act; i.e., Providence
Health Care and Louis Brier Hospital in Vancouver. These denominational affiliates are separate
legal entities, and each has its own board of directors and issues its own audited financial
statements (two former denominational affiliates or hospital societies, R. W. Large Memorial
Hospital in Bella Bella and Bella Coola General Hospital, were absorbed by VCHA as of
Aprit 1, 2014). The Ministry does not provide regional services operating funding directly to the
denominational affiliates; VCHA is responsihle for allocating a portion of its regional services
operating funding to its denominational affiliates. The financial results of the health authority
and the denominational affiliates are consolidated in the Government Reporting Entity.

FINANCIAL IMPLICATIONS. . Gl A et e e
e 2014/15 actual annual operatmg revenues, mcludmg vardence Health Care but excludmg the
other denominational affiliates: $3.465 billion {per 2014/15 audited financial statements of
VCHA and Providence Health Care).
e 2014/15 actual operating surplus, including all denominational affiliates: $1.363 million (per
2014/15 audited financial statements of VCHA and the two denominational affiliates).
¢ Regional Funding Allocation:
e 2014/15- $2.461 billion (per 2014/15 Final Funding Letter).
s 2015/16 - $2.540 billion (per 2015/16 Funding Letter Update #2)
» Estimated FTEs: (including Providenice Health Care, but exciuding other denominational
affiliates and contracted agencies):
¢ Union- 17,619
* Non-Union/Management ~ 1,602
¢ Per 2014/15 Audited Financial Statements of VCHA {Excluding Denominational Affiliates):
¢ Total Revenues  $3,158.359 million
e Total Expenses $3,157.273 million
e  Surplus S 1.086 million
¢ With Providence Health Care and Louis Brier included, VCHA overall reported a surplus of
$1.363 million for 2014/15.

Approved by
Gardon Cross, Regienal Grants and Decision Support Branch; January 26, 2016
Manijit Sidhu, Finance and Corporate Services Division; lanuary 27, 2016
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Vancotwer !sland Health Authority

ISSUE. : SRR B e A N D)
The Vancouver lsland Health Authorrty (VIHA) is one of Six health authorltles created in 2001 The
Ministry of Health provides annual operating funding directly to VIHA via the annual regional

funding allocation. This funding represents the vast majority of VIHA’s annual operating revenues.

° The Mlmstry 5 reglonal services fundmg represents the vast majorlty of VIHA’s annual operatmg
revenues. Other significant sources of operating revenues include funding from the Medical
Services Plan, the Provincial Health Services Authority, and fees paid by patients and other
health insurers {e.g., fees far services provided to non-residents of Canada, parking, and
preferred accommaodation).

e  Working in cooperation with the health authority to provide health services within VIHA’s region
are two denominational affiliates or hospital societies established per the Haspito! Act; i.e.,
Mount St. Mary Hospital in Victoria and St. Joseph's General Hospital in Comox. These
denominational affiliates are separate legal entities, and each has its own board of directors.and
issues its own audited financial statements. The Ministry does not provide regional setvices
operating funding directly to the denominational affiliates; VIHA is responsible for allocating a
portion of its regional services operating funding to its denominational affiliates. The financial
results of the health authority and the denominational affiliates are consolidated in the
Government Reporting Entity.

FINANCIALIMPLICATIONS.. - B R o e : S
e 2014/15 actual annual operatmg revenues exctudmg denommatlonal affliiates $2 115 b:lhon
{per 2014/15 audited financial statements of VIHA).
e 2014/15 actual operating surplus, including denominationat affiliates: $4.938 million {per
2014/15 audited financial statements of VIHA and the denaminational affiliates).
¢ Regionaij Funding Allocation:
e 2014/15 - $1.714 billion (per 2014/15 Final Funding Letter)
* 2015/16 - 51.765 billion {per 2015/16 Funding Letter Update #2)
¢ Estimated FTEs {excluding Mount St. Mary Hospital, St. loseph’s General Hospital and other
contracted agencies):
e Union-11,364
e Non-Union/Management — 1,229
a  Per 2014/15 Audited Financial Statements of VIHA {Excluding Denominational Affiliates):
Total Revenues $2,115.493million
Total Expenses $2,110.570 million
Surplus S 4.923 million
¢ With Mount St. Mary Hospital and St. laseph’s General Hospital included, VIHA overall reported.
a surplus of $4.938 million for 2014/15.

Approved by:
Gordon Crass, Regional Grants and Decision Support Branch; January 20, 2016
Manjit Sidhu, Finance and Corporate Services Division: January 21, 2016
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KEY FACTS

FACT SHEET
10- Year Trlpartlte First Nations Health Plan — Health Actions

Progress made on the xmplementatlon of the 2007 Tnpamte First Nations Health Plan (TFNHP).

The 10-year TFNHP agreement 51gned in 2007 by the FII‘St Natlons Leadershlp Counu{ and the
Governments of BC and Canada, was intended to improve the health status of First Nations {FN)
people, with a focus an governance and on health actions. Key deliverables and priarities for 2015/16
include:

Primary Care and Public Health

» The Ministry of Health and regional health authorities are working with the First Nation Health
Authority (FNHA) on implementing innovative ongoing investments in improving Primary Care
sarvices for FN people. A Ministry FNHA Joint Project Board was established to oversee FN primary
care programs. Twenty-three primary care projects have been approved to date including:
multi-disciplinary teams with physician/nurse practitioner leads and other professionals providing
services to communities; Aboriginal patient navigators who assist with discharge planning; and
integrated care teams working with clients and families to support mental health-and weliness.

» A working group has been focused on improving primary care access to rural and remote FN and
Aboriginal communities by removing barriers to incentive programming.

Maternal and Child Health

e The Aboriginal Pregnancy Passport was printed in March 2014 and distributed province-wide to FN
and Aboriginal women as a g-uiding tool through preghancy and first months of motherhood.
Promising Practices in First Nations and Aboriginal Materrial and Child Health Programs aim to
support communities to expand successful pfo’grams, train/upgrade staff capacity and better align
programs and services among different providers/funders.

e The Doula Support Program isa joint BC Assaciation of Aboriginal Friendship Centres and FNHA
initiative that offers funding for Doula services to expectant Aboriginal women and families.

+ Implementation ptanriing for the Tripartite First Nation and Aboriginal Children’s Oral Health
Strategy, Healthy Smiles for Life Strategy is underway. This Strategy is designed to guide public
health and community efforts to improve the oral health of children aged 0-18.

Health Human Resources {HHR)

e The HHR Tripartite Strategic Approach will assist communities/regions with HHR planning.

« A provincial cultural safety and cultural humility framework is being developed in partnership with
FNHA, heaith authorities.and Health Canada.

s San’yas indigenous Cultural Competency training is an 8 hour on-line course to enhance service
provider cultural competency, with 500 seats available to each health authority and the Ministry
annually. To date over 800 Ministry staff and 15,400 allied health professionals have completed
the training.

Mental Wellness and Substance Use {MWSLI)

e Fraser Health, partnering with FNHA, is expanding hours available to deliver mobile detox and
withdrawal management to a greater number of geographical regions as well as hiring a youth
ecordinator in support of youth suicide prevention, intervention and postvention.

a Interior Health, partnering with FNHA, is working to increase mental health clinicians to FN
communities, provide clinical support and capacity building to community-based MWSU workers
and support multi-disciplinary teams through increased coordination efforts with the community.
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s Vancouver Coastal Health, partnering with FNHA, is developing a MWSU Specialist Community
Assessment Team to increase capacity of services and target reducing suicide risk.

o As part of a strategy to prevent.and respond to suicide in FN and Aboriginal communities, the
Ministry, FNHA, Métis Nation BC and BC Association of Aboriginal Friendship Centres, have
developed the Hope, Help and Healing toalkit, 2 community guide to suicide prevention, response
and recovery. Roll out initiated April 2015.

Health Knowledge and information

o The First Nation Client File, created through linkages with the federal Indian Registry and Ministry
administrative databases, enables collaborative reporting and data linkages for surveillance and
evaluation of specific initiatives.

e The Tripartite Data Quality and Sharing Agreement expired April 2015 with an automatic one-year
renewal. An Agreement Amendment was signed, extending it to April 2019.

 The First Nation Panorama Implementation Project is currently being deployed in 16 FN health
service orga'-nizz'awtions1 to support clinical service delivery to 48 Nations. Twenty-six other FN health
service organizations are being established to provide health services to 36 additional Nations.

eHealth

» The capacity for two-way live videoconferencing exists in approximately 150 FN communities in
BC. In September 2013 Tripartite partners launched the First Nations Telehealth Expansion Project
in partnership with Canada Health [nfoway, key to creating a fully integrated clinical telehealth
network. Currently, 100 communities receive educational services; 10 receive clinical services; and
50 communities on Vancouver island receive TeleOphthalmology services.

» The FN Telehealth Expansion project is to build and expand telehealth capacity and increase access
to health/weliness/educational services to approximately 45 FN communities by December 2015.

The Framework Agreement includes providing funding up to 2015/20 to support the health prowsmns

outlined in the Framework Agreement. Funding to date, and remaining funding up to 2019/20 are
provided inthe table below:

Fiscal Year Amount
2006/07-2010/2011 ' $16.5 m'-'ll-l-;l-(-an {total)
2011/12 $4.0 million
2012/13 | $6.5 million .
2013/14 | $8.0 millien
2014/15 $10.0 million |
Funds provided by end of 2015/16 : $56.0 million
2016/17 through 2019/20 $11.0 million per year
Funds still o be disb"ursed 544.0 million )
Total Commitment --5100.0 million

Approved by:
Arlene Paton, Population and Public Health Division; January 28, 2016
Gordoen Cress, obo Manjit Sidhu, Finance and Corparate Services Division; February 2, 2016

1 FNHSO is defined as a lepal entity established by one or more First Nations that, under the necessary agréements, employs health staff to deliver
services to member First Nations. Each FNHSO signs on to the Panorama information sharing agreement (ISA), arid as such has a responsibility te jeintly
steward Panorama data as per the terms of the ISA and the data classification medel described in the Panorama Data Goverhance Framework.
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BC Tripartite Framework Agreement - Implementation

©On October 13, 2011, the First Nations Health Council (FNHC), the federal government and the
Province of BC signed the BC Tripartite Framework Agreement on First Nation Health Governance
that paved the way for the federal government to transfer planning, design, management and
delivery of federally funded First Nations health programs to the First Nations Health Authority
(FNHA).

» The Framework Agreéement sets out specific commitiments relating to:
o the transfer of federal health programs to the new FNHA; -

o the planning, design, management and delivery of First Nations health programs by FNHA;

o the building of a more integrated heaith system for First Nations under the new health
governance structure;

o the active participation of Canada and BC in the new health governance structure as part of
the wider health partnership with BC First Nations; and

o the performance and accountability requirements of the parties.

e The Framework Agreement reinforces that duplication of services will not occur and a parallel
health service delivery structure will not be created.

e The Framework Agreement’s governance structure is for health services that had previously been
provided by the federal government and/or First Nations on reserve. These federal services
included but were not limited to, select services in primary and public health, environmental
health monitoring, maternal/child health and mental health and substance use.

s The Framework Agreement’s governance siructure, comgprised of the Tripartite principals
{provincial and federal Ministers of Health and the FNHC), the Tripartite Committee on First
Nations Health, , and the First Natians Health Directors Association, supported the establishment
of the FNHA and continues to ensure accountability and transparency.

¢ Health Canada has now evolved from operating these First Nations health programs to. providing
funding and support to the FNHA. '

¢ The Canada Funding Agreement provides federal funding to FNHA to support the transfer of
federal health programs and support the planning, design, management, delivery, and funding of
health programs by FNHA. The total funding under the Canada Funding Agreement is $4.7 billion
aver 10 years (began July 2, 2013; expires March 31, 2023).

o Health Canada programs for BC First Nations were transferred in a phased approach and are now
fully operational under the FNHA. The First Nations health programs and services previously
provided by Health Canada were transferred in phases to FNHA. On July 2, 2013, headquarters
functions and funding were transferred, including funding for Medical Services Plan premiums.
The remaining regional office programs, services and staff were transferred on QOctober 1, 2013.

Recent Progress on BC's Key Commitments

e In accardance with a commitment - made in the Framework Agreement to facilitate coordination
and integration of First Nations’ health programs and services, regional partnership accords have
been signed between each of the regional health authorities and each regional caucus of the
FNHC. The accords confirm the commitment of the partners to work collaboratively on actions
within a shared agenda to improve the health of First Nations and Aboriginal people in their
region. The Provincial Health Services Authority and FNHA have also developed a partnership
accord to guide collaborative actions. '
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s A Health Partnership Accord was signed among the tripartite partners on December 17, 2012.
The Accord describes the broad and enduring relationship; outlines the political commitments
that form its foundation; and renews the commitment to work together to eliminate disparities
between the health status of First Nations and other British Columbians and build a better health
system,

e The provincial government and FNHA have an agreement on the payment of Medical Services
Plan premiums through the group plan. FNHA took over from Health Canada as Group
Administrator on behalf of First Nations in BC on july 2, 2013, and is working with the Ministry of
Health to invest in improving access to primary care through the Ministry and FNHA Joint Project
Board {JPB). Negotiations are underway between the FNHA and the Ministry to calculate a new
agreement and billing rate for the period from April 16, 2016 onwards.

o The Ministry and FNHA JPB is an executive level committee that supports the initiatives and
pricrities of the regions and supports integration of initiatives and services of the Province with
those funded by FNHA, particularly focused on overcoming key policy barriers. The JPB is
responsible for the development and implementation of an annual work plan describing key
activities, responsibilities and timeframes.

o A Letter of Mutual Accountability was signed October 21, 2015 by FNHA and the Ministry of
Health which articulated the mutual accountabilities; roles and respensibilities of both parties
with respect to the planning, administration, delivery and monitoring of heatth services. The
2016/17 Letter of Mutual Accountability is under development. The CEO of FNHA is now also a
member of the health system’s Leadership Council with the other CEOs of provincial health
authorities and the Deputy Minister of Health, The FNHA also has representation on each of the
Standing Committees reporting to Leadership Council in order to foster integration of health
policy and services. e

The Framework Agreement includes provincial funding up to 2018/20 to support the Transformative
Change Accord: First Nations Health Plan and the Tripartite First Nations Health Plan. Funding to
date, and remaining funding up to 2019/20 are provided in the table below:

Fiscal Year Amount
2006/07-2010/2011 $16.5 million {total)
2011/12 44.0 million
2012413 56.5 million.
2013/14 $8.0 million
2014/15 $10.0 million
Funds provided by end of 2015/16 556.0 miliion
2016/17 through 2019/20 $11.0 million per year
Funds still to be disbursed 544.0 million
Total Commitment $100.0 million

Approved by:
Arlene Paton, Population and Public Health Division; January 25, 2016
Gordon Cross, cbo Manijit Sidhu, Finance and Corporate Services Division; February 2, 2016
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Carrot Rewards

The BC Ministry of Health is collaborating with the Public Health Agency of Canada (PHAC) and Social
Change Rewards Inc. (SCR} and its national non-government organization partners (Heart and Stroke
Foundation, the Canadian Diabetes Association and YMCA Canada) to create a national healthy living
mobile application (app) platform called Carrot Rewards.

s Carrot Rewards is an innovative mobile app platform designed to motivate people to make

healthier behaviour choices by rewarding their actions with loyalty points from their preferred
participating loyalty partner.

« Carrot Rewards was announced July 29, 2015, and the free app will be available for
British Columbians to download to a mobile platform in February 2016.

e Once installed, participants will receive their choice of loyalty points for engaging in and completing
specific health promotion activities that target the common risk and protective factors associated
with maintaining healthy weights and combating chronic disease.

e The concept is to be loyalty point “agnostic” and the first point providers signed on are Aeroplan,
Scene, Petro-points and More Rewards (Overwaitea Food Group).

» To start, the app will focus on the following intervention streams: healthy eating, physical activity,
positive mental health, immunization, moderation of alcohol and tobacco cessation. Intervention
streams will evolve over time in scope, complexity, and targeting capability based on the learnings
from the performance measures and evaluation reports.

s The offers in the app will be developed and released in a multi-phased approach. The first phase
will feature in-app activities including surveys, quizzes, planning and health information. Future
phases will use advanced functionality that reward activities such as attending a gym or flu clinic,
purchasing praduce at a grocery store, or tracking behaviours through other linked devices (e.g.,
“wearables” such as Fitbit).

¢ Carrot Rewards has been developed by SCR in partnership with PHAC and the Ministry of Health.
The Ministry provided funding to the Canadian Cancer Society {CCS), directing the BC Healthy Living
Alliance (BCHLA) to support BC’s participation in Carrrot Rewards.

e As part of the grant agreement, BCHLA has set out-a formal funding agreement with SCR that
ensures BC henefits from being the first province to participate in the healthy living rewards
platform.

s Having BCHLA on board complements the national non-government organization supporters and
ensures BC is addressing shared priorities towards reducing chronic disease and improving health
outcomes.

s The Ministry provided funds with BCHLA support establishing the development infrastructure for
Carrot Rewards app, acquiring users of the app and providing incentives for the app users.

» As a founding province, BC receives an exclusive three-month launch period with the Carrot
Rewards app only available to British Columbians. Once this period of exclusivity is over, the app
will be available to other provinces and territories.

s The Carrot Rewards uses a pay-for-performance funding approach — with costs incurred when an
action is taken through the users of the platform.

e Asitis based on usage, this model ensures that every dollar invested drives direct measurable
results and allows for detailed information on the intervention performance, providing better
insight for future opportunities and follow up to measure sustained behavior change.
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o BCHLAis working closely with SCR and its in-house behavioural economist to set an evaluation
framework that ties the usage to behaviour change in a measurable way over the short; medium
and long term. This evaluation framework is also a mandatory element of the PHAC and SCR
funding agreement.

» The app is confidential and completely private. British Columbians are invited as an opt-in and may
remove the app at any time,

o Thereis asigned privacy impact assessment for the app and the highest level of security has been
assured by SCR through their data management protocols. All data transfers will be through an
encrptyed process-and only aggregate reporting will be available to participating provinces and
non-government organizations. There will be no release of personal identifers.

FINANCIAL IMPLICATIONS
e The Ministry has-provided $2.5 million te CCS to work with BCHLA to become the first province to
participate in Carrots Rewards.
e Carrot Rewards is cost-shared by PHAC (55 million} and the Ministry funding provided to CCS to
support BCHLA involvement on BC's behalf.
e PHAC is investing in app development and the initial sign up of British Columbians. As part of the
benefits of going first, BC will receive a larger investment from PHAC for sign ups.
s.13,8.17

Approved by:
Arlene Paton, Population & Public Health Division; January 28, 2016
Gordon Cross, obo Manjit Sidhu, Finance and Corporate Services Division; October 22, 2015
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Drinking Water — Union of BC Municipalities
Small Water System Recommendations

The Union of BC Municipalities (UBCM) Small Water Systems Working Group has made a number of
recommendations to government on making changes to how small drinking water systems are
regulated. Government will address the UBCM recommendations, as well'as recommendations made
by other stakeholders, through an interministerial working group, with the goal of ensuring small
water systems are supported to deliver safe drinking water to customers.

The Ministry-of Health is responsible for the Drinking Water Protection Act which regulates the
construction and operation of drinking water systems. Water suppliers have the responsibility to
deliver potable water to their users and health authorities issue permits to water suppliers to
ensure these obligations are met.

+ While much of the BC population receives treated drinking water from large water systems, there
are over 4,000 known small water systems, It is estimated there are thousands of additional small
water systems that remain unidentified and unregulated, pasing potential health risks to their
users.

e There are approximately 500 boil water notices on drinking water supply systems across the
province. Most of these notices are long-term, and associated with very small, independent water
systems. :

o Small water system suppliers face many challenges to provide safe drinking water to their
customers. Challenges include short falls in infrastructure, staffing, technical capacity, governance
and financing.

¢ Several prominent organizations have reported on small water system challenges in BC. They have
made recommendations to several ministries involved with regulating drinking water. These
reports include: Internal Audit of the BC Office of the Comptroller General - Report on the Review
of Drinking Water Resources {2012); Office of the Provincial Health Officer; UBCM Small Water
Systems Working Group; Office of the BC Ombudsman — Fit to Drink: Challenges in Providing Safe
Drinking Water in British Columbia, Special Report no. 32 (2008); and the (2002) Action Plan for
Safe Drinking Water in British Columbia.

¢ The UBCM Small Water Systems Working Group made a number of recommendations to
governmant on making changes ta how small drinking water systems could be created, regulated
and managed, with a goal that they remain sustainable in the future.

¢ The Ministry analyzed the recommendations for drinking water provided by UBCM and other
stakeholders, and canducted an evidence review, jurisdictional scan and policy analysis. (n general,
actions to address small water systems fall into three broad categories: promoting sustainable
smali water systems; redefining small water systems and classes of water systems; and preventing
the proliferation of future unsustainable small water systems.

o While the Ministry of Health and health authories can implement some strategies independently,
others depend on collaborative efforts across several ministries and local governments, This

includes: Ministry of Community, Sport and Cultural Development (MCSCD) (subdivision regulation

and infrastructure programs), Ministry of Forests, Lands and Natural Resource Operations

(oversight of water utilities and water user communities}, and Ministry of Transpartation and

infrastructure (MTI) {subdivision processes).
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Government has initiated an interministry ADM steering committee and working group to develop

several policies and implementation actions over the next 2 years as follows:

1. Plan and implement UBCM’s recommendations related to reducing the regulatory burden for
water supply systems with less than 5 connections.

2. Develop guidance for MT) Approving Officers aimed at preventing the creation of
unsustainable systems. Consistent guidance will alse be developed for local governments for
subdivision approvals within their autharity.

3. Investigate the feasibility of developing loan programs with financial institutions for existing
small water systems needing investment to meet potable water standards.

4. Explore requirements for registration of non-potable water conditions on land title.

5. Build upon and promete education and outreach programs to ensure small water systems
have access to technical and financial best practices and other educational resources.

These actions have been outlined in a letter from Minister Lake to Al Richmond, Chair of UBCM

Healthy Communities Committee.

MTI posted a request for proposals with BC Bid Resources for a contractor to develop a

subdivision checklist on lanuary 14, 2016. This checklist will help ensure small water systems meet

the service and water quality requirements for users by identifying sustainahbility issues at
subdivision.

MCSCD reports they are actively looking into a loan programs with financial institutions and

financial best management practices. Loans would only be provided to Small Water Systems who

follow acceptable financial management practices.

The Ministry has given a grant to the BC Water and Waste Association to develop and promote

existing educational material as well as interactive training sessions for small water suppliers on

financial best practices; non-potable policy; Small Water Systems Guidebook; elements of Point of

Use/Point of Entry agreements; and ground water at risk of containing pathogens

The Ministry of Health does not provide direct financial assistance to water systems. Most smail
water systems are not eligible for financing through MCSCD and small water system operators
typically fund operations through user fees.

The health authorities currently dedicate significant resources to monitoring.small systems across
the province.

Impleémenting a comprehensive small water systems strategy requires participation and resources
from across government.

The Ministry has provided S500,000 in a 2014/15 grant to the BC Water and Waste Association to
implement the outreach and education component of the small water systems work plan overthe
next 2 years.

Approved by:

‘Gordon Cross, obo Manijit Sidhu, Finance and Corporate Services Division; April 16, 2015

Arlene Paton, Population and Puklic Health Division; January 25, 2016
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FACT SHEET
Fentanyl

'F.entany[ has been associated with an epidemic of opioid overdose fatalities {and non-fatal overdoses,

sometimes leading to hospitalization and brain injury) in BC in 2014 and 2015.

s Fentanyl is a synthetic opioid which is much more toxic than morphine and is particularly
dangerous to those who are naive opioid users.

s Inrecent years, BC has been experiencing an increase of fentanyl-detected deaths occurring in
illicit circumstances: 13 deaths in 2012, 49 deaths in 2013, and 90 deaths in 2014.1

e This pattern has continued in 2015, with 465 apparent illicit drug overdose deaths, 30% of which
involved fentanyl {approximately 140 deaths).”

«  Over the past four years the percentage of drug overdose deaths in which fentanyl is detected
has risen from 5% to 30%. Based on data from previous years, most of these deaths likely
involved a mix of substances, with fentanyl as just one of the components.

The total number of illicit drugs deaths in BC for 2015 was 465, an increase of 27% from the
previous year. Mortality rates for 2015 are higher than they have been in recent years. Similar
rates have not been seen since 19082

e Fentanyl overdoses in BC do not seem to be assaciated with diverted _pharmaceutical
medication, but rather with illicithy manufactured fentany! (either produced locally or imported
from abroad). The vast majority of overdoses in BC are a result of counterfeit prescription
medications (i.e., "fake Oxy's") and heroin laced with fentanyl, or simply fentanyl held out to be
heroin. While there is some diversion of fentanyl patches and subsequent extraction of the
active ingredient, it accounts for a very small percentage of overdoses.

e Beginningin March 2015, the BC Centre for Disease Control, Vancouver Coastal Health Authority
and the Vancouver Police Department led a campaign of public warnings ahout fentanyl, titled
Know Your Source? Be Drug Smart. However, evidence suggests that public awareness
campaigns will have a limited effect;*® many people who hear warnings abaut fentanyl may feel
they don’t apply to them, as they believe they are purchasing heroin or oxycodane.

¢ Take-home naloxone is being scaled up in BC, to provide greater access to a medication that can
reverse opioid overdoses (including fentanyl} and save lives. BC's Take Home Naloxone pragram
provides overdose awareness and response training as well as naloxone kits. As of lanuary 2016:

o This program is currently available at 126 locations in BC.

o Since it began in 2012, the program has trained 5,494 people to prevent, recognize and
respond to opioid overdose (2,954 of those trained are people who use opioids and 2,190
are service providers and support persons of people who use opioids including spouses and
other family members).

o To date, 4,412 naloxone kits have been distributed.

! Canadian Centra on Substance Abuse {2015) CCENDU Bulletin: Deaths invefving Fertanyl in Canoda. Retrieved September 14, 2015:
httg:{{.www,ccsa ca/Resource®20Librany/CCSA-CCENDU-Fentanyl-Deaths-Canada-Bulletin-2015-an.pdf

* BC Coroners Service {2015) Illicit Drug Gverdose Deaths in BC 2006-2015. Retrieved Sanuary 19, 2016:
htm f{wrwwi nssg. gav.be.cafcoronersfreports/docs/stats-illicitdragdeaths. pdf '

BC Comners Service {2015) lllicit Brug Overdose Deaths tn BC 20106-2015. Ratrievad January.19, 2016;

Kerr T., Small, W Hyshka E., Maher, L., & Shannon, K. {2013} Itsmore about the heroin’; Injection drag users’ response to an overdase warning
campaign in a Canadian setting, Ada’fctmn I08(7), 1270-1276.
* Wiiller, P. G. [2007), Media reports of heroin overdose spatas: Public health messageas, moral panics of risk advertisements. Critical Public Health, 17{2),
113-121,
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o Over 373 overdose reversals have been reported to the program, and in all cases the
person who overdosed survived.®

&  On January 14, 2016 Health Canada announced its intention to amend the prescription drug list
to make naloxone available without a prescription, allowing for improved emergency response
to opioid overdose outside of hospital settings. Health Canada is requesting comments on this’
proposal by March 19, 2016. At that time, Health Canada intends to finalize the change, waiving
the usual six-month implementation period.’ BC supports this initiative.

e OnJanuary 8, 2016 Minister Terry Lake signed a ministerial crderto amend Section 10 of the
Emergency Medical Assistants Regulation to allow BC Emergency Health Services to request the
licensing board to endorse the licence of a person who holds a license in the category Emergency
Medical Assistant First Responders or Emergency Medical Responders to dispense and
administer narcotic agonists {i.e., naloxone). These changes allow more types of first responder
to administer natoxone {e.g., firefighters). For more information, see Naloxone fact sheet

+ Rapid street drug testing (i.e., chemical analysis of drug samples) is a public health intervention
that exists in a number of European countries and is part of provincial public health policy.®
Providing access to street drug testing allows people to make more informed decisions about
their drug use, and provides drug market surveillance and early warning opportunities for health
authorities. Public health officials in BC are exploring options, opportunities and barriers to
conducting a research pilot of a street drug testing intervention.

e Opioid substitution treatment (OST), in which patients are prescribed methadone or suboxone
for maintenance purposes, is a highly effective means of treating opioid use disorder.
Improvements to BC's OST system are ongoing. For more information, see Methadone and Other
Opioid Substitution Treatment fact sheet.

~FINANCIAL
N/A
Approved by:

Approved by; Arlene Paton, Poputation and Public Health Division; January 20, 2016

*Updated naloxone program information provided by AshrafAmlani, BECDC, January 19"’, 2016 hitps://infograph.venngage.com/pf1974/naloxone-
|nfﬂgraph
Health Canada 12015) Hea rth Ca nada Statpment oh Change in Fedéral Prescription Status of Naloxone. Refricved January 19", 2016.

Brmsh Colu mbla Ministry of Health. {2005) Harm reduction: A British Columbia community guide. Victoria, BC: Ministry of Health. Reirfeved September
14, 2015: hitp://www.health.gov.he.caflibrary/publications/vear/2005 /hreommuniygide. pdf
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Healthy Eating

Foodis a prerequmite for and a determmant of health. The food we eat defines to a great extent our
health, growth, and development and our abiiity to function well in'a complex world. Healthy eating
promotes and supparts-social, physical and mental well-being for all people at all ages and stages of life
and contributes to the overall health of individuals, families, and communities.

'To ensure the greatest effectiveness, it is mportant that interventions support-healthy eating across all

settings particularly with children and youth m_schooi so that all British Columbians are supported to
make healthy choices in all environments, Healthy eating aligns with goal one in BC's Guiding Framework:
Healthy Living, Healthy Communities. Key priority areas of focus include the following:

Access and Availability of Healthy Foods

¢ Farmers’ Market Nutrition Coupon Program — provides subsidies in the form of coupons to low-
income pregnant women, families with children and seniors to buy select BC-produced foods at
local farmers’ markets. Coupon participants must receive nutrition and skill building classes to be
eligible to receive coupons.

« Community Food Action Initiative (CFAI} —is a key program for all health authorities-within-the Food
Security Core Program and is funded by the Ministry. CFAl funding supports health authorities to fund
community grants for cornmunity food action plans-supporting local food access and food security.

Food.Skills, Knowledge, Education and Awareness

s Food Skills for Families — the program teaches healthy eating and cooking skills with a focus on
reaching Aboriginal, new immigrant, Punjabi, low income families and seniors, The success of this
program demonstrates that building cooking and food preparation skilis among adults improves
healthy eating behaviors for participants and famities.!

¢ Informed Dining - is a voluntary nutrition information program for restaurants in BC. Participating
restaurants provide nutrition information in a brochure, menu insert, sign or poster at or before the
point of ardering. As of January 2016, 108 restaurant brands including quick service, sit-down, chains
and health care facilities have fully implemented informed Dining representing 2101 outlets in BC and
11,074 outlets nationally. * The mandated Informed Dining in Health Care program requires retail food
service establishments in health autharity owned and/or operated facilities to implement the
program by March 2016.

s Sodium & Sugary Drink Reduction - through the Healthy Families BC wehsite
(www.healthyfamiliesBC.ca), the Province has developed web content, blog and social media postings,
TV advertising {Sodium City), contesting, and interactive tools (Sodium Sense & Sugary Drink Sense} to
educate British Columbians an sodium and sugary drink reduction.

Healthy Food Envircnment Public Policy

a Trans Fat Regulation - was approved by government in February 2009, with the regulation ceming
into force on September 30, 2009. Food service establishments including restaurants, cafeterias,
schools and institutions, are required to comply with the regulation. Environmental Health

*The Confarence Board of Canada, What's to Eat? Improving Food Literacy jn Cahoda. Ottawa. The Conference Board of Canada, 2013.
-Z'Mini_stry ol Health, Population and Public Health Division
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Officers monitor and enforce the regulation and health authorities are reporting trans fat
compliance data semi-annually. Compliance rates range from 93 to 97%.>

s Sodium Procurement Guidelines - the Ministry established new provintial sodium guidelines for
patient food services in all publicly-funded health care facilities. By March 2016, adult general menus
in acute and residential care are to meet the guideline amount of 2,300 mg of sodium per day. The
2014/15 average daily sodium content.of adult hospital diets was 2,390 mg of sodium per day.*

e Vending Guidelines - the Healthier Choices in Vending Machines in BC Public Buildings Policy
restricts the sale of unhealthy foods and sugary drinks in BC public buildings, including health
authorities, public post-secondary institutions and Crown corporations since 2006. The Policy was
recently updated to align with the 2013 Guidelines for Food and Beverage Sales in BC Schools.

School Setting

» The Ministry supports a suite of provincial school-based healthy eating programs including Farm
to School BC, BC Schoo! Fruit and Vegetable Nutritional Program and Action Schools! BC. These
programs, along with the Guidelines for Food and Beverage Sales in BC Schools, help to create
school environments that support healthy eating by offering greater access to healthy food while
increasing knowtedge, attitude and skills about healthy eating.

s BC School Fruit and Vegetable Nutritional Program - since 2010/11, the BC Agriculture in the
Classroom Foundation has received $21.5 million in funding from the Provincial Health Services
Authority (PHSA) and the Ministry to support the Program:

o PHSA has provided a total funding of $13.0 million from 2011/12 to 2014/15.
o The Ministry has provided total funding of $8.5 miilion from 2010/11 to 2014/15 {Ministry
funding includes $1.0 million in 2013/14 for the addition of milk to K-2 students).

e Farmers’ Market Nutrition Coupon Program - t¢ support this Program, the Ministry provided the
BC Association of Farmers’ Markets $750,000 in 2011/12 and 2013/14. PHSA also providing
funding of $1.25 million in 2011/12 and $2.0 million in 2012/13,

s Community Food Action Initiative (CFAI) - health authorities combined, spend approximately
$1.5 million annuaily towards this initiative.

o Food Skills for Families - to support this program, the Ministry provided $275,000 to the
Canadian Diabetes Association in 2011/12. PHSA provided a total of $1.85 mitlion from 2011/12
to 2014/15 to the Canadian Diabetes Association to further support this program,

s Informed Dining - as part of Healthy Families BC, informed Dining was launched with a
$1.9 million promotional campaign in 2011/12. PHSA provided a total of $1.25 million from
2011/12 to 2014/15 to the Heart and Stroke Foundation for program evaluation, implementation,
and consumer education. '

Approved by:
Arlene Paton, Populatign and Public Health Division; January 26, 2016
Gorden Cross,-obe Manjit Sidhu, Finance and Corporate Services Diviston; April 30, 2015

st

¥BC-Government. 2014, B.C. Trans fat Initiative Score Card. Retrieved May B, 2014 from hitp:/fwww.resiricttransfal.ca/media/upload/file/trans-fat-
initiative-score-card-april-2014. pdf
* Ministry of Health, Population and Public Health Division
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Healthy Fam|I|es BC Pollcy Framework {Chronic Disease Prevention)

The Heah‘hy Fam:hes BC Po.’rcy Framework A Focused Approach to Chronic Disease and fn;uryPreventron in
BC (HFBC Policy Framework) was released in May 2014.

~KEY FACTS, - N _

. Healthy Famllles BC (HFBC) was |n|t|aIEy deveioped in 2011 as part ofthe M;nlstry S Innovatlon
and Change Agenda. It included a sefect number of priority prevention initiatives organized under
four pillars.

» In 2013, the Minister of Health’s Mandate Letter included a requirement to work with health
authorities to develop a “preventative health plan” far the province.

o With this direction, the Ministry developed the new HFBC Policy Framework, which builds on the
existing prevention platform and brand to include a full spectrum of chronic disease and injury
prevention initiatives and address the growing burden of disease in BC.

s The HFBC Policy Framework sets policy direction for chronic disease and injury prevention across
the following seven focused intervention streams:

o Healthy Eating

Physical Activity

Tobacco Control

Healthy Early Childhood Development

Positive Mental Health Promaticon

A Culture of Moderation for Alcoho! Use

o Injury Prevention

¢ The HFBC Policy Framework outlines several key approaches health authorities are encouraged to
employ when implementing this policy direction:

o Use Multiple Tools of Influence - use a combination of levers across each focused
intervention stream in order to most effectively shape behaviour and influence autcomes.

o Tailor Action to Specific Times Across the Life Course - use a life course approach and
facus attenticn on preconception, maternal and early childhood interventions to affect
the trajectory of a child's life into adulthood; and, address specific gender and age groups
with a high prevalence of risk behaviour (e.g., young men in the trades}, or key transition
periods, such as school transitions, pregnancy or hospitalization, where prevention or
behavioural change is known to be more effective.

o Deliver Within Key Settings - influence overall health and support healthy lifestyles
through the design and development of healthy built enviranments.

o Tailor Actions to Address Specific Health Disparities and Inequities, and Maximize
Reach - use data in order to understand differences between certain populations and
communities in order to appropriately develop supportive policies, scale the intensity of
interventions, inform decision-makers within and beyond the health system and support
efforts to address the underlying causes of disparity.

o Shift Modifiable Behaviours Using Behavioural Science and a Range of Policy Tools - use
datato understand the determinants of behaviour and apply educational and policy
interventions to improve health literacy and shift that hehaviour or assaciated cultural
norms or attitudes,

e itisalsoa key component of ‘Setting Priorities for the B.C. Health Systeny, the health system strategy
that was published in February 2014.

O C o000
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s As partof this larger bealth system strategy, a performance management accountability
framework is being built that includes clear roles and accountability mechanisms for health
authorities:

o The HFBC Policy Framewaork has targets against which to measure progress and success
against the focused intervention streams .

o Additional process or outcome measures may be set specifically for components of the
HFBC Policy Framework as part-of an Evaluation and Performance Framework.

o The planning and evaluation of the HFBC Policy Framework will be supported by an
effective program of population health surveiilance.

o The implementation of the HFBC Policy Framework is supported by a marketing and
engagement strategy with a provincial scope that is building towards consistent messages
and tools across all health authorities in support of greater brand alignment, public
awareness and engagement efforts.

o The HFBC Policy Framework also relies on stronger collaboration between health
authorities, community partners and non-governmental organizations in order to
successfully plan, design and deliver preventive interventions. The Ministry is working
with the BC Healthy Living Alliance to forge and strengthen these non-governmental
organizations relationships and service delivery mechanisms.

Approved by:
Arlene Paton, Population and Public Health Division; lanuary 28, 2016
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Healthy Weights and Preventing Obesity in Children and Youth

Factors affectmg children and youth who are overwelght and obese are com plex A comprehenswe
and integrated approach that reaches beyond lifestyle and individual behaviours is needed. Such an
approach includes creating supportive enviranments, addressing health inequities and promoting
‘mental well-being.

e Resulits from the 2009 to 2011 Canadian Health Measures Survey outline the maost recent Canadian
statistics (no Provinical/Territiorial specific results} regarding overweight and obese children and
adolescents. Data shows that most Canadian children aged 5-17 years were a healthy weight
(66.4%); however approximately 20% were overweight and 12% were obese.” The most recent BC
specific statistics regarding overweight and ohese children and adolescents are available through
the Canadian Community Health Survey 2004. Measured data shows 18%t of children in BC aged 1
to 18 were classified as overweight and 9% as obese.”

s Healthy weights in children and youth remains a public health concern since being overweight or
obese in early childhood significantly increases the likelihood of being overweight or obese in
adolescence and adulthood, with accompanying health problems (e.g., type 2 diabetes, high
cholesterol and sleep apnea).’

e A 2010 study showed that 95% of Canadian children with type 2 diabetes were obese and almost
40% already had at least 1 complication as a result of their obesity or diabetes, at an average age
of only 13.5 years.”

s Weight-based discrimination has increased by 66% in the past decade. Weight-based stigma
affects individuals of all ages and has negative consequences on physical and psychological
health.? Children who are overweight or obese are more likely to experience stigma and
discrimination.®

* The causes of overweight and obesity are complex and are affected by a multitude of interrelated
factors including genetics, socioeconomic status, social, cultural and environmental factors, and
lifestyle.” Therefore, a coordinated approach to addressing healthy weights is required. Through
the 2010 Curbing Childhood Obesity: A Federal, Provincial, Territorial Framework for Action on
Promating Healthy Weights, F/P/T Health and/or Health Promation/Healthy Living Ministers
agreed to work collectively on 3 integrated strategies to promote healthy weights: 1) making
childhood overweight and obesity a collective priority far action; 2} coordinating efforts on 3 key
policy priorities including supportive environments, early action and nutritious food; and
3) measuring and reporting on collective progress.

! Statistics Canada. {2012). Overweight and obesity in children-ond adolescents: Results from the 2009 to 2011 Canadian Health Mebsures Survey. p.a.
Retneved February 20, 2014, frorm http://www.statcan. pe.ca/pub/82:003- -%/2012003/article/11706-eng. pdf

? Canadian Community Health Survey Public Use Microfile {PUMF). Retrieved on May 5, 2015 from http://wwwh . statcan.ge.cafole-
celfalc action?lang=en&Objld=82M0U013X&ObjType=2

? public Health Agency of Canada. (2010) Curbing Childhood Obesity: A Federdl, Provincial, Territorfaf Framework for Action an Promoting Heaithy
Werghts Retrieved on January 21, 2013, from http://www.phac-aspr.ge.ca/hp-ps/hl-mvs/framework-eadre/pdf/ccofw-eng.pdf

* Amed, 5., at al. (2010}. Type 2 diabetes, medication-induced diabetes, and monogenic diabetes in Canadian children: a prospective natianal
suwellla nce study. Dipbetes Care, 33{4): p. 786-91, Retiieved on February 20, 2014, fram hitp://www.nebinim.nih.gov/pmec/articles/PMC2845028/

* Puhl, R., & Hewar, €. {2010}. Obesity Stigma: Important constderatians far public health, Americon Journat of Public Health. 100(6); p,1019-1023,
Retrl_eved on February 20, 2014, from hitp://www.nebi.nlm.nih.gov/pme/articles/PMCIRE6507/

¢ Public Heaith Agency of Canada. (2011), Obesity in Canada: A joint feport from the Public Heolfth Agency of Canada and the Canadian Institute for
Hea!th Informotion. Retrieved January 22, 2013, from hitp://www.phac-aspc ge.cafhp-gs/hl-mvs/oic-oac/assets/pdf/oic-nac-eng.pdf

7 Ibid.
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¢ Healthy Families BC, the government’s comprehensive health premotion program, promotes
healthy weights by focusing on supportive environments, opportunities for physical activity, and
access to healthy food.

¢ The Ministry of Health is working with the Childhood Obesity Foundation and the Provincial Health
Services Authority (PHSA)to implement province-wide services for families with children above a
healthy weight. The Shapedown BC program, coardinated by BC Children’s Hospital, provides
medical, nutritional and psychological assessment, education and support for obese children. It is
now offered not only in the Vancouver area at BC Children’s Hospital,-but also by Fraser Health
{Surrey}, Vancouver Coastal Health (Richmond), Vancouver i1sland Health (Nanaimo)and Interior
Health {Kamloops). MEND {Mind, Exercise, Nutrition, Do-it), a free community-based program that
supports overweight children and their families to adopt and maintain a healthy lifestyle, is
offered through recreation centres in 18 BC communities. The HealthLink BC Eating and Activity
Program for Kids telehealth service was launched in February 2015 and includes a focus on healthy
eating and active living coaching for at-risk families in. rural and remote parts of the province.

e British Columbia’s Continuum for the Prevention Management, and Treatment of Health Issites
Related to Overweight and Obesity in Children and Youth, developed by ChildHealth BC and the
Childhood Obesity Foundation, in collaboration with the Ministry, provides a comprehensive and
coordinated approach for the implementation of policies, programs and services across a
continuum of care to promote healthy weights and the management of overweight and cbesity
related health issues for children and youth in BC. This work recognizes provincial efforts to
promote and support healthy weights, and identifies future considerations to strengthen the
current approach.

e The Ministry supports a suite of provincial school-based healthy living programs including Farmto
School, BC School Fruit and Vegetetable Nutritional Program and Action Schools! BC. These et
programs, along with the Guidelines for Food and Beverage Sales in B.C. Schools, help to create
school environments that support healthy eating and promote healthy weights by offering greater
access to healthy food and increasing knowledge, attitudes and skills related to healthy eating and
physical activity.

® PHSA provided $6.0 million in 2011/12, $2.0 million in 2012/13, and $2.47 million in 2013/14 to.
the Childhood Qbesity Foundation to expand Shapedown across the province and launch MEND.

5.13,5.17

s Since 2006/07, PHSA has provided funding of $400,000 for the Shapedown BC program at
BC Children’s Hospital.

s In 2015/16, PHSA provided the following to regional health authorities to support delivery of
Shapedown BC: Vancouver Coastal {$230,000), Fraser Health {$280,000), Vancouver Island Health
{$230,000) and Interior Health ($230,000).

e Also, in the beginning of 2015/16, an additionial $100,000 is being provided to support the
Shapedown BC program for a total of $500,000 annually.

Approved by:

Jackie Redmond, obo Carolyn Bell, Health Sector Planning and Innovation Bivision; February 24, 2014
Arlenie Paton, Population and Public Health Division; January 26, 2016

Gordon Cross, cho Manijit Sidhu, Finance and Corporate Services Division; February 11, 2016
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FACT SHEET
Lead Testing in Public Schools Drinking Water

mL.e.a_._d in Drinking Water in public schools has recently received media attention in BC.

© Exposure to lead can be hazardous tc human health and is most serious for young children
because they absorb lead more easily than adults and are more susceptibie to its harmful effects.
According to Health Canada, even low level exposure may harm the intellectual development and
behaviour in infants.

e Drinking water is one way in which people can be expased to lead along with sources in food,
contaminated soil, consumer products and leaded paint in older homes.

e The Guidelines for Canadian Drinking Water Quality suggests there is no safe level of lead and
that the concentration in drinking water should be kept as low as reasonable achievable. The
current guideline for lead in drinking water is a maximum acceptable concentration of
0.010 mg/L. _

o Under the Drinking Water Protection Act, drinking water suppliers in BC are responsible for
ensuring that the water they deliver is monitored to verify it is within acceptable limits for lead
and other metals and to maintain water quality conditions that don’t exacerbate health hazards.
Property owners are responsible for sources of lead on their property and in their building
systems.

& Most drinking water supply systems in BC have very low levels of lead. Lead typically gets into
drinking water if it comes inta contact with buildings containing lead pipes, lead solder, faucets,
valves, and other components made of brass. The extent to which lead can get into water from
plumbing depends on the materials used, the characteristics of the water (corrosiveness), and the
time it spends in the plumbing.

e Lead in drinking water may be a concern with schools and other buildings built before the 1989
revision to the BC Plumbing Code restricting the use of lead in potable water lines.

s Given the risks to children, school districts should work with heath authorities to establish a plan
to evaluate where lead risks may occur, as well as to mitigate risks that are identified.

+ This is not a new issue; health authorities have been communicating with schools since the 1980s
regarding appropriate measures 10 minimize impacts from lead plumbing.

* [nresponse to the most recent events, the Provincial Health Officer has written a reminder to all
school districts to test and manage lead in drinking water in schools in BC, and requested that all
school districts review their policies and practices. Health autharities can be contacted if they
have any concerns or questions.

» This issue may be managed through flushing programs that eliminate water that has accumulated
lead overnight prior to the school day, along with confirmation sampling to ensure the flushing
method is effective.

CFINANCIAL IMPLICATIONS - £
The most cost effective solution for reducing risk from lead identified in water is to have active
flushing programs in areas with corrosive water, install lead removal at points of use or use alternate
water supplies. Longer term solutions may also be implemented, such as reducing corrosiveness of
water supplies {cost born by the water supplier} and swapping out pipes and fixtures for new ones
which contain low lead (cost born by the building awner).
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Approved by:
Arlene Paton, Population and Public Health Division; March 10, 2016
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Methadone and other Opioid Substitution Treatment

¢ Opioid Substitution Treatment (OST)—in which patients are prescribed methadone or
buprenorphine/naloxone (brand-name, Subaxane) far maintenance purposes—is a highly effective
means of treating opiate dependence. OST is also a public health tool for improving health and
safety outcomes such as reduced use of illegal drugs; reduced injections; and reduced needle
sharing. Results include: lower incidence of HIV, hepatitis C and other sericus injection-related
infections requiring hospitalization such as endocarditis, abscesses, and other bacterial/fungal
infections; and reduced crime and public diserder.

s In October 2015 the Province approved Suboxone as a regular coverage benefit by PharmaCare.
Physicians can now prescribe Suboxone as a first line treatment for opioid use disorder. The
Vancouver-based Study to Assess Langer-term Opioid Medication Effectiveness (SALOME) study
researched ather substitution medications such as diacetylmorphine {i.e., heroin} and
hydromorphone {i.e., Dilaudid™), although findings have yet to be published.

s A 2014 BC Supreme Court interim injunction required Health Canada to grant physicians with
Providence Health Care the option of prescribing diacetylmorphine for former SALOME participants
(thraugh a federal Special Access Programme, at least until the case goes to a full trial in 2016). See
SALOME Fact Sheet.

» In September 2010, the provincial government released a summary report from an independent
review of BC's Methadone Maintenance System conducted by the University of Victoria's Centre
for Addictions Research (CARBC), with assistance from the University of BC's Centre for Health
Evaluation and Qutcome Sciences. The summary report included key recommendations for
improving the system.

¢ The CARBC review identified numerous strengths of BC's Methadone Maintenance System, and
identified prescribing physician capacity (especially outside of the Lower Mainland), the delivery of
the psychosocial services, and patient-centred care as among the methadone maintenance
system’s biggest challenges.

o Government released a written responseto the réport and a working group was tasked with
implementation of the recommendations. The Medical Beneficiary and Pharmaceutical Services
Division {MBPSD), Health Services Policy Division {HSPD), and Population and Public Health Division
(PPHD) in the Ministry of Health, along with the Ministry of Social Development and Social
Innovation, comprise the committee.

e Healthy Minds, Heaithy People’ articulates two goals related to methadone: ensure people are
retained in treatment after 12 months, and ensure physicians are adhering to recommended
methadone maintenance prescribing guidelines.

e  From Hope to Heafth’ addresses the potential for OST to ensure reduced risk for the transmission
of HIV, increased adherence to treatment, and improved engagement of pecple into low-barrier
health services.

* InJuly 2015, the Office of the Provincial Health Officer released a report, BC Opioid Substitution
Treatment (OST) System Performance Measures 2013/2014.% Following a previous report from

* hittp://www. health. gov be.ca/library/publications/year/2010/healthy minds: healthy people.pdf

2 hup:ffwiw health.pov be.cafiibrary/publications/year/2012/from-h ope-to-health-aids-free.pdf

? Office of the Provindal Haatth Officer, (2015). BC opioid substitution treatment system: Performance measufes 2013/2014. Victoria, BC: Office of the
Provincial Health Officer. Retrieved on September 9, 2015 from: www.gov.be.cajorioidsubstitutionreport?d13-14
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2014, the new report presented data related to the préscribing, dispensing and financial aspects of
methadone and Suboxone maintenance. Highlights included:

o A 6% increase in patients engaged in OST from 2012/13 to 2013/14, and a 61% increase
from 2008/09 (from 10,341 to 16,668 patients)";

o Aslight increase in the number of authorized active methadone prescribers from 284 In
2008/09 to 365 in 2013/14.° The Ministry of Health is working with the College of Physicians
and Surgeens of BC (CPSBC) to explore ways to increase OST prescribing capacity, which has
not kept up with the corresponding increase in the patient population; and

o The number of pharmacies dispensing methadone for maintenance purposes increased by
61 percent between 2008/09 and 2013/14, from 546 to 881 pharmacies.®

» The importance of patient involvement for improving engagement and retention in OST, thereby
reducing risks of relapse to opioid use and blood-borne pathogen transmission via injection drug
use, was highlighted at an OST health system partners event, convened by CARBC in March 2015,
with planning support from PPHD and HSP.

e MBPSD is currently reviewing OST pharmacy practices and payment structures for methadone
dispensing; PPHD and HSPD are working with MBPSD to ensure activities relating to this and all
aspects of OST improvement are fully aligned with overall Ministry direction outlined in Setting
Priorities for the BC Health System.

e In February 2014, the formulation of methadone dispensed in BC pharmacies through PharmaCare
changed to a proprietary formulation called Methadose, which is the same medication, but is 10
times the concentration {10 mg/m!) of the previous methadone formulation {which was 1 mg/ml}.

e In November 2015, a Vancouver methadone patient filed a civil claim in the BC Supreme Court
against the BC government for fees paid from her income assistance cheques to pay for treatment
at a clinic providing OST. The Ministry of Social Development and Social innovation is working with -~
Attorney General staff to respond.

. The I\/I'lnlstry of Health has a contract with the Coiiege of Phy51c1ans and Surgeons of BC to traln
and license physicians to prescribe methadone for maintenance purposes in the treatment of
addiction. In 2014/15, this contract was for the amount of $465,000.”

»  Physician Services pays.physicians who bill fee-for-service for OST {methadcne or Suboxone)
in 2014/15, the total amount paid for this fee item was approximately $14.69 million.®  ~

e The PharmaCare program covers OST medications (methadone and Suboxone). In 2014/15, the
total amount paid for OST pharmacy dispensing, ingredients and interaction costs was
approximately $45.85 million.”

e [n December 2015, PPHD contracted with the CARBC to work with OST patients to develop a
handbook for new patients by March 31, 2016 (contract amount = £24,000).

Approved by:
Arlene Paton, Population and Public Health Division; January 21, 2016
Ted Boomer, Finance and.Decision Support Branch; February 3, 2016

“'m“.d, P 3.
® |bid, p.5 . ) .
% |bid, p. 6. e
? Source: Christine Yoggenreiter, 2-1450, Diractor, Health Qutcomes and Econdmic Analysis, Medical Beneficiary and Pharmaceutical Services
8 gaurce: Caral Anne MeNeill 2-1015, Manager, Payiment Sthedule Administration. Note: thisis fee item TCO030 Methadone or
buprencrphine/naloxone treatment plus northern isolation allowance furiding.
* Sourre: Christine Voggenreiier, 2-1450, Director, Health Outcomes and Economic Analysis , Medical Beneficiary and Pharmaceutica] Services
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Promotion of Physical Activity

Physu:al activity is one of the most unportant thlngs British Columbians can do to maintain and improve
their health and well-being. Research shows there is a direct link between child and youth participation
levels in physical activity and lifelong health and well-being.? Physical activity is essential for healthy

growth and development in children and a key component in helping to maintain healthy body weight,
prevent injury, disease and disahility, as well as improve flexibility, balance, strength and coordinatian,

KEYFACTS 1, 7 77 o . o ”

s BChas the hlghest phys.lcal actlvlty rates of any provmce in Canada W|th 61% of Bntlsh Columblans
(aged 12 and over) physically active or moderately active during their leisure time” and is the Eeadmg
province for children and youth {ages 5-17) using active transportation te and from schoal each day.?

e The 2015 ParticipACTION Report Card on Physical Activity for Children and Youth was released in
June; entitied The Biggest Risk is Keeping Kids Indoors. This report card focused on children’s play in
nature and the outdoors. In alignment with the Report Card, a Pasition Statement on Active Outdoor
Play was also released: ‘Access to active play in nature and outdoors—with its risks—is essential for
healthy child development. We recommend increasing children’s opportunities for self-directed play
outdoors in all settings—at home, at school, in child care, the community and nature.’

s Theoverall Physical Activity grade for Canada was a D-.

¢ To also note, 70% of children aged 3 to 4 get the recommended 180 minutes of daity activity at any
intensity, while only 9% of 5-17 year olds get the 60 minutes of moderate to vigorous physical activity
they need each day’

¢ Children and youth (between the ages of 5and 19} in BC walk an average of 12,100 steps per day,
which is higher than the national average of _11,6'00-.S

e The economic burden of physical inactivity in BC {in direct and indirect costs related to health care
and productivity losses) is conservatively estimated at $573 million annually.®

s The-economic burden of obesity in BC {in direct and indirect costs related to health care and
productivity losses) is conservatively estimated between $730 and $830 million per year.?

e The Canadian Society for Exercise Physiclogy released the updated Canadian Physical Activity and
Sedentary Behaviour Guidelines® supported be the Public Health Agency of Canada and
ParticipACTION.

Key Activities of the Ministry of Health

1. The development and implementation of a provincial Physical Activity Strategy and Action Plan’:
¢ Development of the Physical Activity Strategy was guided by a Physical Activity Leadership Council

comprised of key leaders and organizations across the prov‘i‘nce who worked collectively to

" world Health Organization. (2010) Globat Recominendations on Physicod Activity for Heafth. pp.18-19. Retrieved on September 23, 2014 from
http-:f/whqtibdoc.who.int/nubtications/2010!9?8§2415999?9 ang.pdf

* Sratistics Canada. {2013}, Physicaf octivity during leisure time, by sex, provinces and territories {Percent]. CANSIM, table 105-0501 and Catalcgue no, B2-221-0
Retrle\.red on September 17, 2015 fram http:/fwww.statcan ge.ca/tables-tableaux/sum-som/i01/cst01/health78b-e0r. htm

! Active Healthy Kids Canada. [2013] Are we Driving our Kids to Unhea!thy Hobits? 2013 Active Healthy Kids Cangda Report Card on Physicol Activity for
Children and Youth, p. 1Q. Retrieved.on September 23, 2014 from hitp:/fervrw.activeheaithykids.ca/2013ReportCard/fen/
* ParticipACTION Report Card on Physical Activity for Children and Youth. {2015] Retrieved on September 21, 2015 from
http:;’,’www,pam’cipactiomcnmg’repog‘c;n_:ard-2015frgaort-card/
* Canadian Fitness & Lifestyle Research Institute. (2010). Kids CAN PLAY! Physical Activity levels of Canadian children and youth in British Columbic. p.1.
Retrieved on Octoher 2, 2014 from hitp://www.cflri.ca/media/node/972/files/CANPLAY%20Balletin?202,10%208C %20-% 20EN . pdf )
® Colman, R and Walker,'S {2004] The Cost of Physicel Inactivity in British Columbia (A repart ta the Ministry of Health Servicas), GPI Atlantic, page i,
http /fwewew health.gov.br.caflibrary/publications/year /2004 finactivity. pdf

7 Colman, R (2001} The Cost of Obesity in British Cofumbia, GP1 Atlantic, page 2, http://www gpiatiantic. arg/pdf/heaith/obesity/be-obesity. pdf

¥ Canadian Society for Exercise Physiology. Canada's Physical Activity and Sedentary guidelines. Retrieved September 30; 2014 from
htip:/ fwww. csep.ca/english/view.asp?x=804
¥ htepi/fwww. health gov.be.caflibrary/ publications/year/ 2015/ activa-people-active-places-web-2015.pdf
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determine the best approach to increasing physical activity rates. Provincial consultations were
facilitated with people working in physical activity and related fields in order to identify key areas
of fecus for targeted action over the next 3 years.

e The Physical Activity Strategy is designed fo guide and stimulate coordinated policies, practices
and programs in physical activity that will improve the health and weli-being of
British Columbians, and the communities in which we live, learn, work and play. In keeping with
the Healthy Families BC Policy Framework, the strategy uses a settings-based approach to building
supportive envirenments:

o Active People-strategies and opportunities that help all British Columbians to be physically
active.
o Active Places-well-planned and designed environments that support and encourage active
living.
2. Oversight for implementation of initiatives and programs. Key examples include:

e Action Schaols! BC (ASBC} is an initiative that provides opportunities for children and youth in
grades K-9ta be more physically active. ASBC supports schools in implementing the Ministry of
Education’s Daily Physical Actjvity policy that requires grades K-7 students to complete at least
30 minutes of physical activity each day and grades 8-12 students to complete at least
150 minutes of physical activity each week. ASBC programming has not been available 10
BC schools in the 2015/16 school year while the Province refreshes the model of delivery.
Programming is expected to resume in the spring of 2016.

¢ The BC Physical Activity Line, managed by the Health and Fitness Society of BC, is a telephone and
website resource for evidence-based physical activity information and advice. Qualified exercise
professionals provide physical activity information and professional guidance to individuals, health
professionals and community health and fitness programs. In 2014/15, there was an average of
349 incoming calis and 181 outgoing per maonth (with no formal marketing of the line to the
public).

FINANCIAL IMPLICATIONS g E A e
¢ The Mlmstry of Health provided funding of $6 millicn in 2011/12 and the Provmual Health Serulces
Authority (PHSA} provided an additional $6 million in 2013/14 to ParticipACTION. The purpose of

this funding is to leverage existing activities that align to the BC Physical Activity Strategy and
enhance ParticipACTION'’s reach, access, and impact on improving the physical activity levels of
British Columbians over the next three years {2015/16-2017/18).

» As part of the Healthy Families BC Strategy, PHSA provides $500,000 per year to the Health and
Fitness Society of BC to support the BC Physical Activity Line.

e The Ministry provides an annual grant of $1.738 millioh for implementation of Action Schools! BC.

s PHSA provided one-time year end funding of $7 million {2013/14) to the BC Healthy Living Alliance
to support implementation of the BC Physical Activity Strategy.

o PHSA provided one-time year end funding of $1.5 million (2013/14), as part of a total $4.5 million
grant to the Centre for Hip Health and Mobility, to support physical activity programming for older
adults.

Approved by:

Arlene Paton, Population and Public Health Division; January 26, 2016

Carolyn Bell, cbo Teri Collins, Health Sector Information, Analysis and Reporting Division; February 2, 2016
Gordon Cross ,0bo Manjit Sidhu, Finarice and Corporate Services; October 14, 2014
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Tobacco and Vapour Products Control Act

Vapour products (mcludlng electronlc agarettes cartndges components and substances) area
relatively new product that has gained popularity, particularly among young people. The evidence as
to their benefits and harms has not been established. This Fact Sheet outlines the new legislation
introduced in March 2015 to reduce youth uptake of vapour products and protect non-users from
exposure to the product.

. The Mm:ster of Health S mandate lettcr ofJune 2014 Identlfxed the regulatmn of vapour products
as a part of the Minister’s deliverables. The Tobacco Control Amendment Act expanded the scope
of the Tobacce Control Act to permit the regulation of vapour and associated products. The Act
received Royal Assent on May 14, 2015, The new Tobacco and Vapour Products Contro! Act will:

i.  Prohibit places where vapour products can be sold;
ii.  Prohibit or restrict retail vapour product displays and promotions to minars;
iii.  Prohibit or restrict the sale of vapour products to minars;
iv.  Prohibit the use of vapour products in public places and work places;
v.  Prohibit or restrict the use of vapour products on health baard property;
vi.  Prohihit the use of vapour preducts on school property (kindergarten to grade 12); and
vii.  Enforce the new vapour product provisions by administrative penalty.

e ‘While it may be years befare the health impacts of vapour products are known, the protectian of
youth and the public is required until further research is completed. The new law seeks to stop
youth from startingto use vapour products and protect people from second hand vapour
expasure. Health authorities will enforce the new law and its regulations.

e Regulations are in the process of being drafted. The Ministry has completed the policy discussion
paper outlining the proposed regulations and timing for bringing these in force. Subjects
included:

o vape-free premises {work and public spaces);
o restrictions at retail (sales to minors, display and prometion restrictions};
o health authority restrictions on tobacco and vapour product use; and
o timing of implementation.
» The feedback has been collated and will be considered as the regulations are drafted.

FINANCIAL IMPLICATIONS SRR I .

e In 2015716, the Ministry allocated reglonal health auth0r|t|es W|th $1 175 m:lhon for tobacco
enfarcement {an increase of $500,000 from 2014/15).

* The Ministry also provided regional health authorities with $1 million in 2015/16 for tobacco
cessation/prevention.

e The Ministry provided $2.1 million to the BC Lung Association in 2014/15 for cessation services.

Approved by:
Arlene Paton, Population and Public Health Division; lanuary 28, 2016
Gordon Crass, oho Manjit Sidhu, Finance and Corporate Services Division; February 3, 2016
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Tobacco Control

ISSUE - . : e _
Tobacco related |||ness is the Ieadlng cause of preventahle death in Canada Smoklng is the prlmary
risk factor for the top 3 causes of death in Canada: diseases of the circulatery system, cancers and

respiratory diseases.” This fact sheet summarizes tobacco use statistics and government's actions to

reduce tobacco use in BC,

KEY.FACTS | S ‘o
The Ministry cf Health 5 Tobacco Control Strategy aims to reduce the death and disease caused by
tobacco use by reducing tobacco use through 3 approaches: 1) stopping youth/young adults from
starting smoking; 2} helping smokers to quit; and 3) protecting people from exposure to second-hand
smoke.

Statistics

¢ BC has the lowest provincial smoking rate at 15.3%, compared with the national rate of 18.72.

s BC has lower rates of exposure to second-hand smoke compared with the national rate. Of those
aged 12 and older, those regularly exposed to environmental smoke in their homes is 2.2% in BC
and 4.5% in Canada. Exposure to smoke in vehicles and public places is 14.9% in BC and 16.4% in
Canada.

e Tobacco-related iliness is the single leading cause of preventable death in BC: there are over
6,000 deaths each year,

s The estimated economic burden of tabacco use for BC is $2.3 billion, including $607 million in
direct health care costs.”

+ Smoking rates.and total number of smokers vary by health authority:

HA’s Smoking rate — % Total number of smokers
Northern 23.6%  highest rate 54,401 fewest smokers
Interior 192 % 117,654

Island Health 16.8 % 109,236

Vancouver Coastal 14.5% 145,481

Fraser 12.1% |owesl rate 177,287 ___rp‘qsht_.simokers

Action-Stopping Youth and Young Adults from Starting to use Tobacco (Prevention)

e The Tobacco and Vapour Products Control Act prohibits the sale of tobacco to anyone under
19 years of age, restricts retail tobacco displays/promotions where youth have access and bans
tobacco use on all public/private schools (with exemptions for the ceremonial use of tobacco in an
Aboriginal cultural activity). Health authorities enfarce the Act.

= In 2015, amendmerits to'the Act were made, extending the restrictions that apply to tobacco for
sale/display to youth and public/work place use, to vapour products. The Ministry is currently
developing regulations to support the Act. For information, see Fact Sheet Tobacco and Vapour
Products Control Act.

s The Ministry supports the federal government’s ban on flavoured tobacco in larger cigars,

Action-Helping Smokers to Quit {Cessation)
» BC Smaking Cessation Program —the Ministry provides smaokers with no-cost nicotine
replacement therapy (NRT) aids, and for those on Fair PharmaCare, insurance for prescription

! Martatity Atteibutable to Tobacco Use in Canada and its-Regions, 1998, Makomaski illing, Eva M., Kaiserman, Murray J, Canadian Joumal of
Puhllc Health fanuary- February 2004

! For aif smoking rate and population statistics: Canadian Community Health Suivey 2013/2014 Combined Sample

® The Costs of Substance Abuse in Canada 2002, Canadian Centre on Substance Abuse 2006.
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quitting drugs. in January 2016, the program was expanded to include more options for NRTs,
and now offers the patch, gum, inhaler and lozenges. The program was streamlined so smekers
do not have to call 8-1-1- to register, but simply go to a local pharmacy. Since the program launch
in September 2011, over 25% of smokers have used the program with a total expenditure of
$38.2 million for drug coverage {to March 2015}.*

+ QuitNow - provides smokers with behavioural support to quit smoking through a variety of
options: coaching support by phone, online or by text, quit guides and contests to encourage quit
attempts.

s Since 2011, federal legislation requires all cigarette/cigarillo packages to include
1-800 quitline/website information.

Action-Protecting People from Exposure to Second-hand Smoke {Protection)
second-hand smoke is a known contributor to illness and mortality.
» BCrelies on legisiation and regulation to eliminate tobacco smoke from key settings:
o The Act bans smoking in ali indoor public/work spaces and within 3 metres of most
public/workplace doors, open windows and air intakes and schools.
The Motor Vehicle Act bans smoking in cars with children under 16.
WorkSafe BC regulation limits second-hand smoke at work.
Residential Care Regulation bans staff smoking on-site/when supervising those in care.
o Provincial policy requires children in care (foster children) to be in smoke-free homes.
» In settings where the provincial government does not have jurisdiction, the Province encourages
the implementation of smoke-free premises policies:
o Health authorities have smoke-free premisas, with smoking restricted to designated areas.
o Local governments may enact bylaws that further restrict smoking in public places, including
parks. Some bylaws extend the smoke-free buffer zone around doors, windows and air
intakes to 7 metres.
o Multi-unit housing (e.g., condos, apartments) — Individuals can access the website
Smokefreehousingbc.ca for information.

0 00

e In 2015/16, the Ministry of Health allocated regional health authorities 51.17
enforcement (an increase of $500,000 from 2014/15}.

» The Ministry also provided regiona! health authorities with $1 million in 2015/16 for tobacco
cessation/prevention.

s The Ministry provided $2.1 million to the BC Lung Association for cessation services in 2014/15.

e From October 2011 te March 2017, Health Canada will fund call volume increases from the

national 1-800 package change {Year 1 and 2 $308,000; Year 3 to 5— up to $151,000).

5 million for tobacco

Approved by:
Arlene Paton, Population and Public Health Divisien; January 28, 2016
Blair Boland, obo Manijit Sidhu, Finance & Corporate Services Division; February 3, 2016

N

" PharmaNel data, MoH, analysis by M3PSD POER, 2015
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BC Clinical and Support Services Society

The 'B(..I"Cllnlc_al and Support Services (BCCSS) Society was established in September 2015, to enable a ”
new governance model for clinical (laboratory) and shared support/business {(non-clinical} services in
BC.

. On -(.j.ct'ober 1, '2015, the Ldboratory Services Act {LSA} came into force. The LSA enables centralized

governance, strategic planning, and funding for all publicly-funded laboratory services across the
Province.

e In April 2015, government approved the creation of an independent society operating under a
newly appointed board and board chair, which will report to the Minister of Health.

s Effective September 25, 2015, the Shared Services Organization Administration Society was
repurposed into the BCCSS Society with an expanded mandate (as per its constitution) to:

a) Promote health in BC by coordinating, managing and/or providing clinical, diagnostic and
support services to BC's health care system for the benefit of all users of its health care system,;

b} Promote health in BC by establishing and maintaining one or more divisions which shall have
such purposes and responsibilities determined by the Society from time to time for the
coordination, management and provision of clinical, diagnostic and support services to BC's
health care system for the benefit of all users of its health care system;

¢) Set priorities, prepare and submit budgets to the Minister of Health and allocate appropriate
resources for the provisian of services under its responsibility; and

d) Do all things incidental and necessary for the achievement of the above purposes.

e Atransitional board of directors was appointed, including: the Deputy Minister of Health,

Stephen Brown (as interim Chair}, and the two Associate Deputy Ministers of Health,

Sabine Feulgen and Lynn Stevenson (as interim Vice-Chair). Rick Roger was appointed Board Chair,

effective April 1, 2016.

¢ The BCCSS is in the process of undertaking governance and planning functions with at least two
separate divisions — each led by an Executive Lead:

o A clinical division —housing the recently established Agency for Pathology and Laboratory
Medicine, which is responsible for provincial planning of the laboratory services system under
the new LSA; and

o A support services division —responsible for support services currently managed by Health
Shared Services BC {HSSBC}, under the auspices of the Provincial Health Services Authority,

e The structure of the BCCSS is designed to support a clear separation of the governance and
stewardship role from the delivery and consumption of services for both the laboratory system and
the non-clinical services provided by HSSBC — a key issue identified in a 2014 review by
Ernest & Young, which recommended alternate governance models to enable HSSBC to achieve its
full provincial mandate. This structure is also supported by the BC Association of Laboratory
Physicians.

e Additional services that are provincial in nature and could benefit from central oversight and
planning could be added to the BCCSS in the future.
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Agency for Pathology and Laboratory Medicine {APLM)

e The APLM will aim to ensure that clinical laboratory services are sustainable, quality driven and
continue to innovate to support BC's citizens and clinicians with access to the best laboratory
services.

s Over the next 12 months, the APLM will develop a strategic business plan for the long term shifts
envisioned for laboratory services in BC.

e To support the introduction of new laboratory tests and the review of existing laboratory tests, the
Ministry requiested the APLM to develop and implement a test review process. This process is
conducted by the Test Review Committee (TRC), a standing operational unit reporting to the APLM.

e Established in early December 2015, the TRC is responsible for reviewing, evaluating and making
evidence-based recommendations regarding the introduction, replacement or elimination of
publicly-funded clinical laboratory tests. The TRC's mandate includes making recommendations on
outpatient/fee-for-service tests as well as inpatient tests, globally-funded tests and out-of-province
laboratory tests.

e The APLM will submit TRC test recommendations to the Ministry for decision.

Support Services Division

e Effective April 1, 2016, BCCSS assumed responsibility for HSSBC. Status quo shared services
provided by HSSBC to the health authorities {e.g. supply chain management, technology services
and financial and employee services) transferred from the Provincial Health Services Authority to
the BCCSS, including approximately 2,100 employees of HSSBC.

s HSSBC staff were informed about the new Society in early November 2015, and in January 2016
employees and union representatives were informed about the transition plan. There was no job
foss as result. of the move. BCCSS is a health sector employer and the transition between
organizations was seamless with no changes to terms and conditions, job descriptions, pay scales,
benefits, seniority or service.

e This Division, in collaboration with the Ministry and the health authorities, will be responsible for
optimizing the efficiency and effectiveness of provincial support services within the BC health
system.

o

o The net new costs associated with the establishment of BCCSS as a new Society and the
establishment of the Clinical Services Division, including the Agency for Pathology and Laboratory
Medicine will be accommodated from within the existing Ministry and health authority budget
allocations. The 2016/17 budget requirement for BCCSS is currently pending finalization.

e BCCSS will be required to adhere to the same accountability and reporting requirements as
established by the Ministry for the health authorities, including annual service plan reporting.

Approved by: :

lane Crickmore; Laboratory, Diagnostic and Bleod Services Branch, Health Sector IMIT; February 4, 2016
Deborah Shera, Health Sector IMIT & Diagnostic Services; February 4, 2016 '

Manjit Sidhu, Finance and Corporate Services Division; April 15, 2016
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CST Project Update

process, and has launched its design phase, while also preparing for the first implementation at Lions
Gate Hospital and other Vancouver Coastal “Sea to Sky” sites. The project budget remains $842
million, with a scope that better reflects the clinical goals of the project — an outcome of the
learnings realized through the re-plan work undertaken over the last year.

- KEY FACTS: :
» The Clinical and Systems Transformation project team completed their re-planning work in April,
and are now designing the clinical infarmation system, and developing consistent clinical
practices and workflows across the three organizations {Vancouver Coastal, Provincial Health
Services Authority and Providence Health Care).
« As part of the replanning wark, the project team identified some. necessary clinical improvements
to the project. These elemerits include:

Enhanced oncology for cancer care.

Ambulatory Care.

Behavioural Health— i.e., mental health and substance use services.

Bedside Medical Device Integration — the seamiess integration of data from vital sign

monitors, so that nurses do not need to manually input this-data.

Provider documentation — the original scape envisioned that doctors would continue to

document patient notes on paper, while the rest of the patient chart was electronic, a

clear deficiency that would increase risk to patients.

o Physician voice-recognition dictation.
o Added resources for learning and training.

s Implementation is scheduled to begin spring 2017 at the first sites — Lions Gate Hospital and
Sea-to-Sky facilities — building on the opening the new Regional Pharmacy Production Centre
scheduled for this fall 2016.

» This will be followed by impiementation at the BC Cancer Agency.

s The sequencing of implementation at sites after BC Cancer will be refined, hased on the learnings
from the first sites —implementation is always an iterative process of adjusting and fine-tuning.

s This is a true “enterprise” solution, designed to establish common workflows and practices for all
three organizations. This clinical transformation will be an ongaing process over the next year.

© 0 0 O

&)

Chronology

» April 2013 — CST Project begins with IBM.

e March 2015 — Health organizations and IBM agree to end contract.

e April — September 2015 — Project reset completed, with assistance of PriceWaterhouseCoopers.
s July 2015 — Cerner retained as new project partner.

e October 2015 — Replanning phase initiated with Cerner.

o February 2016 — Design and Configuration work begins.

s April 2016 — Review and replanning work completed.

Key Highlights of the Project Refresh
e Apgovernance structure that ensures accountability, transparency and proactive risk
management;
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External advisors on the Project Board with relevant industry expetience to help inform
decision-making;

A shift in responsibility for project management and project delivery from a contracted service
provider to the health organizations;

A new agreement with the project’s software provider Cerner;

A new external project assurarice function for formal, objective project oversight;

An improved approach to the design of clinical workflows and configuration of the new clinical
information system;

A comprehensive review of the project scope for alignment with the CST clinical goals and clinical
workflow; and

Review, refinement and validation of the CST clinical goals and objectives and alignment of
workstreams with financial ebjectives.

Design and Configuration Process Improvements:

Based on the original Business Case, the total cost of ownership of the CST project, including both

A pre-configured system — the foundation for the continuation of design work will be Cerner's
pre-built “Model System,” a fully functioning prototype based on glohal best practices from
Intermountain Healthcare, one of Cerner’s leading clients.

Seeing our work as we go — building on the Model System, our design teams will be able to map
our requirements from the first phase of design and make progressive, iterative improvements
throughout the design and configuration process.

A clear and robust validation process — with the ability to create prototypes of our new system,
we are better able to identify and fix problems before they are set in stone — making validation an
ongoing part of our process.

New program and specialty liaison roles — these clinical informatics resources will be an
important point of contact between the design teams and the clinical pregrams and specialty
areas of our health organizations, bringing a systemic view and helping facilitate the
transformation from design through to implementation.

one-time costs and regular ongoing operating costs, was estimated to be $842 millicn over

10 years. This was comprised of project costs of $480 million capital expenditure and $77 million
operating for a total of $557 million net new project costs, plus a $285 million base spend over
the 10 year period, primarily existing IT budget for the legacy systems or replacement systems.
Total spending to date up to the launch of the desigr phase in February 2016 is $177 million.

Approved by:
Paul Shrimpton, Health IT Strategy Branch; April 28, 2016
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ePrescribing, eDrug and the PharmaNet Modernization Project

“SSUE e - L : #
e The Ministry is responding to two recent FOI requests for information regarding
expenditures on and the status of “ePrescribing”.
e The term “ePrescribing” has sometimes been used as shorthand for either the eDrug
Project, or-both the eDrug and PharmaNet Modernization Projects even though it was only
one of several technical enhancements included in each project.

:KEY FACTS
e Implementing Electronic Prescribing functionality {ePrescribing) is a key action in the 2015/16
Service Plan and in the Setting Priorities for the BC Health System plan, and it is also prominently
featured in the IM/IT Policy Paper. ePrescribing will improve patient safety and health outcomes,
by putting better information about prescribed, dispensed and unfilled prescriptions in the hands
of care providers at the time of prescribing-across all points of care in the healthcare system.
e ePrescribing functionality allows physicians to view a patient’s prescribed and dispensed
medication history and electronically submit prescriptions. These electronic prescriptions
will then be accessed by any community pharmacist in B.C. through PharmaNet.
e Fnabling ePrescribing was one ohjective of the eHealth Drug Project initiated in 2006. The
other objectives of the eDrug Project were:
o expansion of access to PharmaNet medication profiles — to other care settings, and via
wireless;
o expansion of medication profiles to include clinically-relevant data such as
medications provided in hospital, allergies and intolerances;
o provision of enhanced clinical and financial decision support tools to providers
(e.g. clinical references and guidelines; real-time processing of special autherity
reguests); and
o integration with the Electronic Health Record.
s |n mid-2008 when the eDrug project requirements had been defined, the Ministry decided
that the cost and complexity of the project were too high. A major re-planning effort was
started; the technical approach and scope were re-designed, and the continuing scope of
work was transitioned to a new PharmaNet Modernization Project (PMP). Some of the
development costs incurred up to that date were subsequently written off.
s PMP continued to implement ePrescribing functionality, in addition to two other
components of the eDrug Project — namely, the expansion of access to PharmaNet
medication profiles, and integration with the Electronic Health Record.

Project Current Status:

¢ The Ministry recently responded to a Freadom of Information request for materials prepared
which document the outcome or results of any pilot projects related to the use of ePrescribing
technologies, and the number of providers currently utilizing ePrescribing technologies.

e  Most of the foundational technical work far ePrescribing has been completed, but it is not
currently deployed to physicians and pharmacists in the province. ePrescribing
implementation and end-user adoption was not contemplated within the scope of either
the eDrug or PharmaNet Modernization projects.

e Fngagement with physicians, pharmacists and their software vendors will be required to
complete planning for a Province-wide roll out of ePrescribing. There is currently no specific
timeline for full roli~out.
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» Adoption of ePrescribing will require change to clinical practice for physicians. A considerable
change management effort will be required to encourage uptake. It will likely take several years
for large numbers of physicians to begin writing ePrescriptions.

Expenditures to Date on ePrescribing

e The Ministry has recently responded to a Freedom of Information request for the amounts
paid to contractors working on ePrescribing between 2008 and 2015. Because the individual
components of each project were rict separately tracked, it is not possible to provide a
confirmed cosi for ePrescribing alone.

e The Ministry responded to the request with an estimate of the eDrug and PMP costs for
contracted labour, licenses, hardware and software purchases that may be attributed to
ePrescribing. Because the eDrug Project has at times been referred to as the “ePrescribing
Project”, all eDrug expenditures, and approximately 90% of PharmaNet Modernization
Project expenditures were attributed to ePrescribing.

S.

Approved by:

Guy Cookson, Business Management Office, Health Sector IM/IT; April 5, 2016
Deborah Shera, Health Sector IMIT Division; April 7, 2016

Dary! Conner, obo Manjit Sidhu, Finance and Corporate Services Division; April 2016

! eHealth Capital Projetts Discussion Paper, September 2015 {internal ministry document]
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IM/IT Enabling Strategy

] oL

» The Ministry of Health released three cross-sector discussion papers in 2015 that identify key
service improvements in primary and community care, surgical services, and rural health. A
number of these service improvement opportunities feverage information technology.

o Asinformation management and information technology {IM/IT) is a strategic enabler of the
health system’s priorities, the Health Sector iM/IT Enabling Strategy was developed to outline how
IM/1T will support these service improvement areas.

* The Strategy provides the health sector and partnered health organizations with a single strategic
direction for guiding IM/IT resourcing and investment.

» The Strategy identifies three strategic priorities and three strategic enablers that must be
advanced in order to support the priorities of the health system.

Strategic Priorities
1. Health Information Exchange Services (HIE) — to ensure care providers have access to patient
health information at the point of service, to make informed clinical decisions. Health Information
Exchange Services will also put in place the building blocks needed to enable the secure electronic
transmission of health information to patients.
o Health Information Exchange Services is considered the top priority of the strategy.
o Avision, action plan and roadmap has recently been completed for advancing HIE
capabilities across the sector over the next few years.
2. Data Sharing for Decision Support — to improve the secure access and use of health information
for decision-making purposes.
3. Patieni-Centered Information and Technology— to establish strategies that will articulate how the
health sector will leverage technology (including telehealth and patient portals or personal health
records} to provide patient-centered care.

Strategic Enablers

1. Health Information Standardization — to lead the development, adoption, and governance of
health information standards, which plays a critical role in improving the quality and consistency
of the health data needed to infarm palicy, funding and care decisions.

2. IM/IT Governance and Investment — to establish a single governing body for health sector IM/IT
with authority in areas deemed to be of common or shared interest.

3. Health Shared Services — to improve administrative cost effectiveness and enhance service quality
for all health autherities.

@ The Strategy recommends 22 key actions. These recommendations were discussed with
heatth sector partners and stakeholders through an engagement process over the summer of
2015,

e Work is currently underway to develop an IM/IT Action Plan that identifies specifically how the
Strategy will be advanced by the Ministry and the health authorities over the coming years.

o Leadership Council’s Standing Committee on IM/IT (SCIMIT) provides overall governance for
health sector IM/IT in areas of common ar shared interest and is ultimately responsible for
implementing the Strategy and the associated IM/IT Action Plan.
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SCIMIT membership is comprised of the ADM of Health Sector IM/IT, the Ministry of Health’s Chief
Information Officer, and the Chief Information and Chief Medical Information Officers for each of
the health authorities. The committee also includes the Chief Executive Officer of the Doctors of
BC, the Chief Nursing Officer for VCHA and the Vice President of Operations for VIHA.

Approved by:

Paui Shrimpton, Health IT Strategy Branch; Janwvary 28, 2016
Deborah Shera, Health Sector IMIT Division; January 28, 2616.
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OAG Audit of Panorama

On 'August 13, 2015, BC’s Office of the Auditor General (OAG) released a report on its audit of

Panorama. The audit includes scope, budget and timelines for both the National Build project and

BC/Yukan implementation projects, and includes extensive document requests and individual

interviews both at the ministry and in the health authorities. The audit states that:

« Panorama is $86 million {420%) over what was budgeted at the project outset and is over 5 years
late.

o It does not have all of the functionality required to achieve the stated benefits of the system.

e Health authorities continue to be concerned about its impact on patient safety and health
authority costs.

¢ Panorama is not, and likely will never be, a pan-BC system,

Background

e BC has played a key leadership role nationally on the dévelopment of Panorama as Project
Coordinator on behalf of the country. In addition, BC has partnered with the Yuken Territory, to
implement a unique cross jurisdictional deployment as part of the Panorama implementation
project.

e Panorama is the 1¥ of its kind globally, and it was known from the outset that a project of this
size and scope was not going to be easy. There have been challenges, which through strong

L provincial and national leadership have been actively addressed.

® As challenges emerged, the project assessed options and the Panorama national governance
committee decided on the most prudent course of action. At times, this impacted project
requirements, extended schedules, and increased budgets. Such decisions were made in
collaboration with health authorities in BC and our partner’s nationally; BC-did not act alone.

s While it is not perfect, what we have now is a pawerful tool that has set us up to successfully
respond to public health emergencies.

e A recent evaluation report developed with more than 40 interviews w1th BC pu bllc health
personnel that use Panorama tells.us Panorama has demonstrated benefits and is a marked
improvement to the previous system.

s It provides the foundation to better protect the health of British Columbians-and Canadians.

OAG — Key Findings:

There are 4 recommendations in the report that attempt to address these issues:

1. Commission and independent review of Panorama and alternative systems to identify the most
cost-effective integrated approach to meet the current and future needs of public health in BC.
{Partially accepted by Ministry)

2. Review Ministry project management practices to ensure future IT projects are managed in
accordance with good practice. {Accepted by Ministry) :

3. Review Ministry contract management practices to ensure future IT projects are managed in
accordance with good practice. {Accepted by Ministry)

4. Review its current leadership practices and develop a collaborative leadership strategy for future

' IT projects. (Accepted by Ministry)

The Ministry, through its engagement with the Public Accounts Committee has developed and-is

committed ta delivering on an action plan designed to address the key short-comings identified
through the audit, and ensure the OAG’s recommendations have been met.
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Response

e Panorama was an extremely complex multi-stakeholder, multi-jurisdictional project, designed to
nationally agreed to requirements including standardized data, business processes and naming
conventions.

s A National Steering Committee, including BC health authority and public health representatives
oversaw the development of Panorama.

e BCis the 1% province to fully implement Panorama, and as such has led the way in addressing
implementation issues.

« Al major functionality has been delivered and avaliable for production use in BC-while Public
Health works through adoption and consistant use of the system.

e Significant benefit is now being realized by BC, including First Nations and Yukon.

e There is no alternative, comprehensive, fully integrated public health system available.

e Panaoramais a 1* generation (1% of its kind globally, no road map), single shared national code
base of an enterprise scale requiring significant business transformation, standards collaboration
(nationally and in BC and Yukon} and complex technical infrastructure to deploy.

¢ Key components of the Ministry's action plan are in progress including:

o Development of a 3-5 year Panorama business plan to address any functionality or design
issues: consultant hired to lead the business plan development with a June 2016 targeted
completion.

o Undertake an annual survey of Panorama end users to assess satisfaction, clinical benefit
and adoption: design of assessment methodology commenced with a planned Spring 2016
launch; resulis early summer. This will also be an input to the business plan.

o Undertake an annual environmental scan to evaluate other compatible public health
products: developing a robust, repeatable methodology to perferm a comprehensive S
assessment heginning spring 2016.

o Strengthen project management and delivery structure: the Project Management Office
has been given a refrehed mandate to better support excellence in project management.

Structure to be used to achieve best practise.

o Achieve best practise - developed industry standard processes, gates, documentation and
approvals which will be reviewed by external experts.

o Expert validation:

» completed competitive procurement and engaged Ernst & Young on
December 15, 2015;

= axternal review of Ministry practise in managing large IT initiatives covering
governance, contract and project management practise; and

» evaluating models for panel of experts and developing terms of reference.

o Health Sector Governance has been revised to ensure increased stakeholder engagement in
Health Sector decision-making.

Approved by:
Tracee Schmidt, Strategic Projects Branch, Health Sector IM/IT; February 4, 2016
Deborah Shera. Health Sector IM/IT Division; March 1.7, 2016 -
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FOR INTERNAL USE ONLY -
QUESTIONS AND ANSWERS

Panorama

Ministry of Health

¢ Panorama is a national public health data management, assessment and reporting
system that will aid the coordination of public health and communicable disease
management across Canada.

s It provides public health professionals with the tools they need to befter protect the
health of British Columbians and Canadians.

¢ BC had a positive track record in development of public health surveillance systems
in Canada — which is why the province was asked to take the lead on developing this
project on behalf of the federal, provincial and territorial governments.

e This has been an exceptionally complex project that needs to provide the capability
to manage vitai public health information in each province and territory.

¢ All major functionality has been delivercd and is available for production use in BC.
Panorama was implemented in a phased approach, with the first module — vaccine
inventory —in use in BC for the past five and a half years and the next two modules —-
immunization and family health —implemented across the province summer 2013,
The last major modules, case and outbreak were deployed September 2014. Public
Health is currently working on provincial Outbrezk policies prior to fully adopting
the module while ensuring consistent use throughout the system.

1. What is Panorama?

e Panorama is a national public health data management, assessment and reporting
system that aids in the cocrdination of public health and communicable disease
management in Canada.

e It provides public health professionals with the tools they need fo better protect the
health of Canadians. '

e A cross-Canada publie healil surveillance system once achieved helps Canada
manage outbreaks through early detection, rapid verification and appropriate response
to emerging disease threats. -

o [tis an integrated suite of public health components, eonsisting of five major modules
and two supplementary modules:

1. Vaccine and inventory management {main)
1. Immunization management (main)
iii, Family health management (main)
iv. Communicablc discase case management (main)
v. Qutbreak management (main)
vi. Work management {(supplementary)
vii. Notifications management (supplementary)

Strietly Confidential Page 1 of 5
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Where are we at in its implementation?

s Here in BC, we have been in production for the past five and a half years, beginning
with the vaccine inventory module and are the first jurisdiction to implement the full
suite of Panorama functionality, with the final two main modules having been
deployed in September 2014.

e The project has also successfully transitioned to cHealth Operations at
Provincial Health Services Authority ensuring ongoing sustainment of this key
provincial asset '

* Quebec has also implemented its vaccine inventory module and has completed its
phased immunization deployment. :

¢ Ontario has completed its immunization deployment‘and continues its deployment
inventory management module.

s All other participating jurisdictions have components in production as well.

2. How much has it cost?

» There are two financial components to the implemeniation of Panorama - the initial
national product and the customization and implementation of the modules at the
provincial level.

¢ For the national Panorama projcct, Canada Health Infoway has committed to
contribute a maximum of $47.,615,922 to BC. To date, BC has received $44,448,729
of that amount.

¢ Forthe BC - specific Panorama modulcs, Infoway is committed to contribute
$9,818,165. Of that, BC has received $8,269,926.

e Over an eight-year period, BC has invested approximately $130 million total. That
funding has gone to: '

o Develop the BC - specific family health module;

o Make significant product enhancements to ensure the system is tailored to BC
and meets our unique clinical requirements;
Deploy the vaccine inventory module;
Replace, decommission and convert data from multiple previous systems;
Configure test and deploy the full set of Panorama moduiles;
Development of interfaces to other Health Sector assets including Client and
Provider registries; Provincial Lab Information System; BEST Audiclogy
System; PARIS and Cambian Scheduler.; and

© 0 0 0

o Five years of full production operations and sustainment (resources, licensing,

infrastructure €tc.).

3. Why did BC shoulder the brunt of the costs up front?

e [n tecognition of our leadership in development of public health surveillance systems
in Canada, BC was asked by the national steering committee to take the lead on the
development and implementation of Panorama for federal, provincial and territorial
governments.

Strictly Confidential Page 20f 5
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In that role, much of the initial implementer costs were borme by BC. However, that.
also means that we have been able to benefit from Panorama before other
jurisdictions.
In addition, our investment in Panorama is mostly complete. As other provinces and
territories move to develop and melement their systems, they will begin to shoulder
the financial cost.

The benelits and enhancements that those jurisdictions make as they implement their
systems will also be shared with BC, as the program is a single code basc shared
platform.

4. Why did it take so long to get up and running?

This has been an exceptionalty complex project that needs lo have the capability to
manage vital public health information in each province and territory.

As a result of the complexity and the increasing technical requirements to meet the
project’s goals, it became apparent that the project would take longer than initially
thought.

However, all modules are now-up and running in BC, benefiting the public health
community, and we are continuing to move forward with a program of continuous
improvemenit and prioritization in alignment with the Public Health Strategic
Roadmap.

5. How do you know that our health data stored in Panorama is secure?

All information contained in the system will be protected in accordance with
provincial and federal protection of privacy legislation.

Each jurisdiction will be required to assess and manage privacy risk and take
reasonable steps to protect any personal information that may be contained on the
system. '

BC has complcted a detailed privacy impact assessment, and worked with the Privacy
Commissioner to ensure that all questions have been answered and there are no
privacy concerns —~ th¢ Commissioner is comfortable with the steps taken and security
of the system.

The security capabilities of the system will enable each jurisdiction to configure an
implementation that is in compliance with their legislation, policy, standards,
procedure and best practices.

The data governance model for Panorama recognizes patient ownership of the data
with Health Authority’s controlling access and with data custodian respensibilities
resting with the Provincial Health Services Authority.

6. Is any of our data stored in the United States?

L

All of the health data stored in Panorama is owned by Shared Services BC, and is
kept in the same place as the rest of BCs health data.

None of it 1s stored outside of Canada.

Strictly Confidential Page 3 of 5
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7. Why doesn’t Vancouver Coastal Health participate in Panorama, if the whole point is
to have a coordinated, nation-wide data management system?

e Vancouver Coastal Health (VCH) uses its own community and public health
application called PARIS.

« PARIS was developed just prior to the SARS outbreak in 2003, before the
developmeiit of Panorama was planned.

s Vancouver Coastal Health had just invested si gmﬁcant finaneial resources into
PARIS, and the program is used to manage both public and community health
resources. For that reason, VCH was allowed to be “grandfathered in” to the
Panorama program.

« They continue to use their PARIS system; however, an interface has been
implemented allowing VCH information on investigations and outbreaks to be
shared with Panorama, to facilitate this importarit outbreak management component.
An immunization interface will be implemented in the near firture furthering
Panorama as the provincial immunization repository.

¢ In addition, VCH has implemented.the inventory management module in a limited

capacity.

8. On August 13, 2015, BC’s Office of the Auditor General (OAG) released a report on its
audit of Panorama. What were the recommendations and what is the Ministry doing to
address them?

e There are four recommendations in the report that attempt to address identified issues:

e Commission and independet review of Panorama and alternative systems to
identify the most cost-effective integrated approach to meet the current and
future needs of public health in British Columbia. (Partially accepted by
Ministry)

s Review Minitry project management practices to ensurc future I'1" projects are
managed in accordance with good practice. (Accepted by Ministry)

e Review Ministry contract management practices to ensure future IT projecis
are managed in accordance with good practice. (Accepted by Mimistry)

e Review its current leadership practices and develop a collaborative leadership
strategy for future IT projects. (Acceptled by Ministry)

» The Ministry has developed and presented an action plan to the standing committee
on public accounts which was accepted
» Key components of the Ministry’s action plan are in progress including:

e Development of a3-5 year Panorama business plan to address any
functionality or design 1ssues:

+ Consultant hired to lead the business plan development with a June
2016 targeted completion.

¢ Undertake an annual survey of Panorama end users to assess satisfaction,

clinical benefit and adoption:

Strictly Confidential h Page 4 of 5
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» Design of assessment methodology commenced with a planned Spring
2016 launch; results early summer. This will also be an input to the
business plan.

s Undertake an annual environmental scan to cvaluate other compatible public
health products:

o Decvcloping a robust, repeatable methodology to perform a
comprehensive assessment beginning spring 2016.

e Strengthen project management and delivery structure:

o The Project Management Office has been given a refrehed mandate to
better support excellence in project management. Structure to be used
to achieve best practise.

» Achieve best practise:

o Developed industry standard processes, gates, documentation and
approvals which will be reviewed by external experts.

¢ kxpert validation:

» Completed competitive procurement and engaged EY on December
15,2015.

e Dxternal review of Ministry practise in managing large I'T
initiatives covering governance, contract and project
management practise.

¢ FEvaluating models for panel of experts and developing terms of
reference.

s Health Sector Governance has been revised to ensure increased stakeholder
engagement in Health Sector decision making.

Approved by:

‘Tracee Schmidt, Strategic Projects Branch, Health Sector IMIT; February 2, 2016

Paul Shrimpton obo Deborah Shera, Tiealth Sector IMIT; February 9, 2016
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Ombudsperson’s Ministry of Health Investigation

OnJuIv29,201S,the S.ellec't" St.a'ﬁ'd.ing. Cdrﬁ mittee 'o.h _Finénc.éuahd Govérhménf Services issued the terms
of Special Directions and referred the matter of the 2012 Ministry of Health terminations to the
Ombudsperson for investigation and reporting’.

. TheMmlstry i.s”cor.r.] mltted to co—operatmgfullyw;th the .(.).n.lbud.s.hé.r'.son’s in\)es-tigation and taking

all possible efforts to comply with the Ombudsperson’s request for records.

s The Deputy Minister of Health has taken steps to ensure the preservation of electronic and paper
records related to the Ombudsperson’s investigation, including directing all Ministry staff to both
not delete any related records, whether or not they are considered transitory, and to complete
online records management training. Other actions include:

o In 2015, the Ministries of Health, Justice (JAG), and Transformation, Innovation and Citizens’
Services (MTICS) initiated a process to preserve both electronic and paper records either
created or collected by the investigation team (“investigation team”).

o The Ministry retained custody and control of the investigation team'’s electronic records,
which are preserved in compliance with various standards that support the management of
recorded information. Complete copies of the electronic records are also now in the
possession of JAG and MTICS.

o For the paper records either created or collected by the investigation team, the Ministry
embarked on a project to catalogue those records. The paper records are housed in a secure
location at MTICS, and access to the records is closely monitored and strictly controlled. The
Ministry and JAG developed a protocol regarding prior authorization to access records; sign-in
procedure to access records; location of access; and, documenting the copying or scanning of
records.

o  On November 27, 2015, the Ombudsperson sent a request for records to the Ministry. The
information requested includes the following categories:

o Policy and background documents;

Employees/contractors/research organizations;

Whistleblower complaint;

Reviews and investigations;

Response to implementation of recommendations;

Data and information sharing; and

o Other records.

s The Ministry has released portions of the requested documents ta the Ombudsperson in batches
and fulfilled the entire request by the end of January 2016.

s The Ministry made arrangements to allow the Ombudsperson direct access to the records located
at MTICS and/or to facilitate their retrieval.

O 0 0 0O 0

! https:/ fwiww. beombudsperson.ca/sites/default /files/files/UPDATES/FGS 2015-08-09 Specialt20Diractions¥%20to% 20the %200 mbudspersar. pdf
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Approved by:
Mariana Diacu, Health Information Privacy, Security and Legislation Branch; January 25, 2016
Deharah Shera, Health Sector IM/IT and Diagnestic Services Division; January 25, 2016
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A GP for Me Initiative

Lack of access to a Family Physician (FP) creates health inequities for unattached patients.

s The number of patients who don’t have a family physician (FP) in BC is estimated at 15.5%
(~710,000 citizens) by the 2013 Canadian Community Health Survey (CCHS)* with approximately
4.6% of British Columbians {~209,000) looking for a regular FP.?

» Lack of access to a FP creates health inequities for unattached patients. Care is accessed through
walk-in clinics or emergency departments, and may result in fragmented, expensive service with
poorer outcomes. Lack of dccess has been identified as a public issue and led to the June 2010
Government commitment to provide, by 2015, a FP for any British Columbian who wishes one.

e The General Practice Services Committee (GPSC), a joint committee of the Ministry of Heatth and
the Doctors of BC, partnered to create a suite of incentives and supports through the A GP for Me
initiative. The suite strengthens the FP/patient relationship for those who currently have a FP, and
aims to increase capacity and access for British Columbians who are currently unattached to a FP
{unattached patients will become attached). The program builds on prototypes from 2010.in the
White Rock/South Surrey, Prince Gearge, and Cowichan Valley Divisions of Family Practice
(Division)} that have attached approximately 9,400 patientsa. There are two components to the
A GP for Me initiative suite of incentives and supports:

1. Practice Leve] Attachment Fee Supports® — Effective April 1, 2013

e Physician Registry: FPs are required to submit a S0 Medical Service Plan fee code to access the
suite of incentives. Registration commits the FP to: provide full-service family practice and
longitudinal care to their patients; confirm the FP/patient relationship with their patients; and
work with their local Division to develop community-specific supports to encourage patient
attachment. As of December 31, 2014, 3,101° distinct FPs registered.

s Unattached Complex {high-needs) Patient Intake Incentive: Patient populations include frail in
residential care or in the community, cancer, high-needs chronic conditions, severe disability in
the community, mental health/substance use, and maternity. Payment acknowledges time
intensity to integrate new patients and develop clinical action plan(s). Physicians can bill $200
per patient. As of December 31, 2014, over 54,600 previously unattached complex patients
received care from almost 1,500 FPs.

e Expanded Access to Complex Care Incentive: The expanded incentive is to care for the high-
needs frail patients who are time and resource intense and do not otherwise qualify for the
current Complex Care fee. Physicians can bill $315 per patient per calendar year. As of
December 31, 2014, just over 17,600 frail patients have received care under this fee from over
1,600 family physicians. '

+ Telephone Visits: This fee intends to avert the need for a patient to be physically seen in the
practice and increase access for other patients and/or address urgent problems, while avoiding
amergency department visits. Physicians can bill $15 per call, to a maximum of 1,500 telephone

! Statistics Canada. CANSIM Table '105-0501 - Heatth indicatar profile; annual astimates, Canadian Community Health Survey, 2013 sample.
2 Statistics Canada, Med Doc [ ookers Pro=rated -2013_Client_unsuppressed.xisx, December 2014, Prepared with Ministry of Heatth business rules.
* hetp:f/agpforme.ca/across-be/introduction
Diata source: Warkforee Anaiysis, Health Sector Workforce Division. The data include physician claims for fee item 14074, 14075, 34076 and 14077
respectively covered by MSP. Data ram April 1, 2013 to December 31, 2014, paid to December 31, 2014,
* Includes GPs who “tilled” for 14070 only.
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consultations per EP per year. As of December 31, 2014, over 326,000 patients have received
care through this initiative from more than 3,300 family physicians.
» Conferencing Fees: These fees enable communication with other healthcare providers to e
coordinate patient care planning to better serve attached patients. Physicians can bill $40 per
15 minute conference to a total of up to 4.5 hours per patient per calendar year. As of
December 31, 2014, over 132,000 conferences tock place for more than 64,000 patients.

2. Community Level Divisions of Family Practice Attachmient Supports

o Divisions enable FPs to participate collectively and cooperatively in engaging with their health
authority, the Ministry, Doctors of BC, local municipalities and community groups. A Division
coordinates with the health authority and other providers to help create community specific
supports to build the FP practice capacity required for the initiative to succeed. Support
examples include: Nurse Practitioner involvement in.physician led unattached patient clinics or
allied health care provider support to a community-specific high needs population. Bulk
funding of up to $40 million has been allocated for 2013/14-2015/16 to develop and
implement community patient attachment strategies. As of the end of March 2015, 33 of 34
Divisions indicated their intent to participate in the initiative. Of those, 30 Division’s proposals
have been approved and are now formaily implementing their local pians_. The three prototype.
communities are in the sustainability phase.

» Many initiatives exist in health authorities, at the Ministry and within the physician committees
that help support the A GP for Me initiative. Examples include: integrated Primary Community
Care (IPCC) Bilateral Agreements, Accelerated IPCC (alPCC), NP4BC, Practice Support and
Quality Improvement Program, IT Alignment, Patients as Partners, the Better at Home
Program, Home Health Monitoring, After-hours Palliative Nursing Service, Senior’s Action Plan,
and partnerships with non-governmental organizations to provide access to patient self-
management supports.

Patient Level Altachment Fee Supports §13,8.17
14074 Unattached Complex 5.68
14075 Complex Care Expanded 4.35
14076 Telephone fee 3.92
14077 Conference fae 2.68
Subtotal 16.62
Divisions of Family Practice Supparts 8.84
Total 25.46

Notes:

1. Patient Levet Attachment Fee Supports: _
2013/14 Actuals - Workforce Analysis, Health Sector Workforce Division. MSP data from April 1, 2013 to Mareh 31, 2014, paid to lanuary 30,
2015.
2014715 & 2015/16 Projections - GPSC projections (based on Nov 28, 2014 data) presentation. Presented at January 2015 GPSC,
2. Divsions of Family Practice Supports: _
2013/14 actuals & 2014/15 & 2015/16 projections - GPSC.A.GP for Me 2015_2016 Budget_Final.xlsx/Summary by Year, presented at Feb. 2015
GPSC,

Approved by:

Doug Hughes, Health Services Policy and Quality Assurance Divisien; May 11, 2015 :
Manijit Sidhu, Finance and Corporate Services Division; May 8, 2015
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FACT SHEET

Access to Surg‘ical Services

Timely access to health services is a key concern for patlents and service providers. The Ministry of
Health has been working for several years to improve timeliness of access to scheduled surgery,
especially for patients waiting the longest.

. THe vuo.I'Li'm_e of "aII.surg'er.i.es. perfbr"fhed.(schedul'e.d and un-Scheduled) increased by app'roximately
8% bhetween 2010/11 and 2014/15; the volume of scheduled surgeries performed over the same
period decreased by 1.5%."

= Asat December 31, 2015, there were 74,128 adult cases on the waitlist for scheduled surgery. This

has increased by approximately 3% since March 31, 2011.°
e [n 2015/16 (tc December 31, 2015}, the median wait time for all adult completed, scheduled
surgeries in BC was 6.7 weeks. This has increased by 1 week between 2010/11 and 2014/15.

Table 1: Median Wait Times {weeks) for all Completed Scheduled Surgerles (Adult) 2010)'11 2015,’16

“iscal Year, Slnn 5BE Y | : CUVEHA
2010/11 ' 5.7 71 5.9 S.3 43
T2011/12 5.6. 6.3 56 .4 4.4
2012/13 5.3 5.6 5.4 5.3 4.1
2013/14 5.6 5.9 5.6 5.0 4,7
2014/15 6.1 6.3 8.7 4.6 5.6
2015/16 {to 31" Dec’15) 6.7 6.7 71 5.0 6.1

e In the Ministry of Health Service Plan, the target for 2015/16 for the percentage of scheduled
surgeries to be completed within the maximum established benchmark wait time of 26 weeks is
§3%. As of December 31, 2015, overall provincial performance against this target is 86%, a 5%
decrease since 2010/11.*

e In 2013, the Ministry implemented the Pay for Performance program (P4P}, a financial mechanism
to incent improvement in the quality of patient.care and the timeliness and quality of health care
data. While PAP is currently on hold, P4P measures are still used to understand pefformance
regarding access to surgical services.

Table 2: Health Authorities’ Performance on P4P Measures Related to Access to Surglcal Services

“Performance Measure
Fixation of Hip Fractures {as of Dec 31, 2015}
P4P target: Not less than 90% waiting < 48 hours 93% 94% 91% 76% 93% 95%
Actual % waiting < = 48 hours ®

[Patients.on the SPR for surgery (as of Q3 2015/16)
P4P target: No.maore than 2% patient waiting Tor 52 weeks or longer 36% | 3.1% 3.7% 1.4% 1.2% | 6.7%

Actual % walting »=52 weeks e

e The percentage of patients whose hip fracture was fixed within 48 hours has increased from 89%
{as of September 30, 2013} to 93% (as of December 31, '2015_).? The percent of patients waiting

12014/15 Access to Surgical Services Factsheet, 2000/01 to 2014/15, October 22, 2015, Project #2015_0717

J.Surgical whait Times Standard Report, Cases W.ailing'by HA & Procedare Group, lan 13 2016, Project # 20160027

! Surgical Wait Tines Standard Raport, Cases Completed by HA & Procedure Group, Jan 13 2016, Project # 2016_0027
Percent of non-emargency surgeries completed within 26 weeks, 2010/11 - 2015/16, Jan 11 20186, Project # 2016-0029
* percent of Hip Fracture Fixation Surgeries completed within 48 hours, Jan 13 2018, Project # 2016_0023

*®percent of Patients on the SPR waiting longer thar 52 weeks for surgery, Jan 13 2016, Project # 2016_0022
7 Parcant of Hip Fracture Fixation Surgerias completed within 48 hours, January 13 2016, Project #2016_0023
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52 weeks or Longer for scheduled surgery has decreased in BC from 2.6% at March 31, 2013 to
3.6% at December 31, 2015.%

Areas of Special Mention e

The First Ministers’ Meeting funding to strengthen health care in key priority areas was discontinued

in 2014, BC continues to monitar the priority areas related to surgical services:

¢ Knee Replacement - both the number of patients on the waitlist and the wait time have increased
significantly in the past 3 years, Between March 31, 2013 and December 31, 2015 the number of
patients waiting for this procedure increased from 4,195 to 6,857 (63%}, and the median wait time
for cases waiting increased from 12.7 weeks to 19.3 weeks (52%) for the same peric:n::l.g

s Hip Replacement - both the number of patients on the waitlist and the wait time have increased
sighificantly in the past 3 years. Between March 31, 2013 and December 31, 2015 the number of
patients waiting for this procedure increased from 2,207 to 3,532 {60%), and the median wait
time for cases waiting increased from 10.4 weeks to 15.1 weeks (45%) for the same period.10

» Cataract Surgery - both the number of patients on the waitlist and the wait time have increased
significantly in the past 3 years. Between March 31, 2013 and December 31, 2015 the number of
patients waiting for this procedure increased from 12,452 to 19,238 {54%), and the median wait
time for cases waiting increased from 6.4 weeks to 12.1 weeks (88%) for the same 'period.11

Strategic Framework for Surgical Services

¢ In July 2014, the Provincial Surgical Executive Committee (PSEC) was formed to provide strategic
oversight for the planning and improvement of surgical services in BC, as outlined in Setting
Priprities for the BC Health System. In February 2015, PSEC published the policy paper, Future
Directions for Surgical Services in British Columbia. \n June 2015, PSEC drafted the 3 Year Plan for
Surgical Services which outlined the actians necessary to deliver on the vision in Setting Priorities
and Future Directions, and this 3 year plan was approved by the Standing Committee on Health
Services and Population Health in September 2015.

Additional Surgeries

s InJune 2015, the government announced $10 million to increase surgical capacity throughout the
province during 2015/16, to help clearing backlogs and focused on patients who have waited more
than 40 weeks for surgery.

s As of December 31, 2015, approximately 5,000 additional surgeries have been performed. Of
these additional cases, 27% had waited 40 weeks or more, with the remainder being cases that
had waited beyond the provincial target of 26 weeks, or beyond the clinical wait time benchmark
for their diagnosis/clinical condition. There was a wide variety of types of surgery performed; Of
note, were cataract surgeries and total joint (hip, knee, shoulder} replacement."’

._:;EN A

Approved by:

Doug Hughes, Health Services Policy Division; February 1, 2016

Daryl Conner, obo Manjit Sidhu, Finance and Corporate Services Division; February 12, 2018

Carolyn Bell, obo Teri Collins, Health Sector information, Analysis & Reporting Division; February 24, 2016

® parcent of Patients on the $PR-waiting longer than 52 weeks for surgery, Jan 13 2016, Project # 2016_0022
*Surgical Wait Times Standard Report, Cases Waiting by HA and Procedure Group, Jan 13 2016, Project # 2016_B027 L
G g :
Ibid.
*bid: _
2 salf reported by Health Authorities to Acute Provincial Services Branch,
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Bz{ckground

The Burnaby Centre for Mental Health and addiction (BCMHA) provides tertiary care treatment and
support services for people with complex combinations of mental health, substance use, physical
heaith, and behavioural praoblems for whom appropriate treatment is not available, or who are
unable to benefit from existing community treatment and service options. :

The 2013 provincial action plan improving Health Services for Individuals with Severe Addiction and
Mental Hliness {SAMI) announced enhancements to the BCMHA services and continuum of care,
including the addition of 14 new rehabilitation and recovery beds and 14 new acute secure beds.

FACT SHEET
Burnaby Centre for Mental Health and Addiction

A sub-population of individuals have a complex mix of problematic substance use, mental illness,
and physical health, behavioural and social problems that are of sufficient severity to challenge the
traditional service delivery system. Mainstream mental health and substance use {MHSU)
treatment and other forms of community health care are not effective for this client population, as
their behaviour is so complex, inappropriate and chaotic.

To address this issue, in 2008, the Ministry of Health, through the Provincial Health Service
Authority (PHSA) and Vancouver Coastal Health Authority {VCHA), developed the BCMHA, a

100 bed facility in Burnaby to provide assessment, stabilization and treatment to this client
population.

Care Model and Access

The BCMHA is a designated facility under the BC Mental Health Act and provides an integrated
clinical approach through an interdisciplinary team comprised of psychiatrists, physicians, nurses,
occupational therapists, social workers, a pharmacist, a dietician, recreational therapists, a
psychologist, MHSU support workers, art therapists, music therapists, acupuncturists, and a
physiotherapist.

The care model is aligned with evidence-based practices and includes pharmacological
management, including methadone maintenance. Referrals are managed through a provinciai
aceess protocol and come from health and criminal justice systems across the province.

External Review and Program Improvements

In 2010, an external review was undertaken in response to questions concerning the safety of the
clients and the effectiveness of the program. Under VCHA, who was responsible for the BCMHA at
that time, the program and facility saw significant improvements between 2011 and 2014. These
include a new service delivery model; improved substance use treatment capacity; more extensive,
evidence-based programming; and improved staff training, certification and bed-utilization.

Role in the SAMI Action Plan

In November 2013, the Ministry announced the provincial action plan Improving Health Services
for Individuais with Severe Addiction and Mental ifiness (SAMI), which included funding to
expand the BCMHA continuum of care through the addition of 14 acute secure beds, and 14
community-based rehabilitation and recovery beds. (For further details, see the Fact Sheet
entitled Severe Addictions and Mental liiness Action Plan).

To support this continuum, operational governance of the BCMHA was transferred from VCHA
to the PHSA on December 19, 2014.
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e 74 beds are currently in operation at BCMHA on Willingdon Avenue in Burnaby —a 23 bed Acute
Stabilization Unit and two treatment units, with a total of 51 beds.

*» Toaccommodate a more severe client population within the BCMHA, the PHSA relocated 26
beds from the existing site to a new community facility operated by Coast Mental Health Society
(Hillside/Brookside), as of November 2014. This new, 40-bed facility is comprised of 26 existing
heds, plus the 14 new rehabilitation / recovery beds on the Riverview lands.

e The BCMHA has recently undergone capital upgrading to improve security and increase capacity
to enhance treatment for those patients involuntarify detained under the Mental Heaith Act.

¢ In addition, the devélopment of 14 new BCMHA high intensity beds were to be located in a new

enhanced care unit; 5.13
s.13

The additional beds would provide a slightly lower intensity program than the enhanced care
unit but would meet the overall needs of the SAM| population.

Future Relocation

s Sale of the Willingdon Lands closed March 21, 2014 as part of Release of Assets for Economic
Generation program and will require the relacation of a number of existing provincial programs,
including the BCMHA to new locations.

» Shared Services BC has negotiated lease back arrangements for the Willingdon Lands: There is a
three year lease back for the BCMHA to March 31, 2017 with an option to extend the lease for
two more years to March 31, 2019. :

» The recent enhancements to the BCMHA will be incorporated into the plan to relocate the
Centre,

# An Executive Steering Committee, including the Ministry, was éstablished to ensure new
accommodation meets the specific requirements for the programs relocating from the
Willingdon Site. .

» A capital business plan was submitted to the Ministry in June 2015 to replace the BCMHA and build
a new 105 bed provincial, tertiary MHSU facility on the Riverview lands {owned by BC Housing).
This was approved in November 2015.

* The new facility, which was publicly announced in December 2015, will be built over the next four
years, with a targeted completion date of March 2019.

o In the interim, the BCMHA will remain at the current site until accommodation is finalized and a full
transition plan is implemented. When a new site is finalized, the health authorities and health care
staff will work closely with the patients and their families to develop a thorough transitional care
plan that will ensure that patients receive consistent services.

» The Ministry provides annual funding of $19.2 million to PHSA to support and operate the BCMHA
and the 40 bed community facility located on the Riverview lands.

e Funding to relocate the Centre for Mental Health and Addiction is included in the Ministry’s
ten-year capital plan.

Approved by:
Doug Hughes, Health Services Policy Division; February 2, 2016
Gerdon Cross, obe Manjit Sidhu, Finance and Corporate Services Division; February 5, 2016
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e In April of 2013, the Representative for Children and Youth (RCY) released the report Still Waiting:

FACT SHEET

Child and Youth Mental Health and Substance Use
Acute Care Services Review

:I'Ee Ministry of Health has completed a review of mental health and substance use (MHSU) acute care |
utilization by children and youth aged 0-24 years. The review was conducted to better understand
service utilization and pressures on the child and youth acute MHSU use acute beds hased services.

First-hand Experiences with Youth Mental Health Services in BC. One of the recommendations in
Still Waiting was to conduct an assessment -of hospital acute care bed use for transition-aged
youth in BC, and develop a plan to address unmet needs.

e Inresponse to the RCY report and based on direction provided by Ministry strategic policy
documents (Setting Priorities and Healthy Minds, Healthy People), a review was initiated in fall
2014 of acute care services for children and youth diagnosed with a mental health and/or
substance use issue.

e The main abjective of the review' was to conduct an assessment of hospital acute care utilization
hetween 2009/10-2013/14, across the heaith regions, by individuals aged 0-24 years wha had
been discharged from hospital with a MHSU diagnosis.

a  Scope of the project included assessing the number of MHSU visits by individuals, aged 0-24 years.
The review looked at in-patient admissions and available data addressing access and flow.

e The review did not identify the number of unique individuals accessing hospital acute services. Nor
did the review assess community based services including crisis services or the quality of clinical
care provided.

e In total, 83 hospitals were included in the review. Of these, 80 are defined as Acute Care
{Inpatient/ Residential care), 1 Rehabilitative Care (Sunny Hill), 1 Extended Care {Queen’s Park);
and 1 Psychiatric Care {Riverview—closed 2012). Of the 83 hospitals, 76 were identified to have an
emergency department.

e The review was done by analyzing hospital use data from the Discharge Abstract Database (DAD).
MHSU hospital use/visit was identified if an individual aged 0—24 years was discharged from the
hospital, including some inpatient cases where the patients were kept in the emergency
department until discharge due to bed shortage with a primary diagnosis of one of the following
six DAD diagnostic categories: Anxiety, depression, schizophrenia, bipolar, substance use and
“other” mental health problem.

« Diagnoses that are listed in the “other” category include general groups of; Intentional Self-Harm;
Psychosis not including schizophrenia; Obsessive Compulsive Disorder; Reaction to stress, and
Adjustment Disorders; Eating Disorders; Personality Disorders; Intellectual and Developmental
Disorders; Attention Deficit Hyperactivity Disorders; Conduct Disorder; as well as an number of
miscellaneous diagnoses that do not fall into general groups.

* Analysis of the data was conducted solely at a provincial level and based only an available data
through the DAD. As a result, there are a number of limitations to the analysis such as the inability
to identify the unique number of individuals using hospital acute care services, the number of
repeat visits by an individual, and a lack of regional analysis.

BC Ministry of Health, Analysis of the Uttlization of Acute Care Mental Health and Substance Use Servicesin British Columbia by Children and
Youth {Descriptian of results and recommendations). April 2015. Discharge Abstract Database, Health Sector Planning and Innovation
Divisicn, Ministry of Health. Project # 2015_0010 Filename: Hospital Services for BC MHSU Patiants 0810 to 1314.xfsm
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Key Findings

According to the analysis, there has been a significant increase in the provision of hospital-based
services across all regions in BC.

Hospital visits by individuals aged 0-24 years have increased 43% between 2009/10 and 2013/14;
33% if patients who were kept in the emergency department until discharge due to lack of beds
are excluded.

Findings indicate a sharp increase in hospitalizations, across specific diagnostic groups of

depression, anxiety, and substance use. Hospital visits for depression have doubled. In contrast,

hospital visits -for schizophrenia and bipolar disorder have remained stable. “Other” mentalh
healthproblems account for the largest number of hospital visits at 40%.

Despite the high volume of hospital visits associated with the “other” mental health problem
category, between 2009/10-2013/14, hospital visits in this category have only increased by 28%
compared to anxiety, depression and substance use with an increase of approximately

69%, 99% and 82% respectively. Of note, Schizophrenia has not increased, and Bipolar has
increased by less than 5%.

In terms of flow, 76% of all hospitalizations were initiated through emergency departments in
2013/14, with “other” mental health problems followed by substance use and anxiety as the most
common presenting problems. Approximately a quarter of all hospital visits resulted in a discharge
from the emergency department without being placed in an inpatient setting.

In 2013/14, almost half (45%) of all hospitalization stays were between 1-7 days (suggesting
stabilization and crisis management), with approximately 30% in hospital stays between one week
and one month.

As many as 85% of hospitalizations were coded in the DAD as discharged home while 12% were
discharged to another health authority MHSU sesvice.

The ages ranging between 15-24 years shows a significant pattern of need compared to those
under 15 years. In 2013/14, 83% were by individuals 15-24 years of age, compared to 17% by 0-14
years of age, and 88% of the in-patient cases kept in the emergency department until discharge
were by youth aged 15-24, compared to 12% by 0-14 years of age. Also, the number of visits for
anxiety and depression is highest in 15-19 vear olds, with visits for substance use becoming more
frequent in ofder age groups.

Results of this review are consistent with a recent Canadian Institute of Health Information report,
Care for Children and Youth with Mental Disorders, 2015, which analyzed hospital usage between
2006/07-2013/14 by individuals aged 5-24 years.

Results of the review are being used to inform the development of a protocol, in partnership with
the Ministry of Children and Family Development, to improve transitions between acute care
services and community based care.

-FINANCIAL IMPLICATIONS
N/A

Approved by:
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FACT SHEET
Child and Youth Mental Heaith and Substance Use Collaborative

| :Th'é"'.]:n.l'rpdse of the Child and Youth Mental Heaith and Substance Use Colfaborative is to increase the
number of chiidren, youth, and their families receiving timely access to integrated mental health and
substance use services and supports in BC,

In June 2013, the Ministry of Health, the Doctors of BC, the Ministry of Children and Family
Development (MCFD}, the Ministry of Education {MoE), the Interior Health Authority, and children,
youth and families developed a Child and Youth Mental Health and Substance Use {CYMHSU)
Collaborative to improve access to child and youth mental health, and substance use services.

The CYMHSU Collaborative is based on an established "structured collaborative" change model® as
a method of rapid, continuous quality improvement in health care, and brings together children
and youth with lived experience, their families, care providers and decision makers, to address
important local issues, while contributing to the larger regional and provincial picture,

The CYMHSU Collaborative is governed by a multi-sector steering committee that includes: Family
physicians; psychiatrists; pediatricians; health leaders; and representatives from health authorities;
the Minist'ry of Health, MCFD, and MoE; Shared Care Committee {Ministry and Doctars of BC) and
Local Action Team co-chairs (LATs - individual teams focused on system barriers at the local
community level).

The work of the Collaborative is conducted through three committees (Mental Health Clinical
Faculty, Substance Use Clinical Faculty and Steering Committee) that guide the work of Working
Groups {individual working groups focused on specific issues) and LATs.

Youth and parents — through Families Organized for Recognition and Care Equality (FORCE) ~

participate and provide leadership to the Collaborative in all aspects from the Steering Committee,
to Working Groups to LAT.

To date all health regions across BC are members of the CYMHSU Collaborative. Island Health was
the first region outside of the Interior Health region to join the collaborative, followed by Fraser,
Vancouver Coastal, and Northern Health regions.

The CYMHSU Collaborative now includes over 1,800 participants and LATs in 65 communities’.
Working groups, sometimes in conjunction with LATs, collaborate with the Steering Committee,
Mental Health Clinical Faculty, and Substance Use Clinical Faculty to create solutions for both
structural and clinical system issues such as: Emergency Department Protocol, Information
Sharing, Physician Compensation, Transitions — Youth to Adult, Youth and Young Adult Services,
Specialist Support, Physician Recruitment and Retention, Telehealth/Rural and Remote,
Evaluation and Measurement, and Schools.

LATs address issues relevant to their local communities, as well as the broader strategic vision.
For example, the White Rock South Surrey (WRSS) CYMHSU LAT held an-event entitled

“Breaking the Silence on Suicide — Let's talk about Prevention” in response to a request from

the community through MCFD. At the event, two youth shared their powerful staries, and

Dr. Carol-Ann Saari, child psychiatrist and David Lindskeog from SPEAC {Suicide Prevention,
Education and Counselling) shared their knowledge and expertise on different aspects of

suicide prevention, including awareness of signs and symptoms, the importance of the

* https/ fwww.ihi.org/resources/Pages/iniWhitePapers/TheBreakthroughSeriesiHisCallaborativeMadelforAchievingBreakthroughlmprovemeat. aspx

¢ CYMHSU Collsborative January 2016 Update http:/fwww.sharadcarebe.cajsites/default/files/CYMHS U 208i-
Annuai%20Update’20)an2016%20FINAL_O.pdf
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multi-disciplinary mental health care team, and resources available in the community. The
event had 68 attendees, including youth, parents, school personnel and community partners.
In 2015 the CYMHSU Collaborative won a national award for recognition of innovation and
team-work. The award is co-sponsored by the College of Family Physicians of Canada and
the Canadian Psychiatric Association.

Provincial policy documents provide stewardship and guidance for the Collaborative. In 2014,
the Ministry released Setting Priorities for the BC Health System, outlining a number of
priorities, including the need to strengthen the interface between primary and specialist care
and treatment, as well as examine the role and functioning of the acute care system, with
focus on driving inter-professional teams and functions with better linkages to community
health care.

More recently, the Collaborative is considering how to align their efforts with the Mental
Health and Substance Use Policy Paper Establishing a System of Care for People Fxperiencing
Mental Health and Substance Use Issues (October 2015) that identifies the need to provide an
integrated system of care.

The CYMHSU Collaborative is supported by the Shared Care Committee, a joint committee
of Doctors of BC and the Ministry of Health.

As of March 31, 2015, in partnership with Doctors of BC, the Ministry has invested $4.4 million in
the CYMHSU Collaborative.

Approved by: _
Doug Hughes, Health Services Policy Division; February 2, 2016
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F A new In'pat'iént Addition and Renovations at DCDH is one of the highest priority projects in the

. An estlmated 70% .61.‘-t"ner'1taluhuééllth prb.i-::.lem.s in"('jér.l.ada have fheir"c;h_set' duﬁ"n'g childhood or

FACT SHEET
Child and Youth Mental Health and Substance Use System of Care

Children and youth {C&Y) with mental health and or substance use {(MHSU) problems require access
to a continuum of evidenced-based care ranging from prevention, health promotion, early
intervention, primary and community care to specialized tertiary care services. The Ministry of Health,
with partner organizations, are respanding to the MHSU needs of this population.

adolescence’. Research indicates that half of all cases of mental disorder begin by age 14, and
three quarters by age 24, while half-of all people with a substance use disorder will have
experienced substance use issues before the age of 20°,

e The Ministry , through regional and provincial health authorities, provides a range of C&Y MHSU
services including: Promotian, prevention, primary care and specialized early intervention
(e.g. Early Psychosis Intervention), tele-health for clinical and educational purposes, crisis response
services, youth substance use treatment including withdrawal management and supportive
recovery, youth concurrent disorders programs, and residential treatment. Health authorities also
provide MHSU outpatient, acute emergency and inpatient care, specialized and tertiary level care
far C&Y. The Ministry of Children and Family Developrient {MCFD) provides a range of
community-based specialized mental health services to children and their families.

¢ Intotal, there are 142 C&Y MHSU beds in BC™. Of these, 63 are designated child and youth
(generally ages 5-18), with 29 acute MHSU inpatient beds and 34 specialized tertiary MHSU beds.
There are an additional 79 community based youth {generally ages 15 -18} substance use beds
(20 residential treatment, 16 supportive recovery, 4 transitional, 36 withdrawal management, and
3 suppertive housing).

e Approximately 130,000 C&Y (aged 0-25) in BC can be identified as having used MHSU hospital
acute and emergency services, and physician through encaunter billings in 2013/14; according to
available data from the Discharge Abstract Database (hospital use), the Medical Services Plan
database (physician visits), the National Ambulatory Care Reporting System {emergency
department visits}, and PharmaNet {prescription drugs}. This does not include individuals who
may have accessed additional non-acute services, community services, Or emergency response
services outside the emergency department offered through health authorities, nor services
offered via contract or through MCFD.

e Approximately 50% of the 130,000 C&Y identified are between the ages of 0-183, with the
r.émain.ing between the ages of 19-25.

s [n Aprif 2013, BC’'s Representative for C&Y released the report Stilf Waiting: First Hand
Experiences with Youth Mental Health Service in BC, identifying the need to increase specialized
emergency mental health services, improve clients’ ability to navigate the system of care, increase
capacity of primary care to address C&Y MHSU services, ensure MHSU services are more

' Government of Canada [2006) The human face of mental health and mental fliness in Carada.

Retrieved from hrtn:f/www.nhabaspc.g_,c.cajpubitcat/human-huma]n()ﬁ/index-eng.ghg

*Kessler, 2005; Davis, 2003; Vander Stoep A, et al, 2000; Carter EW & Wehby JH, 2003,

M pental Health and Substance Use (MHSU) Bed Survey. {September 2015}, September 2015 submissions ta Community Mental Health and Substance
Use Bed Invantory, Business Analytics Strategies and Operations Branch, Health Sector Informatian, Analysis and Reporting Division, Ministry of Health.
Project: 2015_0689

% Child and Youth Mental Health and Substance Use: Service Utilization in the Health Sector for Fiscal Years 2009/10 to 2013/14. Prepared hy: Business
Analytics Strategies and Operations Branch, Health Sector Planning and Innovation Division, MoH, March 30, 2015far the CYMMSU Coilaborative
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youth-friendly, and improve transitions between the youth and aduit services, and between acute
and community care.

» In 2014, the Ministry released Setting Priorities for the BC Health System, outlining a number of
priorities including the need to strengthen the interface between primary and specialist care and
treatment, and examine the role and functioning of the acute care system, focused on driving
inter-professional teams and functions with better linkages to community health care. Individuals
with mental health and/ or substance use issues, including children and youth, were identified as
key population of interest.

» There are a number of initiatives underway across BC enhancing the child and youth MHSU serving
system.

e The Ministry, in partnership with the General Practice Services Committee {GPSC), supported by
the Doctors of BC, has implemented a number of initiatives to increase capacity of primary health
care physicians and specialists to support C&Y with MHSU probiems. Initiatives include the
development and implementation of clinical practice guidelines for family physiciars and
specialists regarding early diagnosis, intervention and support of MHSU concerns for C&Y
(18 years and under), and additional focused training sessions and knowledge exchange activities
through the GPSC.

* InJune 2013, the Ministry in partnership with the Dociors of BC, MCFD, and Ministry of Education,
as well as patients and families developed a C&Y MHSU Collaborative to build cross-ministry and
sector relationships and collaboration, to improve access for C&Y and their families to integrated
services. Activities include the establishment of Information Sharing Guidelines, and facilitating
the expansion of telehealth capabilities between MCFD and health authorities.

e On February 4, 2015 the Ministry and MCFD launched an online map to make it easier for
children, youth and families to locate MHSU services, This map provides a “one-stop shop” for BC. _
families trying to navigate the system of supports and services around BC.

e [n 2015, the Ministry and MCFD worked collaboratively with health authorities to create a
refreshed provincial youth to adult mental health transition protocol. The new protocol has been
approved and is currently being implemented across the province.

e Currently, MCFD and the Ministry are developing a provincial protocol to promote effective
transitions for children and youth between acute and community MHSU services. This work
incorporates findings from an internal review of CYMHMHSU acute care services.

» Fraser Health is currently developing a Child and Adolescent Psychiatric Stabilization Unit (CAPSU})
with an additional ten beds to be completed in the Spring of 2017.

e The Ministry in partnership with MCFD is also working to implement tools, guidelines and
education for front-line staff to identify parents with mental illness and/or substance use and/or
intimate partner violence concerns where children’s safety is at risk, and to link family members to
supports/services through a family-ceitered approach. In 2014 the initiative was expanded from
2 pilot sites to 20 locations. Province-wide implementation is planned for 2016/17.

N/A
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Colon Cancer Screening Program

e Update on the Colon Screening Program which was launched in November 2013.

e Wait times for colonascopies for both cancer screening and symptomatic patients have exceeded
target. In February 2015, the Ministry initiated a service review into the provision of colonoscopy
services in the province (see Fact Sheet Colonoscapy Service Review).

Background
= Colon cancer is the secand deadliest cancer in BC Every year, almost 3,000 new cases of colon
cancer are diagnosed in BC - over 94% of these are in men and women age 50 or older",

e Screening has proven to decrease colon cancer incidence and deaths. If diagnosed at the earliest
stage, the five-year survival rate is over 90%.

e The Colon Screening Program is for individuals ages 50-74 years with no symptoms.

s Screening can identify people who may have pre-cancerous lesions or polyps in their colon.

o After an abnormal fecal immunochemical test (FIT), a colonoscopy can provide early detection
and allow for lesions/polyps to be removed, in some cases preventing the development of the _
disease entirely.

+ The BC Cancer Agency is responsible for governance and oversight of the Colon Screening
Program, which includes public awareness strategies, screening reminders and monitoring of
overall program performance and outcomes.

» Family physicians are key influencers for patients in deciding to participate in cancer screening
programs.

e The Colon Screening Program relies on health authority expertise for the effective delivery of
pre-colonascapy assessment, colonoscopies and pathology reporting.

Colon Screening Program Statistics/Quality Management

s Overall, 426,320 patients have been registered into the Colon Screening Program since
November 20138,

o Of these, ahout 5,294 patients have been diagnosed with high risk polyps, and over 650 have
been diagnosed with colon cancer and are being treated™. Many of these patients may nat have
been diagnosed as early if the screening program had not been put in place.

» Approximately 67% of 50-74 year olds having a FIT are registered in the Colon Screening
Programls]. Screening for colon cancer has approximately doubled since the introduction of FIT
{from 53,742 guaiac tests January — March 2013 to 103,154 FITs January to March 2015}

s Half of all Colon Screening Program patients with an abnormal FIT result are having their
colonoscopy within 64 days (target is 60 days)”.

e« The BC Cancer Agency established a clinical working group that monitors the positive predictive
value of the FIT, using BC program data. Reviews to date indicate that at least 50% of patients
referred for colonascopy due to having an abnormal FIT result are having adenomas, -or cancer
identified at the time of colonoscopy.

 BC Cancer Agency, January 2016 - htip://www,screeningbc.ca/Colon/GetScreened/GetScreened htm
81 e Cancer Agency, lanuary 2016 - http://www.screeninghe.ca/Colon/GetScreened/GetScresnad.htm
B ge Cancer Agency, January 2016

Pl a¢ Cancer Agency, lanuary 20016

Bl cSp Steering Cammittee pragram update from BCCA February 2015,

® ntonthly report provided ta HSD fram Medical Services Plan billing data (PAS #2016_0007).

P a¢ cancer Agency, lanuary 2016
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= Concerns have been raised in BC over long wait times for access to colonoscopy services in health
authorities. Increased colonoscopy referral rates, in part due to introduction of the FIT, have
impacted most health authorities with pre-existing wait lists for non-screening (symptomatic}
patients.

Ry

Colonoscopy Services Review

e In February 2015, the Ministfy‘ of Health initiated a service review into the provision of
colonoscopy services in the province, aimed at evaluating current service delivery models from
the patient-centered perspectives of safety, access, appropriateness, acceptability, and
effectiveness, and the system level perspectives of equity and efficiency.

e The service review will assist in quantifying demand for colonoscopy services in BC, propose
recommendations for sustainable provincial colonoscopy services, and develop associated
implementation and evaluation strategies. '

¢ The first phase of the colonoscopy service review was completed between February to October
2015, and focused on evaluating current service delivery system, identifying strengths and
weaknesses, and proposing potential actions to strengthen the system.

e Work is now underway to move forward with a streamlined implementation phase that is
anticipated to take place over the next 18 months. The second phase of work will focus on
achievable targeted actions, including improvements in waitlist management, quality and
standards, and data. Final projects are to be confirmed with the health authorities and partners.

» For more information on the service review, see Fact Sheet Colonoscopy Service Review.

_____ NCI,

o Thea
participation.

e The program cosis include fees for practitioners, specialists and laboratory medicine services that
are paid through Medical Services Plan.

s |t is anticipated that the service review will help inform the estimated ongoing cost requirements
of providing colonoscopies for both symptomatic and cancer sereening services.

Approved by:

Doug Hughes, Health Services Folicy Division; February 2, 2016

Gordon Cress, obo Manjit Sidhu, Finance and Corporate Services Division; February 9, 2016

Carolyn Bell, obo Teri Collins, Health Sector Information, Analysis & Reporting Bivision; February 11, 2016
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Emergency Health Services in BC

the legislated mandate to provide British Columbians with access to pre-hospital emergency health
care.

e Under the Emergency Health Services Act, BCEHS has exclusive jurisdiction in BC over emergency
health and ambulance services.

e Under the oversight of BCEHS, the BC Ambulance Service is the primary provider of pre-haospital
emergency care and medically necessary transport {ground and air) for British Columbians.,
BCEHS also oversees the Patient Transport Network which coordinates the transfer of acute and
critically ill patients to the appropriate level of care both within and outside of BC.

* The BCEHS Resource Allocation Plan guides BC Ambulance Service dispatch decisions regarding
the number and type of emergency medical resources (paramedics, first responders) that
respond to different categories of ambulance calls. BC's Resource Allocation Plan has been
reviewed 5 times since 1997.

e BCEHS has conducted a demand modelling study which finds its current service model
unsustainable in terms of providing best practice in patient care. It predicts an annual 6%
increase in demand for ambulance services in metropolitian areas from.now until 2020.

® An Action Plan based on this research identifies a range of inititatives BCEHS will undertake to
reduce response times, improve patient care, and ensure the sustainability of the service into the
future.

= A business case addressing the resources required to improve the sustainability of BCEHS is being
submitted to the Ministry of Health.

e In the interim, BCEHS added 8 amhulances and 34 FTEs in January 2016, to be based at
ambulance stations in Langley, Surrey, Abbotsford and North Vancouver.

Ambulance Services

s In 2014/15, BCEHS paramedics responded 1o over 545,000 patient events, including more than
446,000 9-1-1 medical emergencies and 96,000 inter-facility patient transfers.

¢ An ambulance crew is dispatched to a patient event in BC, nearly every minute of the day.

o BCEHS paramedics respond to medical emergencies throughout the province, covering nearly
950,000 slq uare kilometers, with a ground fleet of 599 vehicles (520 ambulances and 79 support
vehicles).

Air Ambulance Services

e The provincial air ambulance program provides critical transportation between hospitals and
health care facilities across BC for patients requiring a higher level of care. In 2015 the air
ambulance program responded to 6,758 air ambulance calls.?

e There are 4 dedicated helicopter air ambulances in the province: 2 in Vancouver, 1in
Prince Rupert, and 1 in Kamloops.

a 6 fixed-wing air ambulances are based in Vancouver, Kelownza and Prince George. BCEHS also
utilizes approximately 40 charter carriers (both airplanes and helicopters} as required.

! BCEHS internal databases as of January 2016
*RCEHS internal databases as of January 2016
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Community Paramedicine (CP)

» The CP program will utilize paramedics in an expanded role to improve access to health services
for people living in rural and remote communities in BC.

s The program will provide various community-based services and resources including providing
primary care in the home, health prevention, evaluation, referral, and advice.

s Government has committedte creating at least 80 new FTEs to suppert the implementation of
community paramedicine programs between April 1, 2015 and March 31, 2019.

e The CP initiative has been rolled out in nine communities across BC so far.

First Responder Agencies

* TFirst Responder services are an important element for the provision of pre-hospital care in BC,
and the partnership between BCEHS, fire departments and other agencies in responding to
emergency events is essential.,

¢ All first responders performing emergency health services are required to be licensed by the
Emergency Medical Assistant Licensing Board.

« First Responder agencies {local volunteers and professional fire departments) provide first
responder services and basic life-saving technigues, while awaiting the arrival of an ambulance.

e Some municipalities have chosen to have first responders attend both urgent and routine
{non-emergency) calls, while others have first responders attend only urgent calls.

e BCEHS s reviewing the current pre-hospital care model to determine the best way to integrate
first responders in order to meet the needs of patients across BC.

e BCEHS participates with Metro Vancouver municipal stakeholders in the Regional Administrative
Advisory Committee, which is working to define the role of first responders in medical
emergencies.

« Local governments determine how to best allocate their funding and resources in terms of
responding to calls.

e BCEHS announced a program in January 2016 that makes naloxone available to all paramedics.
and fire first responders in BC for opioid drug overdose emergencies. Fire departments in Surrey
and Vancouver were the first to sign the necessary consent agreemen; 14 other fire departments
have expressed interest since the announcement.

Collective Agreement

e BCEHS employees are represented by 3 unions — CUPE, BCGEU, and the BCNU.

e BCEHS is the employer for the Ambulance Paramedics of BC (CUPE Local 873).

e The Facilities Bargaining Association’s Collective Agreement {BCGEU and CUPE 873} was ratified
as of April 1, 2014, and will expire March 31, 2019,

¢ The Health Employers Association of BC and the Nurses Bargaining Association continue to
negotiate for a renewed collective agreement.

Approved by:
Poug Hughes, Health Services Policy Division; February 1, 2016
Jodi Jensen, BCEHS; February 17, 2016
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Expansion of Hospice Spaces by 2020

¢ In December 2015 the Minister updated Cabinet on the Strong Economy, Secure Tomarrow
commitment to double the number of hospice spaces in the province by 2020, as indicated in the
June 2015 mandate letter’,

e This update reflected the work to date since the 2013 and 2014 mandate commitments to create a

plan for hospice expansion, work with Treasury Board and the Ministry of Finance to develop a

plan for hospice expansion?, and double the number of hospice spaces in BC by 2020.

Hospice Spaces Baseline Measures
e The baseline measure for hospice beds is 375 beds. As of March 2015 it consisted of
87 acute/tertiary palliative care unit beds; and 288 community hospice beds.

Status to end of Aprit 2016
a 27 community hospice-and 2 acute/tertiary beds have been added to the bed total. The updated
total number of beds is 404 beds — 315 community and 89 acute/tertiary.
s In'2015, 8 beds were opened in the Vancouver Island Health Authority {4 beds in Comox -
completed July 2015; and 4 beds in Parksville - completed September 2015).
s In 2015/16, the Northern Health Authority increased the number of hospice beds by 11 beds
through designating 9 community hospice and 2 acute/tertiary as palliative/end of life care beds.
o Community Hospice Beds are in {1 bed in each location); Fort 5t. James; McBride;
o~ Fort Nelsan; Chetwynd; Mackenzie; Smithers; Kitimat; Massett; Queen Charlotte City.
o Acute/Tertiary Palliative Beds are in Fort St. John and Prince Rupert {1 bed at each location).
¢ [n April 2016, the Fraser Health Authority opened 10 beds in Abbotsford at Holmberg Hause.

5.13,5.17

' Government of BC. {2015}, Minister of Health Mandate Letter, Retrieved on July 9, 2015 from
httpoffwww.gav.he.ca/premier/eabinst_ministers/terry_lake_mandate_letter.pdf

*Government of BC. (2014). Minister af Health Mandate Lerter. Retrieved an September 29, 2004 fram
hitpy/fwww.gov.be.ca/premier/cabinet_ministers/terry_lzke_mandate_letter.pdf
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5.13,5.17

Health authorities are also required to involve stakeholdeérs (such as hospice societies) in their
activities related to hospice $paces service planning.

Home-based Palliative Care Services

5.1

3,5.17

Research increasingly suggests that Canadians prefer to die at home, or in their home communities
instead of in hospital settings.

Health authorities are working towards improving home-based palliative care services by adopting
an integrated palliative approach to care.

In this shared-care model, expert palliative care teams based in residential hospices, hospital
palliative care units or in the community support local care teams, and share the care.

An integrated palliative approach can be provided in all settings in the community where the
person lives or is receiving care, including in the primary care provider’s office, at home, in long-
term care facilities, in hospitals, in free-standing hospice residences (often simply called haspices),
and in urban, rural and remote settings, including Aboriginal communities.

For example, in the Fraser Health Authority the End-of-Life Program in partnership with residential
care developed and implemented a 4-hour educational workshop, integrating a palliative approach
in dementia care, across all health authority owned and operated sites.

Approved by;
Doug Hughes, Health Services Policy Division; April 26, 2016
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Government Commitment to 500 Additional Addiction Spaces

The BC government has committed to create and implemenit addiction space expansion that includes
a significant role for the non-profit sector in the delivery of these new spaces by 2017, as committed
in Strang Ecanomy, Secure Tomorrow.

. ln May 2013 the BC Government made a public commitment that recognizes additional addiction
services are required in the province and is working with health authorities to plan and
impiement 500 additional substance use spaces in the province by 2017.

¢ In October 2013, the Ministry of Health struck a provincial steering committee, with involvement
from all health authorities, to guide the development of the response.

e The initiative is being implemented in three phases over 3 fiscal years: Phase 1 (2014/15),

Phase 2 {2015/16), and Phase 3 {2016/17).
5.13,5.17

« Asof March 31, 2016, 220 new substance use beds have been created through this initiative
(76 were created in Phase 1 and 144 in Phase 2}, or 44% of the total 500 bed target.

o Starting in April 2016, the Ministry implemented new bi-monthly monitoring processes to ensure
that health authorities reach their bed targets by March 31, 2017. Monitoring efforts allow for
the tracking of progress and the identification of any necessary alterations to health authority
plans. :

¢ Health authorities provided their first bi-monthly monitoring report on April 1, 2016. The next
update is expected by June 1, 2016.

e The Ministry committed to provide bi-monthly progress reports on the provincial status of the
initiative to the health authorities. The first progress report is expected to be provided to the
health authorities by April 30, 2016.

o Throughout this initiative, the Ministry and health authorities have engaged with the non-profit
sector and the First Nations Health Authority in the planning and implementation of the new
spaces. This engagement will continue in Phase 3 (2016/17).

o Ofthe 220 beds opened in Phase 1 and 2, 135 {61%) are being delivered in partnership
with non-profits (36% of Phase 1 and 75% of Phase 2 beds).

¢ The propartion of substance use beds required to be created and implemented in each regional
health authority was determined by the Ministry’s Populatton Needs Based Funding model
percentage zllocations.

o Health authorities identified their high priority/immediate bed needs (i.e. bed type and location)
for Phase 1 based on analysis of existing and previously completed planning processes.

¢ Health authority planning for Phases 2 and 3 was informed by the results of an extensive needs
based planning process tonducted by the Centre for Addiction Research BC and community
consultations. The needs based planning results provided the health authorities with estimates of
demand for various types of substance use services, and a description of need by geographic area
and amongst sub populations.

# Specifically, health authority planning far Phases 2 and 3 has been informed by:

o Current utilization and substance use trend data;

5.13,5.17
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o The prioritization of models that are effective and cost-efficient;
o Input gathered from key stakeholders including non-profit providers; and
¢ The needs of youth, adults, older adults, as well as sub-populations such as First Nations

and Aboriginal people and those with severe addictions and mental illness.
s.13,8.17

o “Space” is defined as quantifiable bed-based substance use treatment/intervention
services that are either directly provided by or funded {in part or all) by the health
authorities.

o ‘Bed-based’ services considered in-scope include sobering and assessment, facility-based
withdrawal management/detox, stabilization, residential treatment, supportive recovery,
and tertiary level services.

Table 1: Number and Percéntage of Beds Opened and Planned by Health Authority, as of March 31, 2016

* IHA bed number to reach target is 69;.however, IMA wifl be opening 73 beds in phase 3. This is occount for bed closures in previous phases.

++ While PHSA was not originally included in the 500 bed commitment, PHSA ocpenad 14 beds as port of the Severe Addictions and Menial Health (SAMI}
Action Pian. These 14 beds are counted toward the ovérall 500 bed commitment ond have been rémbved from regiorial Heofth Authority alfocations
aecording to the Population Needs Based Funding model formuia.

Approved by:
Doug Hughes, Health Services Policy Division; April 26, 2016
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Lar‘ge Scale Staff Replacement

Local medla reports have c!a1med that mass turnover through the change from one contracted
service provider to ancther negatively influences the quality of services provided to residents in
residential care facilities. :

'KEY-FACTS -

FINANCIAL IMPLICATIONS. .©

The Ombudsperson Iaunched an :nvestlgatlon of seniors’ care in 2008 and publlcly released The
Best of Care: Getting it Right for Seniors in British Columbia (Part 2) on February 14, 2012. This
repoft resulted in 176 recommendations on seniors’ care.
One of the recommendations outlined by the Ombudsperson’s report is as follows: “The Ministry
of Health works with the health authorities to develop safeguards to ensure that seniors in
residential care are not adversely affected by large-scale staff replacement.” (R170)
To address this recommendation, the Ministry of Health developed a new policy {Policy 6.K,
Large-Scale Staff Replacements) which is included in the Home and Community Care Policy
Manual to ensure that the quality and safety of client care is maintained during a large scale staff
replacement.
Large scale staff replacement is defined in the policy as mass staff turnover through the change
from one contracted service provider to another, or through a change in ownership.
Health authorities must ensure service providers.plan and manage the change process for clients
where a service provider is planning a large scale staff replacement, consistent with the following
requirements: '
o Ensure that maintenance of the quality and safety of the client’s care is the priority
throughout the process;
o Provide the client with information about the upcoming change;
o Offer clients and families an apportunity to meet with service provider staff to identify the
key concerns in the changeover in staff; and
o Ensure that the staff replacement does not happen until all clients are informed, and have
had an oppartunity to have their concerns heard.
The policy was introduced on April 1, 2015 and applies to all publicly subsidized residential care
facilities, both health authority owned and operated and contracted.

N/A

Approved by:
Doug Hughes, Health Services Policy Division; February 1, 2016
Reviswed by Health Sectar Warkforce Division; February 4, 2016

Pagelofl

109 of 221



Eanmn™

--;_'KEY FACTS it
& The SCC declared that competent adults may obtatn asmstance to dte from a physuuan when

FACT SHEET
Physician Assisted Dying

ISSUE g _ B e T e
n February 2015 the Supreme Court of Canada (SCC) ruled in Carter A Canada that the blanket
prohibition against physician-assisted dying {PAD) set out in the Criminal Code is unconstitutional.

they clearly consent to the termination of life, and have a grievous and irremediable medical
condition that causes enduring suffering that is intolerable to the person.

s The SCC indicated that the risks associated with PAD could be mitigated through 2 carefully
designed and managed system of safeguards.

e The ruling was originally suspended for 1 year; however, following a petition to the SCC, federal,
provincial and territorial governments were granted an additional 4 months to develop a regulatory
regime, albeit with exceptions.

o Quebecis exempt from the extension. Residents of Quebec may avail of PAD in accordance with
existing provincial legislation.

o From February 6, 2016 until June 6, 2016, individuals residing in the rest of Canada may access
PAD via an application to their jurisdiction’s superior court {e.g. the Supreme Court of BC).

= After June 6, 2016 sections of the Criminal Code (246(b) and 14} are void in so far as they

prohibit PAD for those that meet the Carter criteria..

Challenges related ta Federalism
» The development of a regulatory regime is complicated by the constitutional division of
powers.

o The Criminal Code is within the jurisdiction of the federal government; however, jurisdictional

overlap exists on matters related to health.

¢ The legislative and policy implications for provinces and territories will be significantly
impacted by outstanding federal government decisions.

+ The federal government is expected to solidify its position following the release of the final
report of the Special Joint Committee on Physician Assisted Dying on February 26, 2016.

¢ Although Quebec has legislation that allows for physician-administered assistance in dying
for capable adults, the impacts on the Quebec framework are dependent on the federal
government’s actions.

Special Joint Committee on Physician Assisted Dying

e On December 15, 2015, the newly elected federal government created a Special loint Committee
on Physician Assisted Dying.

s The Committee began hearings on January 18, 2016 and is mandated to consult experts and
Canadians, and make recommendations on 2 federal response to PAD,

e The provincial/territorial {P/T) Expert Advisory Group on PAD and the Federal External Panel
who have authored recént reports on PAD have both appeared before the Committee (see
below for additional information on these bodies).

e The Committee’s final report is expected on February 26, 2016.

P/T Expert Advisory Group on Physician Assisted Dying

a  On August 14, 2015, participating jurisdictions appointed a nine member P/T Expert Advisory
Group on PAD to provide non-binding advice to P/T ministers of Health and Justice on
implementation within their respective jurisdictions.
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BC participated as an observer and was represented by Dr. Doug Cochrane, Chair of the

BC Patient Safety and Quality Council.

The Advisory Group's Final Report was publicly released on December 14, 2015.

The 43 recommendations contained in the report are more permissive than the minimum
requirements set out by the SCC. Far example, it is recommended that access to PAD be based
on decision-making capability, not a minimum age reguirement for adulthood.

The Federal External Panel

The 3-member External Panel was created on July 20, 2015 and mandated to consult Canadians
and key stakeholders in order to recommend options for a federal legislative response to the
Carter decision.

At the request of the new federal government, the finai report did not contain recommendations
but instead provided an overview of consultations.

The Panel’s repott was publicly released on lanuary 18, 2016.

The College of Physicians and Surgeons of BC

On lanuary 21, 2016, the College approved interim guidance for physicians on PAD, The
guidance is effective as of February 6, 2016.

This guidance includes procedural safeguards that ensure basic eligibility criteria are met and
vulnerable individuals are protected. These include a requirement that no less than 2 physicians
assess a patient for eligibility; a 15 day waiting pericd to demonstrate a settled intention; as
well as, guidance on when additional assessments are required to confirm capability and
consent.

Physicians with objections of conscience will not be forced to provide PAD related services, or
provide a direct referral to another physician who provides the service.

Physicians are to facilitate an effective transfer of care in a non-discriminatery manner (e.g.
record transfer at the request of the patient) and provide sufficient information to patients to
allow for infermed choices.

The BL Select Standing Committee on Health

On October 28, 2015, BC's Select Standing Committee on Health issued an Interim Report with
recommendations on PAD.

The Committee recommended that PAD be incorporated into the continuum of health services,
including hospice and palliative care, was supportive of conscientious objections and direct
patient referrals, and supported national harmonization of PAD services.

Approved by:
Doug Hughes; Health Services Policy Division; February 2, 2016
Holly Moulton, Operations Manager, IGR & Legisiation; February 4, 2016

Page 2 of 2

111 of 221



FACT SHEET

Provincial Approach to Dementia Care and Priorities

'ﬁ"n.é'I\./:Iini:str'y.'bf'Heait'h has bee'n'bl'Jilding on the 2012 Provincial Dementia Action Pfa_h for BC, and

continuingto work on improving care for peaple with dementia and their families through
development of Seniors Services: A Provincial Guide to Dementia Care in BC.

© In 2013/14 there was an estimated 60,000 people with dementia in BC.

The impact of dementia will continue to grow as the proportion of seniors in BC increases over
the next.10 to 15 years.

In 2012, the Ministry released the Provincial Dementia Action Plan that outlined priorities for
improved dementia care through health system redesign work aimed to support effective,
appropriate, person-centred care for people with dementia. Notable achievements include the
following:

o Updated HealthLink BC, SeniorsBC and Home and Community Care websites and print
resources with information on brain health, planning for healthy aging, and living with
dementia.

o Provided funding to support the expansion of the Alzheimer Society of BC's First Link®
program. First Link® provides connections to learning, services and support to over
12,500 individuals diagnosed with dementia and their families in over 70 BC
commilnities.

o Provided funding for education of health care professionals in the P.LE.C.E.S.™2 dementia
care program {Physical, Intellectual, Emotional health, Capabilities, Environment, Social
self), which provides a systematic framework for detection, assessment and care planning
using a person-centred approach. As of December 2015, over 1,500 health care providers
had received training in P.LE.C.E.S.™ across 226 facilities.

o Implemented the 48/6 Model of Care for hospitalized seniors in-our hospitals and all
acute inpatient care settings. The 48/6 model focuses on screening and assessment in
6 key care areas, including cognitive functioning, and the development of a personalized
care plan in 48 hours.

o Supported research through a new BC Alzheimer’s Research Award and the Djavad
Mowafaghian Centre for Brain Health.

Guide to a Provincial Approach tc Dementia Care

To meet population and patient health needs, the Provincial Guide to Dementia Care in BC
provides a comprehensive approach to the dementia journey, from diagnosis to end of life. It
identifies priorities and actions for improving dementia care, builds on the 2012 Action Plan, and
places dementia patients, their families and caregivers at the centre, as the overall approach to
health care is becaming more patient-centric. Care for people with dementia and their families is
being integrated into the redesign of services for seniors to ensure a coordinated approach that
supports people to live safely in their homes for as long as possible, and remain supported in
their communities.

! Source: Population Health Surveiflance and Epidemiology, B.C. Ministry of Health, Dacenthar 2014. The Ministry uses data indicating the prevalence
of Alzheimer’s/dementia in a population. In 2013/2014 there were 59,551 individuals [not Including the patiants whase gender was unknawn) with a
diagnasis of Alzheimer's/fdementia.The number used by the OSA (50,747} appears to represent the numiber of Alzheimer/dementia patients that were
alive at the end of the fiscal year.
? htp:/fwww.piecescanada.com/
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In March 2016 the Ministry renewed its licence for the P.I.LE.C.E.5.™ dementia education program

FACT SHEET

The release of the Guide will be aligned to assist health authority planning for seniors service

redesign over the next 3 years. Implementation is to be phasedin.

Priorities identified in the Guide are as follows:

1) Increase public awareness and early recognition of cognitive changes;

2} Support people with dementia to live safely at home for as long as possible-and support
caragivers;

3) Improve quality of dementia care in residential care including palliative and end-of-life
care; and

4) Increase system supports and adaption of best practices in dementia care.

2 key priority actions already underway include:

o Provincial Strategy to Address Wandering {also referenced in the Fact Sheet on Missing
Seniors) — with actions that span from prevention through to the safe return of a person who
has wandered. This strategy includes the following:

* New resources for people with demeéntia and their families to prevent wandering from
accurring;

= A best-practice toolkit to prevent wandering within, and from, residential care settings;

= Resources to help community members identify a person who has wandered, including
resources to assist in their safe return; and

=  Resource informiation about dementia and common wandering behavior for police to
assist in the location and safe return of someone who has wandered.

o Renewal for a further 3 years of the provincial license for the P.1.E.C.E.S.™ dementia care
education program (also referenced in the Fact Sheet on Resident to Resident Aggression) -
an educational approach focussing on assessment and management of challenging
behavioural and psychological symptoms of dementia. The renewed license extends the abilty
of the province to adapt this dementia care training to other areas of the health care system,
in addition to residential care and tertiary mental health.

for a second 3-year term {2016—2019), renewing the Ministry’s existing 2013-2016 license
purchased in March 2013 (at a cost of 591,956 for each term).

Funding of 525,000 was provided to each regional health authority for P.LLE.C.E.5.™ dementia care
training sessions for health care providers in fiscal 2012/13, and a further 550,000 has been
provided to each regional health authority for the 2013/14 and 2014/15 fiscal years.

The Ministry and the Provincial Health Services Authority have provided a total of 510.7 million to
the Alzheimer Society of BC's First Link® program to support individuals and families affected by
Alzheimer’s disease and dementia. (See Fact Sheet on First Link).

Approved by:
Doug Hughes, Health Services Policy Division; April 26, 2016
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Renewal of Healthy Minds, Healthy People

Ub-d'ate on the renewal of the Healthy Minds, Healthy People: 10 Year Plan to Address Mental Health
and Substance Use in BC (Healthy Minds, Healthy People).

Background

e In 2010, the Province released Healthy Minds, Healthy People; a guiding document for mental
health and substance use services and policies in BC.

e During the May 2015 Estimates debate, the Minister of Health committed to reviewing Healthy
Minds, Healthy People and poesting a refreshed plan.

¢ [n 2015 a newly formed Cabinet Working Group on Mental Health, chaired by
Minister Rich Coleman, was created to and is currently taking stock of government’s existing mental
health programs and services, and developing a cross-system response to this challenging issue.

¢ This response will build on the significant and positive work already underway, including Ministry of
Health plans and initiatives, to address mental hezalth in BC, and consider how we can work in a
more integrated way to do things better.

Progress and Current Status

o On October 8, 2015, the Ministry of Health released Establishing a System of Care for People
Experiencing Mental Health and Substance Use Issues, a draft policy direction paper for the Ministry
and health authorities.

= This paper proposes an integrated provincial mental health and substance use {MHSU} system of
care, building from a strong primary and community care system with clear, patient-centred
pathways to higher levels of care. (See System of Care Fact Sheet for more detail),

e The policy direction articulated in‘this paper represents the strategic direction and priorities for the
MHSU system for the next 3 years, and will build on the work done to date through Healthy Minds,
Healthy People, as well as the 120 day action plan to support the severely addicted and mentally ifl
{SAMI) population, and sets the strategic direction and priorities for the MHSU system for the next
3 years

o This paper is currently being refreshed based on feedback from health authorities and other system
partners; once finalized, the paper will be posted on the Ministry’s website.

e The MH5U system of care is a key component of the Ministry’s strategic agenda, which identifies
five areas for significant repositioning:

o Improve access to primary care through a primary care home model;

o Reduce demand on hospitals by improving care for systems;

o Reduce demand on hospitals by improving care for those with mental health and substance
use issues;

o Improve access to surgical services and procedures; and

o Improve delivery of rural health services.

Alignment with Other Sectors

e The MHSU system of care policy document describes the immediate priorities and policy direction
tor the health care system to better support patients and families experiencing mental health and
subsiance use challenges.

e Going forward, this work will align with other key sectors and Ministry partners, including the work
with Children and Families and Education to review and defirie child and youth mental health
services.
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¢ Additionally, Ministry and health authority efforts to improve care and access for patients and
families will support cross-government deliberations, with respect to mental health through the
Cabinet Working Group on Mental Health and associated ADM Working Group.

During the plan's first 4 years, 3 of 6 of six Milestones were met:

» Milestone 3: "by 2014, 10% fewer BC students will first use alcoho! or cannabis before the age of
15" -.our Ministry has met and exceeded this milestone: in 2013, of students who reported using
alcohol and cannabis, only 65% had tried alcohol before age 15 (compared to 2008 baseline of 75%)
and only 59% had first tried cannabis before age 15 (compared to baseline of 67%).}

» Milestone 4: “The proportion of British Columbians 15 years of age or older who engage in
hazardous drinking will be reduced by 10% by 2015” — our Ministry has met this milestone a year
early: in 2012, 23.1% of British Columbians reported hazardous drinking (i.e., above the Canadian
Low-Risk Alcohal Drinking Guidelines), down from a baseline of 25.6%.2

e Milestone 5: “By 2015, the number of British Columbians who receive mental health and
substance use assessments and planning interventions by primary care physicians will increase by
20%” — our Ministry has met and exceeded this Milestone: 98,750 assessments were completed by
2014; an increase of over 69% from the baseline of 51,033 assessments in 2009.3

Other Key Accomplishments

o The BC Healthy Connections/ Nurse Family Partnership program has engaged 180 vulnerable young
families to date; a number that will grow to about 1,000 familiés over the next 18 months as the
evaluation continues.”

« The Canadian Mental Health Association, BC Division offers a telephone-based service for parents
and caregivers of children ages 3 ~ 12 with mild to moderate behaviour problems. Funded by the
Ministries of Children and Family Development and Health, this coaching model teaches parents S
skills to manage their children’s behaviours.®

e Through the Practice Support Program, 2,400 GPs have been trained using evidence-based
guidelines for adult mental health (1,600), and child and youth mental health (800),E

¢ A Mental Health and Substance Use Forum was held on October 8, 2015.

e The policy objective on specialized mental health services has been confirmed and built into
governance and planning expectations.

FINANCIALTMPLICATIONS v e e e e
e The Ministry of Health provided a total of $5.75 million in one-time funding in 2013/14 and
beginning in 2014/15, allocated base funding of $20.25 million to health authorities to respond to
the health needs of individuals with severe addictions and mental illness as part of the 120 Day
Action Plan.
e The mental health and substance use sector operating expenditures for 2014/15 were
approximately $1.42 billion, an increase of 67% over the 2000/01 total of $851.4 million.

Approved by:
Doug Hughes, Hezlth Services Policy Division; April 26, 2016

! 5mith, A., Stewart, D., Poan, C., Peled, M., Saewyc, E., & McCreary Ceritre Society {2014). From Hastings Street to Haida Gwaii: Provincial results of the

2013 BC Adolescent Health Survey, Vancouver, BC: McCreary Centre Society

? kate vallance, Analyst, Centre for Addictions Research of BC, personal communication, lanuary 20, 2014

? Data Source: Warkforce Analysis, Health Sector Workforee Division, BC Ministry of Health. Data from fanuary 1, 2014 to Dacamber 31, 2014, paid to ran”
December 31, 2014 and. Data from January 1, 2005 to December 31, 2009, paid to December 31, 2009

* Donna Jepsen, Provincial Coordinator, Nurse Family Partnership Program, Ministry of Health, personal cammunication, April 27, 2015

® Iulia Kaisia, Director Community Engagement, Canadian Mental Health Association- RC Division, persenal cormmunication, Oct 3, 2014,

% As of February 1, 2015, Liza Kallstrom. Doctors of BC, persenal communication, Feh 24, 2015
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Resident to Resident Aggression

ISR e R e
Residents with cognitive impairment, such as dementia, may exhibit physical aggression as part of
their disease process, and this behaviour may be directed towards other residents.

/KEY FACTS.

s Over 60% of people living in residential care settings have dementia, and approximately 90% of
peaple with dementia experience behavioral and psychological symptoms of dementia, such as
aggression, agitation, and psychosis (delusions and hallucinations)?.

e Residential care facilities balance the need to keep people safe with the human need for social
interaction, freedom of movement and the routine of everyday life, including recreational
opportunity and shared meals.

s Community care facilities licensed under the Community Care and Assisted Living Act {CCALA) and
designated extended care and private hospitals regulated under the Hospital Act are responsible
for reporting instances of aggression between persons in care to health authorities. Under each
Act, definitions and reporting requirements differ somewhat.

s The Ministry receives quarterly reports from the health authorities on a number of data
elements, including aggression between persons in care in facilities licensed under CCALA.

» The data received is the number of confirmed incidents by type of care (i.e., child day care,
child/youth residential, mental health and long term care). Only confirmed incidents in licensed
adult community care facilities, and designated extended care and private hospitals are reported
in the tables below.

CCALA - Long Term Care

On December 1, 2013, the Residential Care Regulation {CCALA} was amended to add a reportahle
incident of “aggression between persons in care.” The amendment ensured that aggression between
persons in care would be reported as a separate incident, as previously these were included under
the broader category of “aggressive or unusual behaviour” {(behavior by a person in care towards
another person in care that causes an injury that requires first aid, emergency care by a medical
practitioner or nurse practitioner, or transfer to a hospital).

Health Authority | #Confirmed Incidents | # of Facilities
Fraser 52 lea

Island 135 85

interior 46 67

MNorthern 21 13

Vancouver Coastal 106 47

TOTAL 360 276

Allinformation has been provided by health authority Community Care Facility ticensing {CCFL) programs for calendar year 2015

Hospital Act — Extended Care and Private Hospitals
e Underthe Hospital Act Regulation, extended care and private hospitals designated under the
Hospital Act, facilities are required to report “serious adverse events” to the Minister. A.
"serious adverse event” means an incident that:
a) Took place in a hospital or private hospital;
b} was the likely cause of, or likely significantly contributed to, severe harm to or the death of
a patient;

* hitps:/fwwwicihi.cafen/quick-stats
2 https:/ fwww.alzheimers.org.uk/site/scripts/documents_info.php?documentiD=1131
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¢} was not éxpected or intended to occur; and
d) was not caused by or related to an underlying medical condition of the patient.

Health Authority # Confirmed Incidents # of Facilities o
Fraser Not collected 26

Island 157* 2

Interior 9 18

Northern 5 12

Vancouver Coastal 15 24

TOTAL 84 102

Altinformation has been pmvided_hy health authority Community Care Facility licensing (CCFL) programs Tor calen_dﬂear 2015. * Island
Health numbers include events with ne harm, if excluded there are 55.

e In October, 2012, the Ministry released the Best Practice Guideline for Accommaodating and
Managing Behavioural and Psychological Symptoms of Dementia in Residential Care, A Person-
Centered Interdisciplinary Approach. This guideline supports interdisciplinary, evidence-based,
person-centered care to those experiencing behavioural and psychological sympioms of
dementia. :

e Health authorities are increasing awareness and training for staff on the care of people with
complex physical and cognitive/mental health needs, and behaviour changes. The P.I.E.C.E.S.™
training program, available acrass all health authorities, provides staff with strategies to
manage the behavioral and psychological symptoms of dementia. The P.LE.C.E.5.™ program
works to reduce the risk of aggressive behaviours between patients. Over 1,500 health care
providers have received P.LLE.C.E.S."™ training across 226 facilities (residential care and tertiary
mental health settings).

e A provincial strategy to address wandering is currently underway, and includes development of
a best-practice toolkit to prevent wandering in residential care settings {which can be a -
contributing factor to aggressive behaviour between residents of a care facility). The tooikit is
under development with completion anticipated Summer 2016. The Province is in the process
of finalizing Seniors Services: A Provincial Guide to Dementia Care in BC, which builds on the
2012 Provincial Dementia Action Plan, The Guide includes priorities to improve the quality of
dementia care in residential care facilities, as well as increasing system supports and best
practices in dementia care.

» In alignment with the ministry’s priority to better meet the needs of older-adults, the Guide will
include: :

o Standards of care that will guide the transition to residential care, should it be needed.

o Stepsto enhance dementia-specific quality standards of care in residential care.

o Increase and sustain consistent dementia care training for health care professionals and
caregivers — including cuttural competency training — in all care settings.

Approved by:
Doug Hughes, Health Services Policy Division; April 26, 2016
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Seniors’ Infermation

The Senlors Hea!th Promotion team in the Ministry of Health develops and disseminates lnformation
about government programs, services and initiatives for seniors through a suite of print and web
based resources. The information is designed to help seniors and thase who care for them make
informed decisions about care, to plan for healthy aging, and to understand how to navigate the
system of care and supports for seniors in BC.

e In 2012, 32% of Canadian Internet users aged 65 and over used social networking sites, and
25.5% used the Internet to make telephone calls online.*

e In 2012, 56% of British Columbians aged 65 and over reported having used the Internet for
personal non-business use in the past 12 months from any location.”

e In 2012, 61.9% of Canadian Internet users aged 65 and over used the Internet to search for
medical or health-related infarmation.?

Backeround
The Ministry has made ensuring access to high quality information about pragrams and services for

seniors a priority. However, this is also an ongoing challenge, and has been identified as a major need
by many seniors and experts; e.g.,.Premiers’ Council on Aging and Seniors’ Issues-2006;
Ombudsperson’s 2012 report on seniors’ care; and Office of the Seniors Advocate’s {OSA)

March 2015 report, BC Seniors Survey: Bridging the Gaps, which indicates low awareness of seniors’
pragrams, especially among low-income seniors, older seniors, and seniars in the north).

SeniorsBC.ca Website
Seniors, families and caregivers can easily access information about government programs, services,

supports and benefits for older adults by visiting www.SeniorsBC.ca. The website is updated regularly

to ensure accuracy and timeliness of information. The website provides information about provincial

and federal gavernment programs, services and benefits for older adults, including the following:

s Downloadable versions of resources such as the BC Seniors’ Guide, 8C Elders’ Guide, Healthy
Eating for Seniors handbook, the My Voice advance care planning guide and workbook, Elder
Abuse Prevention Information kits, and Planning for Healthy Aging tools;

¢ Promotion of events such as World Elder Abuse Awareness Day, Seniors’ Week, and the
International Day of Older Persons; and

s Links to information and resources such as the QSA website, the new Aging Well section of
www. HealthyFamiliesBC.ca, which encourages older adults to plan for a healthy older age, and
home and community care {e.g., care and support options; how to access health care services;
criteria for publicly subsidized services; accountability for health, safety and quality of care; and
how to have concerns and complaints addressed).

BC Seniors’ Guide and other publications

¢ Many older adults do not use the Internet to access information, and the Seniors’ Health
Promotion team and the QSA continue to receive requests for print resources. Other seniors
embrace technology and increasingly make use of devices such as laptops, tahlets and e-readers.

* Statistics Canada. Table358-0153 - Conadion internet use survey, Internet use, by age group, internet activity, sex, leval of education ond househoid
mcome occasional (percent), CANSIM {database).

? Statistics Canada. Table358-0152 - Conadian internet use survey, Internet use, by age group and hausehold income for Canada, pravinces and census
metropofrtan areas {(CMAs), occasional fpercent), CANSIM (database).

* ihid., 1
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To reach as many seniors as possible; the Seniors’ Health Promotion team produces print and
electronic versions of key publications such as the BC Seniors” Guide, Healthy Eating for Seniors

handbook and Elder Abuse Prevention Information kits, which are all available in English, Chinese,

Punjabi and French.

An updated 11th edition of the BC Seniors’ Guide was recently completed, and this edition is now
available in English, with translated versions expected by late spring 2016. In response to OSA’s
March 2015 Bridging the Gaps report, the latest edition of the BC Seniors’ Guide highlights
programs and services of particular interest to seniors with lower incomes. In addition, a new
free e-book version has been developed {in English only), and is compatible with e-readers such
as Koba and Kindle. E-books can also be read on tablets, laptops, desktop computers and other
devices. Free individual print copies of the BC Seniors’ Guide are available by calling the OSA, toll-
free at 1 877 952-3181, or 250 952-3181 in Greater Victoria. PDF and e-book versions can be
downloaded at www.gov.be.ca/seniorsguide.

Promotion and Distribution

In addition to the SeniorsBC website and print material, information resources are promoted to
seniors and the public in a variety of ways to increase access and awareness across the province.
Those avenues include the following:

®« o 8

"FINANCIAL IMPLICATIONS

L]

SeniorsBC e-Newsletter;

HealthLinkBC.ca and 8-1-1:

Office of the Seniors Advocate;

Crown Publications Online Catalogue;

HealthyFamiliesBC Twitter account;

BC Public Libraries;

Community-based events such as the BC Elders Gathering; and

Other government and non-government partners, including Service BC, Service Canada, MLA
offices, health authorities, seniors’ groups and comimiunity agencies.

In 2014/15, the cost to reprint the BC Semors Gwde was approxnmate!y 565 000
Thie new (11™) edition of the BC Seniors’ Guide is estimated to cost approximately $500,000 in
2015/16.

Approved by:
Doug Hughes, Health Services Policy Division; February 1, 2016
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2015/16 to 2017/18 Service Plan Measures — Ministry of Health

...é.ﬁ.tlining the five Ministry of Health Service Plan measures and the targets for fiscal year 2015/16,
year-to-date performance results and whether the targets are met based on partial data.

1. Percent of communities that have completed heaithy living strategic plans. "Communities”
include cities, districts, municipalities, towns, townships, and villages. The measure focuses on
the propartion of 162 communities in BC that has developed healthy living strategic plans.

Baseline {2011/12)° | 2015/16 Target 2015/16 Actual’ Target Met
13% 45% 51% Yes

2. The percentage of B.C. students in grades 3, 4, 7, 10 and 12 who report that at school, they are
learning to stay healithy. This is a new performance measure for the Service Plan but is part of
BC's Guiding Framework far Public Health. The Ministry, in partnership with health authorities
and school districts, supports a number of targeted programs which provide comprehensive
health resaurces for teachers and schools.

Baseline (2013/14)° | 2015/16 Target 2014/15 Actual® Target Met

46% 48% 44% No
*The results from this indicator are obtained from the Ministry of Education’s School Satisfaction Survey. As the survey is canducted
between lanyary to Agril of a calendar year, actual resuits far the 2015/16 year will not be obtained untif the survey period is concluded and
the results are analyzed. The actual results above represent the survey canducted during January-Agril, 2015,

Health authority staff have had limited opportunities to work with education partners to teach
health subjects in the classroom. However, the Ministry of Education is in the pracess of
redesigning the Kindergarten to grade 12 education curriculum, which will include a new physical
and health education subject area. The Ministries of Health and Education are working with the
regional health authorities to enhance resources and regional health-education partnershlps that
will support teachers in effectively delivering this new curriculum.

3. Percent of family physicians participating in the “A GP For Me” full service family practice
initiative. A GP for Me is a program sponsored by the Ministry of Health and Doctors of BC to help
support British Columbians who want access to a family doctor.

Baseline {2013)° 2015 Target 2015 Actual® Target Met
65% (calendar year)]  80% 74% No

The year-to-date data up to November 30, 2015 shows that the 2015/16 target is not being met.
However, over the three years of the A GP for Me initiative, 77% of physicians _participated? in the
program representing more than 12% points above the baseline. The lack of growth in
participation during the last year of the initiative may have been impacted by uncertainty related
to funding beyond the initiative’s original end date of March 2016 (incentive funding for 2016/17
was just announced December 2015). Moreover, the leveling off of physician participation in A
GP For Me is consistent with the trend seen in participation in the use of the General Practice
Services Committee incentive fees.

' pata source: Healthy Living Branch, Population and Public Health, Ministry of Heaalth
) - Data up to September 30, 2015

¥ Data source: Satisfaction Survey, Knowledge Management Branch, knowledge Management and Accountahility Division, Ministry of Education.

* The results fram this indicator are obtatned from the Ministry of Education’s School Satisfaction Survey. As the survey is canducted between January
1o April of a calendar year, actual results for the 2015/16 year will nat be obtained until the survey periad is concludead and the results are analyzed. The
actual results ahove represent the survey conducted during fanuary-April, 2015.

* Data source; Business Analytics Strategies and Operatlons Beanch, Health Sector Information, Analysis & Reporting, Ministry of Health,

® pata up to November 30, 2015 )

! Data source: Warkfaree Analysis, Health Sector Workforce Division, Ministry of Health. Data is paid up to September 30, 2015.
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4. Percent of people admitted for mental ifiness and substance use who are readmitted within 30
days. This is a new performance measure in the 2015/16 —~ 2017/18 Service Plan. With the release
of Healthy Minds, Healthy People, a clear vision was established for addressing the complexities
of mental illness and substance use. The measure focuses on the effectiveness of
community-based supports to help persons with mental illness and substance use issues receive
appropriate and accessible care and avoid readmission to hospital. Central to this effort is
building a strong systemvof primary and community care which enhances capacity and provides
evidence-hased approaches to care.

Baseline {2013/14)° | 2015/16 Target 2015/16 Actual’ Target Met

14.6% 13.8% 14.7% Yes

P

This is a new service plan perfarmance measure, established with aggressive targets, designed to
focus on the effectiveness of community-based supports to help persons with mental illness and
substance.use issues receive appropriate and accessible care and avoid readmissions to hospital.
Central to this effort is building a strong system of primary and community care which enhances
capacity and provides evidence-based approaches to care. The results for this performance
measure will continue to be monitored as the Ministry and health authorities begin to implement
specific actions to support effective primary and community supports for this population group.

5. Percent of scheduled surgeries completed within 26 weeks. The measure includes all elective adult
and pediatric surgeries.

Baseline {2013/14)" | 2015/16 Target 2015/16 Actual* Target Achievement
90% 53% 86% No

The year-to-date second quarter data shows that 2015/16 target was not met. However, there

has been a focus across the province to serve patients who have been waiting longer periods for e
their scheduled surgeries. For example, Vancouver Coastal and Northern Health reduced the

number of patients waiting more than 52 weeks to just over 1% while Interior Health has

reduced the number of patients waiting over 52 weeks from 5.1% during the first quarter of

2015/16 to 3.7% during the third quarter. Overall, during the first two quarters of 2015/16, more

than 15,000 completed surgery cases were for those who had waited longer than 26 weeks, up

from 13,000 cases recorded in the same period in 2014/15.

Approved by:
Teri Collins, Health Secier information, Analysis and Reporting Division; February 5, 2016

* Data source; Pusiness Analytics Strategies and Cperations Branch, Health Sector Information, Analysis and Reporting Division.

* Data for the quarter ending June 30, 2015

¥ Baseline is for surgeries completed from April 1, 2012 to March 31, 2013, Target per cents are for surgeries completed in the fistal year. Data source!
Surgital Wait Times Production (SWTP}, Decermber 9, 2015 {Site 142),

"' Data up to September 30, 2015
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2015/16 1o 2017/18 Service Plan Measures
- Provincial Health Services Authority

E

fiscal year 2015/16, and whether the targets are achieved.

1. Cancer Screening - The percent of womeén aged 50 to 69 vears participating in screening

4.

mammography once every 2 years.

- Baseline {2013/14)" 2015/16 Target 2015/16 Actual® Target Met
| 51.4% (BC rate) 55.5% 52.4% No

During the last five years, the mammography participation rate has declined slightly as questions
continue to arise relating to the value of screening. The international perspective on screening
has moved towards supporting patient’s-informed decision-making about screening, with an
emphasis on education of the benefits and harms. PHSA will continue to maintain easy access to
screening services, and provide updated policy information to primary care providers and to
women through ongoing recall reminders.

Independent Dialysis — Percent of dialysis patients on independent dialysis madalities {peritoneal
dialysis and home haemodialysis).

Baseline (2010/11)° 2015/16 Target 2015/16 Actual’ Target Met
31% 34% 32% No

The target set by the BC Renal Agency and the renal network is aggressive, considering the
significant barriers and drivers faced, as well as the annual attribution rate of patients on all
forms of dialysis, including independent dislysis. As a result, the independent dialysis prevalence
rate continues to be impacted by a2 number of factors, including an inerease in transplant rates
and the overall reduction in dialysis growth, leading to a corresponding reduction in independent
dialysis update. Of note, this rate continues to be well above the national average of 22% for
independent dialysis, according to the 2014 Canadian Organ Relacement Registry Report,

Complex Paediatric Surgeries — Percent of complex non-emergency paediatric hip surgeries
completed within established benchmark time frame.

| Baseline {2010/11)° 2015/16 Target | 2015/16 Actual® Target Met
L 42% 70% 92% Yes
Access to Maternity Care — Percentage of patients in active labour admitted within 45 minutes.
Baseline (2013/14)° 2015/16 Target 2015/16 Actual® Target Met
26% 45% 44% No

The percentage of admission within 45 minutes for active laboring patients was 30% for the
2014/15 year and has increased to 44% during the 2015/16 year. The BC Women'’s Hospital

! ammography: Sceeening Mammography Program of BC, Provincial Health Services Autharity. This is measured within a rolling 30-manth time frame
ta allow for appointments delayed past the two year pertod. Women are counted only once'in each period regardless of haw many mammaograms they

have.

? pata up to Decamber 3, 2015

? Data Source: BC Renal Ageacy, Provincial Health Services Authority

? Data for the quarter ending Décember 3, 2015

* BC Children’s Hospilal Database, Provincial Health Services Authority.

¢ Data up to December 3, 2015

’ Data Source: BC Wamen's Hospital and Health Centre Database, Provincial Health Services Authority.
® Data up to December 3, 2015
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flow.

5. Nursing overtime — Nursing overtime hours as a percent of productive nursing hours.

FACT SHEET

Baseline {2010)"

201516 Target

2015 Actual’®

Target Met

2.24% (calendar year)

Muaintain at or below 3.3' 3.4%

No

Data for the third quarter shows that the 2015/16 targets are not being met. Although the
annual overtime rate is showing slight upwards trending during the last three years, the annuat
rate for PHSA remaints the lowest among the health authorities in BC. However, a detailed
review of nursing areas'is being conducted.

Approved by:

Teri Collins, Health Sector Information, Analysis and Reporting Division; February 9, 2016

* Data Source: Ministry of Health, Based on calendar year. Health Sector Compensatiori Information System [HSCIS) Health Employers Association of

British Columbia [HEABC). Tanuary 14, 2016.

" nyata is for cuarter ending Septamber 30, 2015
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2015/16 to 2017/18 Service Plan Measures — Regional Health Authorities

" Ouiiining the 5 regional Health Authority Service Plan performance measures, the targets for 2015/16, and
the performance status. The targets established for 2015/16 and year-to-date actuals achieved are below.

1. Percent of communities that h"ave combfeted hédfthy living str'“ateg:c"p_t'ans: “communities” includes

cities, districts, municipalities, towns, townships, and villages.

_Baseline (2011/12)* 2015/16 Targets 2015/16 Actual’ Target Met
IHA: 0% HA:  42% IHA:  42% IHA: Yes

" FHA: 40% FHA: 60% FHA: 80% FHA: Yes
VCHA: 23% VCHA: 43% VCHA: 64% VCHA: Yes
VIHA: 14% VIHA: 42% VIHA: 36% - VIHA: No
NHA: 15% NHA: 47% NHA: 58% MNHA: Yes

All 5 health authorities achieved the target for this performance measure during 2014/15. While Island
Health has not, to date, reached the 2015/16 target, the anticipated addition of the Strathcona Health
Network into this initiative should result in Island Health meeting its target by the end of the year.

2. Number of peopie with a chronic disease admitted to haspital per 100,000 people aged 75 years and over:
This is a new performance measure. It tracks the number of seniors with select chronic conditions who
are admitted to hospital. “Chronic disease” includes chronic conditions such as Asthma, Chronic
Obstructive Pulmonary Dlsease Epilepsy, Heart failure and Pulmonary Edema, Angina Hypertension,
Heart Disease and Diabetes.?

o Baseline {2013/14)* 2015/16 Targets 2015/16 Actual® | Target Met
IHA: 3,536 IHA: 3,504 IHA: 3,788 | IHA: No
FHA: 3,388 FHA: 3,352 FHA: 3,374 FHA: No
VCHA: 2,697 VEHA: 2,650 VCHA: 2,223 VCHA! Yes
VIHA; 2,735 VIHA: 2,728 VIHA: 2,295 VIHA: Yes.
NHA: 4,129 NHA: 4,089 NHA: 4,592 NHA: No

Data for the 1st quarter shows that the 2015/16 targets are not being met. The complexity of this
population, gaps in community based services for chronic disease management and patient difficulties
navigating the services are some of the challenges identified by health authorities to meet these
targets. However, in order to improve services, all health autherities have identified strategies including
enhancing primary care and community based services, improving discharge planning and pest-acute
foliow up, and working more closely with the Divisions of Family Practice to address the specific needs
of this population.

3. Percent of people admitted for mental iliness and substance use who are readmitted within 30 days,
15 years of age or older: This is a new performance measure, It focuses on the effectiveness of
community-based supports to help persons with mental illness and substance use issues receive
appropriate and accessible care and avoid readmission to hospital. Central to this effort is building a
strong system of primary and community care which enhances capacity and provides evidence-based
approaches to care.

~—. ! Data Source: Healthy Living Branch, Population and Public Health Division. Data are collected by Health autharities from their eligible communities
"Dataupto September 30, 2015
* Definition of chronic disease {ACSC) is based on 2011 CIHE Health indicator technicai notes. Age- -standardized rates are per 100,000 .population by PEGRLE
40 {PECPLE 2015) and calculated using direct method based on 1991 Cana da population.
? Data source: Discharge Abstract Database, Business Analytics Strategies and Operations Branch, Health Secter Information, Analysis and Reporting
Diws:on Ministry of Health
* Data for the quarter ending June 30, 2015
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Baseline {2013/14)° 2015/16 Targets 2015/16 Actual’ Target Met

IHA:  16.1% IHA: 14.2% IHA: 13.7% IHA: Yes

FHA: 12.7% FHA:12.6% FHA: 12.8% FHA: No

VCHA: 15.2% VCHA: 14.6% VCHA: 17.3% | VCHA: No e
VIHA: 13.1% VIHAI12.6% VIHA: 13.3% | VIHA: No

NHA: 13.1% (2012/13) NHA; 12.6% NHA: 11.8% | NHA: Yes

This is a new service plan performance measure, established with aggressive targets, designed to focus
on the effectiveness of community-based supports to help persons with mental illness and substance
use issues receive appropriate and accessible care and avoid readmissions to hospital. Central to this
effort is building a strong system of prirnary and community care which enhances capacity and provides
evidence-based approaches to care. The results for this performance measure will continue to be
monitored as the Ministry and health authorities begin to implement specific actions t¢ support
effective primary and community supports for this population group.

Percent of scheduled surgeries completed within 26 weeks: This performance measure tracks the
proportion of non-emergency surgeries completed within 26 weeks, although many surgeries are
completed in a much shorter time frame.

Baseline {2013/14)° 2015/16 Targets 2015/16 Actual’ Target Met E
[HA:  88% IHA: 91% IHA: 83% [HA: No |
FHA: 89% FHA: 92% FHA: 85% FHA: No |
VCHA: 93% VCHA: 93% VCHA:91% VCHA: No i
VIHA: 87% VIHA: 90% VIHA: 82% VIHA: No
NHA: 93% NHA: 93% NHA: §1% NHA: No.

The year-to-date 2nd quarter data shows that 2015/16 targets are not being met. However, there has
been a focus across the province to serve patients who have been waiting longer periods for their
scheduled surgeries. For example, Vancouver Coastal and Northern Health reduced the number of
patients waiting more than 52 weeks to just over 1% while Interior Health has reduced the number of
patients waiting over 52 weeks from 5.1% during the Ist quarter of 2015/16 to 3.7% during the 3rd
quarter. Overall, during the 1% 2 quarters of 2015/16, more than 15,000 completed surgery cases were
for those who had waited longer than 26 weeks, up from 13,000 cases recorded in the same period in
2014/15.

Nursing overtime hours as a percent of productive nursing hours: overtime is a key indicator of the
overall health of a workplace.

—

Baseline (2010)™ 2015/16 Targets 2015 Actual™ Target Met
IHA: 3.0% IHA: <=3.3% IHA: 4.2% IHA: No
FHA: 3.8% FHA: <= 3.3% FHA: 4.1% FHA: No
VCHA: 4.0% YCHA: <=3.3% VCHA: 4.1% VCHA: Np
VIHA: 3.5% VIHA: <=3.3% VIHA: 4.1% VIHA: No
NHA: 4.5% NHA: <=4.0% NHA: 6.3% NHA; No

Data up to the 3rd quarter shows that the 2015/16 targets are not being met. The specific reasons for
the current overtime rates vary by health authority but relate to acute care patient flow, inpatient bed
days and difficulties with recruiting and retaining specialty trained nurses. Consequently, the health
authorities continue to refine their overtime reduction strategies, recruitment of nursing staff and

attendance promotion programs.

® Data source: Discharge Abstract Database, Business Analytics Strategies and Operations Branch, Health Sector Information, An alysis and Reporting

Diviston, Ministry of Health

" Data for the quarter ending June 30, 2015
* pata source: Data source: Surgical Walt Tirmes Production (SWTP). January 11, 2016 {Site 142). Includes all elective adult and pediatric surgerles,

® pata up to Septemiber 30, 2015

“ Data source: Health Sector Compensation Information System {HSCIS), Health Employers Association of British Columbia {HEABC), January 14, 2016.

VCHA includes Providence HC.

1 pata s for the gquarter ending September 30, 2015
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/FINANCIAL IMPLICATIONS
N/A

ST

Approved by:
Teri Collins, Health Sector Information, Analysis and Reporting Division; February 9, 2016
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Automated Death Notifications

rough the Red Tape Reducticn initiative, citizens have suggested that an automatic death

notification to other government organizations would streamline the process and reduce the burden
of having to provide a paper copy of the death certificate to several government bodies under one
government.

e Certain d"rg-.ani_z-a{ian.s .require proof of death for an individual when a family member or executor

is cancelling the deceased’s identification or benefit services. Some members of the general
public have expressed frustration with the curreni, manual process of notification that must be
followed to cancel the individual’s driver’s license, services card, or other benefit or service.

* A Bereavement Checklist has been developed by Service Canada and Service BC to assist the
general public with the notification process to organizations requiring this information. The
checklist is distributed online, through Service BC access centers, and by participating funeral
homes.

* On November 27, 2015, the Government of BC received a Red Tape Reduction submission
requesting the 6 page checklist be replaced with an autamated process of electranic notification
from the Vital Statistics Agency. The public benefit is the transfer of death natification
responsibility from the family member or executor to the Province, reducing or eliminating the
requirement of individuals to contact each organization on their own.

# Electronic notification by the Agency is already occurring with a number of federal and provincial
organizations; however, a majority of organizations are not set up to process death notifications
electronically and still require the manual submission of a death certificate. For example, the
Vital Statistics Agency currently supplies the Canada Revenue Agency, BC Pension Corp,

BC Elections and ICBC with a death notification, but some still request that the individual’s death
certificate be submitted,

e Many organizations will argue that it is prudent to continue relying on next of kin to substantiate
the death of a relative as it reduces the number of "accidental” administrative deaths. If BC
decides to rely on electronic notification of death, all receiving agencies will need to develop
processes to ensure administrative deaths do not occur. This service, if further considered,
would need to be supported and carefully implemented hy relying government bodies.

® Across-jurisdictional death notification project is currently being pursued by the Public Sector
Service Delivery Council (Federal, Provincial, Municipal body) which is seeking support to address
barriers to electronic notification. If successful, this could eliminate the bulk of the existing
checklist, and will be carefully implemented over a number of years.

¢ Inthe interim, Service BC is warking with Service Canada to review the current checkdist and
determine its usefulness, its audience, and te incorporate feedhback received from citizens.

NCIAL IMPLICATION
Unknown until the scope of the project is further defined.

. Approved by:

Jack Shewchuk, Vital Statistics Agency; February 22, 2016
Teri Collins, Health Sector infarmation, Analysis and Reporting Division; March 7, 2016
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BC Centre for Data innovation

Ministry of Health’s contribution to the BC Centre for Data Innovation initiative that would enable a

secure environment for data-driven innovation, transformative research and technology
development.

FAC .
® At the December 2013 Data Effect Conference, the Minister of Health announced the
establishment of a Working Group te conduct a review and make recommendations on the
creation of a BC Centre for Data Innovation (BCCDI). '

e BCCDIis a vision for the future that will foster innovation and collaboration between citizens,
researchers, the private sector and government, Based on leading practices in security and
privacy, BCCDI will provide a secure environment for data-driven innovation, transformative
research and technology development.

¢ A joint working group of the Ministry of Health and the Ministry of Technology, Innovation and
Citizens’ Services was established to evaluate the potential for such a centre and to make
recommendations that initially focus on the health sector but are extensible to broader, cross-
sector data needs. _

= The working group’s report1 proposes a multi-year, incremental approach to develaping BCCDI
and recommends a set of first steps or foundational activities towards realizing that vision.

o The recommendations do not commit government ta any new funding, but establish a vision and
value proposition for BCCDI and commit to broader consultations with additional stakeholders
beyond the health sector.

- The Ministry’s foundational contribution is the provincial data platform work being led under the

Strategy for Patient Oriented Research (SPOR). The Canadian Institute for Health Research has
approved BC's business plan for the Support for People and and Patient Oriented Research and
Trails Unit. This work is co-funded by the Ministry to support health sector priorities.

e The provincial data platform is a virtual federated data environment to enable data sharing
across the health sector to support health system analysis.

e Key focus of the work is to:

o Enable secure third party access to the Ministry’s data warehaouse, health ideas, and to
the health authorities’ local data warehouses. It is unclear at this time which health
authorities will be involved in the initial release of this service.

o Streamline access request and approval processes in the health authorities.

o Provide secure storage for researcher’s held data and clinical trial management tools.

o Enabie collection and analysis of patient experience data.

_Interim Governance Committee BC Centre for Data Innovation

Organization/Ministry Pasition Member
Health Chief Administrative Officer Sabine Feulgen {Co-Chair)
Technalogy, Innovation and Citizens' Services Deputy Minister lohn Jacobson {Co-Chair).
Government Communications and Public Engagement | Deputy Minister John Paul Fraser

: Energy and Mines Deputy Minisier Elaine McKnight
Education Deputy Minister Dave Byng B
Provincial Health Services Autharity President and CEO Carl Roy
Research Universities” Council of B.C. President Robin Ciceri

1httg:g’,-jwww.gnv.hc,gg,{gitz{down{BC Centre for Data Inriovation-FINAL pdf
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Guests and Secretariat

Organization Position | Member
Technology, Innovation and Citizens' Services | Associaie DM Bette-lo Hugheés o
_Technology, Innovation and Citizens' Services | ADM CJ Ritchie Ea
Technology Innovation and Citizens’ Services Executive Director | Susan Stanferd
Technology, Innovation and Citizens’ Services | Director Danielle Burtcn
Technology, Innovation and Citizens' Services | Director Jeremy Coad
‘FINANCIAL IV

The total funding for SPOR is outlined below:
e Ministry approved $8.9 million over five years to support BC's for SPOR, Support for People and
Patient-Oriented Research and Trials (SUPPORT) Unit, of which the Michael Smith Foundation for
Health Research (MSFHR) has already received $2 million in March 2014.
¢ In April 2014, the MSFHR Board approved a motion to reserve $10 million for the SPOR SUPPORT
Unit with two provisos.
o MSFHR be assured they will retain a seat on the Governing Council, and
o MSFHR sign the Memorandum of Understanding {or Funding Agreement) with the
SUPPORT Unit's home entity that delineates conditions for release of funding and

reporting.
5.13,5.17

Approved by: -
Kelly Maoran, IMKS, Health Sector LAR; fanuary 23, 2016

Teri Collins, Health Sector Information, Analysis and Reporting Division; February 9, 2016

John Kelly, obo Manijit Sidhu, Finance and Corporate Services Division; January 28, 2016
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Data Management and Security Project

' Ihipiierﬁ'en't the recommendatlons from the Ijelbitté Review én:d'Privaév' 6rhmuss:oner’s mvestigatlon
of the privacy incidents at the Ministry of Health.

e In early 2012 the Ministry received allegations of inappropriate and unauthgrized access to
health data for research purposes. The internal investigation into these allegations led to the
discovery of 3 health data breach incidents. In addition to the internal investigation, the Ministry:

o Accepted and began implemeniing the Office of the information & Privacy
Commissioner’s {OIPC) recommendations in response to the three breaches;

o Hired Deloitte to consult and recommend enhancements to security and privacy
protections of the Ministry’s data systems and policies; and,

o Undertook a LEAN business process improvement exercise for various data access
business processes,

& Privacy Commissioner Elizabeth Denham released an Investigation Report (F13-02} on
3 breaches of personal health data that the Ministry reported to her office in September 2012.

e Health Minister Terry Lake has released a statement on the Commissioner’s report indicating
that the Ministry will be accepting and implementing all of the Commissioner’s
11 recommendations.

» Of the 21 recommendations made by Deloitte and the Commission, 14 are completed. The
remaining 7 recommendations are scheduled to all complete by March 2017.

* To ensure the commitment from Minister Lake is effectively met, the Ministry implemented a
broad program of improvements in data management, security and privacy. There are projects
underway or completed to address all recommendations in the OIPC and Deloitte reports. To
date:

o More than 280 Managers and Executives have completed Ministry specific mandatory
privacy and data security training; this training is refreshed annuaily;*

o All of the Ministry’s divisions have reviewed and inventoried sensitive data and how it is
secured and protected;

o The Ministry has improved its data warehousing system; the system now allows logging
and enhanced tracking of which employees are accessing which data;

o The Ministry has implemented new control infrastructure for its data warehouse to fimit
access to, and movement of, sensitive information;

o The Ministry developed easy-to-understand reference guides and other materials for staff
on data security and privacy;

o. Implemented a senior level governance structure with responsibility for Information
Management Standards, including security and privacy;

o There is a well established relationship between privacy staff in the Ministry. and the
Privacy and Legislation Branch of the OIPC. Roles and responsibilities are clearly
understood between the 2 organizations;

© The Ministry has implemented an enhanced accountability model for access control, and
implemented new policies and procedures to ensure access is granted on the least
privilege/need to know basis; and

t Public Service Agency Learning Centre
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© Where external parties are gaining access to health information, all forms of agreement
include provisions to control how that data is used, and all agreements are reviewed by
experts in the office of the Chief Data Steward for the Ministry.

» In addition to these completed tasks, the Ministry has a number of initiatives underway to
address the recommendations, including:

o The Ministry is in the final stages of work to transition from higher risk legacy systems to
the more secure central data warehouse; the remaining legacy data warehouses are in
the final stages of being transitioned;

o The Ministry is in the process of implementing improved internal and external auditing
programs to review the use of data; and,

‘0 The Ministry has significantly reduced the number of people accessing personally
identifiable data, while enabling better access to de-identified data within the Ministry.

'FINANCIAL IMPLICATION
Cost of implementing these changes are within the operating and capital budgets of the systems
Division.

Approved by:

Kelly Maran, Information Managetnent & Knowledge Services Branch; February 4, 2016
Teri Collins, Health Sector Infofmation Analysis and Reporting Division; February 9, 2016
Dary! Conner; Finance and Corporate Services Division; Febriaary 22, 2016

g
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Fraser Health Authority Review

Ministerial Order 282 (M282) requires Fraser Health Autharity (FHA) to submit quarterly reports to
the Ministry-of Health on service delivery outcome targets and operational and financial objectives
identified in their Strategic and Operational Plan.

The Health Sector Information, Analysis and Reporting Division reviews FHA’s quarterly reports and
provides guality assurance analysis guided by the dimensions of care quality contained within the
BC Health Quality Matrix.

In October 2013, the Minister of Health provided direction to FHA under M282 to undertake a
review and develop a Plan to address service delivery, quality and financial issues within FHA .
FHA submitted the Plan, covering 2014/15-2016/17 fiscal years, in May 2014 and it was made
public in July 2014,
The Ptan focusses on the needs and effectiveness of the services for the regional population and
health care providers and facilities, and FHA’S operational management teams.
As part of their review, FHA identified 10 key priority actions to ensure quality and sustainable
service delivery across all sectors of healthcare, including:

1. Capacity for care across all sectors;
Quality and safety;
Public health measures;
Budget accountabilities;
Staff and physicians;
Patient centeredness;
Governance;
Operational organization and management;
Lower Mainland collaboration; and

10 Accountability.
FHA closely monitors the first 5 priority actions using a suite of 30 quantitative performance
indicators, which are published on the FHA website as part of the Our Health Care Report Card.
Under M282 the FHA board is required to provide a progress report ta the Minister every 3 months
with the first report submitted on October 15, 2014, and the last report submitted on
April 15, 2017.
The reports must be submitted on:

o October 15 — for the period spanning July 1 to September 30;

o lanuary 15— for the period spanning October 1 to December 31;

© April 15 —for the period spanning January 1 to March 31; and

o July 15 —for the period spanning April 1 to June.30.
The quarterly reports must describe in detail the extent to which the service outcame targets and
operational and financial objectives identified in the Plan have been achieved within the reporting
period.
The Ministry monitors the progress of the FHA by completing an analysis of each quarterly report
and tracking the service delivery activities and strategies committed to by FHA.
Staff in the Division monitor the successes and challenges of FHA, by identifying trending in
performance to determine progress over the full reparting period (from Q1 to present).

wENOY EwN
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e Analysis focuses on highlighting variation in the performance reperted by FHA, and using existing
data collected by the Ministry, where possible, comparing the performance at FHA to the provincial
average.

» Intheir first report, October 2014, FHA reported meeting targets in 14 of their identified 30
indicators.

s In lanvuary 2016, half way through the 3 year mandate for performance reporting to the Ministry,
FHA is reporting meeting their targets in 9 of the 30 indicators.

e It should be noted that over the past 6 reports FHA has changed their target on 7 indicators for
various reasons, including changes in the Ministry’s P4P targets and national benchmarks.

o Asaresult of the change in targets, performance improved on 1 indicator, worsened on 3
indicators, and was unchanged on 3 indicators.

e FHA continues to have challenges with capacity for care across the performance measures for

“Access, Effectiveness and Appropriateness. Notable problem areas are: '

o The alternate level of care days continues to trend away from the organizational target and
has steadily increased over the first 5 of 6 quarterly reports.

o FHA reports only 39.3% of emergency patiénts are admitted to hospital within 10 hours
{organizational target is 55.0%}.

o FHA is showing small signs of improvement for long stay patients staying over 30 days;
however, they are still over the organizational target by more than 10%.

o FHA continues to invest in programs and strategies to improve capacity in their acute and
community care facilities, with many activities aimed at areas outside the hospital that are
expected to produce a positive impact on congestion.

o The majority of the performance measures monitoring quality and safety are on target or
improving. FHA is performing better than the provincial average in percentage of hip fracture e
fixations completed within 48 hours, and hand hygiene compliance.

» FHAis trending in the right direction for 2 of the 3 public heafth measures, and has raised their
standards of perfermance by increasing their target for the percent of 2-year olds with up-to-date
immunizations and the percent of drinking water systems complying with microbial monitaring
requirements. The percent of communities with completed healthy living strategic plans (80.0%) is
nearly double the rate of the provincial average (48.0%) and the highest rate of all health
authorities in the province.

« The budget accountabilities have increased since October 2014 for budget performance (how
programs are performing against their approved budget), direct care hours per patient day, and
expenditures per separation (the cost of providing health services to a patient admitted to
hospital). As of period 8 {November 5, 2015} FHA is reporting a small yea r-to-date deficit but
expects to break even by year end.

» FHA is meeting the target for 3 of 6 of their staff measures, but is trending in the wrong direction
for WorkSafe BC rates (Claims Duration and Claims / 100 FTE).

s The Ministry is working with FHA to address ongoing challenges.

N/A

Approved by:
Ross Hayward, Performance Monitoring and Evaluation Branch; February 3, 2016 S
Teri Collins, Health Sector Information, Analysis & Planning & Reporting Division; March 7, 2016
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Key Accomplishments in Enhancing Health Data Access

o

CISSUES T

Ministry of Health kéy a'cé'omplishme'nts in the last year-to enhance and streamline timely and
appropriate health data access for researchers, health authorities, and other public bodies and
stakehclder organizations.

CKEY-FACTS:: - -

e The Ministry data holdings are regarded as some of the hest health data resources in the world.
Health researchers from Canadian universities apply for access to administrative health data
through Population Data BC for use in research and statistical analysis pursuant to applicant
privacy law and palicy.

e QOver the last year, the Ministry has successfully completed efforts to enhance the business lines
for processing and managing health data access and use requests. These accomplishments
include the following.

Academic Data Access Reguests
# Ongoing partnership with Population Data BC under a service contract.
Reduced application processing time to three months for eligible requests:
o For the Ministry, the median number of days dropped from 231 to 42 between 2011 and
2015;
o Forthe Data Stewardship Committee, the median number of days dropped from 205 to 59
between 2011 and 2015; and
s o Backlog eliminated.*
¢ Harmonized {standard, PharmaNet, and Client Registry) Data Access Requests application and
reviéw process implemented.
s Research Agreement Template implemented.
¢ The Committee received 24 new requests by December 31, 2015 and approved 21, with the
remaining being processed in conjunction with the Ministry. One project has been rejected and
one project was withdrawn,

Health Authorities and Other Public Bodies Requests

* Centralized intake.

s Implemented standardized data extraction with enhanced security measures.

o Implemented new procedures, accountability and enhancements to the template for Information
Sharing Agreements, with a risk-based approach to Information Sharing Agreements remediation.

o Initiated a dialog with health authorities to identify opportunities for streamlining processes,
forms, and agreement templates involving data access requests.

* The Ministry received 29 new applications by December 31, 2015, and approved 23. One project
was rejected and two projects have been withdrawn by the applicants, feaving 3 pending
applications,

For Afl Data Access Lines Above

e Updated web-presence on Health Data Central through BC Government Health portal,

* Enhanced and expanded Process documentation, agreement templates and forins and data
dictionaries.

» Standardized review process, tracking and metrics for better case management.

! Metrics. of data access raquests are from Population Data Quarterly Roports.
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« improved the data access processes using the LEAN methodology.
» Implemented a web based case management system (JIRA) to replace the M5 ACCESS base case

management database (DARTS).

Approved by: _
Shirley Wong, 6bo Kelly Moran, IMKS, HSIAR; February 10, 2016
Teri Colling, Health Sector Information, Analysis and Reporting Division; February 11, 2016
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. In the .I..a_te 1980s, the Ministry established a relationship with the University of BC {UBC) to

FACT SHEET

Population Data BC, University of BC Service Agreement
Academic Research Data Services

...Iz\.);l'.i.histry of Health approvals for access to academic research data have been reduced from over a
year to three months onaverage, leveraging the services agreement between the Ministry and
Population Data BC.

develop and administer the BC Health Linked Database. This research database contains copies of
patient and provider level data from Ministry data sources including Medical Services Plan,
Discharge Abstract Database and Home and Community Care. (Note: PharmaNet data is not
included at this time).

¢ UBC extracts Ministry data for approximately 30 third party research projects per year. The
BC Health Linked Database is now part of the holdings of Population Data BC, a multi-university
research organization that leverages the database in their research advancement agenda.
Population Data BC now operates the Secure Research Enviranment, a sophisticated server and
data linkage architecture with audit and compliance mechanisms designed to enhance the
privacy and security of the Ministry’s data holdings stored at UBC.

s A services agreement between the Ministry and UBC has been in place since April 2011 {Fiscal
Year 2011/12-2013/14) and allocates monies on a quarterly basis to defined service lines such as
data acquisitions; data linking and cleaning; data request form intake; and data extraction
Services,

e Aone year extension to the existing agreement, for fiscal year 2015/16, has been signed. Work is
currently underway to negotiate a new three year agreement with Population Data BC that will
complement the Strategy for Patient Oriented Research initiatives underway. Features of the
services agreement include:

o Client-driven service orientation;

o Clarity in the data access process;

© Priority setting practices; and

o Knowledge transfer and data promotion.

* The Ministry strongly supports improved health and health service delivery as part of
Government’s innovation and change agenda priorities, and views the health research
community as a strategic partner in advancing health benefits via academic research.

¢ The Ministry relies on UBC's services in order to maximize its long standing investment in
Population Data BC and to maintain high standards for timely, accurate data extract services in
support of health research.

* Reporting, monitoring, and performance management are routinely reviewed and UBC currently
meets expectation under the services agreement.

* A few key accomplishments the Ministry shares with UBC under the services agreement are:

o Enhanced intake and administration of research data requests.

Reduction of application processing time to three months for eligible requests.

Elimination of the entire backlog of data requests {30+).

Standardized documentation, including forms and data dictionaries.

Strengthened strategic partnership with UBC (and BC research community).

o CcC OO0
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554'2,000 for Fiscal Year 2015/16.%

Approved by: -
Teri Collins, Health Sector Information Anazlysis and Reporting Division; February 5, 2016

Kelly Moran, Information Management & Knowledge Services; November 16, 2015

Daryl Connor, abe Manjit Sichu, Finance and Corporate Services Division; December 16, 2015

L HSIMT IMKS 2014715 Budget
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‘Sex’ Field on BC Birth Certificates

Human Rights complaints have been filed seeking the removal of the “Sex” field fram BC birth
certificates

* Nine complaints have been filed at the BC Human Rights Tribunal against the Vital Statistics
Agency. The complainants are challeriging section 36(2)(d) of the Vital Statistics Act which states
that a birth certificate must contain “the sex of the person”.

* The complainants are individuals who do not associate with male or female and seek to have the
sex designation removed from all BC birth certificates. They allege that “since it is impossible to
tell an individual's gender at birth, it'is discriminatory to issue a birth certificate with that
infarmation on it."

* Dueto the legislative requirement to include sex designation on birth certificates, the Agency
cannat address the issue through a change to policy and must have the support of the Minister to
make changes to the Name Act. The Minister requested that no settlement be made through the
Human Rights Tribunal process and requested the issue go to hearing.

» The sex designation is still considered a biometric indicator; it is used by various identification
agencies as an identity proofing tool. Organizations such as Passport Canada, Canada Border
Services Agency, the Insurance Corporation of BC and Health Insurance BC are reviewing their use

of this field but have not agreed to its removal from their documents at this tima. 5.13
s.13

® Discussions regarding the continued usage of this field are ongoing at the federal and provincial
level as each jurisdiction faces the possibility of human rights complaints being fifed against their
identity proofing organizations.

N/A

Approved by:
Jack Shewchuk, Vital Statistics Agency, February 29, 2016
Teri Collins, Health Sector Information, Analysis & Planning & Reporting; April 19, 2016
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Spousal Surnames

The Vital Statistics Agency receives a small number of complaints from married couples concerning
the inability to assume their spouse's surname as well as keep their own fouridation identity. The
Nome Act does not autharize the hyphenation or combination of the two existing surnames without
going through the legal change of name process.

The Name Act authorizes a person to assume a spouses surname upon marriage. This enables a

complete change in the surname of one spouse to the surname of the other spouse,

® The use of hyphenated names or a combination of two surnames is the joining of two existing
names into a new name that did not previously exist. As this does not align with the Name Act, a
legal change of name is required. In 2015, approximately 1.6% of change of names were to
hyphenate or combine existing surnames.

¢ The concern with BC allowing a hyphenated or combined surname is that not all identity systems
have the capability of capturing both the foundation identity surname and an assumed married
surname,

» The Office of the Chief Information Officer (OCIQ} is developing an identity nformation Standard
to address the various usages of foundation identity and assumed names across BC. The standard
will require substantive consultation to assess the impact of im plementation on government
human and information management resources.

e While assumed, hyphenated names are being used in other pravinces, the legislation is
inconsistent and therefore the application of an “assumed name” is often left to secondary
identity issuers such as driver’s licensing and health card issuers.

e Two major Federal/Provincial identity initiatives are underway. The “ldentity Linkage Project”
being led by Immigration, Refugee, and Citizenship Canada, and, “Canada’s Digital Interchange
Project”, a joint federal/provincial initiative. Both prajects are substantially based on cancepts
within the OCIOs “Identity Information Standard” and will establish a consistent approach across
Canada in the application of identity standards.

e No changes to the Name Act are advised until a provincial standard has been identified and there

has been adequate time for ministries to assess the impact on their systems.

-FINANCIAL IMPLICATIONS 7 1o : :
Financial implications to be further evaluated once OCIO Identity Information Standard has been
reviewed.

Approved by:
Jack Shewchuk, Vital Statistics Agency; January 27, 2016
Teri Collins, Health Sector information, Analysis & Reporting Division; February 3, 2016
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Status of Public Performance Reporting 2015/16

O{j‘tl.i.ni'n.g the s;’(at'us'o”\.c bufj-li.c .p'érforma.n'éé.rebbfti.ﬁg. by fhé Mimstry of Health and heaith a:ﬂfhdfltleé. |

and a public surgical wait times website' that shows the wait times by adult and pediatric for
almost all elective surgeries provided in the province. For the website, users can access information
relating to the number of cases waiting and completed, by procedure, health authority, facility, and
specialist.

¢ The Ministry also works closely with the Canadian Institute for Health Infarmation (CIHI) to help
facilitate the disclosure to the public, of health infermation from hospitals and health authorities in
British Columbia. CIHI uses this information as part of their health system performance public
website, Your Health Systemz.

e This'website presents comparative performance information from jurisdictions across Canada
covering five main areas: access, quality of care, spending, health promation and disease
prevention, and health outcomes. Examples of measures available an the CIHI website are surgical
wait-times, hospital readmission rates, in-hospital mortality rates and obesity. CiHI's reports allow
the public to compare performance in BC to other provinces, communities and hospitals in Canada.

s All heaith authorities past some performance information on their websites, such as financial
reports, housekeeping audits, and infection control reports. However, Fraser Health Authority,
Vancouver Coastal Health Authority and Vancouver Island Health Authority provide the public with
report cards or regular performance reports, which include measures such as:

o Fraser Health Authority® - example measures:
¢ Number of Admitted Patients Awaiting Inpatient Bed Placement {including emergency
admissions) |
* Facility-Associated Clostridium Difficite Infection (CDI) Incidence
= Direct Care Hours Per Patient Day {acute nursing inpatient)
o Vancouver Coastal Health Authority’ - example measures:
= Emergency Patient Experience
= Percent of Hip Fracture Fixations Completed Within 48 Hours
» Emergency Patients Admitted to Hospital Within 10 Hours
o Vancouver Island Health Autharity® — example measures:
" Hand Hygiene Compliance
® Readmissions Rate
¥ Surgical Wait Times

e Interior Health Authority reports publicly on quality care, particularly in the area of infection
control such as hand hygiene audits by hospital and by ward. Depending on the particular area, this
reporting is communicated through annual reports available on the health authority's website or
on a quarterly basis®. Interior Health Authority also conducts regular patient experience surveys in
health service areas such as Emergency, Diagnastic Imaging, (ntensive Care Unit and Laboratory’.

! hrps:/fswt.hith Lgov.be.caf

2 http://yourhealthsystem.cihi.ca/

* fittp://www fraserhealth.ca/about-us/transparency/reno rtcard/

* http:/fwww.veh.ca/ahout-es/acca untability/regort-card/renort-card

® http:/ fwiww.viha.ca/about viha/accountability/performance measures/

¢ http://www.interiothealth <£afAboutUs/QualityCare/Pages/nfectionControl.aspy

7 http://www.interiorhealth.ca/AboutUs/QualityCare Pages/PatientSatisfactionSurveys.aspx
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e Northern Health Authority does not-have posted report cards due to resource constrains. However,
the health authority posts in-depth analysis of public reports on specific performance topics, such
as Northern Surgical Services Review and Systemic Therapy Terrace and Kitimat Review®, Northern
Health Authority also publishes a consultation report on community accountability every other

Approved by:
Teri Colling, Health Sector Information, Analysis and Reporting Division; February 9, 2016

¥ hitps://www.northernhealth.ca/AboutUs/Northern HealthRenorts. aspx
¥ hitps:/fwww.northernhealth.ca/AboutUs/NorthernHeatthReports/CommunityAccountahility.aspx
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Transgender Human Rights Complaints

Nine Human Right's C'dm'plai'n"t's' have been filed é.g.éi.ri.st the .F‘r.d.vi'n-.ce of BCon tﬁe:'g'l.‘lo.u'hd's of
sex. The complainants are saeking the removal of sex from all BC birth certificates

¢ Nine Human Rights Complaints have been filed at the BC Human Rights Tribunal challenging section
36(2) of the Vitol Statistics Act, which states that among other things, a birth certificate must
contain the sex of the persan. Seven of the nine complainants are nan-binary individuals who do
not associate with male or female (intersex, indeterminate and gender diverse). The Complainants’
seek to have the sex designation removed from all BC birth certificates.

» The complaints initially proceeded within the Tribunal's settlement stream. However, the Vital
Statistics Agency withdrew from settlement negotiations by direction of the Minister in
August 2015,

® The Agency has filed formal responses to each of the complaints and must now make disclosure of
all potentially relevant documents and provide a list of witnesses.

» The Agency's deadline for filing disclosure documents and Applications ta Dismiss (ATDs} is
March 10, 2016. The Agency does not anticipate filing dismissal applications for the Trans Alliance
complaint or the seven compiaints in which the complainant is a trans person who sought and was
denied a birth certificate without a sex designation on it.

s.13

* Once disclosure is made and witness lists/statements of remedy are exchanged, the Human Rights
Tribunal will set the matter down for hearing.

¢ [tis estimated that the hearing will take 12-15 days. The Tribunal is currently booking hearings of
the duration in late 2016 or early 2017.

CFINANCIALIMPLICATIONS -
Cost implications are yet to be determined.

Approved by:
Jack Shewchuk, Vital Statistics Agency; January 26, 2016
Teri Collins, Health Sector Information, Analysis and Reporting Division; February 3, 2016
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A_Iternati\Je F'ay‘m_ents Prog-ram Overview.

ISSUE.. R . e g
The Alternative Payments Program (APP) funds health authontles and other agenmes to engage
physicians on a service contract, salary or sessional basis in situations where the fee-for-service
payment medaiity would be ineffective in attracting and maintaining adequate physician services.

. Under the APP fundmg is provided to the heatth authontles and other agencies which enables
them to procure physician services through service contracts, salary agreements, or sessional
arrangements {3.5 hour blocks of time) as per the Physician Master Agr-eement.1

e Examples of clinical programs funded by APP are emergency rooms, oncology, psychiatry,
pediatrics and primary care. ?

s The approximate distribution of funding acrass APP funding modalities is: 81% contract {for
service contracts and salaries) and 19% sessions.’

s [narecent review of BC's 11,191 physicians who. provided services in fiscal year 2014/15, 3,597
physicians received all or part of their income through APP funding.*

¢ AsatJjanuary 31, 2016, APP funds 143 contract commitments’ and 179,432 sessic ns®’ for
physician services.

e APP funding has proven to be effective in stabilizing public access to primary care physician
services in many rural and remote communities where the fee-for-service payment mechanism
would be considered inadeguate due to small populations or financially too risky for physicians to
commit to establish practices in those communities.

» APP funding has also proven to be effective in attracting and retaining highly skilled specialists to
enable BC to build provincial centres of excellence such as: BC Cancer Agency, BC Children’s
Hospital and BC Transplant.

e The Ministry provides annual APP funding commitment letters to health authorities to assist
them with their planning. Within this averall commitment, the Ministry then enters into service
specific APP funding agreements with health authorities to further specify service objectives that
are aligned with the Government’s strategic health care objectives and/or to strengthen value for
money,

s Within the commitments of APP funding provided by the Ministry, health authorities then enter
into contract, sessional or salaried caompensation arrangements far physician services that have
been agreed to with the Ministry. Health authorities must ensure that the arrangements they
enter into with physicians are compliant with the Physician Master Agreement negotiated
between the Government and the Doctors of BC for compensation of physician services, as well
as comply with Ministry and Government policies and directives applicable to APP funding.

* For service verification, evaluation and audit purposes, health authorities have a responsibility to
transmit details of the services to the Ministry of Health the same as required for physicians

' 2014 Physician iMaster Agreement hitp://www.health pov.be ca/mso/legislation/pdf/ama-censolidated-amendment-7.pdf
? Alternative Payments Program Policy Framewnrk — updated Sept 2013, Chapter 1 Section 5 page 2 of 2. Retrieved on 2613-11-35 from
htln iffwww health gov.boca/peb/pdffapn poliey framework. pdf

Based on the 2015/16 APP Budget.. Retrieved-on Februear‘..r 25, 2016, Caléulations; Y\mario\BPPAAPP LAN TEST\Financial Stewardship\APF Budget
Book\Budget for Fact Sheets Estimates\2016 Estimates\NOTE 3 - Fact Sheet Budgel backup calculations - updated.xlsx
“ Data Sourca: Physician Counts Summary Fiseal Year 2016/15.
5 Based cn the 2015/16 APP Contract Expenditure Plans. Retrieved on February 25, 2016. Calcutations: Y\MarioAMSPAAPPAARP LAN TEST\Financial
Stewardshig\APP Budset Book\Budget for Fact Sheets Estimates\2016 EstimalesyNOTE S - 2016 £stimales Stacked EP - Contracts.xisx
® Based an the 2015716 APP Sessional Expenditure Plans, Retrieved February 10, 2016. Calculations: \\Mar IO\MIPAAPPYAPP LAN TESTAFinancial
Stewardshlp\APP Budget Book\Bydaat for Fact Sheets Estimates\2016 Estimates\NOTE 6 - 2016 Estimates Stacked - EP - Sessions.xlsx

? Numbers change when funding is shifted from one payment modality to another,
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billing fee-for-service:?

s.12,5.13

APP Review - 2015/16

o The Ministry is undertaking a full policy and administrative review of APP in 2015/16 to align APP
with the Ministry’s Health Human Resources Management Strategy and to address concerns
raised in the Office of the Auditor General’s report on Oversight of Physician Services,
February 2014.

e The policy review is nearing completion and will inform discussions with the Doctors of BC as part
of a PMA re-opener in 2016/17.

e Improvement with respect to administration of the APP are underway and ongoing,

 FINANCIALIMPLICATION: o el B
s The 2015/16 APP contract and sessmnal budget aliocatlon as at January 31 2015 was
distributed as follows ($ = millions):

Provincial VSREDUVEE
PAYMENT | Frasar Interlor | Northern Health Coastal & | Island Other Other TOTAL
MODALITY | Health’ Health Health . Providence | Health Agencies* | Funding**

Services

Health

CONTRACT | 531.06 $21.81 515.03 5144.09 585.45 535.49 £9.53 $33.06 8376.52
SESSIONAL | 514.78 55.39 55.68 $12.58 534.80 511.85 53.73 50.31 580,12 —
TOTAL $45.84 $27.20 $20.71 $156.67 | $120.25 548.34 $13.26 $33.37 S465.64

* Other includes Nisga'a Valley Bealth Authority, University of British Columbta, Ministry of Children & Family Development, Ministry of Justice,
Cormmunity Living BC, and Inspire Health commitmuents.
=*  Other Funding reprasents budget reserved for arid disputes and for additionai planned contract-refated commitments.?

e The APP budget represents approximately 11% of the total Medical Services Plan overall budget
for physician services in the province.

Approved by:

Marie Ty, Compensation Policy and Programs Branch; March 1, 2016

Ted Patterson, Health Sector Workforce Division; February 2, 2016

Daryl Conner, obe Manjit-Sidhu, Finance and Corporate Services Division; March 3, 2016

® Reference: Physician Master Agreement - Alternative Payment Program - Contract and Sessional Templates, Article 15 - Reporting
® Reference: Alternative Payment Program Budget Sheet - APP 2014-15 Budget retrieved dn February 4, 2016 from YAMario\MSPVAPFAAPP LAN
TEST\Financial Stewardship\APP Budget Book\1515 Budaet\APP 2015-16 Sudget - CURRENT - January 31 xisx
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Auditor General’s R_eport on Physician Services

An update on progress on the six recommendatlons in the Auditor General’s Report on Physician
Services. :

e The Ofﬁce ofthe Audltor General released a Repart on Oversight of Physician Services in
February 2014,

e The Réport was critical of government’s oversight of physician services, with the emphasis on
concerns that the government was not ensuring that physician services were getting value for
money.

e The report focused on fee-for-service and a]ternatlve payment modalities and concluded that:

o Government is not ensuring that physician services are achieving value for money;

o Government is unable to demaonstrate that physician services are high-quality and cannot
demonstrate that compensation for physician services is offering the best value; and

o There are systemic barriers that hamper government’s ability to achieve value for money with
physician services.

Progress on the Report's six recommendations is as follows:

Recommendation Qne-Physician Performance Management: Implement a mandatory performance
review process for physicians with defined measures and targets and reporting of aggregate results to
the Legistature and public.

Progress:

=  We are doing some important work through the Provincial Physician Quality Assurance Steering
Committee to make improvements in terms of both Quality Assurance and Quality Improvement
for physicians. :

*  We are in the process of implementing a provincial Credentialing and Privileging system that will
ensure a consistent, standardized approach to the privileging across Health Authorities (see PQA
CAP Fact Sheet).

* Implementation, which includes a provincial set of privileging dicticnaries which define standards
for various medical procedures, will take place over the next three years.

Recommendation Two-Roles, Responsibilities and Accountabilities: Clarify roles and accountabilities
for aversight of physician services and define the relationship and accountability of individual
physicians to government for service quality and cost-effectiveness.

Progress:

»  Subsequent to our Setting Priorities and Cross Sector Policy Papers, we are actively engaged with
the Doctors of BC, health authorities and stakeholiders to clarify the performance management
accountability framework.

*  The framework will be built on public reporting and grounded in a clear understanding of the
roles, responsibilities and accountabilities of the various individuals and organizations involved in
the delivery of health services.

" We expect to make sighificant progress on this recommendation by the end of this calendar vear.
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Recommendation Three-Comperisation Models: Rebuiid physician compensation models to align with
delivery of high quality, cost effective physician services.
Progress: ' .
» Again, there is no “perfect” physician compensation model.
®  We are undertaking a strategic review of what compensation models appear to work most
effectively in the variety of circumstances te in which physicians deliver services. This will act as a
guideto ensure that any incremental changes to compensation models will reinforce incentives to
deliver high quality, cost effective care.

Recaommendation Four-Fee for Service and Alternative Payments: As long as current compensation

models continue, ensure the Ministry has influence to align funding health system priorities, revise

fees and contracts on a regular basis to account for changes in practice and ensure health authorities

adhere to negotiated rates and ranges and work together more effectively on contract issues.

Progress:

» A large scale review of the Payment Schedule was determined to be too unwieldy a process to
undertake without first establishing an underlying framework to review the Schedule against.

=  FEfforts have been focused on developing the framework and process that will see components
(Sections) of the Payment Schedule reviewed on an ongoing basis. Substantial progress will be.
made as the framework in Recommendation One is developed.

» A comprehensive review of the Alternative Paymients Program is underway.

Recommendation Five-Physician Engagement: Improve physician engagement and in particular
improve the relationship between physicians and health authority administrators and report on
results to physicians.

Progress:

» The Specialist Services Committee, a joint committee of the Doctors of BC and the Ministry under
the Physician Master Agreement, is actively consulting with physicians and health authoerities to
improve physician engagement.

» The work of the General Practice Services Committee on engagement of community physicians
also continues.

Recommendation Six-Barriers to Regulation and Oversight: Address barriers in the regulatory

framework to facilitate collaboration between system partners to enable patient care of the highest

guality and cost-effectiveness.

Progress:

« The Physician Assurance Steering Committee conducted a review of the legislative and regulatory
framework and identified a number of gaps.

» The Ministry continues to review the findings and develop options for legislative and regulation
changes.

N/A
Approved by:

Nancy South, Workferce Research & Analysis Branch; Juty 2, 2015
Ted Patterson, Health Sector Workforce Division; July 8, 2015
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BC Care Aide and Community Health Worker Registry

Assistant oversight.

” "Thé BC 'C“é're Aidé é'rid Com rﬁﬁnity Ill.ea'ilt'h Workér Regis'flry' has be'éh"operat-'ibn'al sincé"ZOlo_, with a

mandate of quality assurance and patient protection for those under the care of Health Care Assistants
(HCAs). '

BC has seen many successes with the Registry model, namely the development and implementation of
education recognition processes for HCA programs in BC. However, concerns regarding the Registry's
ability to fulfill the patient protection mandate have surfaced from several sources, including the BC
Ombudsperson, the BC Seniors Advacate, and an external review that was initiated by the Ministry of
Health and completed in 2013.

in order to improve HCA oversight in the prevince, the Ministry engaged with stakeholders during a-six-
week period during lanuary, February, and March 2015 for the purpose of soliciting input with regards
to how best to proceed with oversight for these health care workers. At this time, no one model for HCA
oversight has been determined, though discussion included the possihility of strengthening the existing
Registry modei or bringing the Registry under the purview of one of the nursing regulatory colleges. All
stakeholders consulted expressed support for the Ministry’s interest in improving the oversight model
for HCAs.

in late fall 2015, the Minister directed Ministry staff to prepare and publish an tntentions Paper
following up from the stakeholder consultation. The Intentions Paper will set out the direction
government intends to foliow respecting enhancements to HCA oversight and will invite more focused
consultation. No date has been set for release of the Intentions Paper.

Background

The Registry, the first of its kind in Canada, was first established in January 2010, as a response to elder
abuse incidents that received widespread public attention. It was developed with a mandate to protect
vulnerable patients as well as to develop minimum standards of education and skill among health care
assistants/aides. Although the Registry is not currently embedded in legislation ar regulation, public
employers are required to report every suspension or termination for alleged client, patient and/or
resident abuse to the Registry. Publicly funded employers listed with the Registry must not employ HCAs
who are not active registrants of the Registry.
A phased implementation approach was used. This allowed the process of registering and investigating
allegations of abuse to occur while, at the same time, developing other longer term activities requiring
significant stakeholder participation {e.g. education assessment processes).
In June 2012, the Honourable Minister de Jong announced the Ministry’s intent to conduct an external
review of the Registry’s operations in order to ensure the mandate to protect the public was being met.
An external review of the Registry model and operations was canducted over the Fall and Winter of
2012/13, involving anextensive interview process with roughiy 58 stakeholders closely involved with the
Registry. The final Review Report was received at the Ministry in February 2013. In response to the
external review, the Review of the BC Care Aide and Community Health Worker Registry: An Action Plan
{the Action Plan} was created. The Action Plan and the Review Report were publicly released at the
same time-in March 2013. The Review Report made several recommendations for improvement of the
Registry model, covering four broad areas:
1. The enabling framework —broaden to include privately funded organizations.
2. Strengthening the governance structure.
3. Addressing gaps in the protection mandate.
4. Reviewing the funding model.
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147 of 221



FACT SHEET

¢ The resulting commitments in the Action Plan covered short, mid, and leng term goals for improving the
areas identified in the review recommendations. To date, progress on the goals ‘outlined in the Action
Plan includes:

o An assessment of private health care organizations that employ HCAs was completed in
Spring 2014. The final report includes information on the number and type of private employers,
the feasibility of mandating private employer participation, and potential mechanisms for a
mandate.

o The feasibility of moving the criminal records check process to the Registry has been assessed. It
was determined that in order for the Registry to conduct criminal record checks, legisiation
including the Health Professions Act and Criminal Records Check Act would require changes, and
a new Registry Act would be needed. Therefore, at this time, the criminal recerd check process
will remain the responsibility of the employer as determined by existing legislation.

o A Ministry representative was added to the Regisiry Advisory Commitiee. This was to enable
better lines of communication between the Ministry and Registry stakeholders,

o Written procedural standards for Registry appointed investigators have hieen completed, and are
now shared with employers and unions at the onset of an investigation. This helps to create
more consistency and transparency for investigative processes and costs.

o The educational recognition processes for academic institutions and individuals without a BC
HCA program certificate have now been fully implemented. The educational processes comprise
a critical component of the Registry's quality assurance and protection mandate by ensuring that
registered HCAs possess the knowledge and skills to provide proper care. Recognition
compliance site visits of educational institutions offering the HCA program are underway and
due for completion in 2016.

* In addition to the work taking place directly with the Registry, cyclical reviews of the HCA provincial
competencies and curricuium have been completed. The reviews focused on the evolving role of HCAs, —
including their growing presence in acute settings, as well as-an increased focus on Aboriginal health,
dementia care, communication skills and abuse reduction. The revised 2015 curriculum was released in
August 2015.

s Since the Registry began operations in early 2010 to December 31, 2015, 430 cases of alleged abuse
(215 suspensions, 215 terminations) have been reported by .c_"mplcwrers.1 116 of the terminations have
gone to the investigation process, with 23 individuals permanently removed from the Registry, 53
reinstated upon meeting remedial conditions; 34 reinstated with no remedial conditions’, and
6 investigations are -ongoings. in addition, of the terminations that did not go to the investigation
process, 82 individuals were removed from the Registry uncantested (no dispute by union or individual),
and 19 were reinstated through the employer/union grievance process.

The 2015/16 total .b"ljd.g”et forReg|stry o";je'réti'dﬁs énd”de"\}eldp'n*ieht is SED0,0DD.""A-more sustainable funding
model was one of the recommendations that resulted from the Registry review; this is one of many
considerations that will factor into the decision on how best to improve the oversight model for HCAs in BC.

Approved by:

Mark MacKinnon, Prefessional Regulation & Oversight Branch; January 21, 2016
Ted Patterson, Health Sactor Workforce Division; January 21, 2016

Daryl Conner, Finance and Corporate Services Division; February 3, 2016

! Email from Bruce Bell, Director, BC Care Aide and Community Health Worker Registry, January 15, 2016
¥ In these cases, the investigator found ne abuse attibuted to the HCA, or time away from work without pay was sufficient discipline.
* fngoing investigations as of Decembier 31, 2015 include 4 from 2015 plus 2 counted as terminatitns in 2014.
* Fiscal 20015/16 Contract #2016-068 with Health Match BC.
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BC Medical School Expansion

JISSUE:
2004, BC began to expand and distribute the University of BC’s (UBC) undergraduate and

In

postgraduate medical programs to educate mare doctors across the province to better meet the
health care needs of British Columbians.

e BCisin the midst of an unprecedented medical education expansion, more than doubling the
number of first-year seats for both undergraduate and postgraduate residency programs. New
seats for training dactors have been added every year since 2003.

e BCisrecognized as a best practice jurisdiction in regards to distributed medical education in
Canada. BC's goal of distributing medical education and training across the province is to prepare

future dactors for the challenges and benefits of medical practice in a variety of communities,
including rural, remote, and underserved areas; and to encourage resident doctors to consider
practising in these communities upon completion of training. BC is already experiencing early
gains in the increased number of practising physicians, and practice locations across the province.

Undergraduate Medical Education Spacas

» In 2003, BC's annual intake of undergraduate medical students was 128. Expansion and
distribution of medical education to the Northern and Island Medical Programs hegan in 2004. By
September 2007 the number of first-year undergraduate students doubled to 256.1

» The opening of the Southern Medical Program in 2011 added another 32 spaces, for a total of
288 Canadian medical students graduating each year as of 2015.°

Postgraduate Residency Positions

» Ta keep pace with undergraduate program growth, the Ministry of Health expanded entry-level
postgraduate medical education (PGME} spaces (residency positions). A graduating medical
student must complete a residency to qualify for full licensure to practice independently.

» BCrecognizes the need for primary care in the province; therefore, priorities were given to
expanding residency positions in family medicine and generalist (internal Medicine, Psychiatry and
Pediatrics) specialty programs. '

e |n 2003, the Ministry funded 134 entry-level residency positions: 128 for Canadian medical
graduates; 6 for International medical graduates (IMGs}*

o |n 2016, the Ministry funded 346 entry-level residency positions: 288 for Canadian medical
graduates; 58 for IMGs.*— or a total resident population of 1283 (all Canadian medical graduates
and IMGs in Family Medicine and specialties in years 1 through 7).°

! Office of the Premier. {2010). News Release: UBC Clinical Teoching Facility Opens at KGH. 2010 PREMDO15-000073, Retrieved on lanuary 27,
2014 from http:/fwww.news.gov.bc.cafnews_releases_2009-2013/2010PREMO015-000073.htm:

2 Evaluation Studies Unit. Lang-Term Gutcomes Evaluation Report 2014-15, Physician Contribution to the Pravince. Yancouver, BC: University of
British Columbia Eacudty of Medicine; 2015.

¥ public Affairs Burcau, {2005). News Release 2005HEALTHO038-001058.

* Ministry of Health. {2011). internationa} Medical Graduate Pragram {IMG-BC) Challenges Facing Canadians Studying Abroad, Briefing
Documient Prepared by the Ministry of Health, Ministry of Advanced Education, and UBC's Facuity of Medicine, p.4

| Ministry of Health, Funding Letter for Postgraduate Medical Education 2015/2016 from Kevin Brown, Executive Director ta Di. Dermot
¥elleher, Dean, Faculty of Medicine, University of BC, Qetober 15, 2015, Appendix 1 {Cliff #1040254).
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Distributed Education and Training
¢ UB(’'s288 first-year undergraduate medical program seats are distributed across the province at
university academic campuses. 32 seats each are available at the Northern Medical Program
(University of Northern BC), Island Medical Program {University of Victoria), and Southern Medical
Program (UBC Okanagan}. 192 first-year seats are for the Vancouver-Fraser Medical Program
(UBC).
o Currently, there are 11 clinical academic campuses throughout the province’s health authorities:’
o Fraser Health - Royal Columbian Hospital, Surrey Memorial Hospital
o Interior Health - Kelowna General Hospital
o Northern Health - University Hospital of Northern BC (UHNBC)
o Provincial Health Services - BC Children’ s Hospital, BC Women's Hospital & Health Centre,
BC Cancer Agency
o Vancouver Coastal Health - 5t Paul’s Hospital, Vancouver General Hospital and related
facilities
o Island Heaith - Royal Jubilee Hospital, Victoria General Hospital
» Postgraduate medical education {(PGME) training programs are also delivered in hospitals and
community based healthcare facilities distributed across the province in communities such as
Nanaimo, Terrace, Prince George, and Chilliwack. 8

“FINANCIAL IMPLICATIONS o

s Since 2007, the Ministry has allocated approximately $119.0 million in capital funding to upgrade
and expand UBC’s clinical academic space at various hospitals across the province.

» The Ministry makes a substantial investment in PGME each year. In 2015/16, the Ministry's
program operating funding for PGME is $126.8 mitlion (includes IMG-BC funding; and 52.0 million R
reduction in residents’ benefits) - up from 543 million in 2003/04, when the Ministry began to
increase funding to expand PGME.S-13.5.17

5.13,5.17 ’
e Program operating funding for the IMG-BC Program and IMG residency pasitions in Family

Practice and specialties is $14 million in 2015/16. 5.13,5.17
5.13,5.17

Approved by:

Kevin Brown, Workforce Planning & Management Branch; February 1, 2016

Ted Patterson, Health Sector Workferce Division; February 2, 2016

Daryl Conner, cbo Manjit Sidhu, Finance and Corporate Services Division; February 22, 2016

‘ UBC Faculty of Medicine, [2015). Progrem Sites. University of British Columbia. Retrieved January 15, 2018, from

http://indprogram. med.ube.ca/propram-infarmativa/distributed-program-sitas/

T UBC Faculty of Medicine. {2015). Compuses. University of Biitish Columbia. Retrieved Janwary 15, 2016, from
htip:/fwww.med.ubc.ca/about/campuses/

* Evaluation Studies Unit. [2015). UBC Faculty of Medicing Long-Term Outcome Evaluation: 2014-15 Annual Data Source Document. University of
British Columdbia, pg. 2.

s.13
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Dermatology Services in BC

An overview of ch allenges W|th respect to access to derm a’colog\,;r services in some reglons in \ BC.

» Dermatology is the branch of medlcme concerned with the study and clmlcal managemem of the
skin, its appendages and visible mucous membranes, both in health and disease.! Dermatalogy is
a specialty of the Royal College of Physicians & Surgeons of Canada and requires 5 year residency
program fallowing graduation from undergaduate medical school.

e Media reports, advocacy by the Section Head of Dermatology at the Doctors of BC, and a letter
writing campaign from the dermatologist community in the province, have focused on fee
differentials between dermatologists and ather specialty groups in BC and dermatologists in
other provinces, and on expanding the number of dermatology residents in the University of BC
{UBC) medical residency program. Other concerns include heavy workicads for dermatclogists
and wait lists for patients.

e In 2014/15 there were 68 dermatolagists billing the Medical Services Plan (MSP); this is an
increase over the 63 physicians that billed MSP in 2013/14.> Many of these additional physicians
are new dermatologists to the Province. '

» In2014/15, full time dermatologists billed an average of $409,088 to MSP. The highest billing
dermatologist was paid about $1.2 million by MSP.?

e According to the Canadian Institute for Health Information, among the 9 Canadian provinces
which reported average fee for service payments per fulltime equivalent physician, BC ranked 7t
at $430,523 in 2013/14, the latest year available.* In the same year dermatologists in BC ranked
7%out of 9" according to the Institute’s Physician Services Benefit Rate [ndex {all servi_ces),S

s  Dermatologists have not fared as well as other physician groups in BC in terms of negotiated fee
increases over the past decade. Since 2000/01, fees increased on average for BC physicians by
27.4%, but only 22.1% for dermatologists. Note, these percentages will have changed based on a
recent increase awarded to dermatologists for'the next 3 years through the 2014 Physician
I\/Iaster.,ﬂ\greement(F‘I\A'IA_).'3 These challenges with respect to fee increases are the result of an
internal Doctors of BC Tariff Committee process for allocation of funds to the various medical
specialty groups.

e In 2013/14 basic consultation fees for the section of Dermatology were 564, which is lower than
the average amount billed across the different sections in BC for a similar basic consultation fee
{$139).

a |n 2013, dermatologists were awarded a “recruitment and retention” increase of $1 million
funded out of the $20 million specialist recruitment and retention fund negotiated under the
2012 PMA.’ '

Obj(...lwu of Training in Dermatelagy, Royal College of Physiciané and Surgeons of Canada, 2009 {Reviewed 2012}
www royaleollepa. cag’csfproups}pubhq’documents/documentf'\-'2vk/mdawa’“‘edlsp,"tztest3rcpscedﬁOOBQZ pdf
? Master files (no Lab) based on MSP Fee-For-Service Database for the last 5 years paid Lo Sept 30" of pach year, Workforce Analysis, Research &
Evaluatlon Branch ,Octgber 1, 2015
* Master file (no Lah) based an MSP Fee-For-Service Databasa for 2014715 paid ta September 30™, 2015, Workforce Analysis, Research & Evaluation
Branch, 201%
* National Physician database, CIHI, Table 4,5.1, Released 2015 hitps://secure cihi.ca/estora/productFamily.htm?locale=en&pf=PFG2963
: Physiciah Services Benefits Rates Report, CIHI, Table 1-11, p 35, Released 2015 httos://secure cihicafestore/productSaries htm?pc=PCCI79
¢ Mancy Soutn, October 1, 2015
? Award of Eric | Harris Q.C. RE: 2012 Specialists Recruitiment and Retention Fund Arbitration, May 8, 2013
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More recently, the Ministry allocated an additional $55 million towards the current PMA to help
address funding disparities between medical specialties.® On December 21, 2015, adjudicator
Stephen Toope released his decision on the ailocation of disparity funding. Dermatology will
receive $1.55 million, or $30,995 per full-time eguivalent. Thesa funds wil! be disbursed over the
2016/17, 2017/18, 2018/19 fiscal years".

As of December 31, 2015, Health Match BC has 28 postings for permanent dermatologists within
their geographical regions: Fraser (12); Interior (6); Vancouver Island (6}; Northern Health (2);
and, Vancouver Coastal {_2}_.10

Some family physicians in BC have taken additional dermatology training abroad and are
providing low acuity dermatology services.

The Ministry works closely with the UBC Faculty of Medicine to help address dermatology supply
issues through Postgraduate Medical Education (PGME]} residency training:

o Each year entry-leve] PGME residency training seats are determined by the Residency
Allocation Subcommittee comprised of representatives from the Ministry, UBC Faculty of
Medicine and health authorities.

o The number of seats allocated for each medical specialty is based on health human resource
needs of the province, balanced within financial fimitations. Expansion of dermatology and
all other PGME resident training programs must also be carefully coordinated to ensure
limited-teaching resources are not overwhelmed, national accreditation standards are met,
and that both clinical training gquality and patient safety are maintained.

o The number of Ministry funded entry-tevel PGME residency training seats for dermatology
has expanded from 1to 3 seats, and currently there are 16 dermatology residents in years
1 through 5 in the UBC Dermatology Residency Program.*

The Residency Allocation Subcommittee encourages an active dialogue between the

UBC Dermatology Residency Program and the dermatology community in BC to explore the
possibility of innovative residency training models which could provide capacity to provide
additional residency training positions.

It remains a challenge to encourage physicians to locate in communities of need, and for
dermatologists to provide publicly funded services.

Through a joint initiative of the Doctors of 8C and the Ministry, a provincial Teledermatology
program has been established. This is an excellent example of how the use of digital technology
can significantly improve access to dermatological consults in urban, remote, and isolated
communities in BC.

N/A

Approved by:

Nancy Scuth, Workforce Research & Analysis Branch; January 25, 2016
Ted Patterson, Health Sectar Workforce Division; February 3, 2016

Dary! Conner, Finance and Corporate Services Division; February 22, 2016

%2014 PMA Agreement Appendix F article 1.6(2) sactions {.I;ii;iii]
* MoH Information Briefing Note Cliff #1048553
* netps:/ fwww. healthmatchbe. org/Documents/HMBC-DTFPV-by-Speciaity-Report-Fingl-2015.aspx

2 personal communication with Lois ioen, LIRC Faculty of Medicine, September, 2015
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Fort St. John Primary Care Compensation Model

~ISSUE
The Ministry of Health, in collaboration with the Northern Health Authority and the North Peace

Division of Family Practice, has developed a new prototype Primary Care Compensation Model to be

implemented in Fort 5t. John in spring 2016.

e In july 2015, Fort St. John was identified as a candidate site to pilot the new Primary Care
Compensation Model (the model}.

e The model was designed in collaboration with the Northern Health Authority (NHA} and the
North Peace Division of Family Practice, based on extensive consultations with local physicians.

o The model will replace the existing Fee For Service (FFS) compensation arrangements for
physicians, and align to Northern Health Authority’s Primary Care Home model, consistent with
the Ministry’s strategic priority.

o The model has been designed to address the physician recruitment and retention issues faced by
Fort St. John, and to bring about improved patient sutcomes at lower per capita cost by
motivating physicians to:

o focus on increasing care accessibility and continuity;

o collaborate with other health professionals to provide wrap-around care;

o encourage health promoting activities and preventive care among patients; and,

o consider provincial and local health targets in their care decisions.

¢ The model features three primary payment components:

o A base core payment, based on the number of patients attached to the practice and used
to cover overhead expenses and professional fees including the hiring of other health
professionals to care for patients;

o A pay for panel care payment to cover the primary care needs of panel patients. Payment
is based on a complexity index. This payment will cover the vast majority of primary care
services patients can expect to receive in the Primary Care Home; and,

o A quality, performance and activity payment, which pay physicians that achieve a set of
locally and provincially defined performance targets up to $25,000 annually, and fee for
service for care delivered to panel patients that fall outside the scope of the pay for panel
care component. Examples include: perinatal and Medical On Call Availability Program
(MOCAP), and sefvices billed to third parties such as WorkSafeBC and ICBC.

e Physicians will continue to bill fee for service for care delivered to non-panelled patients.

* Six months after implementation, the model wili undergo extensive evaluation to identify any
adjustments that may be required, and to determine the feasibility of implementing the model
at other pilot sites around B.C.

CRINANCIALIMPLICATIONS . 000 o s e i e
s The program and administirative costs associated with implementing and maintaining the
model will be estimated at the evaluation six months after implementation. 13

s.13

Approved by:

Nancy South, Workforce Analysis, Research and Evaluation Branch; January 25, 2016
Marie Ty, Health Sectar Warkforce Division; January 25, 2016

Ted Patterson, Health Sector Workforce Division; February 2, 2016
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lnte‘gra-ted Health Human Resources Planning

(H.F[.R.)- .Plénnmg' ;I.["Ié|.l_..ISIVE ofphysmlans,nurses and

allied health professions for BC's health care system.

“KEY.FACTS - )
HHR plannmg mcIudes forecastmg future supply, mix, and distribution of health care

professionals to meet current and future patient and population health needs. It includes the
education, training, recruitment and retention strategies to support and ensure the right number
and kind of health care professionals are in the right place.

RHR planning is a challenge for all jurisdictions in Canada. Appropriate planning is critical for
sustainability of the health care system, as significant portions of provincial health care budgets
are typically spent on warkfaorce compensation. In 2014/15, the health sector compensation costs
in BC were $12.9 billion1 or 69% of the total Health Care Budget of $18.7 billion.?

Challenges with respect to workforce planning include dependence on a diverse health care
workforce of regulated and unregulated, unionized and non-unionized, and public and private

providers and employer models; an aging population and workforce; and the increasing

prevalence of chronic health conditions. Further, the market for many health professions is often
international in scale (e.g., physicians).

Physician Resources Planning (Current State)

Physician resource planning currently is undertaken by the health authorities to support the Medical
Advisory Committees (Medical Advisory Bylaws) and the Rural Practice Subsidiary Agreement’s
requirement in Appendix D to canduct a physician census or create a physician resource plan:

The Divisions of Family Practice collect information on General Practitioner utilization and supply
for those areas of the province covered by a division.

For the most part, physician resource planningis done in isolation of nursing and allied health
nrofessions, as the health care system organizational structure and billing system separates
physicians from other health care professionals.

Medical Services Plan {(MSP) data provides the age of physicians who practiced in 2014. From this
the Ministry can determine wha is likely to retire within the next 5 to 10 years. The tahle below
shows the age of physicians likely to scale down their practice or retire within 10 _ye.arsa:

Age Graup GPs 3| All Physicians = %
155-53 768 14| 1371 13%
60-64 641 1% 1172 1%
165-69 516 4% g8 9%
70+ 352 B 715 7
55+ 2273 4% 4,156 40%
Total 5,506 100% 10,811 100%

4156 physicians {40% of all physicians who bitled via MSP) are over the age of 55 and actively
practicing. Of those, 2278 are GPs.

f Public.Sector Overview, Ministry of Finance, http://wwiv.fin.gov bo.ca/psec/publicsector/index.hum, Accessed Janyary 22, 2016.
* Budget and Fiscal Plan 2015/16-2017/18, n 55, hitp:/fbebudget.gov. be.ca/2015/bfp/2015 budgar and fiscal plan.pdf; Accessed January 22, 2016.
® Source: MSP Claim Data. Email communication —Jemal Mohamed, Waorkforce Analysis, Research and Ecenarnics Branch, Ministry of Health, Jan 21 2016.
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* The Workforce Analysis, Research and Economics Branch also estimates that physicians receiving
non-fee for sefvice {i.e. Alternate Payments Program) have a similar distribution to MSP data.

Nursing and Allied Health Profession Planning {Current State} Rt

s Health Employers Association of BC has annually provided the Ministry with rolling 4-year
forecasts for publicly practicing nursing and allied health professions using the Health System
Compensation Information System data. The most recent forecast was completed in Fall 2014.

e The Ministry also collaborates annually with health authorities for supply and demand
information .on the highest pricrity health professions. This forms the annual top 10 health
priority professions listing. The 2015/16 Top 10 list includes: Registered Nurse-Specialty Nursing;
Physiotherapist; Registered Nurse; Nurse Practitioner; Occupational Therapist; Respiratory
Therapist; Ultrasonographer ; Medical Laboratory Technologist; Licensed Practical Nurse; and
Health Care Assistant/Care Aide. Note: Physicians continue to be a priority but are not in the
official top 10 list. '

» The priority health professions are used to supportthe Ministry of Jobs, Tourism, Skills and
Training’s Labour Market Information Office in its development of the BC Labour Market Qutlook
report, the Ministry of Advariced Education in its post-secondary institution seat planning and
funding allocation for health professions, and StudentAid 8C’s Loan Fargiveness Program.

Future integrated HHR Planning

» Historically the approach to warkforce planning in many jurisdictions has been interest/silo hased
(e.g., physicians, nurses or allied health professions have separate “plans” or approaches) utilizing
a simple “stock and flow” supply and demand forecasting model. However, to achieve a
sustainable, quality health care system focused on patient and population needs, the Ministry of
Health is shifting to an Integrated HHR Planning approach that utilizes both supply/demand and —_
population-needs based forecasting models.

s As part of a Provincial Strategy for HHR, the Ministry is planning for the coordination of a
Provincial HHR Plan in collaboration with health authorities to determine the optimal mix,
distribution and number of physicians, nurses, and select priority allied health professions for BC
over the next 3 years. :

o The goals of this first plan for BC's health care workforce wili be to engage health authorities and
the ministry in a collaborative planning exercise, within a feasible planning horizon of 3 years. The
plan will provide the ability to better proactively identify and manage workferce supply
challenges. It wil allow for the use of evidence-based, data-driven decisions to supply the right
number, mix and type of health care professionals in the right communities in BC. It will allow for
a provincial level coordination of HHR education and training, recruitment and retention
strategies, as well as support the need for unique or individual HHR strategies where required.

¢ This will be an ongoing, annual planning exercise for BC's health care system. The scope is
intended to grow as data and methodology to forecast supply of and demand for the health care
workforce progresses. The introduction of the Integrated HHR Forecasting Tool in the next year
will introduce a common methodology and provincial forecast of the health workforce.

' FINANCIAL IMPLICATIONS
N/A

Approved by: .
Raeleen Siu, Workforce Planning & Management Branch; Jlanuary 22, 2016

Kevin Brown, Workforce Planning & Management Branch; January 25, 2016

Kevin Brown, obo.Ted Patterson, Health Sector Warkforce Bivision; January 25, 2016
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1SSUE

The Ministry of Health prowdes fundmg through the Med[cal On Ca£| Avaliablllty Program (MOCAP}
to health authorities to enable them to contract with groups of physicians to provide “On-Call”
coverage necessary for hospitals to deliver emergency health care services to unassigned patients in

IVIedicaI On-CaII Availability Program

FACT SHEET

a reliable, effective and efficient manner.

KEY-FACTS =07 o
e B
: 430
: 267
P A 2
0S0C &
v v ——— Y 13 R e B

s  MOCAP requires physicians to provide on-call availability for a range of levels which include:?
o On Site On-Call (OSOC) ($325,000 per annual and per call group) —

to have a member of their Call Group available on site 24 hours per day, 365 days per year.
Physician groups in this category predeminately include tertiary cbstetrics, anesthesia and

nepnatology.

o Level 1-0On-Call {$225,00C per annual and per call group) —
have a member available by phone within 10 minutes and on site within 45 minutes,

24 hours per day, 365 days per year.

o tLevel 2-0n-Call {$165,000 per annual and per call group} — physician group commits to
have a member availzble by phone within 15 minutes and on site within 2 hours, 24 hours
per day, 365 days per year.

o Level 3—0On-Call {$70,000 per annual-and pér call group)
a member available by phone within 15 minutes and on site within 16 hours, 24 hours per
day, 365 days per year,

o Call-Back {$250 per call back)

paid-for coming in.

¢ Akey component of the MOCAP funding process was to be an annual review of a health
authority’s on-call needs and priorities for physician services by the health authority.

= In November 2007, the Ministry and Doctors of BC established a new annual review process to
allocate MOCAP funding in a manner that is focused on health care service delivery priorities. In

January 2008 the P'arties further agreed 'tO'

o specific process and timeline for health au_thontles to follow w_hen preparmg thelr annual

MOCAP funding distribution plan; and

o a dispute resolution process for physicians to resclve disagreements they may have with

health authority MOCAP funding allocation decisions.

! Consnlidated 2015715 call group plan data recejved from Heafth Authoritics in April 2015 and lanuary 2016. Actual ca)l backs data are based on usage
and are reparted at the end of the fiscal year.

physician group commits

? 2014 Physician Master Agreement, Schedule G - Madical On-Call/Availability Prograr {(MOCAP), Article 1.6, pg, 177

Page 1 of 2
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— physician group commits to have

— physician is not on-call but may be called and if available,
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e In September 2009, Doctors of BC and government agreed to suspend the dispute resolution
process until March 31, 2012. This suspension continued until June 1, 2013, under the
2012 Physician Master Agreement (PMA).

e In 2010/11, health authorities made a number of changes to manage their MOCAP commitments
within their available MOCAP funding allocations. In all cases, health authority senior medical
staff considerad the changes to be compatible with providing effective and efficient emergency
care to patients.

» Orthopedic surgeons, psychiatrists and anesthetists all expressed strong disagreement to the
planned MOCAP funding changes and withdrew some on-call services April 1, 2010, to pressure
health authorities into ceding to their MOCAP compensation demands,

o In a 2010 MOCAP backgrounder document commissioned by the Ministry, Dr. L. Klippert, Medical
Consultant, noted BC's MOCAP program as the most generous “on calt” program in the country,
with higher rates and total expend'itures per participating physician than other provinces.3

e Inthe 2012 PMA, the Government negotiated a review process to collaborate with the Doctors of
BC in identifying and exploring potential changes to imprave transparency, accountability, and
effectiveness in the application of MOCAP funding. In 2013 the Physician Services Committee
approved recommendations to gather information to assess the call burden of different groups
and to redesign the MOCAP program based upon that information.”

e The Provincial MOCAP Review Committee was then created by PMA Agreement Section 17.4in
April 2014 to oversee and guide the redesign and transition to an updated MOCAP program.

e The first activity of the redesign process is a data. coflection and analysis exercise to validate
burden of providing on call services on a physician group and to develop a provincial tool that will
allow for placement of the physician group at the appropriate funding level. This exercise is
currently planned to commence during early 2016, e

'E:.'FINANCIA i T e e
Health authorlty MOCAP fundzng plans for 2010/11 have been carried forward into 2011/12
2012/13, 2013/14, 2014/15 and 2015/16. The health authorities have been made aware that any
over expenditures will need to be covered by their global operating budgets. Distribution of the
provincial MOCAP budget for 2015/16 by health authority is as follows: 3

Fraser Interior Northern Provincial Vancauver |Vancouver Nisga'a
Heaith Health Health Health Coastal Healf Island Health Y2 1eY Unallocated | Total
Services Health Budget Budget

Authority Authority | Authority Authority | Authority

| Authority Board

$25,999,670 |$24,832,348 | $12,928,392 | $13,584,580 [ $30,264,415. $20,187,291 | $168,750 52,734,554 |$130,700,000

Approved by:

Marie Ty, Compensation Policy and Programs Branch; January 14, 2016

Ted Patterson, Health Sector Workforce Division; January 24, 2016

Daryt Conner,cbe Marlit Sidhu, Finance and Corporate Services Division; March 3, 2016

3 Dr.Kiippert, Lorne. Medical On-Cafl Availobility Program (MOCAP) — Options for Consideration. December 29, 2010.p.4. 2 \APPVAPP LAN

TEST\MDCAP\O? MoH Reparts\Propram Evaluation Reports\MOCAP2 Draft Options{5) 10 Dac30 (3) - LK.doc T
4 Report of the MOCAP Redesign Panel [appointed under Section 17.4 of the 2012 Physician Master Agreemend] 1o the Physicians Services Committea,

May 14, 2013

- 20150630, xlsx
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Medical Residency Positions
1SSUE- R .

Since 2003 BC has more than doubied the tota! number of postgraduate medlcal educatlon (PGME) or

residency positions for Canadian Medical Graduates (CMGs) and International Medical Graduates (IMGs) to
better meet the health care needs of British Columbians.

_'KEY FACTS : : RN ET ST _ -

s Entry- Ievel (frrst year) resudency posxtmns szI have mcreased from 134 in 2003 to 346 positions in
2016: 288 positions for CMGs and 58 for IMGs.

e BC allocates residency positions based on the current and future health needs of
British Columbians and the human resource requirements of the healthcare system.

e Positions are determined through a collaborative approach by members of the Residency
Allocation Subcommittee, which includes health authority Vice Presidents of Medicine, University
of BC {UBC) Faculty of Medicine, and Ministry of Health. The Residency Allocation Subcommittee is
responsible for developing a 3 to 5 year rolling plan for the allocation of all Ministry funded
residency positions to the UBC PGME program.’

e To align with Ministry and health authority pricrities, the UBC Faculty of Medicine maintains at
least 60% of Canadian Resident Matching Service {CaRMS) entry-level positions in Family Medicine
and the generalist specialties {Internal Medicine, Pediatrics and Psychiatry) supporting primary
health care.?

Canadian Medical Graduates

*  CMGs (and IMGs) must complete PGME training to gualify for full licensure to practise independently.

*  BC has more than doubled the number of first-year residency positions for CMGs, from 128 in 2003 to
288in 2011.

International Medical Graduates

e |MGs compete for IMG entry-level positions in the first iteration of CaRMS, and for unfilled IMG and
CMG positions in the second iteration of thre match.

e The residency selection process is based an fairness, objectivity, transparency and selection of the
best candidates. There is no distinction between IMGs who are Canadian citizens choosing to study
medicine abroad, and naturalized citizens or permanent residents that were educated in another
l:o_untry.4

e Before applying far a residency position in CaRMS, IMGs take the National Assessment Collaboration
Objective Structured Clinical Examinatian. The examination tests knowledge, skills and attitudesin a
series of mock clinical stations to assess IMGs’ readiness for entrance into a Canadian residency
p.rogram.5

+ To further assess readiness, BC established the optional IMG-BC Clinical Assessment Program (CAP).
The CAP provides IMGs with the opportunity to demonstrate clinical experience, and can help
increase the chance of a successful residency match. To take less time-away frem IMGs participating

' UBC. Retrieved on Nevember 26, 2012, from: hitp://mdpragram.med.ube.ca/admissions/frequentiy-asked-questions/#General-A4 Colinge of Physicians
-and Sutgeons of British Columbia. Annual Report 2011, p. 12, Retrieved an Novernber 27, 2012, -frnm:-https:;"/www.cpsbc.ca;’ﬁ'les/u6/2011—a_|1n_u_a];
report.pdf

2 UBC Faculty of Medicine. {2012). Medical Human Reseurces Planning Task Force - Restdency Allocation Subcommittae; Terms of Reference, p.1

3l'\a‘lini'stryI of Health. (2011]. International Medical Graduaté Progeam {IMG-BC] Challenges Facing Canadians Studying Abroad, Briefing Document
Prepared by the Ministry of Health, Ministry of Advanced Education, and UBC's Faculty of Medicine.

* Ministry of Health, {2016). Cummon Briefing Document: Canadians Studying Madicine OQutside of Canada and Aecess to Postgraduate Medical Education

in British Columbia.

% Medical Council of Canada (MCC}. (2016), National Assessment Collaboration. MCC. Retrisved January 15, 2016 from btip://mec.ca/examinations/nac-

overviéw/ -
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in the CAP (i.e.; for work, family, and train'ing-progrém-s)’,_ in 2015 the CAP was reduced from 8to 4
weeks, and the number of spaces increased from 60 to 100 per year.?
e Prior to expansion in 2003, 6 residency positions were reserved for IMGs. In 2006/07, the Ministry .
tripled the number of postgraduate entry-level positions to 18.7 As of 2015/16, 58 entry-level
positions were funded for IMGs in the province’s priority specialities: 52 entry-level positions in
Family Medicine, 6 in generalist specialties including Internal Medicine, Psychiatry, and Pediatrics.

Distributed Residency Training _

e BCisrecognized as a best practice jurisdiction for distributed medical education and training, and is
already experiencing early gains in the increased number of practicing physician and practice
locations across the province.

e Medical training has been distributed across the province to Prince George, Kelowna and Victoria.
Distributed medical education prepares future doctors for the challenges and benefits of practicing
in rural and remote communities, while also increasing access to more comprehensive services
(i.e., provided by PGME residents} in these underserved areas,

- The eight new entry-level residency positions for IMGs in 2016 include three at the Kamloops® site,
one at Vancouver-Fraser, one at St. Paul’s Hospital, one at Rural Ckanagan and two at Victoria®

» Upon successful completion of PGME, residents selected into an IMG residency position must
complete a Return of Service, usually in a rural/remote or underserved community. A resident
completing a Family Medicine specialty is required to complete a 2 year Return of Service, and
3 years if practising in a Royal College Sp'ecia%’cv.9

» The Ministry of Health makes a substantial investment in PGME each year. In 2015/16, the
Ministry's program operating funding for PGME is $126.8 million {includes IMG-BC funding, and
2.0 million reduction in residents’ benefits) - up from $43 million in 2003/04, when the Ministry
began to increase funding to expand PGME. S-13.5.17

5.13,5.17
e Program operating funding in 2015/16 is $14 million for the IMG-BC Program (National Assessment
Coliaboration Objective Structured Clinical Examination and 4 week clinical assessment} and IMG

residency positions in Family Practice and specialties.5-13--5-17
5.13,5.17

Approved by:

Kevin Brown, Workforce Planning & Management Branch; January 25, 2016

Ted Patterson, Health Sectar Workforce Division; February 2, 2016

Daryl Conner obo Manjit Sidhu, Finance & Corporate Servides Division; Pebruary 22, 2016

¥ Ministry of Health. {2015}, Decision Briefing Note: 1MG-RC Clinical Assessment (CAP): Pragram Ravision (Cliff # 1037963)
Evaluafion Studies Unit. tang-Term Outcomes Evaluation Report 2014-15, Physician Contiibution to the Province. Vancouver, BC: University of British
Celumbia Faculty of Medicine; 2015
® Lois Moen, IM3 Information Reguest, Email Communication, January 13, 2016. _
¥ International Medical Graduate Dffice. {2015). Eligibility. University of British Columbia, Retrieved January 18, 2015 from
h1tt3p:/ﬁmgbc.med.uht.ca{etigibilitv/
-1 S
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Nurse Practitioners

Local and reglonal issues continue to be raised regarding nurse practioner integration.

3I(EY FACTS

e Nurse Practlttoners (NPS) were mtroduced to BC in 2005 and are Registered Nurses W|th advanced

education {Masters' prepared and/or equivalent clinical experience/education). NPs are authorized

to perform the full range of nursing functions plus additional functions including - assessment,

diagnosing, prescribing, ordering diagnostic tests, managing common acute and chronic illnesses,
and referring patients to specialists.
As independent practitioners, NPs do not require an order from a physician to act, but may serve as

the primary care provider and work collaboratively with other members of the health care team.

3 license categories of NPs are recognized in BC — Family, Adult, and Pediatric. Currently there are
397 practising NPs in the pro\.f.ince.1

NPs are trained at the University of BC, the University of Victoria and the University of Northern BC,
for a total capacity of 45 spaces annually {BC programs presently only offer the NP Family category).
Standards, competencies, guidelines, limits, and conditions for Family, Adult, and Pediatric NPs, are
developed through the NP Standards Committee (NPSC} of the College of Registered Nurses of BC
(CRNBC). CRNBC Bylaws require the NPSC to be multi-disciplinary and include representation from
the College of Physicians and Surgeons {general practitioner and specialist}, the College of
Pharmacists, the public, and Government.

In fall 2011, BC introduced Bill 10, the Nurse Practitioners Statutes Amendment Act. 12 Acts were
amended and 11 were brought into force August 1, 2012 (the exception is for the changes to the
Mental Health Act). Bill 10 removed a number of legislative barriers to NP practice and facilitated
use of full NP scope of practice. On March 10, 2014, amendments to 9 statutes to expand scope for
NPswere introduced-as part of Bill 17. Bill 17 received Third Reading on April 29, 2014,

In May 2012, the Government announced funding ta support the further integration of NP5 into
BC’s health system through the NP4BC program.? This initiative had committed to funding 135 new
positions to support integrated primary and community care objectives {45 Full Time Equivalents)
per fiscal at an average salary of $116,000 per position, including benefits}.

In October 2012, changes to the Hospital Act and Hospital Insurance Act Regulations provided the
framework to enable NPs to admit and discharge patients.

An Encounter Code Working Group (ECWG)® was established in April 2013 to revise the

NP Encounter Codes and Rescurce Manual.* As of October 1, 2014, NPs are required by the Ministry
to submit Encounter Records with these revised Encounter Codes. In January 2016, the Ministry
hosted a follow up ECWG meeting with stakeholders to discuss the submission and use of encounter
codes. This meeting gave the Ministry perspective from each health authority on the application
and submission of encounter codes. The Ministry received positive feedback and established an
ongaing link for communication between the health authorities and the Ministry.

A workshaop held on October 23, 2013, Nurse Practitioners for BC: Advancing the integration in
Community-Based Primary Care identified the need for a clear action plan to move forward with NP
integration in the province. Next steps included the creation of an NP Action Plan.

" CRNEC website. Retrieved on January 2016 from: hitpsy/fwww cribo.cafernbo/Sratistics/Pages/Defaultasnx

! BC Government. News refease May 31, 2012 8.C. funds more nurse proctitioners positions. Retrieved an Movember 12, 2013 from:

-hlln o fwww newsroom.ov.be. caf 2012705 be-funds-mote- aurse-practitioner-pasitions. bkl

* Members of this group included; NP leads and practicing NPs from each health autharity, the BCNPA, Chief Nursing Officars Council, and CRNBC,
* The codes and manual have since been revised and are available anline an the MSP website at http://www2, gov. he: ca[assets]gov/heaIth)’practltlcner—

prefmedical-services- -plan/7-encounter-codes. pdf
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 In 2015, the Ministry hired a consultant to develop an Action Ptan to identify recommendations for

priority issues of NP education/funding. The Ministry is currently reviewing these recommendations.

» Neo Natal NPs (NNPs) are advanced practice nurses with specialized education in neonatology.
NNPs are recognized and regulated in six Canadian provinces, the United States, and Australia.
Currently CRNBC does not have a regulatory framework for NNPs, and therefore NNPs cannot
practice in the BC heaith system.

e Based upon an identified need in BC specifically at the Provincial Health Services Authority, the
Ministry requested CRNBC to provide options for the regulation of NNPs in BC. The Ministry is
currently reviewing the options for moving forward with implementation.

e NPswere recently included under the New Classes of Practitioners Regulation under the Federal
Controiled Drugs and Substances Act.

s On December 3, 2015, Minister Terry Lake.approved the updated Nurses {Registered} and Nurse
Practitioners Regulation to include the authority for NPs to order controlled drugs and substances
{and to order MRIs). These regulations are now in force; however, before NPs can move ferward
with these activities, CRNBC needs to establish the appropriate Standards, Limits and Conditions.

s The Ministry expanded access to enhance health care delivery through a pitot to allow NPs licensed
by the CRNBC to access PharmalNet. As a result, NPs now have permanent access to PharmaNet.

e CRNBC is in the process of the five-year review of NP scope with a timeline for completion and
report to their Board by early 2016.

As at March 31 2015 the Mlnlstry provlded total fundmg of approxlmately $162 mltllon.to the heaith

authorities for NP p05|t|ons

Coo et LR setd )

: 20051061 1 |- ageirrs 2 2 261314 | 201@7 s 2615165 S Total:
Hf\_s BascFund1ng _____ 1.i7 847 16.99 1699 16.92 [ 1699 1699 16.99 16,99 1699 | 16257
Oniz-lime Funding, D.65 0.53 - - 012 - 0.23 - - - 231
MSP - NP4BC - - - - - .45 521 850 13,10 27.35
R LRG| e 00 [ 12 AT b A0 ] 1600 s 1 Pl L A 98 Tre0 | e 32200 - 25590 30:087] . 192.24

“Appmxrmalcfy 51? mJHron nf this funding is included within the heolth cuthorities’ base budgets, The 180 new NP pﬂsmans wilf cost approxfmater‘y §22.2
miffion annuaily ($15.7 miltion to be covered by the Ministry. and 56,5 million to be covared by the health cuthorities).”

NP Reporting - Actual YTD Operational Expenditureg*:

Health Authority Actual Expenditures - Other

Interior Health Authority

TOTAL $1,947,780

*Other YTD octual expenditures up to and including November 2015 / “Cxpenses from both giobolly funded and M5P funded (NP4BC)
“Examples of expenditures in this category include: professionol development, seminars/tanferences, and non-tabour expenses such as medical/surgical
stipplies, drugs, supplies ont suptiry expenses i.e. ceil phones, computers, minor equipment, and office furniture

Approved by:
Kevin Brown, obo Ted Patterson, Health Sector Workforee Division; February 13, 2016
Daryl Conner, Finance and Corporate Services Pivision; March 3, 2016

* financial implizations corfirmed by Bonnie Wong Februsdry 2, 2016 and Pat Bruce, February 25, 2016,
® February 29, 2016, numbers verified to HA's third quarter projections by Pat Bruce, Budget Manager Finance & Decision Support.
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--KEY FACTS

FACT SHEET

Physician Expenditures

. Expendltures for physmlan services include: Fee-for-Service; Alternative Payments Program;

- Medical On-Call Availability Program; Rural Programs; targeted incentives (e.g., General Practice
Services Committee payments); benefits; and other payments. Across all programs, the average
expenditure per physician in 2014/15 was _’;‘;345,724.1

o Physician expenditures grow (or decline] as a function of negotiated settliements, changes in
physician supply, policy changes (such as faboratory reform) and changes in patient utilization.

e In 2015/16 the budget for physu:lan services is $3.945 billion, a 1.30% increase over the
2014/15 budget of $3.894 billion.2 Actual expenditure in 2014/15 was $3.869 billion.

Table 1: 2014/15 Physician Services Expenditure by Categorya,"’

Categary Expenditure Propartion of Increase gver
(Millions} Total 2013/14
Feefor Service ' $2,803 72.46% 2.53%
Alternative Payments Program 5438 11.31% 1.26%
Targeted 5280 7.24% -8.43%.
edical On-Call Availability Program 5127 3.29% -1.52%
Rural 5115 2.98% 1.50%
Benefits 5105 2.72% 1.44%
Total $3,869 100.00% 1.31%

¢ Physician services budgets are approximately 23% of the Ministry of Health budget in 2014/15 and
2015/16.° A small portion of ghysician compensation is funded through health authority global
budgets and not captured in these figures.

s Overthe 14-year period 2001/02 to 2014/15, the annual total physician services expenditures grew
by $1.7 billion from $2.2 billion to $3.9 biltion .° |

e Over the same time period, the compound annuai average growth in physician services
expenditures of 3.9%’ is similar to that of provincial health function expenditures (4.0%) and
exceeds that of provincial revenue {3.8%) and operating expense (2.9%).2

s Payments for fee-for-service grew by an compounded average annual rate of 3.1% from
$1.79 billion to $2.80 billion.?

Inter-Provincial Comparisons
o 2013/14 statistics published by CIH! that compare fee schedule prices across Canada show that BC
ranked seventh highest in average fees after Aiberta, New Brunswick, Saskatchewan, Manitoha,

Quebec, and Nova Seotia, ™

15._cn.|r|:_£~: Health Sector Workforca Division, Workfarce Analysis, Research and Evaluation Branch (WARE}, Feb, 2016

? Ministry of Health, 2015/16 to 2017/18 Service Plan, February 2015.

* BC Public Accaunts, 2014/15

# Targeted includes General Practice Services Committee, Specialist Services Committee, Shared Care Cemmittee, Physician Information Technology
Office, Primary Blended Sites, and Laboralary Re-investment.

® Minlstry of Health, 2015/16 to 2017/18 Service Plan, February 2015,

¥ BC Public Accounts, 2014/15

? Source: WARE using Medical Services Plan detall from Public Accounts of Province of BC {base year 2001/02). PV=2,2031,532,145; F¥=3,869,000,000,
N=14, then i=3.9%

® pata ssources: Tables A2.5 and A2.7 of 2015 Financial and Econamic Review, July 2015,

* WARE using Medical Services Flan detail from Public Accaunts of the Province of BC, 2015, (base year 2001/02} PV=1,751,300,000; FV=2,803,452,935,
N=14, then i=3.1%

** physician Services Benefits Rate Report, 2013/14, Canadian Institute for Heaith Information, Table 1.1, 2013-2014
https://sacure.cihi.ca/estore/productSeries him ?pe=PCCYI7
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e Asof 2013/14, BC had the sixth highest payment per fee-for-service physician full-time equivalent
in Canada at $325,103. This is behind Alberta {5404,744), Saskatchewan (5366,410),
New Brunswick {352,765}, Manitoba (5341,477), and Quebec {$330,954}) with the BC average
slightly lower than the Canadian average of $328,640™

N/A

Approved by:

Nancy South, Workforce Analysis Research Evaluation; February 5, 2016

Nanhcy South, oho Ted Patterson, Health Sector Workforce Division; February 5, 2016
Daryl Connor, Finance and Corporate Services Division; February 22, 2016

1 wational Phiysician Database, 2013714, Data Release, Canadian Institute for Health Information, Table A.6.2
https://secure.cihi.ca/estore/productSeries.htm?pe=PCCATE
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Physici'an'S.upply Numbers

1SSUE R PR : _ :

» Compared to Uther provmces, BC has a re!atlvely good supply of physicians and growth in supply
continues to outpace population growth,

e While there is continued use of the term ‘physician shortage’, there is no agreed upon criterion to
define what a shortage is, nor what a surplus is.

¢ There are some concerns regarding an aging workforce, reduced scope of practice and reduced
productivity.

e BCis increasing its self-sufficiency in physician training while remaining an attractive destination
for migrating physicians.

e The number of physicians in BC varies depending on the source referenced.

e The main sources of physician counts are the BC Mlnlstry of Health, Canadian Medical Association
{CMA) and the Canadian Institute for Health Information {CIHI).

:KEY FACTS
Physician Counts
e AsofMarch 31, 2015, the Ministry counted 11,191 physicians under all Ministry payment sources.
(fee-for-service, sessions, service contracts and saﬂaries).1
o Of those, 7,594 (68%) were fee-for-service only, 778 {7%) were on alternative payments
only, and 2,819 (25%) were paid on some combination of fee-for-service and alternative
payments.
o This physician count is'not precisely comparable to other Canadian jurisdictions due ta
variations in counting methods between provinces.
e As of January 2015, the CMA reported a total of 11,404 physicians for BC.2
o 6,161 {54%) are Family Physicians and 5,243 (46%) are specialists.
o 7,361 {65%) are male and 4,031 (35%) are female.’
o Asof December 2014, CIHI reported a total of 10,692 physicians for BC.*
e The count recommended for quotation is the Ministry of Health count. The Ministry counts all
physicians providing service during the fiscal year. CIHI counts all physicians residing in the
province on December 31 of the calendar year.

Physician Supply ~ A Comparison

o In November 1999, the Canadian Medical Forum Task Force, representing a number of
organizations and co-chaired by the President of the CMA and the President of the Association of
Canadian Medical Colleges, endorsed a ratio of 180 to 190 physicians for every 100,000 people.5

« According to the CMA, BC's ratio of 222 physicians per 100,000 people in 2014 tied for fourth
with New Brunswick and Alberta, behind Nova Scotia {260) and Newfoundland & Labrador (248}
and Quebec (239).°

Compensatmn and Negotiation Branch, Health Sector Workferee Division, February 2015,

 Canadian Medical Association Master file, lanuary 2015. Number of Physicions by Province/Territory and Speciaiity, Congda, 2015, Retreived on
Nnvember 18, 2015 fram hitps:/fwww.cma.ca/Assets/assets-library/documant/en/advacacy/d1-physicians-by-spacialty-province-2015-e-rev.pdf.

? Canadian tedical Association Masteefile, January 2015. Nurnber of active physicians. by age, sex and province/territory, Canoda, 2015, Reirieved an
November 18, 2015 from hitps://www.cma.cafAssetsfassets-library/docume ntfon/aduccacy}MAgeSexPN pdf

L QK. Supply, Distribution and Migrotion of Canadian Bhysicians, 2014., data tabtas, Retrieved alectranically September 30, 2015 from
hitpst//secure.cihi.cafestore/preductFamily. hin 2pf=PFC2964&larig=enfimedia=0
*Task Farce on Physician Supply in Canada, Canadian Medical Forum Task Force, page 3, Navember 22,1599,
hitp:/ fwwiw.gliysicianhr.ca/reports/PhysiciansupplyinCanada-Final 1993.pdf
® Canadian Medical Association Master file, fanuary 2015. Retrieved from https://www ¢ma.ca/Assets/assets-library/documnent/enfadvotacy/12-
Phys_per_pop.pdf
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Physician Supply Issues
¢ Discussion of physician shortage is related less to the total number of physicians and more to
changes in productivity and availability. s

o The physician workforece has grown consistently over the past decade.

© The number of physicians increased by 30% from 8,234 in 2002 to 10,692in 20147 more

than doubling the 13% growth in BC population over the same period of time

o The aging of the physician workforce could be an issue'in the future as many are poised to
retire and are reducing workload in the years prior to retirement. In 2014, the average
physician age in BC was 51 years. ?

s BCincreased training capacity for physicians.

o In 2002/03, BC's annual intake of medical students was 128. The expansion and
distribution of medical education doubied the humber of first-year students to 256 in
September 2007. The opening of the Southern Medical Program added a further 32
first-year seats for a total of up to 288 graduating medical students each year by 2014/15.

o To keep pace with the undergraduate medical program expansions, postgraduate medical
education {residency positions) has also increased, from 134 in 2003 to 338 in 2014/2015.
in 2015/16, the Ministry of Health expects to fund a total of 346 entry-level residency
positions: 288 for Canadian medical graduates; 58 for International medical graduates.

o B(C’s goal of distributing medical education throughout the province is to help prepare
future doctors for the challenges and benefits of medical practice in a variety of
communities, including rural, remote, northern and other underserved communities and
to encourage physician trainees to consider practicing in these communities upon
completion of training,

e In most years BC attracts physiciansfrom the rest of Canada. e

o In 2014, the net gain of physicians to BC was 46, which followed a net gain of 15in 2013, a
net gain of 95 in 2012, a net loss of 57 in 2011, and a net gain of 34 in 2010. 1o

o Alberta and Ontario are the originating provinces of most physicians migrating to BC. u

s Since 2012, BC has gained mare physicians returning from abroad than the province lost to
physicians moving abroad. In 2014, BC had 40 physicians move abroad and 45 physicians arrive
from abroad. 12 Of the 45 arriving from abroad, 19 were Canadian medical school graduates and
26 where graduates of foreign medical schoois. b

“FINANCIAL IMPLICATIONS
N/A

Approved by:

Nancy South, Workforce Research & Analysis Branch; February 5, 2016

Nancy South, obo Ted Patterson, Health Sector Workforce Division; February 5, 2016

Carolyn Bell, obo Teri Collins, Health Sector Information, Analysis and Reporting Division; February 12, 2016

7 Ihid 4. CiHi has more histafical physician data readily available than the Ministry. Hence the use of CIHI trends here.
" BEQPLE 2013, BC STATS, Ministry of Labaur and Citizens’ Services, BC population asat April 1, 2014 {4,616,626), 3t April 2, 2002 {4,084,206), Retrieved
gm January 22, 2015 from hitp://wwnw.bestats.gov. be.ca/StatisticsBySubject/Demography/PopalationEstimates:aspx
thid, 4 o
*® |bid, 4, Table Profile B.C.
" \bid, 4, Table 10 Specialists migrating between Canadian jurisdictions wha were in Canada on both December 31, 2013, and December 31, 2014
2 yhid, 4, Table Profile B.C.
*% |big, 4, Tables Profile B.C., 17, 17.1
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Summary ofthe status of the Populatlon Based Fundlng Program (PBF) an alternatlve pramary care

FACT SHEET

Populati‘on Based Funding

physician funding model.

"KEY. FACTS B : Lo
PBF was deve[oped as an alternatlve pr1mary care funding model as supported by federal funds

from Primary Health Care Transition Fund in 1998,

PBF practices register patients, and an annual amount is paid to the practice based on the iliness

burden of each individual patient as opposed to fees for services rendered.

Currently there are about 44,000 patients registered to eight participating practices (1% of the

population).

The member practices do have the option of providing fee-for-service (FFS} to non-registered

patients.

The model is currently managed within the Compensation Policy and Programs Branch at the

Ministry of Health.

The active and former program site locations are as follows:

: . . P ‘Changes |- - -
Number of Sites _ 2007 ) 1 between___-_"_ 2016
' | 2008-10. |-
Health Authority owned
Fraser Health [Agassiz} 1 {1) 0
Interior Health {Chase, Logan Lake, Kamloops) 3 (3) ¢
vancouver Coastal Health {Pacific Spirit, Evergreen, Ravensang) 3 {3) 0
Vancouver island Health (Ladysmith]} 1 1
Society Owned
lames Bay 1 (1) 0
Physicians.owned
Abbotsford 1 {1} 0
Langley (Murrayville, Langiey, Fort Family, Brookswood, Four Oaks) 5
Vancouver (Spectrum, UBC Family) 2
Total Sites 17 |t |8

There have been no sites added since 2007; however, other sites have indicated interest in

joining the model and are being contemplated.

Multiple evaluations of the model over the past years have yielded no conclusion on the

effectiveness of the program. However:

o A 2004 paper showed some evidence of lower use of acute care.

o A 2008 review of the Fraser Health sites concluded that the madei provided a "more
suitable foundation for delivering team based care.”

o An internal Ministry study in 2012 showed that patients stay more persistently attached at
PBF sites, and though not statistically significant due to inadequate sample sizes, PBF
registered patients exhibited lower average lengths of stay in acute care.

Usairee:. Patient count fluctuates daily - DBZ table in the HIBC system: TPCPRT, copled daily to the data warehouse into a'table of the same name.

Pagelof2
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* The model is more challenging to administer than FFS due te register management, both at the
Ministry and site levels and the importance of accurate diagnosis coding that drives the revenue
per patient. _

s Physicians using the PBF model have expressed that it values their judgement more than FFS
because it is not as directive as the fee items in the FFS system which dictate the service that
must be provided to earn the fee.

¢ PBF funds other health care providers because, being patient focussed, it allows the physician
owners to choose the heaith care human resources required to serve the registered patient
population. Because of this, it has proved easier to increase practice capacity by adjusting human
resources e.g., adding Nurse Practitioners or Registered Nurses.

¢ The outflow mechanism, the deduction from a patient’s PBF funding for each FFS visit from
physician practices other than the one they are registered to, is the business motivation to
provide the full spactrum of care with extended access hours.

» PBF has effectively utilized Nurse Practitioners, Registered Nurses, and Licensed Practical Nurses
as part of the primary care team, The single revenue PBF source funds ail health care providers at
the primary care site as opposed to the more common method of inserting a health authority
salaried NP into a FFS General Practitioner clinic.

s The 2015/16 budge imately $12.8 million.
o Alimited Ministry evaluation showed the average annual primary care costs for a similar set of
patients was $260 for PBF vs $240 for FFS.2

Approved by: e
Marie Ty, Compensation Policy and Programs Branch; January 20, 2016

Ted Patterson, Health Sector Workforce Division; February 2, 2016

Dary! Conner, cbo Manijit Sidhu, Finance and Corporate Services Division; February 22, 2016

Y5auree: Atkinson Evaluation Study, 2012 {draft report)
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Practice Ready Assessment for Family Physicians

Fore1gn tralned fam|]y physmans whlch are Ircensed practacmg physmans in other countr;es are
often unable to qualify for a license to practice medicine in Canada.

KEY. FACTS L ST AT
o Thereare3 pathways to ||censure for forelgn—tra[ned family physnzlans who are Ilcensed

practicing physicians in other countries:

1. Retake postgraduate medical education in Canada;

2. Graduate from an accradited postgraduate family medicine training program in a jurisdiction
where the standards for accreditation of pastgraduate training and the criteria for
certification are judged comparable and acceptable in Canada
(i.e. United States, United Kingdom, ireland, and Australia); or

3. Undergo a practice ready assessment in Canada for at least three moriths.

¢ The new Practice Ready Assessment (PRA-BC)-pilot program for family physicians will support the
third pathway in our province. Foreign-trained physicians or International Medical Graduates
{IMGs), on this pathway undergo a rigorous competency-based, pre-practice assessment in
Canada, and prior to qualifying for a provisionat license fo practice.

e PRA-BC will follow a standardized format approved by the Medical Council of Canada’s National
Assessment Collaboration. The format meets the medical regulatory autharities’ provisional
licensure requirements across Canada, due to changes to the Agreement on internal Trode and
increased labour mobility. The Collaboration consists of representatives from provincial health
ministries, faculties of medicine, medical regulatory authorities, and IMGs from acrass Canada.

e The PRA-BC is funded by the Joint Standing Committee on Rural Issues, a joint committee of the
Ministry of Health and Doctors of BC and will help address access to rural family physicians in BC
by requiring successful applicants to provide a three year Return of Service in a rural community
of need.

e PRA-BC assessed 14 IMG family physicians for practice-readiness in the Spring of 2015 and
anather 11 IMGs in the Fall of 2015, for a total of 25 practice-ready family physicians this year.

e Applicants undergo a two week orientation and series of clinical exams in Vancouver before
undergoing a twelve week Clinical Field Assessment under the supervision of a fully licensed
family physician in a rural BC community.

e The first and second cohorts of PRA-BC IMGs will be distributed across the province based on the
following distribution scheme: Northern Health 11 IMGs; interiar Health 8 IMGs; and
Vancouver Coastal 1 IMG.

e The Joint Standing Committee on Rural Issues has.committed funding for the PRA-BC program
until March 31, 2018. The PRA-BC program is expected to develop a long-term sustainability plan
for consideration by the Joint Standing Committee by March 31, 2017 for implementation on April
1, 2018, that will address funding, program scope, governance and accountabhility.

Background

e Until 2012, the College of Physicians and Surgeons of BC conducted a paper-based assessment of
foreign-trained physicians requiring a practice assessment.

¢ Duc to changes to the Agreement on Internal Trade in 2009, the hational College of Family
Physicians of Canada began work on pathway 2, and the Collaboration began work on a practice
-assessment for family physicians.

Page 1 of 2
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s In 2013, the Collaboration finalized the PRA for foreign-trained family physicians. Also in 2013,
the Callaboration began work on a PRA for foreign-trained general specialists, beginning with
general internists and psychiatrists. _
» South Africa declined to participate in the College of Family Physicians of Canada’s process for
evaluating equivalency of foreign medical education programs, and therefore foreign-trained
family physicians from that country must now access a PRA if they wish to practice in Canada.

FINANCIAL TMPLICATIONS R S e e

» The BC Joint Standing Committee (JSC) on Rural !ssues (a jomt Mlnistry of Health Doctors of BC
committee) contributed $1 miilion for PRA-BC pilot start-up costs for 2014/15. This funding went
towards hiring a project manager and a clinical director of clinical field assessment, to implement

the pilot.
8.13,5.17

Approved by:

Kevin Brown, Workforce Planning & Management Branch; January 25, 2016
Ted Patterson, Health Sector Workforce Division; February 3, 2016

Darryl Conner, Finance and Corporate Services Division; February 22, 2016,
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Rural Emergency Enhancement Fund

ln 2011 the Jomt Standmg Commlttee on Rural Issues (JSC) created the Rural Emergency
Enhancement Fund (REEF) to support the provision of reliable, public access to Emergency
Department (ED) services in rural hospitals across the province where services are provided by
General Practitioners {GPs) on a Fee for Service (FFS) basis.

. Rural hospltals are rellant on Iocal GPs to form groups (typxcally called a “rota”) to provide
emergency medicine services.

e In BC, there are 51 rural communities where GPs provide hospital ED services on a FFS basis.

e On April 6, 2009, the Government and Doctors of BC entered into an agreement, which provided
an additional $20 million over 2 years [2010/11 and 2011/12) to the JSC to enhance and expand
support for the delivery of physician services to British Columbiansin rural areas. " The IsC
-allocated a portion of this funding to support rural EDs.

s Onluly 15, 2011, JSC announced the REEF program to encourage and support rural GPs who form
groups who cammit to maintain reliable public access to emergency services in rural BC hospitals.

e REEF provides funding of up to $200,000 per annum to physicians who work in health autharity
designated EDs that provide 24/7/365 public access to emergency services. 2

¢ Funding is pro-rated, to correspond with health authority designated haurs of public access, for
EDs that are not open 24/7/365.

e An ED coverage plan is developed by the group of community physicians who provide full-service
family practice and who are also prepared to.commit to provide scheduled, public access to
hospital emergency services in their communities.

« The plan is developed in collaboration with the health authority and must be signed off by the VP
of Medicine (or designate) to ensure that it aligns with the health authority’s hroader plans for the
provision and delivery of health care services in the community and surrounding area.

+ Examples of the ways in which funding.could be applied include, but are not limited to:

o Hiring additional full- or part-time GPs with enhanced emergency skills;
o Hiring additional health care professionals who may assist physicians in providing emergency
services;
o Incenting physicians to do weekend, holiday, and/or night shifts; and
o Purchasing equipment.
e The maximum any one physician may receive under REEF is $65,000/year. 3

-_'.FINANCIAL IMPLICATIONS ook
For 2015/16, the budget for REEF is $9 65 mllllon

Approved by:

Marie Ty, Compensatian Policy and Programs Branch, January 14, 2016
Ted Patterson, Health Sector Warkforce Division; lanuary 24, 2016

Daryl Conner, Finance and Carporate Services Division; February 22, 2016

2009 MOA Article 2.03 {(a) & {b)

? Rurat Emergency Enhancement Fund {REEF) Policy - fhttp.//wiww2 gov. bc cafassets/povfhealih/practitioner-pro/reef-policy. gdf
? Rura! Frmerpency Enhancement Fund {REEF) Policy - hitp:/fwww2 gov.be, ca/assets/govihealth/practitioner-profraef-policy. pdf
“Physician Compensation Branch file: FY1S_16 Rural Budget History and One-time Funding Expenditures December
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Rural Pract_ice Programs

Under the ‘?hysmlan Master Agreement {PMA) the BC Government funds a comprehenswe range of -
programs developed and directed by rural physicians, health authorities, the Ministry of Health, and the
Doctors of BC through the Joint Standing Committee on Rural Issues {1SC).

KEY: FACTS

Ten of thlrteen rural programs have ldentlfled budgets totaling approximately $33.5 million. The 3

remaining programs - Rural Retention Program {RRP), Rural Continuing Medical Education (RCME), and

Rural Incentive Fund {RIF) - are funded based on utilization.

BUDGETED PROGRAMS

1.

Rural Emergency Enhancement Fund (REEF] - provides up to $200,000 per year in funding for
eligible rural emergency departments to support fee-for-service physicians who collaboratively plan
for and provide public access to emergency department services on a regular, scheduled basis.

Budget = 59.65 million.

Rural General Practitioner Locum Program {RGPLP} - provides locum physicians with opportunities
ta practice in rural BC and enables rural GPs who practice in a community with 7 or less physicians to
secure subsidized relief for Continuing Medical Education {CME), vacation, and health needs. Locums
are paid a guaranteed daily rate of up to $300 per day and may receive up to an additional 5100 per
day for providing required enhanced skills (e.g., emergency, anaesthesia, geéneral surgery and
obstetrics). Locums are also paid a travel time honorarium of up to $600 and receive reimbursement
for travel expenses.

Budget = $4.2million

Northern & Isolation Travel Assistance Qutreach Program {NITAQOP)] - provides funding for travel
expenses and travel time honorariums to approved visiting specialists and general practitioners who
deliver medical services to rural, isolated communities where the service is not available, There are

2 components to NITAOP funding: the Physician Qutreach Program (POP), which funds GP travel
expenses and GP/specialist travel time honoraria; and the Northern & Isclatian Travel Assistance
(NITA}, which funds specialist travel expenses.

Budget = $3.9 million for POP, while the NITA portion is covered by the Available Amount.

Rural Education Action Plan {REAP) - supports the training needs of physicians in rural practice,
provides undergraduate medical students with rural practice experience, increases rurail physician
participation in the medical school selection process and provides rural scholarships (up to 20) to
medical students of rural origin/interest to encourage practice in rural communities {commenced
September 2014}.

Budget = $3.2 million

Rural Coordination Centre of BC {RCChc} - links the JSC, rural physicians, rural communities and
University of BC. Waorks to develop strong relationships between all facets of rural health care and
waorks broadly through six areas of interest including education.

Budget = $2.4 million

Rural Specialist Locum Program {RSLP} - enables core specialists {Anaesthesia, General Surgery,

Internal Medicine, Orthopedics, Pediatrics, Psychiatry, Obstetrics and Radiology) in eligible

communities to secure subsidized periods of leave from their practices for purposes such as CME,

vacation, and health needs. The current list of RSLP eligible communities approved by the JSC is:

Campbell River; Coemox, Courtenay, Cranbroak, Dawson Creek, Fort St. John, Kitimat, Nelson,

Port Alberni, Powell River, Prince George, Prince Rupert, Quesnel, Salmon Arm, Sechelt, Smithers,
Page 1 of 2
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Terrace, Trail, and Williams Lake. Locums receive a guaranteed daily rate of $1,200. They are also
paid a travel time honorarium of $1,000 and receive reimbursement for travel expenses. Health
authorities are responsible for providing accommodation.

Budget = $1.25 miilion

7. Recruitment Contingency Fund {RCF) - provides funding to assist health authorities in filling a
vacancy that is, or is expected to be, especially severe. Funds can be used for advertising, interview
visits, and relocation expenses.

Budget ='$1.825 million

8. isolation Allowance Fund (JAF} - available to physicians who provide necessary medical services in
eligible Rural Subsidiary Agreement communities with fewer than four physicians and no hospital.
Budget = $600,000

9. Rural GP Apaesthesia Locum Program {RGPALP] - assists GPs with enhanced anaesthesia skills
(GPAs) in eligible communities to secure subsidized leave for up to 10 days per year from their
practices for purposes such as CME, vacation, and health needs. Locums are paid 2 daily rate of up to
$1,000/ day, receive reimbursement for their travel expenses, and are paid a travel time honararium
of up to 5600.

Budget = $250,000

10. Supervisors of Provisignally Licensed Physicians (SPLP) - provides funding to supervisors of
provisionally licensed physicians to help alleviate the financial and related burdens experienced by
physicians who travel and/or forego their own practice time to provide supervision to pravisionally
licensed, rural physicians.

Budget = 56.2 miltion

UTILIZATION-BASED PROGRAMS —

1. Rural Retention Program {RRP) - encourages physicians to reside and practice in designated rural BC
communities. There are 2 components of the RRP: Fee Premiums (from 4.2% to a maximum of 30%)
are paid to any physician who provides service in an eligible rural community, and Flat Fees {from
$3,672 up to $31,365 annually) are paid to any physician who earns at least $65,000 per year and
residas and practices for at least @ months of the year in an eligible rural community.

Budget = 561.11 million - expenditures under this program are forecast at $75.9 million for.2015/16.

2. Recruitment incentive Fund {RIF) - provides up to $20,000 to a physician who is recruited to fill a
vacanty, as per the health authority Physician Supply Plan, in an eligible rural community.
Budget = $1.34 million - expenditures under this program are forecast at $1.5 million for 2015/16.

3. Rural Continuing Medical Education - offers eligible rural general practitioners up to $5,720 per year
and eligible specialists up to $7,800 per year to acquire and maintain medical skills and expertise for
rural practice.

Budget = $5.04 million - expenditures under this program are forecast at $6.5 million for 2015/16.

:Q,FINANCIAL IMPLICATION 3.

The total budget for the rural programs is approxnmately 5110 8 mtlhon The ut:llzatlon based programs
2015/16 budget is approximately $67.5 million and the iSC’s 2015/16 budget is $43.3 million.

Approved by;

Marie Ty, Compensaticn Policy and Programs Branch; January 16, 2016
Ted Patterson, Health Sector Waorkfarce Division; February 1, 2016

Paryl Conner, Finance and Corporate Services Division; February 12, 2018
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Specialty Nursing

Specialty Nursing (SN) is an ongoing priority for the Ministry of Health. With ongoing supply gap
projections and the increasing demand from health authorities for SN education, there is an
immediate need to improve coordination at the provincial level to develop intermediate and
fong-term supply and education strategies for SN.

“KEYF .
SN refers to roles of Registered Nurses (RNs) who work in one of 20 SN areas as defined nationally by
the Canadian Nurses Association (CNA), and who have gained in-depth post-basic training in a
particular specialty practice area. The CNA offers voluntary, exam-based national certification™ in
these specialties for RNs licensed in Canada who meet specific practice, continuous learning and
testing requirements.

SN Education in BC

» In BC, the BC Institute of Technology (BCIT) is the only publically funded post-secondary institution
(PSI) that delivers education for the core specialties (Critical Care, Emergency Nursing, High Acuity
Nursing, Neonatal, Nephrology, Occupational Health, Paediatric, Perinatal, and Perioperative). The
University of Northern BC offers the rural acute nursing program that some health authorities
access for their rural acute settings. Kwantlen Polytechnic University has historically provided ad
hac critical care education on a cost recovery basis. Dauglas College offers the Mental Health
Nursing Certificate Program.

e In 2015, the Ministry collected information from the health authorities to identify a provincial
overview on the delivery of SN education and to obtain how they are currently addressing their
regional needs for SN. Analysis of the current data confirms inconsistency in the approaches to
SN education among and within the health authorities, and the need for im proved coordination at
the provincial level. The health authorities are presently accessing SN education either through:

o Specialty education programs through a PSI within BC or Alberta (Grant McEwan, Mount
Roval University or Grande Prairie Regional College);

o ‘In-house ‘on-the-job training/orientation established by the employer {(does not provide
student with any credential or CNA recognized certification); or

o A combination of these approaches.

e A variety of reasons have been identified for this variation, including: differences in patient
complexity/acuity in different communities; ability of PSis to meet health authorities’ needs;
differing levels of financial resources for development of in-house curriculum; level of PSI
education too high or toa low for need; and, proximity to education opportunities.

* In addition to other stakeholder meetings, in late Spring of 2015, a meeting was held in Vancouver
with the Ministry, Ministry of Advanced Education (AVED), BC Nurses Union (BCNU},

Health Employers Association of BC, and health authority Chief Nursing Officer and Vice President
of Human Resources representatives, to discuss SN education issues, specifically the need for a
provincial forecasting approach and immediate short-term and long-range SN education needs.

* As of January 2016, two working groups with the health authorities, AVED, the Ministry, and PSl-are
working together to mitigate the intermediate supply gap (2015/16 through 2018/19) inciusive of a
provincia[ coordinated approach to projecting SN need in BC, and to create a long-term framework

Spemaity Nursmg Certification by the CNA for RNs is distinct from Certified Practices, which are activities that RNs can carry out {e.g., diagnosis and
treatment ol a client} anly after they have completed 3 certification pragram approved by the College of Registered Nurses of British Columbia {CRNBC).
There aré three certified practice components: Repreductive Health (sexually transmitted infections/contrace ptive management},-Remote Nursing
Practice, and RN First Call.
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for a provincial approach to SN education (entry to practice and post entry to practice
requirements).

SN Workforce Projections in BC - fi
e Significant funds and effort have been invested on various aspects of SN over the past several
years. Consistently, forecasting data projects shortages for SN, and the majority of difficult to fill
RN vacancies in BC accur in specialized practice settings.
e The Ministry and the health authorities are working together on a coordinated forecasting
approach for SN projected need for 2016/17 and going forward.
e Information provided by the the health authorities and BCIT indicates that the number of SN FTEs
required for 2015/16 will total 667. For 2016/17 the health authorities have identified a need for
829 FTEs through BCIT.

Labour and Negotiations

e In April 2015, the Ministry and the Health Employers Association of BC reached an agreement with
BCNU and the Nurses Bargaining Association to address staffing challenges in health authorities,
with about 55 million allocated towards SN training seats (152). As part of this agreement, the
Ministry has also provided 51 million to assist Licensed Practical Nurses pursuing RN education and
$2 million to provide new mobile technology te community fhurses.

e  On September 30, 2015, the Ministry received a “dispute”, filed by Vancouver Costal Health and
BCNU under the Settlement Agreement, asking the Ministry and AVED to find a reselution for the
increase in SN education seats at BCIT and other institutions to meet health authority staffing
demand and meet the requirements of the needed SN seats commencing April 1, 2016, As part of
the provincial commitment, there is an established working group focused on mitigation of the
current and intermediate supply gaps and the development of a provincial coordinated approach Rass
to projecting SN need in BC.

¢ InJanuary, 2016, the Ministry, along with the health authorities, Health Employers Association of
BC, and BCNU have jointly committed to work together to create 1,643 nursing positions, some of
which will be SN, by March 31, 2016.

~“FINA AL IMP S o Tk : G
e For 2015/16, one-time funding has been allocated by the Ministry to the health authorities for:
152 FYEs as a result of the negotiated Settlement Agreement. Information provided by the health
authorities and BCIT indicates that the number of SN FTEs required.in 2015/16 will total 667 FTEs.
Subtracting the 389 FTEs funded by AVED and 152 FTEs funded through the Settlement Agreement
results in a total of 126 FTEs required for 2015/16 which are currently not funded by AVED, for a
cost of approximately $1.6 million. s-13.5.17
5.13,5.17

Approved by

Kevin Brown, Workforce Planning & Management Branch; February 5, 2016

Kevin Brown, obo Ted Patterson, Health Sector Workforce Division; February 5, 2016

Daryl Conner, obo Manjit Sidhu, Finance and Corporate Services Division; February 24, 2016

5.13,5.17
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Telepharmacy

”Tt.Z.i outline issues respecting the College of Pharmacists of BC bylaw requiring a Registered Pharmacy
Technician (RPT) to be on-site at telepharmacy remote sites.

¢ The primary objective of telepharmacy is to provide pharmacy services in rural or remote
communities where a traditional pharmacy is not available.

« Telepharmacy is the process in which a central pharmacy site operates one or more
telepharmacy remote sites that are connected to the central pharmacy site via computer, video
and audio link.

e Telepharmacy remote sites operate as a traditional pharmacy but without a pharmacist an-site.

e There are currently 11 telepharmacy remote sites across BC linked to five central pharmacy sites.

+« This model for providing pharmacy services to rural and remote communities has been used since
2002. |

e Prior to 2010, both pharmacy technicians and pharmacy assistants (PAs} were unregulated,
and pharmacies were free to use either in their telepharmacy remote sites.

# Pharmacy technicians became regulated in 2010, at which time the College created bylaws
reguiring an RPT to be on duty at telepharmacy remote sites. Programs were then put into.place
to support PAs in becoming RPTs, with a deadline of December 2015.

s Under the bylaws, a remote site must not remain open, and prescriptions must not be dispensed,
if an RPT is not present. This requirement has not yet been brought into force in order to provide
time for the pharmacies to shift their operations to incorporate RPTs.

e Several telepharmacy remote sites staff PAs rather than RPTs to work alone, onsite.

e On June 8, 2015, the College sent reminder letters to telepharmacy managers indicating the
bylaw requirement must be met by January 1, 2016. As of November 16, 2015, the Caollege
committed to asking the telepharmacy sites for their plans for complying with the bylaw.

e When the College issued its reminder letters, several stakeholders ini:'ludin_g Northern Health,
Nisga'a Valley Health Authority, MLA's representing Skeena, Stikine, North Coast, and
North Island, several telepharmacy operators, and a number of patients raised concerns with the
College and the Ministry about the impending closure of some telepharmacy remote sites.

» Health authorities and pharmacy operators have stated that recruiting RPTs to comply with the
College bylaws will be a significant challenge, and even if they were able to recruit RPTs, this
would result in unmanageable sustainability costs.

e There were over 1,300 RPTs registered with the College as of June 2015. The number of PAs is
unknown. There are no projections on supply of RPTs due to the profession being too new to
have adeguate historical data from which to forecast. However, there is an anticipated
province-wide growth in demand due to changes in regulation, service delivery and expanded
scope of practice.

¢ There are no standardized training requirements for PAs. The primary difference in training
between PAs and RPTs is that the former focuses on administrative duties including bookkeeping
and pharmacy billing-and the latter focuses on technical production-oriented tasks such as
dispensing and compounding.

o Federal legislation states no person other than a pharmacist may be in possessian of narcotics,
controlled drugs and targeted substances within a pharmacy at any time. All telepharmacy sites

Page 1 of 2
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have controlled drugs and substances. Therefore, telepharmacies with only PAs on site appear to
not be aligned with this legislation.

» Under BC's Health Professions Act, dispensing drugs is a restricted activity which meansitis a —
higher risk activity that must not be performed by any person in the course of providing health
services, except registrants of a regulated profession that have been authorized to do so in their
regulations. RPTs have been authorized to dispense drugs, amongst other restricted activities,
under the Pharmacist Regulation. PAs have not, as they are not registrants of the College.

» The College’s concerns include unregulated pharmacy personnel having access to sensitive
patient records and drugs, in particular controlled drugs and substances. Although the Pharmacist
at the central site reviews both the prescription and consults with the patient remotely, drugs
must be dispensed by the personnel at the remote site.

o The risk to the publicis an PA, who may have a varying degree of education/training, is
responsible for the ‘final check’ at the remote site, Patient safety is at risk by having the wrong
dose or drug dispensed to a patient, or incorrect patient data entered into patient records. Many
drugs have similar names and are similar in appearance;-a PA may not be aware of these subtle
differences. A visual check via video by the centralized pharmacist is difficult to confirm.
Additionally, the College cannot conduct criminal record checks or maintain a registry for PA, and
the College has no disciplinary or investigative authority in respect of them.

« However, reducing access 10 pharmacy services in rural and remote areas is not consistent with
the Ministry focus on rural and remote health as one of the priority areas for the BC health
system.

e Given the length of time PAs have been working in telepharmacy remote sites, a reasonable
expectation of legitimacy has been established by both re_ta_i'lers and the general public.

e Therefore, Ministry staff has been in touch with the College to gain a clearer understanding of the !
College’s plans. The Ministry understands that the College recognizes the need to ensure
continuity of patient care’in rural and remote communities. With that in mind, the College is
collaborating with each telepharmacy operator in order to create a plan to bring their respective
pharmacies into compliance with the bylaws. The College has informed telepharmacy operators
that they are extending the deadline for enforcing these bylaws to December 31, 2016. The
Ministry is hopeful that this collaboration will allow time for reconsideration of the risk to public
safety balanced with appropriate access to services; however, there is a short term risk of being
out of compliance with applicable laws.

Approved by:
Mark Mackininon, Pr_ofessional Regulation and Oversight, lanuary 21 2016
Ted Patterson, Health Sector Workforce Division; April 22, 2016
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Workplace Viole‘nce in Health Care

ISSUE JULEST
The Mmlstry of Health workmg W1th key stakehotders to help strengthen workplace wolence

prevention in health care.

Summit on Workp[ace Violence in Heaith Care

» Following a letter to the Minister from Val Avery, President of the Health Sciences Associaticn, the
Ministry of Health convened a Summit an Workplace Violence in Health Care.

« The Summit took place an April 7, 2015, and provided a platform to explore best practices, as well
as have a discussion around new ideas on how to deescalate violent situations and make work
places safer.

» Using the Summit discussions as a guide, as well as ideas brought forward separately from unions
and other stakeholders, the Ministry is working on a refresh of the provincial violence prevention
policy that will be used to establish both short-term and long-term strategies.

High-priority Health-care Sites

e Shortly after the Summit, the Ministry and the BC Nurses Union (BCNU) each committed $1 million
toward safety improvements at 2 number of facilities that care for complex patients where there is
a higher risk of violence against staff.

e Staff and leadership at 4 sites selected by the Ministry, health authorities and BCNU have
identified priority actions to improve safety that will be carried out over the next few months.

s The 4 sites and a number of initiatives uhderway at each include:

Farensic Psychiatric Hospital in Coquitlam
o Replacing the distress system.
o Creating a co-ordinator position to develop and support formal mentoring programs for
specialized units and new staff, with a focus on violence prevention.
o Enhancing crientation and training requirements.

Hillside Centre in Kamloops.
o Increasing staffing levels to ensure staff can safely care for patients.
o Adding enhanced 24/7 mental-health worker positions.
o Introducing new and improved training and educatian, including sessions focused on
interpersenal communication, respectful workplace practices and resolving conflict.

Seven Qaks Tertiary Mental Health in Victoria
o Introducing access to security, to help reduce the need for staff to perform hands-on patient
restraint, and other high-risk activities.
o Adding a low-stimulation room, which provides a relaxing environment for agitated residents,
o Adding a clinical nurse supervisor position, to provide mentorship and further support care
planning and staff education.

Abbotsford Regional Hospital
o Upgrading communication systems and panic buttons, ensuring staff have reliable access to
help when they need it.
o Upgrading and adding security cameras in interview and triage areas, to further assist staff in
acting quickly in case of violence or aggression.
o Enhancing access to seclusion room space to more appropriately care for patients that are
aggressive, at risk of self-harm or at risk of elopement.
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The BCNU has written to the Ministry propasing that the parties consider further funding and
expansion of the initiative to six further sites, A decision is expected on this proposal in early 2016.

Current Successes

In January 2011 the $37 million Health and Safety in Action initiative was launched which includes
the Provincial Violenice Prevention Education program to ensure health care workers’ safety.

This program provides health care workers and their managers the education and tools they need
to prevent, defuse and/or deal with potentially violent situations to reduce their risk of injury and
alsc to ensure that they feel safe in their workplaces.

Farly evaluations from the initial 17 sites the program was piloted at show close to a 40% decrease
in WorkSafe BC claims costs for injuries related to incidences of violence at those sites.

The program is now implemented provincially. As of December 2014, almost 40,000 employees
have completed the online violence prevention training modules and appreximately 19,000 staff
have completed the more in-depth classroom sessions.

It is also regarded as a model program and has been reviewed by Alberta, Newfoundland and
other provinces as best practice.

In addition, as part for the last round of bargaining with health unions, an Occupation Health and
Safety {OHS) and Violence Prevention Committee was formed. One of the main areas of focus for
this committee has been updating viclence prevention curriculum and modules.

We have also implemented OHS Connect — an online community where anyone working in BC
healthcare can collaborate on projects and share resources that deal with OHS.

Ministry of Health policy requires health authorities assess the risk for violence -and aggression in |
all facilities, and ensure there are safety plans and programs in place based on the level of risk.
Over the last 3 years, the number of code whites has dropped from 4,307 to 3,749; despite health
authorities treating mere and more patients each yeéar. Code White calls represents 0.01% of over
30 million services provided to British Columbians.

Health Authority Initiatives and Programs Related to Viclence Prevention

Interior Health has developed new Violence Prevention Workplace Risk Assessments and
standardized Code White responses and response teams, based on the level of risk and need.

In Interior Health, the number of Code White incidents in acute care has decreased over the past
3 years, and the rate of injuries to staff per incident is down. That is attributable to better
prevention practices and training or more effective “hands off” interventions.

Vancouver Coastal Health has recently committed approximately 52 million for violence education
upgrades for staff working in high-risk environments to ensure they can remain safe regardiess of
the situation facing them.

This funding also enabled Vancouver Coastal Health to expand jts Violence Assessment team from
2 to 6 staff members.

Approved by:
Rod Frechette, Agreements & Negotiations Branch; January 22, 2016
Ted Patterson, Health Sector Workforce Division; February 3, 2016

Page 2.of 2

178 of 221



“Iss

FACT SHEET

Alzheimer’s Drug Therapy Initiative

e  The Alzheimer’s Drug Therapy Initiative (ADTI) was launched in October 2007, to provide
coverage with evidence development for the cholinesterase inhibitors, donepezil (Aricepta),
galantamine (Reminyiu), and rivastigmine (Exelonﬂ) for individuals with mild-to-moderate
Alzheimer’s disease.

»  Five research studies were initiated to inform coverage decisions for the cholinesterase
inhibitors. Some of the ADTI research studies were suspended in 2012 {due to the Ministry of
Health's data investigation}, but these were reinstated.

e All of the ADTI research studies were completed in 2015.

» The Drug Benefit Council {DBC) reviewed the results of the research studies along with other
inputs, and provided its expert recommendation to the Ministry of Health.

e Effective April 1, 2016, PharmaCare will cover donepezil as a Limited Coverage benefit for
patients with mild to moderate Alzheimer’s disease who meet the Special Authority criteria.

¢ Patients who are intolerant to donepezil may be eligible for PharmaCare coverage for oral
rivastigmine or galantamine through Special Authority.

* PharmaCare coverage is not available for switching cholinesterase inhibitors due to fack of
effectiveness, as there is insufficient evidence of therapeutic benefit of one drug over another.

e Patients should be assessed on a regular basis to ensure continued therapeutic benefit. A
renewal request for the cholinesterase inhibitor must be submitted to Special Authority
six months after initiation of therapy and every year thereafter for continued Pharmacare

coverage. _
* The rivastigmine patch is not an eligible PharmaCare benefit.
s Patients with existing coverage of a cholinesterase inhibitor through the ADTI, including the
rivastigmine patch, are automatically approved for continued coverage for their current
chelinesterase inhibitor.

o  Generic versions of donepezil, galantamine, and rivastigmine {capsules) are covered through the
ADTI as of April 1, 2014.

e The ADTI is the result of collaboration between the Ministry, the Alzheimer Society of BC, experts
in dementia and geriatric care, researchers, drug manufacturers, clinicians and individuals
affected by Alzheimer’s disease.

¢ Since the start of the initiative in 2007 until August 2015, over 31,600 British Columbians in total
have been enrolled for coverage of a ¢cholinesterase inhibitor drug (donepezil, galantamine, or
rivastigmine) through the ADTI. In 2014/15, approximately 13,200 individuals received coverage
of a cholinesterase inhibitor drug through the ADTI. *

e The ADT! included both physician education and research components, along with coverage of
Alzheimer’s medications. Recent key events included the following:

o September 6, 2012: Ministry news release regarding an ongoing investigation of allegations
of inappropriate cantracting and data management practices. The ADTI was one of the
impacted areas described in the news release. 2

o Late 2015: The research studies are completed.

* pharmaNet, Medical Beneficiary and Pharmatceutical Services, August 2015
? Ministry of Health News Release. Ministry. of Heoith taking immediate steps ta respand to investigation,
September 6, 2012. Retreived on June 20, 2013 from: hrtp:/fwww2 news.pov.be.ca/news releases 2009-2013/2012HLTHO082-001302. him
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o September 2015: As part of the Ministry’s usual drug review process, the Drug Benefit
Council reviewed the cholinesterase inhibitors and provided a recommendation to the
Ministry.

o April 1, 2016: The Ministry announces the final PharmacCare coverage decision for the
cholinesterase inhibitors {also effective April 1, 2016).

s The current drug coverage was not affected by the investigation. Physicians caring for patients
with Alzheimer’s disease continued to. apply for drug coverage through Special Authority. Patients
with current Special Authority approval also continued to receive coverage until the listing decision
is made.

e As aresult of the investigation, the major expected milestones were revised to plan for

completion of the ADTI and announcement of the listing decisions in 2016.

e The Ministry used many inputs to make the listing decision for the cholinesterase inhibitor drugs.
Some of the inputs include: Drug Benefit Council recommendation, ADTI research studies,
evidence from other published studies, and input from stakeholders, including researchers,
clinicians, manufacturers, patients, caregivers, and patient groups. The inputs have been made
publicly available at: www.gov.bc.ca/pharmacare/AlzheimersDrugReview-reports

e General information about PharmaCare coverage of the cholinesterase inhibitor drugs is available
at: htip://www2.gov.be.ca/gov/content/health/health-drug-coveraga/pharmacare-for-be-residents/what-we-

cover/drug-coverage/drugs-reguiring-pra-approval/falzheimersdrugs

e Stakeholders continue to be engaged and provided with updates as necessary.

» Most other jurisdictions across Canada provide coverage for the cholinesterase inhibitors when
certain clinical criteria are met {i.e., Limited Coverage benefits).

¢ The Ministry began the coverage of generic versions of denepezil, galantamine and rivastigmine

(capsules) through the ADTI, starting April 1, 2014. —

“FINANCIAL IMPLICATIONS 2
e The cost of the ADTI was originally budgeted in 2007 at $77 million over 3 years; 52.4 million was
dedicated to research and 5400,000 was awarded to the University of BC to deliver physician

education.

® Due tothe slower than expected uptake, actual ADTI drug costs are below the original budget.

* From October 2007 to March 31, 2015, the Ministry’s total drug plan spending under the ADTI
was approximately $66.8 million,?

& From April 2014 to March 2015, the Ministry’s total drug plan spending under the ADTI was
approximately $5.7 million.

e From October 2007 to March 2015, the Ministry spent $2.78 million on ADTI research and
$0.64 million on dementia education for health professionals. '

s The coverage of generic versions of donepezil, galantamine and rivastigmine {capsules) is
projected to result in cost savings of $4 ta S5 million per year compared to brand product list
p-rices.3

Approved by:
Barbara Walman, Medical Beneficiary and Ph_armaceutica[ Services Division; April 20, 2016
Ted Boomer, Finance and Decision Support; September 24, 2015

3 PharmaNet, Medical Beneficiary and Pharmaceutical Servicas Dwision, August 2015
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Attention Deficit Hyperactivity Disorder Drugs

Stakehoiders are requestmg that BC PharmaCare provide coverage to more once-daily medication

alternatives forthe treatment of Attention Deficit Hyperactivity Disorder (ADHD).

KEY.FACTS

There are currently no weII substant!ated estlmates of the prevalence of ADHD in BC or Canada.
In the US, the Centers for Disease Control found that in 2011 approximately 11% of children
between 4 and 17 years of age have been diagnosed with ADHD by a health provider.1 The
prevalence was high in boys {15.1%) and in girls {6.7%).

The majority of people diagnosed with ADHD as children continue to meet the criteria for ADHD
as adults. The current prevalence estimate of ADHD in adults in the US is 4.4%.°

ADHD is associated with impairments of cognitive, behavioral, emational, occupational,
academic, and social functioning, some of which are difficult to measure.

Treatment of ADHD involves a combination of behavioral/psychiatric interventions and
medications. ADHD medications most commonly used in Canada include:

o Stimulants

* Methylphenidate (Biphentin®, Concerta®, Ritalin, and Ritalin SR}
*  Dextroamphetamine (Dexedrine® and Dexedrine SR®)
» Lisdexamfetamine { Vyvanse®) '
r  Mixed salts amphetamine {Adderall XR®)
o Non-Stimulants

®  Atomoxetine (Strattera®)
* Guanfacine {Intuniv SR®)

Currently, PharmaCare p_rovides full caverage for:

o Methylphenidate immediate release tablets and generics (Ritalin®)

o Methylphenidate sustained release tablets (Ritalin SR®)

o Dextroamphetamine immediate release tablets (Dexedrine®)

o Dextroamphetamine sustained release capsules (Dexedrine SR®)

PharmacCare covers methyliphenidate extended release {Concerta®) tablets, a long-acting
stimulant, for the treatment of ADHD in children as a Limited Coverage benefit with the following
criteria:

o For patients 6 to 18 years of age diagnosed with ADHD who require 12 hours of
continuous coverage for significant and problematic disruptive behaviour or problems
with inattention that interfere with learning; and _

© Have been previously tried on one of the following with unsatisfactory results: immediate-
or sustained-release methylphenidate or immediate- or sustained-release
dextroamphetamine.

Physm:ans who chaose ta sign a Collaborative Prescribing Agreement for Concerta® can prescribe
it without having to submit a Special Authority request for each patient.

Concerta® and Biphentin® were reviewed by the Drug Benefit Council {DBC}, who recommended
that the Ministry provide coverage for a less costly agent in order to provide choice to patients
who may benefit form a longer-acting alternative. DBC did naot find significant differences in

! Attention-Defi cit/Hyperactivity Disarder {ADHD], http:/fwww.cde.pov/nchddd/adhd/data. itmi
% Kessler et al. The prevalence and carrelates of adult ADHD in the United States: results from the National Comarhidity Survey Replication. Arn J
Psychiatry, 2006, 163(4):716-723.

Page 1 of 2

181 of 221



FACT SHEET

efficacy or safety between these 2 products and neither had a clinical or safety advantage
compared to existing drugs covered by PharmaCare.

s The Common Drug Review and the Ministry also reviewed Vyvanse®, Adderall XR®, Strattera®,
and Intuniv XR®. The Common Drug Review recommends that these drugs not be listed due to
uncertain clinical benefit compared to existing therapies and the short duration of the clinical
studies. Subsequently, the Ministry also reviewed these products and decided not to provide
coverage.

s In December 2015, BC physicians, the Canadian ADHD Resource Alliance, and the Centre for
ADHD Awareness Canada issued a press release requesting PharmaCare coverage for all of the
once daily, extended release medications (i.e., Adderall XR®, Intuniv XR®, Strattera®, and
Vyvanse®).

e Their rationale for this request is that like most mental health conditions, medication treatment
of ADHD is not a one size-fits-all scenario. As a result, they argue that havihg the widest possible
range of medication treatment options allows for the best cutcome. They also feel that the once
daily medications are better tolerated, are more effective, have less abuse potential, and have
improved adherence.

* Some requests also argue that BC coverage of these medications inferior compared to other
provinces, Coverage for long-acting medications varies amongst provinces and territories. Many
offer restricted {or limited) coverage or no coverage of these drugs.

e Although the requested drugs are not PharmaCare benefits, PharmaCare may consider and
provide coverage on exceptional case-by-case basis (1,322 patients in 2015, PharmaNet).

» PharmaCare is currently reviewing the ADHD drug ciass and is preparing a review package for the
DBC for their review and recommendations, possibly in the summer 2016.

s The materials for the DBC inciude numerous systematic reviews of published medical literature, ~r
Rapid Responses prepared by the Canadian Agency for Drugs and Technologies in Health in
response to specific clinical questions as identified by PharmaCare staff, Canadian Agency for
Drugs and Technologies in Health publications assessing the quality of various clinical practice
guidelines on ADHD, inputs from clinicians and patients, per the usual DBC drug review process.

» No decision regarding the coverage of additional ADHD medications will be made until the DBC
review is completed.

» Stakeholders who have recently written to the Ministry-are or will be responded to advising that
ADHD drug class review is underway and that their input will be included for consideration along
with other inputs.

In 2014)’15, 47,700 British Columbians were dispensed ADHD medication at a cost of $34.24 million.
PhafmaCare provided coverage for 28,700 of these patients at a cost of $7.95 million ?

Approved by:

Barbara Walman, Medical Beneficiary and Pharmaceutical Services Division; February 1, 2016

Daryl Conner, obo Manjit Sidhu, Finance and Corporate Services Division; March 3, 2016

Carolyn Bell, obo Teri Collins Health Sector Information, Analysis and Reporting Division; March 9, 2016

? pharmaNet, Medical Beneficiary and Pharmaceutical Services Division, January 26, 2016.
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BC Services Card-Changes Affecting MSP as of February 2013

The BC Services Card (BC'SC)' was launched on F'ebl"'u'ali‘y 1'0," 2013, and is .exp”ec.t.é'd to tmpactprogram
areas within the Ministry of Health.

® As of February 10, 2013, amendmentis to the Medicare Protection Act and the Medical and Health
Care Services Regulation have established the legal authorities to do the following:

o Require most eligible adult beneficiaries to renew enrolment in the Medical Services Plan
(MSP). This includes laying out'the process for enrotment and renewal of enrolment of MSP
for eligible residents, including requirements to submit enrolment forms, present at a front
counter, present documentation in support of identity, and to confirm residency.

o Setthe requirements for acceptable documentation to confirm residency and identity.

o Toallow the Medical Services Commission (MSC) the authority to exempt a person from the
regular requirements of enrolment or renewal of enrolment.

o Ensure that all eligible residents pay health care premiums whether they renew enrolment
or not.

o Expand investigative powers of the MSC,

o Create statutory reporting requirements for suspected misuse of the Personal Health
Number.

o To specify that renewal of enrolment is required by February 10, 2018 (for initial renewa! by
existing beneficiaries).

o Toremaove fees for replacement cards.

o To establish a duty on practitioners to verify enrolment prior to providing or charging for
MSP services.

o To establish a duty on practitioners, health authority employees, and diagnostic facility
employees who suspect that a person is attempting to obtain MSP benefits to which they
are not entitled, to report those suspicions to the MSC.

¢ The current phase of the BCSC pragram has four major MSP policy components which must be fully
impiemented by Spring 2018:

o Two-Step. MSP Enrolment: adds requirement for identity proofing.

o Modified Enrolment/Renewal: for those who cannot comply with regular identity proofing.

o Renewal and Cancellation: cyclical requirement to renew MSP and identity praof.

o Secondary Target Populations: to ensure all beneficiaries have a BCSC prior to 2018.

e The four health policies are pre-requisites to meet overall BCSC program objectives including
system design and deployment.

o

Approved by:
Barbara Waiman, Medical Beneficiary- and Pharmaceutical Services Division; January 27, 2016
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Blood Glucose Test Strips - New Coverage Limits

Effééfive January 1, 2015, BC Pharmadcare limits the number of blood glucose test strips (BGTS) it
covers for a patient each calendar year. This change is based on research showing that more
frequent blood glucose testing has a limited benefit for most people with diabetes who do not use
insulin.

s PharmaCare provides coverage for BGTS to patients who medically require testing and who have
received a certificate of training from an accredited Diabetes Education Centre, subject to annual
quantity [imits. There was no limit on the number of strips covered by PharmacCare for eligible
patients -prior to 2015.

¢ 1n 2009 the Canadian Agency for Drugs and Technologies in Health (CADTH) reported that
self-monitaring of blood glucose {(SMBG) does not improve glycemic control in diabetes patients
not treated with insulin; CADTH thus does not recommend routine use of SMBG for most of these
patients.’

» Reducing the frequency of SMBG can have positive effects on patients and on the health system.
Reduced SMBG can result in:

o Decreased lifestyle disruption for patients;
@ Greater focus on overall diabetes management, rather than monitoring; and
o Significant savings for the health system.

s in 2010, the Medical Beneficiary and Pharmaceutical Services Division developed and launched a
multi-faceted education campaign promoting evidence-informed use of BGTS in BC.

s [n 2011, the Canadian Diabetes Association (CDA} published a commentary for healthcare
providers recognizing that some limits on the number of BGTS reimbursed for patients on oral
anti-diabetes medications may be reasonable.?

* In February 2014, the Division engaged with stakehalders (e.g., CDA, healthcare professionals,
BC Pharmacy Association etc.} and discussed options to address the utilization of BGTS, including
limiting the quantity of BGTS currently being reimbursed. The most recent examples of BGTS
quantity limit policies that incorporate elements of both the CADTH and CDA recommendations,
such as in Ontario and New Brunswick, were discussed in detail.

* Common aspects of the policies include: identification of patient categories eligible for BGTS
coverage and their respective maximum annual BGTS limits, the need for exceptions to the
annual allowance, and a list of exceptions.

o Following a review of the current PharmaCare BGTS coverage policy and the input from key
stakeholders during the February 2014 engagement session, the Ministry announced a policy
with BGTS quantity limits on November 27, 2014.

¢ These quantity limits are aligned with those recommended by the CDA and currently used
in Ontario.

s Effective lanuary 1, 2015, PharmacCare began applying the annual quantity limits of BGTS which
are now reimbursed per patient per calendar year based on four categories of patients.

e The categories are determined by the type of diabetes-related medications a patient is taking,
if any.

! Optimal Therapy Recommendations for the Prascribing and Use of Blood Glucase Test Strips. Available online at:
http:f fwww.cadth.ca/media/pdf/compus_BGTS_OT Reéc_e.pdf

4 Self-Monitoring of Binod Glycgse in People with Tvpe 2 Diabetes: Canadian Diabetes Association Briefing Document for Healtheara Providers

{Conadien Jaurnal of Dinhetes; Sept 2011)
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® When a claim is submitted for BGTS, PharmaNet reviews all claims submitted in the previous
180 days for anti-diabetes medications, whether or not the medications are covered by
PharmacCare, and assigns the patient to one of the four categories.

e There may be exceptional clinical circumstances in which patients need additional test strips

above their annual quantity limit.

» Requests for coverage of additional strips, up to the maximums indicated below, can be made
through the PharmaCare Special Authority process by a patient’s doctor or healthcare

professional at an accredited Diabetes Education Centre.

e Inthe'rare case that a patient has a medical need to test even more frequently, or if they take
insulin and need to test more frequently, their endocrinologist can submit a request to
PharmacCare for additional strips. Requests are considered on a case-by-case basis.

s The 4 patient BGTS categories and the associated annual quantity limits for BGTS are as follows:

Annual Quantity

Patient BGTS Category Limit Annual Exception Limit.
Managing diabetes with insulin 3,000 No additional allowance
Managing diabetes with anti-diabetes medications with a _
s . L - : 400 100
higher risk of ¢causing hypoglycemia
Managing diabetes with anti-diabetes medications with a
; . . 200 100
lower risk of causing hypoglycemia
Managing diabetes through diet/lifestyle 200 100

o The table below shows the percentage change in total dispensed BGTS quantities in each patient

category in the first year since the policy was implemented (2015 vs 2014):

e The Medlcal Beneficiary and Pharmaceut[cal Ser\nces D]VISIOI"I will continue to monitor the
impact of this new policy as data become available.

-=-'FINANCIAI. IMPI.ICAT[ONS :

¢ PharmaCare savings for calendar year 2015 are $6 02 mitlion.
#» Savings had been projected to be $3.4 to 54.3 million per year.

Approved by:

Barbara Walman, Medical Beneficiary and Pharmaceutical Servlce_s Division; February 3, 2016
Daryl Conner, obo Manjit Sidha, Finance and Cerporate Services Division; February 22, 2016

Carolyn Bell, obo Teri Collins, Health Sector Information, Analysis and Reporting Division; February 29, 2016
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Cambie Surgeries Corporation Legal Action

In lanuary 2008, following an audit conducted by the Medical Services Commission {MSC) which
found evidence of systematic violation of the Medicare Protection Act (MPA), Cambie et al
commenced legal proceedings against the Ministry of Health, the MSC, and the Attorney General of
BC (the government) alleging that sections of the MPA that prohibit extra billing and private insurance
for Medical Services Plan (MSP} benefits are in breach of the Charter of Rights and Freedom:s {the
Charter). The matter is currently before the courts.

for BC, in which access to medical care is based on need and not on an individual’s ability to pay.

e The MSC has a legislative mandate to independently protect the integrity and sustainability of the
health care system and uphold the MPA.

¢ Section 36 of the MPA gives the MSC the authority to audit private clinics for extra billing. Extra
billing is the practice of charging beneficiaries for MSP benefits, or for matters relating to the
rendering of benefits.

* [n March 2008, the MSC ordered an audit of the Cambie Surgery Centre and the Specialist Referral
Clinic (Vancouver) Inc. after having received numerous complaints that the clinics were charging
patients for insured benefits in violation of sections 17 and 18 of the MPA. The audit found that
the two Vancouver clinics were charging patients for, or in relation to, services that are henefits
under the MSP. '

¢ In January 2009, an action was filed in the Supreme Court of BC by the Canadian Independent
Medical Clinics Association (CIMCA) and five private clinics, including Cambie Surgeries
Corporation, asserting that the prohibitions on extra billing and private insurance in the MPA
constitute a deprivation of rights guaranteed by sections 7 and 15 of the Charter.

The Plaintiffs, the Trial Motions and the Trial Date

e CIMCA and four of the private clinics dropped out of the litigation in July 2010. The Specialist
Referral Clinic and five individual patients were added as plaintiffs in late 2012/early 2013.

e In a counterciaim filed in February 2009, the MSC sought declarations that the Cambie Surgery
Centre and the Specialist Referral Clinic have contravened and/or wilt contravene the MPA, along
with interim and permanent injunctions restraining them from contravening these provisions.

e The audit report was released on July 18, 2012. The MSC filed an interim injunction application
against both the Cambie Surgeries Corporation and the Specialist Referral Clinic (Vancouver) Inc.
in early September 2012 with the intent of pursuing legal remedies claimed against the Cambie
Surgery Centre and Specialist Referral Clinic in the 2009 counterclaim. The MSC also requested
that its Audit and Inspection Committee undertake focused audits of the physicians who appear to
have been invoived in ovetlapping billing, where both patients and MSP were billed for, or in
connection with, the same medical service. These audits are commencing on January 18, 2016.

¢ In October.and November 2012, the plaintiffs filed 25 affidavits sworn by various patients and
physicians, in response to the MSC injunction application. The MSC applied to strike out large
parts of the affidavit material, and the plaintiffs applied to prohibit the MSC from bringing its
interim injunction application.

s In January 2013, the plaintiffs filed a further amended claim and the defendants filed an amended
response and three counterclaims, one on behalf of each of the Minister, the MSC, and the
Attorney General.
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The judge set up a timeline, permitting the trial to proceed in 2014.

The Cambie trial was scheduled to start on September 8, 2014. In advance of the scheduled start
of the trial, the plaintiffs approached the defendants with a proposal te adjourn the trial in order
to permit discussions aimed at a resclution of the litigation. Discussions proved unsuccessful and
the trial was scheduled to start on March 2, 2015.

In the weeks leading up the new trial date, the Ministry identified a {arge volume of potentially
relevant documents. As a result, the defendants sought and obtained an adjournment of the trial.
A trial date has now beén set for June 6, 2016.

Discovery Process

s.14

s.14

Since 2012, the plaintiffs and government have been engaged in the discovery process, which
includes the discovery of documents, examination for discovery, and pre-trial examination of
witnesses.

The Ministry is under an ongoing legal obligation to provide all relevant documents to the Ministry
of Justice so that governiment can discharge its legal duty for the discovery of documents.

This requires an ongoing collection of information necessaryto assess the strengths and
weaknesses of the government case and the case of the opposing party, with a view to proceed to
trial. Disclosure requirements extend to all relevant electronic and hard copy documents such as
reports, briefing notes, and correspondence as well as all e-mails held by Directors, Executive
Directors, and ADMs in the Ministry that contain specific key words.

The Ministry has been making efforts since 2012 to produce all relevant documentation created or
held by staff in the Ministry from 2005 to present.

“Many of the issues that are relevant to the trial (such as wait times for surgery and extra billing}

are broad areas of both historical and ongoing focus for large portions of the Ministry such as the
Health Services Quality Assurance and Planning and Innovation Divisions.

Staff are currently engaged in a Ministry-wide, bi-weekly effort to disclose all new or amended
relevant documents to ensure continued obligations are met. Disclosure abligations continue until
the conclusion of the trial, which is expected to-begin in June of 2016 and iast up to six months.

.Pl..ir_s.u.a.ht to the Canada Health Act BC faces a reduction in transfer funds from the federal
government for any established instances of extra billing that the Province has allowed.

Approved by:
Lynn Stevenson, Associate Deputy Minister-Health Services; January 28, 2016

s.14
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Expensive Drugs for Rare Diseases

Expensive Drugs for Rare Diseases (EDRD) present a host of complex challenges, as these drugs are
prohibitively expensive, often have limited clinical evidence to support their use, and benefit only a
small nhumber of patients. The Ministry of Health is co-leading a P/T Working Group on EDRDs, and the
workplan was recently approved by the P/T Health Ministers in January 2016.

EDRD, as currently defined by the Ministry of Health, are drugs used to treat rare diseases with an

incidence rate of 1.65 per 100,000 and with an annuai cost of $50,000 or more per patient.
Coverage of pharmaceuticals is not included in the Canada Heolth Act, and drug coverage including
EDRD drugs may vary from province to province. There are differing definitions of disease “rarity”
depending on the respective country. Health Canada is considering an incidence rate of 50 people
per 100,000 Canadians in its proposed Orphan Drug Regulation.?

Because of the rarity of the diseases, drugs being developed often do not have strong clinical

evidence supporting their efficacy and/or safety. Study limitations may include few patients or
shart term follow up. Mast EDRDs have only demonstrated to slow the certain non-clinical
endpoints {e.g. lab test or physical performance result} rather than an increase in survival or cure.
Companies developing such drugs usually price the product very high, arguing they need to recoup
development costs from a small market but do not provide any transparency to justify such prices.
The products are typically priced far beyond any individual’s or family’s ability to pay.
With such considerations of disease rarity, limited evidence, and high per-patient costs, EDRD raise
many ethical, clinical and financial issues far provincial payers. Because of the poor evidence and
cost challenges, these drugs are generally considered non-benefits. However, the Ministry may
consider exceptional last-resort funding requests for certain drugs on a case-by-case basis,
To review exceptional last-resort requests, the Ministry utilizes a review process which includes,
advice from an arm’s length independent Advisory Committee and several Clinical Subcommittees.
The Ministry also has established a two year BC residency requirement.,
The Advisory Committee includes expert clinicians who treat rare diseases in pediatrics and adults,
a critical care medicine specialist, a health economics specialist, an ethics specialist, and
representatives froam health authority pharmacy and health authority administration.
The Advisory Committee is responsible for evaluating patient-specific funding requests and
forwards their recommendations to the Ministry for a funding decision.
The Advisory Committee’s evaluation may include, but is not limited to: natural disease history,
clinical evidence, effectiveness/efficacy of the drug, alternative treatment options, specifics of
individual case, expected treatment outcome, consequences if drug is withdrawn/not provided,
pharmacoeconomic evidence, budget impact, clinical guidelines, and ethical considerations.
As of January 2016, the Ministry provides funding for the following 13 EDRDs on an exceptional,
last-resort, case-by-case basis:

o agalsidase alpha (Replagal’ AF) for Fabry Disease;
agalsidase beta {Fabrazyme ) for Fabry Disease;
alglucosidase alpha (Myozyme'} far Pompe Disease;
canakinumab (Ilarisa) for Cryopyrin-Associated Periodic Syndromes;
eculizumab (Solirise) for paroxysmal nocturnal hemoglaobinuria (PNH);
galsulfase {Nagiazymég) for Mucopolysaccharidosis VI (MPS VI);

0 0 00 0

! Health Canada — An Grphan Drug Framework far Canada. {www.he-sc.g¢.cafahc-asc/media/nr- ~cpf_2012/2012-14%a-erg.php).
Z EDRD Case Tracking Bocument”. Medical Beneficiary and Pharmaceutical Services Division, Ministry of Health,
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idursulfase .(Elapras‘ea-) for Mucopolysaccharidosis 11 {MPS I, Hunter’s Syndrome]);
imiglucerase (Cerezyme") for Gaucher Disease;

ivacaftor (Kalydeco') for cystic fibrosis G551D mutation;

laronidase {Aldurazyme’} for Mucopolysaccharidosis | (MPS 1};

miglustat (Zavesc_a") for Neimann Pick Type C;

nitisinone {Orfadin’) for tyrosinermia type 1; and

o velaglucerase (VPR'IVG) for Gaucher Disease.

Q000 Qo0

Status Update on Specific EDRDs :

o Soliris’: In 2014, the Ministry decided not to fund eculizumab for atypical hemalytic uremic
syndrome due to unclear clinical benefit and high drug costs. in May 2015, the Canadian Drug
Expert Committee provided comments on proposed criteria but did not change the originai
recommendation in response to a “Request for Advice”. In summer 2015, the pan-Canadian
Pharmaceutical Alliance (pCPA) started negotiations with Alexion, the manufacturer, These
negotiations are ongoing and a decision is expected in 2016. In 2015, the Patented Medicine Prices
Review Board launched an allegation that eculizumab is excessively priced and not in compliance.
The Patented Medicine Prices Review Board proceedings are continuing.

o Vimizim™: The Common Drug Review recommended to not fund this drug for
Mucopolysaccharidosis IVA {(Morquio A Syndrome) due to poor clinical evidence. In summer 2015,
the pCPA decided not to negotiate with the manufacturer. In fune 2015, the Ministry decided not
to fund elosulfase alfa. On exceptional basis, some other jurisdictions have funded a few patients.

® I(alydecoa': Ivacaftor (I(aly’decof) is currently funded for cystic fibrosis patients with the G551D
mutation. It is under review and being hegotiated through the pCPA for two other indications.

e FEleyseo and Cerdelga’: Taliglucerase alpha (Elelyso’) and eliglustat (Cerdelga’) t6 treat Gaticher
disease are under review. Negotiations through the pCPA may be an option in the future.

® Strensiqaz Asfostase alfa (Strensiqe} is a treatment for pediatric-onset hypophostasia that is under
review. Negotiations through the pCPA may be an option in the future.

P/T and F/P/T Activities:

¢ In April 2013, Health Canada began a consultation regarding a new Orphan Drug Regulation,
intended to improve market access to drugs for rare diseases. The Ministry reviewed the draft and
provided feedback to Health Canada in January 2014.

¢ In 2014, the Health Ministers established the P/T EDRD Working Group to explore the management
of rare disease drug therapies with evidence-based approaches. BC, Alberta, and Ontario are the
co-leads for this working group. In January 2016, the framework were approved by the Health
Ministers. BC is leading the pricing theme, and will assess existing pricing strategies and establish a
supporting netwaork to draft fair pricing framework models and metrics.

The total drug costs for EDRD in 2014/15 were approximately $15.7 million.” The annual treatment
cost for EDRD drugs per patient may range from $50,000to over 51 million, and vary depending on the

drug, weight of the patient and dosage regimen.

Approved by:

Barbara Walman, Medical Beneficiary and Pharmaceutical Services Division; February 1, 2016
Jackie Redmend, obo Carolyn Bell, Health Sector Planning and Innovation Division; February 12, 2014
Ted Boomer, obo Manijit Sidhu, Finance and Corporate Services Division September 24, 2015;

* EDRD Forecast”. Medical Beneficiary and Pharmaceutical Services Division, Ministry of Health.
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Hepatitis C Drug Coverage

Hepatitis C virus {HCV) is a preventable, communicable disease which exhibits variable disease
course and disease cutcomes.

Of newly infected patients, approximately 25% clear the infection spontaneously and the
remainder develop chronic hepatitis C (CHC).

fn BC, an estimated 80,000 people are living with CHC. Of these, an estimated 25% self-resolve their
infection and an estimated one-third are unaware. For those who do not self resolve their
infection, many remain in stable sub-clinical disease for years or decades before the disease may
advance. Because of this, it is therefore unknown how many may eventually need therapy.

CHC morbidity is usually related ta disease symptoms or cirrhosis and death is usually caused by
end-stage liver disease or hepatic cancer.

There are six genotypes of HCV. Most {55-65%} HCV infections in Canadians are Genotype 1.
Genotypes 2 {14%) and 3 {20%) are the next most common.

" Prlor to 2011, pegylated interferon (peginterferon or Peg-INF) plus ribavirin (RBV) was the “gold

standard” treatment for patients with CHC, Approximately 40-50% of patients with genotype 1 CHC
could expect to achieve an undetectable HCV viral load test 6 months after completing a successful
course of Peg-INF/RBY (PR} therapy (called a sustained virologic response or SVR). Also, 80-95%
with genotype 2 and 60-75% with genotype 3 could expect to achieve SVR.

However, the major problem with PR-based treatments is tolerability. While second-generation
protease inhibitor drugs have been developed which result in better SVR rates as compared to
PR-regimens alone, many of these products have or will be discontinued due to the introduction of
more effective therapies.

Teleprevir {Incivek™), previously covered by BC PharmaCare, was discontinued in December 2014;
boceprevir (Victrelis®) will be discentinued effective March 31, 2016, and simeprevir (Galexos®}, is
stilf available for the time being.

in addition to coverage of PR therapy for genotype 1 patients, PharmaCare currently provides
coverage for Victrelis (as of March 15, 2012}, Galexos (as of October 28, 2014), sofosbuvir (Sovaldi™
as.of March 24, 2015), ledipasvir-sofoshuvir (Harvoni™ also as of March 24, 2015) and ombitasvir,
paritaprevir, ritonavir and dasabuvir {(Holkira™ Pak as of July 28, 2015} as Limited Coverage drugs.
Sovaldi was added for as an alternative to PR for genotype 2 and genotype 3 when PR is medically
contraindicated, due to comparable treatment outcomes and its higher cost compared to PR.
Harvoni was added as a first line alternative to PR-based combinations due to its increased efficacy,
shorter course of therapy and improved tolerance.

There is also other new drug combination for the treatment of CHC that does not require the use of
PR: asunaprevir (Sunvepra®} with daclatasvir {Daklinza®), grazoprevir-elbasvir and ombitasvir-
paritaprevir-ritonavir (Technivie).

The Common Drug Review {CDR) completed review of Daklinza in September 2015 and this is under
Ministry review. Asunapravir will be reviewed by the CDR once Health Canada Notice of
Compliance is issued.

Grazoprevir-elbasvir by Merck and ombitasvir-paritaprevir-ritonavir by Abbvie are under review by
the CDR.

Due to the variability in disease course of CHC, where some self-resolve or may not advance in their
disease for several decades, PharmaCare’s current coverage is only for patients with evidence of
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liver fibrosis based on a liver fibrosis {F) stage score of 2 or higher {F score ranges from FC = no

fibrosis to F4 = cirrhosis). Prioritizing treatment for sicker patients who are at greatest risk is alsc a

more cost-effective and affordable approach. -
e To access coverage for medications for the treatment of CHC, a physician must submit a request to

PharmaCare’s Special Authority, providing patient-specific lab and diagnosticinformation, outlining

how a patient meets the coverage criteria.

“RINA

e The cost of PR therapy is approximately $5,000 to $20,000 for a 12- to 48-week course of

treatment.

e At manufacturer's list prices, the cost of treatment are as follows:

o Victrelis is $48,500 for a 44-week course of treatment with PR;

o Galexos is $47,000 for a 12-week course of treatment with PR;

o Sovaldiis $57,000-$115,000 for a 12- to.24-week course of treatment with PR; and
o Harvoni is $47,000to $140,000 for an 8- to 24-week course of treatment.

+ Although the cost per course of treatment for the newer drugs is very high, they are considered
“cost-effective” from a pharmacoeconomic perspective because they are curative, thus offsetting
downstream health system costs.

In 2013, about 1,200 patients in 8C were treated for HCV and PharmaCare spent about

$25.2 million (assisting 94% of patients). In 2014 {when Sovaldi was approved in Canadain

December 2013 and Harvoni in October 2014) only 1,122 patients were treated in BC but

PharmaCare’s spending decreased to $11.9 million {assisting 68% of treated patients).}

e Because of the large number of untreated HCV patients in BC, the issue of long-term drug therapy
affordability is enormous. If 50,000 of the estimated 80,000 HCV patients in BC were treated with e
sofosbuvir at list prices, it would cost more than $3 billion.

e BCand Ontario led the Pan-Canadian Pharmaceutical Alliance negotiations with the manufacturer
of Sovaldi,Harvoni and Holkira Pak to try to secure a lower price and address the long-term
affordability of these therapies. '

e From March 1, 2015 to November 30, 2015, PharmaCare paid $132.4 million on hepatitis C
medications.? During the same time, the Ministry approved coverage for 3,500 patients on hepatitis
C medications through the Special Authority program.?

Approved by
Barbara Walman, Medicat Beneficiary and Pharmaceutical Services Division; February 9, 2016
Daryi Conner, obo Manjit Sidhu, Finance and Corporate Services Division; February 24, 2016

L 5ource: MBPSD ~ PharmaCare Information, Policy & Economics Branch, March 2015.
‘seurce: MBPSD - PharmaCare Information, Folicy &_Econ‘omics Branch, January 2016.
¥ Source: MBPSD— Special Authority unit, January, 2016
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Methadone Program

(MMT),

other narcotics when treating opioid dependence.

s  MMT involves the prescribing and dispensing of methadone, and the provision of psychosocial
supports., Services are delivered through physicians, community pharmacists, privately funded
methadone clinics, non-profit agencies and other means.

-«  MMT is widely regarded as an effective treatment for opioid addiction. Numerous studies have

found that methadone treatment reduces harm associated with illicit opioid use and increases the
social functioning and quatity of life of patients.

e The College of Physicians and Surgeons of BC (CPSBC} administers the Methadone Maintenance
Program {MMP) in BC under the authority of the Heaith Professions Act and the Bylaws under the
Act, and in accordance with Health Canada’s Drug Strategy and Controlled Substances Program.

¢ The Ministry of Health has a contract with the CPSBC to fund the administration of the MMP.

¢ Administration includes physician registration, obtaining authorizations from the federal Minister
of Health for methadone prescribing by physicians, training, practice audits and publishing
guidelines forthe safe prescribing of methadone.

¢« Methadone is also subject to the Prescription Review Program administered by the CPSBC,
whereby select drugs may be prescribed only in writing using a special duplicaté prescription pad
to reduce the potential for abuse or misuse,

» BC's MMP increased from approximately 1,900 clients in 1995/96 to 16,300 clients in 2014/15.
Physicians actively prescribing MMT decreased from 428 to 377 between 2001/02 and 2014/15
with individual active prescribers taking on increasing numbers of patients.”

e Community pharmacies of all types—independent, chain and franchise stores—throughaout the
province dispense methadone. The largest concentration is in the Lower Mainland.

e The College of Pharmacists of BC (CPBC) is respansible for ensuring {through mandatory training
and practice audits, etc.) that pharmacists and pharmacy staff who provide services related to
MMT know and apply the MMT principles and guidelines established in the CPBC professional
practice policies and MMT Paolicy Guide.

s Registered pharmacists in BC are permitted to purchase and dispense methadone without the
need far federal authorization.

o To address long standing concerns about the safety and consistency of compounded methadaone,
PharmaCare hegan covering Methadose® for MMT and pain. Methadose® is a commercial
methadone 10 mg/ml oral solution approved by Health Canada.

e Effective, March 1, 2014, Methadose® became the only product dispensed for methadone

maintenance that will be reimbursed by PharmaCare. PharmaCare continues to cover

compounded methadone, and methadone tablets, for pain under exceptional circumstances.
s The CPBC MMT Policy Guide was revised in 2014 to reflect the dispensing of Methadose® and to

address outstanding issues such as policy respecting the delivery of methadone to clients.

! pharmaNet data, MBPS Division, 25 June 2015, includes methadone maintenanca PINs, PharmaCare accepied claims,
* PharmaNet data, MBPS Division, 25 June 2015, PharmaCare accepted claims.
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e Pharmacists dispensing maintenance methadone are reimbursed by PharmaCare for the drug cost
up to the PharmaCare maximum price, a $10.00 dispensing fee, and a $7.70C interaction fee for
dispensing when ingestion of the drug is witnessed by a pharmacist. —

o The current method of reimbursement was introduced by PharmaCare in 2001 as part of an effort
to increase the number of pharmacies dispensing methadone to improve access to methadone
therapy as a harm reduction measure. This goal has been realized: in 2014/15, 809 BC pharmacies
dispensed methadone, up from 280 in 20017023, In order to receive the $7.70 interaction fee,
pharmacies must enroll as a Methadone Maintenarice pharmacy with PharmaCare. The
Pharmaceutical Services Act prohibits pharmacies from offering cash or incentives of any kind to
clients, including methadone patients. Pharmacy billing and compliance respecting methadone
dispensing are actively investigated by PharmaCare Audit and the CPBC.

» PharmaCare has struggled to find the right remuneration scheme to support optimal dispensing of
maintenance methadone and has been dealing with cases of impropriety in methadone
dispensing, such as improper billing of methadone claims and offering inducements.

e The Medical Beneficiary and Pharmaceutical Services Division (MBPSD) is reviewing PharmaCare’s
methadone payment policies to identify issues in the current program delivery model. The intent of
this review is to engage in a dialogue with stakeholders, and highlight opportunities to implement
changes to improve services and outcomes for patients while increasing value for money.

e As part of this review, MBPSD completed an information gathering excercise and prepared a report
about PharmaCare’s methadone related policies and, mare broadly, MMT in BC. Since the report’s
release, representatives from 16 organizations, including regulatory colleges; methadone providers;
patients and patient advocacy groups; and public bodies have been consulted.

e  MBPSD has drafted a “What We Heard” document based on stakeholders’ comments, concerns, and
suggestions from these consultations. MBPSD will circulfate this document, vet suggestions, and S
draft policy proposals before reengaging with stakeholders.

FINANCIAL IMPLICATION R e T et
PharmaCare’s methadone maintainence related expendatures were approximately $43.0 million in
2014/15.% Sinice 2001, total related expenditures have grown atan average annual rate of 6.9% while

the number of patients receiving MMT has grown at an average annual rate of 5.8%.”

Methadone maintenance program, PharinaCare expenditures ($million)

Fiscal year Dispensing fea Ingredient cost, Interaction fee Total

20042005 $9.85 43,00 ) £0.79 £22.64
2005/2006 510.28 63,11 $10.17 523.56
2006/2007 $10.92 $3.31 ) $10.80 $25.03
2007/2008 $11.97 4335 ) 512.48 4$28.00
2008/2009 513.09 53.80 $11.51 528.49
200972010 514.24 $4,33 $13.60 $32.17
2010/2011 $16,50 £4.80 $14.73 $36.03
2011/2012 419.06 45.19 416.03 $40.28
2012/2013 420.36 $5.35 ) 517.39 543.10
201372014 $20,66 $5.19 $17.87 54372
2014/2015 $20.40 54,53 $13.04 $42.97

Source: Pharmanet/HealthMet data

Approved by:

Barbara Walman, Medical Beneficiary and Pharmaceutical Services Division; lanuary 27, 2016

Daryl Conner, oho Manijit Sidhui, Finance and Corporate Services Division; July 13, 2015

Jackie Redmond, obo Carolyn Bell, Health Sector Planning & Innovation Division; February 3, 2014 —

 Bharmahtet data, MBPS Division, 25 June 2015, Includes methadone maintenance PINs, PharmaCare accepted claims.
* pharmaNet data, MBPS Division, 25 June 2015. Includes methadone maintenance PINs.
*pharmalet data, MBPS Division, 25 June 2015, Includes methadone maintenante PINs, PharmaCare accépted tlaims.
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Opioid Misuse

OpididS are useful medications for the tréatme'nt of pain. However, misuse of prescriptien opicids is
associated with serious harms, including addiction, overdose, and possibly death, placing a significant
burden on individuals and their families, health and social services systems, and public safety systems.

- KEY.-FACTS: ;

* The Ministry of Health supports appropriate pain management but recognizes the risks associated
with prescription opioid misuse.,

e Programs and activities aimed at reducing the abuse and misuse of prescription gpioids are
provided through a combination of PharmaNet, PharmaCare, and in collaboration with the College
of Physicians and Surgeons of BC (CPSBC) and College of Pharmacists of BC.

* The PharmaNet prescription database allows health professionals to review a patient’s medication
history to watch for usage irregularities as potential fraud or abuse.

e Asubset of PharmaNet data is used by CPSBC’s” Prescription Review Program to ensure secure and
appropriate prescribing of drugs like opioids. Results are shared with the College’s Prescription
Review Committee. Where the results of these reviews demonstrate potentially problematic
prescribing, individual physicians may be requested to participate in additional education for the
prescribing of these types of medications.

* In November 2015, CPSBC announced that it is drafting a new professional standard requiring all
physicians to have access to PharmaNet and to review a patient’s PharmaNet profile before
prescribing any opioid medications for them. The new standard is expected to come into effect in
2017,

s The Controlled Prescription Program, delivered in partnership between CPSBC, the College of
Pharmacists of BC, and the Ministry, requires prescriptions for designated prescription opioids and
controlled drugs to be written on duplicate prescription pads specially designed to reduce potential
for prescription forgeries.

e PharmaCare programs, activities, and strategies are aimed at decreasing opioid abuse include;

© The Restricted Claimant program limits PharmaCare coverage of certain “at risk” patients to a
single prescriber and/or a single pharmacy for medications with a potential for abuse.

o Limiting the supply of covered opioids to a maximurm of 30 days per fill. Prescriptions written
for more than a 30 day supply are not paid for.

o Use of a trends report to regularly examine the use of covered opioids.

o Coverage of drugs to assist with addictions, including methadone and buprenorphine/
naloxone (Suboxane). The Ministry works with the College and other stakeholders to
administer the BC Methadone Maintenance Program,

o Discontinuation of coverage for long-acting oxycodone (OxyContin®) in March 2012 and
beginning of exceptional case-by-case coverage of a more abuse deterrent oxycodone
product (OxyNeo®). PharmaCare is currently reviewing generic versions of long-acting
oxycodone for possible coverage in place of brand OxyNeo®.

* In March 2013, the National Advisory Council on Prescription Drug Misuse released the report.
“First Do No Harm: Responding to Canada’s Prescription Drug Crisis”.! The report presented
58 short and fonger-term recommendations aimed at addressing the harms caused by the misuse
of prescription medications, inciuding opiocids.

' National Advisory Council on Prescription Drug Misuse, (2013}, First do no harm: Responding to Canada’s prescription drug crisis. Ottawa:
Canadian-Centre on Substance Abuse.
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« |n August 2013, the Provincial Academic Detailing Service’s launched a topic on “Opioids in Chronic
Non-Cancer Pain: The Basics”. The topic provides a structured approach to safely using prescription
opioids in patients with chronic non-cancer pain and is being presented to physicians, nurse _
practitioners, pharmacists, and other health professionals.

« The Medical Beneficiary and Pharmaceutical Services Division is also involved in intra and
inter-ministerial, and nationa! work aimed at optimizing the appropriate use of prescription opioids
for pain and minimizing the misuse of opiaids. This work includes participation in the
federal/provincial/territorial Prescription Monitoring Network set up to share information and
enhance the capacity of all provinces and territories to monitor and improve the prescribing of
opioids and address misuse and abuse issues.

« Beginning in summer 2015, there have been many media reports of opioid overdoses and
overdose-related deaths attributed to fentanyl-tainted street drugs. For these, it appears from
media reports that the source of fentanyl was illicitly produced, rather than frem prescriptions.

e In October 2015, BC PharmaCare broadened the coverage criteria for Subxone
(buprenorphine/naloxone) by making it a regular benefit rather than a limited coverage benefit.
Suboxone is an alternative to methadone but may not be appropriate for all clients. Currently,
CPSBC has restricted the prescribing of Suboxone to only physicians who can prescribe methadone
to ensure the appropriate use of these medications. Some stakeholders are urging the College to
loosen its restriction to allow more physicians to prescribe it. The College is reviewing the request
and is-expected to respond [ater in 2016,

« The Ministry, the BC Centre for Disease Control, and the health authorities are working to expand
the availability of naloxone take home kits for emergency use in reversing opioid overdoses,
including those associated with fentanyl. The kits are being distributed to individuals deemed to be
a high risk for opioid overdose. o

s InJanuary 2016, Health Canada announced that it is recommending an amendment to the
Prescrition Drug List allowing for the non-prescription use of naloxone for emergency use for opioid
overdoses outside of hospital settings. If Health Canada finalizes this federal change, then the
College of Pharmacists of BC and the Ministry of Health will need to work together to amend BC's
provincial drug scheduling regulations. This change will help to increase the availabity of naloxone
for the treatment of opioid doses, At this time, the timeline for this work is not known.

Approved by:
Barbara Walman, Medical Beneficiary and Pharmaceutical Services Division; February 1, 2016
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Pan Canadlan Pharmaceutical Alliance (Brand and Generic Drugs)

Pan- Canadlan .Pharmaceuttcal Alllance {PCPA) for brand and generlc drugs (formerly the pan- Canadlan
Pricing Alliarice).

KEY-FACT: S

On August Ei 2{)10 at a meeting of the Council of the Federation, Premiers agreed to establish a
pan-Canadian purchasing allianceto consolidate public sector procurement of common drugs,
medical supplies and equipment, where appropriate. The alliance is intended to leverage the
combined purchasing power of public drug plans in multiple jurisdictions, leading to fower drug
costs, increased access to drug treatment options and increased consistency of listing decisions
across participating provinces and territories {P/Ts).

At the July 26, 2012, meeting of the Council, Premiers further affirmed their support and
commitment to the alliance and agreed to accelerate and expand the alliance work on brand name
drugs. The Council also recommended that P/Ts expand the alliance to include a Competitive Value
Price Initiative for Generic Drugs. In May 2014, the P/Ts agreed in principle with the Canadian
Generic Pharmaceutical Asssociation to implement a Tiered Pricing Framework. This is in addition to
the the commitment to lower the price of 18 generic drugs to 18% of the brand price by 2016.

On September 30, 2014, the P/T Health Ministers announced a new Office to support the work of
the PCPA’. The Office of the PCPA was launched Spring 2015 in Ontaric and final recruitment of staff
is in progress. The establishment of the Office of the PCPA was supportd by the IBM report {(which
was commissioned by the P/Ts to recommend farmal processes and governance struct.uresz).
Quebec also joined the PCPA in late 2015. Quebec is participating in PCPA negatiations {old and
active}, where possible.

The new federal Minister’s mandate letter includes pharmaceuticals as a top priority: “improve
access to necessary prescription medications. This will include joining with provincial ond territorial
governments to buy drugs in bulk, reducing the cost Canadian governments pay for these drugs,
making them more affordable for Canadians, and exploring the need for a national formufary”3

On January 19, 2016, the federal government drug plans will join the PCPA which we anticipate will
provide additional negotiating power to lower prices for prescribed drugs (brand and generic),
increased intelligence on negotiations with manufacturers, and improve its position as a nationat
regulator.

Health Canada's transition to PCPA is expected to be relatively seamiess given the federal
government follows similar drug review standards that PTs currently follow.

There will be no added risk to federal participation of downloading costs to the province as
pharmacare is not the first payer for BC residents covered by the federal plans.

Brand Drugs

PCPA has achieved multi-miilion dellars in savings, for the participating P/Ts. The success of the

PCPA is largely due to participating P/Ts’ commitment to approach the collaboration as a united
front, rather than individually. The formal jurisdictional leads are Ontario and Nova Scotia. Any
savings achieved through this approach is not intended to be at the expense of private insurers or
out-of-packet payers.

health ~Care
*Pan Canadian: Drugs Negotiatians Regart:
ttg {fwww.canadaspremiers.ca/phocadownload/pepa/pan canadian drugs negotiations report march22 2014 pdf
http Jfpm.gc.cajeng/minister-health-mandate-letter
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Existing drug review processes remain the same; the PCPA is not intended to bypass existing
evidence-based drug reviews {which support appropriate use of safe drugs).

As of December 31, 2015, PCPA completed negotiations for 89 brand products. 24 products are
under active negotiations, led by various P/T.

Generic Drugs — please refer to Generic Drugs Fact Sheet for further detalls.

National PharmaCare Model

According to the Canadian Institute for Health Infbf'ma‘tion,_all territor'l;al P/T 'gov'e"r.n.r.nent drug plans

In July 2015, Premiers directed Health Ministers to commission a research body to undertake
further analysis on approaches to pharmacare in other jurisdictions and assess how these models
could inform more cost-efficient and accessible health systems for all Canadians.

The Council of the Federation Secretariat has completed a Request for Quotation process to
commission a research body to undertake the pharmacare research directed by Premiers. The
Request for Quotation was sent to 8 vendors, and after reviewing the 3 submissions received, the
Secretariat has subsequently signed a contract with the Institute on Governance. The Secretariat
has also provided $50,000 to fund this initiative. The deadline for the final report to Premiers is
March 31, 2016. A status update was brought to Ministers at the January 2016 Health Minister's
Meeting.

The development of a report on pharmacare is being commissioned with the goal of providing
Premiers with evidence-based information on the international approaches to pharmacare and how
key findings and principles could inform more cost-efficient and accessible health systems for all
Canadians.

This high-level information is sufficient for early stage dlscussmns however, BC suggests that a
more comprehensive approach is required that includes identifying and characterizing the problem
(gaps and opportunities) which we are trying to address as other or new pharmacare models are
considered.

(except Quebec, Northwest Territories and Nunavut) that have taken part in the alliance spent a
combined $7.8 billion on prescription drugs in 2012°,

As of March 31, 2015, these coliaborative efforts between P/Ts have resulted in 63 completed joint
negotiations on brand name drugs and price reductions on 14 generic drugs. This has resuited in an
estimated $490 million in combined savings annually”.

Approved by:
Barbara Walman, Medical Benefictary and Pharmaceutical Services Division; January 27, 2016

¢ #pational HealthExpenditure Trands, 1575 to 2014.” Canadian Institute for Health Information. October 2014. Available Online:
http Jhwnwcibi. capweb/resourcefen/nhex 2014 report enpdf

> The pan-Canadian Pharmaceutical Alliance, htp: [;‘canadaspremlers cafenfinitiatives/358-pan-canadian- pharmaceuucal ahiance
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Polypharmacy

"IISSUE R o
Polypharmacy is the use of multlple medrcatlons by an individual. It is a problem when the beneflts of

using multiple medications are outweighed by the negative effect of the sheer number of medications.

It is more likely to occur in the elderly.

.;_'KEY FACTS

. PC}J\,fp}'151}'mac~,¢r is rapidly increasing in affluent populatlons worldwide, posing an increasing
challenge for patients, their families and care providers.™

¢ Polypharmacy is linked to heightened risks such as adverse drug reactions, non-adherence,
functional and cognitive decline, and falls.

» Although an identified specific threshold for the number of medications to define polypharmacy
has not been validated, it is known that the risk of drug-related problems increases with the
number of medications used.® Five or more medicatians are often a prompt fer a medication
review,

¢ In astudy conducted in 2008, 27% of Canadian seniors reported taking 5 or more medications on a
regular basis; for people older than 85 years, 41% reported taking 5 or more medications.”

e OnJanuary 28, 2016, the “2" National Stakeholder Meetirg Stakeholder Meeting to Increase Safe
and Approrpirate Medical Therapy for Older Men and Women Across Canada” took place. The
meeting was organized by a research group from Université de Montréal and was funded by a
Canadian Institutes of Health Research (CIHR) grant. Over 100 representatives from stakehaolder
groups attended to share best practice and ideas. There were discussions on creating a naticnal
network on deprescribing, for the purposes of knowledge sharing and creating synergy. The group
also identified the need to garner support from federal government.

e The Ministry of Health supports activities aimed at optimizing the use of drugs. This includes
healthcare professional education activities on polypharmacy provided by the Dactors of BC, the
Therapeutics Initiative (T1}, and the CLeAR initiative (see below for more details). The Ministry,
through PharmacCare, also provides funding for pharmacists to conduct medication reviews (see
“Pharmacy Medication Management Services” Fact Sheet).

e The Doctors of BC's Shared Care Palypharmacy Risk Reduction Initiative aims ta reduce risks of
polypharmacy (confusion, falls, adverse drug reactions} in the elderly by providing physicians with
tools and strategies to reduce medications for improved safety and quality of life.® it is being
implemented in three phases, focusing on prescribing in the following care settings: 1) residential
care; 2) acute care and transitions (currently underway); and 3) community-based/primary care.

» InSeptember 2014, Tl published its 90" Therapeutics Letter on “Reducing polypharmacy: A logical
approach”.” The newsletter describes 7 steps that health professionals, patients and their families
can employ to become adept at de-prescribing. This work is funded by the Ministry. Tl also has a
podcast on polypharmacy at: http://www.ti.ubc.ca/podcast/ti-podcast-letter-90-reducing-

*schuling J at al, Deprescribing medication invery elderly patients with multimorbidity: the view of Dutch GPs. A gualitative study. BMC Family Practice

2012 13:56. www.biomadcantral.com/1471-2296/13/56/
Hockev D. Carry on prescribing: who is responsible for co-ordinating patients’ medication. The King's Fund hlag, Nov. 29, 2013.

wewrwe. kingsfund.org, uk/blog/2013/11/carry-prescribing-who-responsibie-co-ordinating-patients- -medication

¥ Frank C, et al. Oeprescribing for older adults. CMAI 204; DOI:10.1503/cmaj, 131873,

yikeil, K at al. Palypharmacy as commuanly defined indicator of limited value in the assessment of drug-related probterns. 8r-f Clin Pharmacol 2007;
£3:187-105, httpy//wwsw nebi nim.nih.gov/prec/articles/PMC20089563/

* Raason B et al. The impact of polypharmacy on the health of Canadian seniors, Family Practice 2012; 29: 427-432, DOL10,1053/famprac/cmi124
http://fampra.axfordjournals.org/content/early/2012/01/05/fampra.crri24

* http:/fwww sharedcarche.cafinitiatives/palypharmacy

7 htips/ fetarhe.cafietierd0
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polypharmacy—logicalnapproach# and polypharmacy is often included as a topic in the educational
sessions they provide to physicians and pharmacists.

In June 2013, the BC Patient Safety and Quality Council invited residential care homes 1o

join a “Call for Less Antipsychotics in Residential Care” (CLeAR) initiative. This voluntary

quality improvement initiative offered support through resources, improvement coaching,

an opportunity to collectively learn and problem solve, as well as development of new
strategies to improve care for residents and their families. From October 2013 to

December 2014, many care homes achieved a steady decline in antipsychotic use that led to
evidence of residents” improved health. A full report on CleAR is available in The Journey

Towards Dignity & Resident-Centered Care: Summary Results from the Call for Less

Antipsychotics in Residential Care. Based on the success of CLeAR, the Council initiated

second wave for BC residenitial care homes in October 2015.

PharmaCare reimburses pharmacists for conducting Medication Reviews, a one-on-one
appointment between a patient and pharmacist where medication information is gathered,
validated, summarized and reviewed.? Patients who have taken at least 5 different medications in
the previous 6 months and demonstrate a clinical need for service are eligible for the service.

Approved by:

Barbara Walman, Medical Beneficiaries and Pharmaceutical Services Division; February 1, 2016
Daryl Conner, ohe Manjit Sidhu, Finance and Corporate Services Division; October 7, 2014
Randi West, obo Carolyn Bell, Health Sector Planning and innavation Division; October 8, 2014

¥ Factsheet - Pharmacy Medication. Managerent Service; June 2015
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Provider Enrollment

Denial of enrollment of pharmacies wishing to submit claims to PharmacCare pursuant to the Provider

Regulation.

¢ The Provider Regulation, under the Pharmaceutical Services Act, came inte force on
December 1, 2014. The goal of the Regulation is to protect the integrity of expenditures of the
PharmaCare program by ensuring there is a transparent and consistent means by which provider
eligibility for enroliment may be assessed.

* The Regulation prescribes the criteria a pharmacy or device provider must meet to be enrolled as
a provider. The prescribed criteria state that a pharmacy or device provider is ineligible for
enrollment if an owner or manager has:

o anoutstanding audit amount owing to a public insurer;

© aconviction, an order, or is under prosecution for an information or billing contravention;
o billing privileges cancelled, or currently suspended at another site;

o convictions for fraud under the Criminal Code, drug trafficking or offences under the

Controlled Substances and Drugs Act within the previous six years;

a judgement entered against him or her in the last 6 years regarding husiness activities

related to the site or the provision: of benefits: and

o had his or her registration with a regulatary body cancelled or suspended.

¢ If satisfied that the applicant meets the prescribed criteria, the Minister may enroll the applicant,
unless the Minister is of the opinion that it would not be in the public interest to do so.

» The intent of the Regulation is not to be punitive or to limit the number of providers in BC, but to give
the Province a means to exercise discretion before entering into a business relationship that may not
be in the public interest.

» All pharmacies and device providers intending to submit ¢laims to PharmaCare must enroll under the
terms of the Regulation. The Pharmaceutical Services Act states that all current agreements will
terminate 180 days after the Regulation comes into force. Therefore, all providers who were enrolled
prior to the Regulation caming into force had to enroll under the Regulation prior to lune 1, 2015.

» Prior to enacting thee Regulation, the Ministry consulted with the College of Pharmacists of BC, the
BC College of Physicians and Surgeons, the BC Pharmacy Assaciation, the Neighbourhood Pharmacy
Association of Canada (formerly the Canadian Association of Chain Drug Stores) and the Prothesthetic
and Orthotic Association of BC. None of these groups oppased the Ministry’s intent to better define
the roles, responsibilities, and obligations of PharmaCare providers.

¢ The Ministry reviewed almost 1,300 applications for enroliment under the Regulation. The result of
the review was a recommendation that 47 pharmacies be provided with notice of the Ministry's
intent to deny enrollment. The recommendations were reviewed by the Assistant Deputy Minister,
Medical Beneficiary and Pharmaceutical Services Division (MBPSD), Ministry of Health, who has been
delegated through a Ministerial Order the authority to refuse enrollment.

e Letters advising pharmacy owners of the Ministry’s intent to deny enrollment were sent ta all 47
pharmacies. The Regulation aflows the applicant 21 days to respond, in writing. The Assistant Deputy
Minister, MBPSD, after considering the responses either confirms or reverses the decision to deny
enroftment of e€ach pharmacy. The applicants are provided with written notice of thesa decisions.

e Asof March 2016, 21 pharmacies have been denied enroliment, and limits and conditions have been

placed on the enrollment of 16 pharmacies.

O
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¢ A small number of the 47 pharmacies were provisionally enrolled for a time limited period in order
for the Assistant Deputy Minister, MBPSD, to properly consider the documentation and information
they provided.

s  Apharmacy refused enrollment in the PharmaCare programiis not authorized to submit claims on
behalf of PharmaCare beneficiaries for reimbursement. The pharmacy is still permitted to dispense
medications to cash payers or for reimbursement via private insurers, though in cases where
PharmaCare enrollment has been terminated the pharimacies involved have usually ceased
operations.

e PharmaCare clients that previcusly filled prescriptions at pharmacies that have subsequently
been denied enrollment are not be able 1o use these pharmacies to fill PharmaCare-covered
prescriptions, Instead, they have to find new pharmacies which are enrolled with PharmaCare, or
pay for the prescription out of pocket.

¢ PharmaCare clients can choose which enrolled pharmacy they want to use to fill their
prescriptions. The Ministry publishes a list of pharmacies on its wehsite to inform PharmaCare
clients which pharmacies are not enrolled in the PharmaCare Program due to their applications
being denied or their enrollments cancelled. This list is regularly update_d.l

®  The Ministry is committed to making sure patients have a seamless move to a new pharmacy
nearby and is working with a host of regulatory bodies, associations and agencies.

e The Ministry contacted patients using the affected pharmacies by mail to give them time to
transter their prescriptions to nearby pharmacies, and also contacted their prescribing doctors.

e All of the affected pharmacies are in areas with several other nearby pharmacy options for
patients. No patient will have to travel farther than a few city blocks to their new pharmacy.

e Prior to the Regulation coming into force, action had been taken against a number of pharmacies
and pharmacy owners for issues related to methadone dispensing, such as improper billing of e
methadone claims and offering inducements.

* In 2010, as a result of media reports and physician complaints.to MBPSD, the Ministry agreed to
fund a joint investigation with the College of Pharmacists of BC into pharmacies in the Lower
Mainland. A private investigation firm was appointed to conduct the investigations, which
primarily used their employees working undercover,

o Letters of termination were sent, in stages, to 8 pharmacies that were subject to the undercover
investigation. An independent decision maker was appointed to conduct hearings and
proceedings against seven of the pharmacies have concluded.

The Ministry has retained legal counsel from the Ministry of Justice to act in its interest throughout
the process 1o deny enrollment, and any judicial review proceedings that may be instituted.

Approved by:
Barbara Walman, Medical Beneficiary and Pharmaceutical Services Division: April 5, 2016

* Available at: http:/fwww2.gov.be.ca/gov/DownloadAsset Passetid=41 ACFO7 760 2E41 FAABAR4782D5E23792
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Provincial Retinal Diseases Treatment Program

BC’s Provmma} Retmal Diseases Treatment Program prowdes coverage of the several drugs preventing
blindness and improving vision for nearly 15,000 British Columbians to date. Compared to other
provincial jurisdictions, the program approach used in BC is extremely cost-effective and is very
comprehensive. While very successful, the program has received concerns for funding the drug
bevacizumab for an “off-label” use and for restricting the funding of treatments provided by only
participating retinal specialists. Alberta has recently launched a similar program, which also includes
funding bevacizumabh and also restricting treatment funding to retinal specialists.

KEY'FACTS - o _

» Onlunel, 2009 the Mlnrstry began |ts wet Age related Macu%ar Degeneratmn {AIVID) ngram
providing coverage for ranibizumab {Lucentis) and bevacizumab (Avastin}, in addition to previously
funded verteporfin (Visudyne) and Photo Dynamic Therapy.

¢ (On November 16, 2013, the Ministry announced the renaming and the expansion of the Pragram to
include coverage of ranibizumab and bevacizumab for two new indications: Diabetic Macular
Edema {DME) and Retinal Vein Occlusion (RVQ).

» The Ministry announced the expansion of the Program to include aflibercept (Eylea) for the
treatment of wet AMD on April 1, 2015 and DME and RVO an July 1, 2015. Drug therapy for other
retinat diseases other than wet AMD, DME and RVO are not covered.

+ The Program-is currently undertaking quality assurance work with the drug supply chain.

» The Provincial Health Services Authority {PHSA) continues to manage the Program and drug
coverage is.not subject to Fair PharmaCare deductibles or co-payments.

- The Program provides coverage when the drugs are prescribed and administered by retinal
specialists who have signed agreements with PHSA to participate in the Program and submit data
into a provincial database. Retinal specialists are ophthalmologists with additional education
specializing in retinal disease, provide clinical expertise and expertise with retina! angiography to
diagnose and monitor wet AMD, DME and RVQ. Health providers and optometrists can refer new
patients directly to retinal specialists for diagnosis and treatment. Retinal specialists are available in
all regional health authorities.

¢ On October 24, 2014, representatives from PHSA and the Ministry met with the BC Society of Eye
Physicians & Surgeons to discuss concerns by some of their members including patient-access to
retinal specialists and the potential role of generat ophthalmologists. A commitment was made to
review patient access and make Program adjustments as needed. The review found that 86% of all
retinal drug treatments in BC were pravided through the program, suggesting that the program
provides excelfent public coverage overall. By comparison, for other drugs, PharmaCare pays for
about 35% of total drug expenditures in BC, whilst the remainder is funded privately.

+ The Program will continue to monitor access and conduct any additional assessments in
collaboration with the health authorities and retinal specialists, and adjustments will be made if
necessary and reasonable to do so.

¢ The Program continues to monitor drug safety and effectiveness of retinal treatment drugs, since all
participating retinal specialists track the safety and effectiveness of each treatment dose that is
administered. From ongoing surveillance by experts, PHSA and the Ministry, there are no discernible
differences in drug safety ar effectiveness among the drug treatments.

» |n January 2015, 3 groups (the University of BC, PHSA, and the retinal specialists participating in the
Program) agreed to fund a new University of BC-based research and evaluation unit. The unit will
conduct ophthalmology research and some retinal Program evaluations {drug efficacy, safety and
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cost effectiveness)-to support decision makers and clinicians. The funding contribution from PHSA is
$60,000 per year for 5 years and comes from the Ministry’s existing Program funding.

= While there is general support by care providers, the Program has been criticized by Novartis, the
manufacturer of ranibizumab, and some patient groups, for covering the less expensive treatment
hevacizumab as it is currently marketed for treatment.of several cancers but prescribed off-label by
doctors nationally and internationally to treat AMD, DME and RVO. Ranibizumab is more than
135 times more expensive than bevacizumab.

« Clinical evidence supports the use of bevacizumab. The latest research into the efficacy and safety
of bevacizumab compared to ranibizumab for wet AMD come from the IVAN (2 year results) study
published in July 2013.* This study concluded that the vision improvement is the same for
bevacizumab as it is for ranibizumab and there is no increased safety risk with bevacizumah, The
IVAN study reinforces the similar efficacy results observed in a direct comparison of the 2 drugs
published in the CATT trial.’ A recent real world safety study conducted using patient data from the
BC Program has coricluded that single or repeated doses of intravitreal bevacizumab were not
shown to increase the risk of myocardial infarction or stroke in patients wet AMD.?

»  Alljurisdictional drug plans currently cover ranibizumab. BC, Alberta, Manitcba, New Brunswick,
Nova Scotia, Yukon and Veterans Affairs also currently cover bevacizumab,

¢ On October 1, 2015, Alherta announced a retinal disease program very similar to the one in BC,
including covering bevacizumab and restricting the program treatments to retinal specialists.

» Canadian Agency for Drugs and Technologies in Health (CADTH) has recently completed a
therapeutic review of the retinal drugs (bevacizumab, aflibercept and ranibizumab}. The review
recommends bevacizumab as the preferred initial therapy and recommends ranibizumab and
aflibercept as afternative options in patients whe do not respond or are intolerant to bevacizumab.
The recommendations support BC’s program approach. Novartis has submitted a formal complaint
to Health Canada against CADTH for recommending off-label bevacizumab; lack of
transparency/pharmacovigilance and undermining the Canadian drug approval process.

FINA LIC, T

s The Program has been extremely successful, treating nearly 15,000 patients in 2014/15 at @ cost.of
approximately $11.5 million® and since 2010/11 to March 2015, approximately $63.3 million.”

» Vials of retinal drugs contain enough drug for several doses, and can be prepared into multiple
individual doses with bevacizumah costing $13. per treatment and ranibizumab costing $600 per
treatment ($1,800 for an un-spiit vial) and aflibercept costing $400 per treatment.

. The coverage approach for retinal drugs was unique in Canada, although other provinces (Alberta)
are now also using the same approach. For example, if BC had followed other provinces like Ontario
that provide coverage for ranibizumab only without preparation of multiple doses from one vial and
using bevacizumab, the Program would be unaffordable costing more than 583 million per year for
treating wet AMD only, or more than $156 million per year for all 3 indications.

¢ 1n 2015/16, the Program is expected to cost $14.5 miltion.® Funding for the Program is provided to
the PHSA through the PharmaCare budget.

1 VAN Study investigators, Alternative freatments to inhibit VEGF in age-related chorcidal necvascularisation: two vear findings of the VAN randomisatian
cantrelied trial. www.thelancet.com pubhshed July 19, 2013 {http://dx.doi.org/10.1016/50140-6736{13}61501-9)

2 CATT trial. Ranibizumab and bevacizumab for treatment of necvaseular age=ralated macular deganeration: Lwo-year results. www.aaojournal.com
published online May 2, 2012 {doi:10.1016/}.0phtha 2012.03.053)

* Etininan M. et al. Risk of Myocardial Infar¢tion and Stroke with Single ar Repeated Doses of Intravitreal Bevacizumab in Age-Related Macular
Degeneration. AmJ Ophthalmo), 2015 Dec 14. pii:s0002-5394{15)30005-2

{doi:10.1016/].2]0.2015.11.030.) hiip//www.nchinimonib gov/pubmed/26701272

* pHSA utilization review [2015) of the program patient and treatment database managed by PH5A

5 AMD Program sosts — reviewed by Darlene EW, Finance, Sept 16, 2015

6 Medical Beneficiary and Pharmaceutical Services Division Budget Impact Analysis
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Appraved by:
Barbara Walman, Medical Beneficiary and Pharmaceutical Services Division; February 1, 2016
Daryl Conner, obo Manjit Sidhu, Finance and Corporate Services Division; February 24, 2016
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Reference Drug Program Modernization

* The Reference Drug Program (RDP} madernization will include the introduction of 3 new RDP
categories and modifications to 3 existing RDP categaries.

s« The madernization is estimated to result in significant savirigs to the PharmaCare Program
ehhancing the ability to pay for ather inngvative drugs such as the new hepatitis C drugs.

KEY.FACTS .

Background

o The RDP, introduced in 1995, is a PharmaCare policy to encourage cost-effective prescribing for
common medical conditions.

e Under RDP, drugs that treat the same disease are grouped together into therapeutic categories
called RDP categories. The drugs in a RDP category may have different active chemical ingredients
but have the same clinical benefit(s) and risks and may differ in cost,

e (linical safety and effectiveness evidence supports the therapeutic class pricing concept of RDP,
with ongoing support that therapeutic class pricing is a viable policy approach to achieve savings
without negative clinical impacts. There is also support from the long-standing hospital
therapeutic interchange pelicies that-are based an the same premise in place for decades.

* Drugs in each RDP category are either retmbursed fully (reference drugs) or partially
{non-reference drugs) based on cost-effectiveness,

e Each RDP category has one or more drugs considered as reference drugs which are reimbursed
fully according to the manufacturer’s list price plus markup subject to a patient’s usual plan rules
and deductibles. Among the reference drugs, 1 drugin each RDP category is designated the
reference drug comparatar, The non-reference drugs in each RDP category are partially covered
up to the reference drug comparatar price. For the drugs that are partially covered, the balance
of the cost is the patient’s responsibility.

» |f a patient has a specific medical condition that prevents him/her from taking any of the
reference products in @ RDP category (e.g., a drug-to-drug interaction, drug intolerance, or a
previous treatment failure), a practitioner may apply for Special Authority consideration for full
coverage of one of the non-reference drugs in the RDP category.

o There are currently 5 RDP categories introduced in 1885 and 1597;

o nonsteroidal anti-inflammatory drugs (NSAIDs) (in 2010, the reference drug comparator was
changed from naproxen to ibuprofen);
o histamine 2 receptor blackers {H2 Blockers);
o nitrates;
o angiotensin converting enzyme inhibiters (ACEls}; and
o dihydropyridine calcium channel blockers (CCBs).

RDP Modernization: :

e The Ministry of Health 2014/15-2016/17 Service Plan outlines the strategic priorities including
ensuring value for money and evidence informed access to clinically effective and cost-effective
pharmaceuticais as well as leveraging programs such as Low Cost Alternative and RDP to achieve
the best therapeutic value and price for publically funded pharmaceuticals.

s In the 20 years since the launch of the RDP, drug prices have decreased with the introduction of
more generic products. In July 2012, the Provincial/Territorial Premiers provided the Health Care
Innovation Working Group of the Council of the Federation direction to achieve hetter prices for
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generic drugs. This ongoing work is resulting in lower price points for common generic drugs (ie.,
18% of brand pricing) which support RDP modernization.

e RDP modernization is based on Drug Benefit Council {DBC) recommendations and input from
clinician experts. DBC reviewed RDP policy, systematic reviews, an environmental scan, clinical
evidence of various therapeutic classes, utilization, budget impact assessments, and clinical
practice reviews at the May 5, 2014 and September 15, 2014 meetings. The DBC
recommendations support the foundation and policy approach of RDP and recommended that
the Ministry should consider creating new categories and optimizing pricing within existing
categories. The DBC also supports the Ministry in seeking to provide drug coverage based on the
best value for money.

s Modernization will include the introduction of 3 new therapeutic categories:

o Angiotensin Receptor Blocker (ARB) — treats high blood pressure; alternative to ACEL;
o Statin — treats high chelesterol;
o Proton Pump Inhibitor (PPI) — treats gastrointestinal issues (i.e., refiux); alternative to H2
Blocker.
e Modification of 3 existing therapeutic categories: -
o ACEl —treats high blood pressure;
¢ CCB ~treats high blood pressure;
o H2 Blocker —treats gastrointestinal issues, including reflux.

s An order in council to add the 3 new RDP categories to the price regulations within the
Pharmaceutical Services Act-was approved on December 15, 2015. The new categories while
stated to be effective as of January 1, 2016 will not officially take effect until later in 2016 after
several impiementation steps.

s Feedback obtained fram initial stakeholder engagement sessions were taken into consideration -
leading to adjustments to the initiative. Key implementation steps include: {1} a separate price
submission process in early 2016 to allow manufacturers with non-reference products to match
the reference drug price; {2) plans to continuing existing coverage (grandfathering) for some
complex patient populations; and {3) plans to engage stakeholders further.

e A6 month transition-period (expected from June to November 2016) will be provided to give
patients.sufficient time to review their drug regimens through either a regularly scheduled
physician visit or a community pharmacist visit for therapeutic substitution consideration. During
the transition period current patient coverage in the 6 therapeutic classes will be maintained.

. The goal ofthe rede5|gn is to.make the PharmaCare program more effectlve based on evldence
while maintaining safety. Modernization of the RDP has the potential to achieve a cost savings to
PharmaCare of up to $27 million over 3 years1 - valuable health care dollars to reinvest in
new therapies.

¢« With RDP madernization, some patients prescribed a non-reference drug may need to pay more
if they decide not to switch to a fully covered reference product(s).

Approved by:
Barbara Walman, Medical Beneficiary and Pharmaceutical Services Division; February 1, 2016
Daryl Conner, obo Manjit Sidhu, Finance and Corporate Services Division; December 29, 2015

' Budget Impact Analysis completed by the Economit Analysis unit of Policy, Outcomes, Evaluation & Research, MBPSD
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Research - Ministry Funding

Research on pharmaceuticals or re!ated toptcs in the Medlcal Beneflmary and Pharmaceutlcal Services
Division (MBPSD}.

- KEY FACTS

Research is an mherent and lmportant contributor to supporting the MBPSD program to operate a
sustainable, evidence-informed, efficiently-managed, drug program that improves the health of
British Columbians

MBPSD is recognized by drug policymakers and researchers for its leadership in evidence-informed
decision making that contributes to policies which improve health outcomes.

MBPSD works to produce and facilitate relevant and timely evidence to support pharmaceutical
policy development and evaluation, particularly evaluation of the real world cost-effectiveness of
formulary drugs, quality assurance of the Special Authority Program, and development and
evaluation of programs that support the appropriate use of medications for healthy cutcomes.
MBPSD-also performs and facilitates research and evaluation on pharmacy practice.

MBPSD uses its internal capacity and its partnerships with external funders and researchers to
further strengthen the quality of evidence informing policy and planning for BC's drug program.
Examples Include the Canadian Agency for Drugs and Technolagies in Health (CADTH}, the Canadian
Institutes of Health Research (CIHR), the Drug Safety and Effectiveness Network {(DSEN}, the
Canadian Institute for Health Information, and other researchers.

MBPS5D makes best use of existing research and builds constructive relationships with the research
community to support research which directly informs or supports MBPSD to lead, innovate and
manage the Province’s drug program.

Recent/current research activity include the following:

o The Therapeutics Initiative (T1) was established in 1994 and is contracted through the
University of BC Faculty of Medicine. In 2012, the Ministry restructured the agreement with
the Tt to fund health professional education and PharmaCare program evaluations, as well as
three separate contracts to conduct clinical evidence reviews. In September 2012, the Tl
contract {education and evaluation ) was suspended as part of the Ministry-wide data
investigation. In October 2013 the investigation concluded and in February 2014 the contract
was fully reinstated. To assist with the contract collaboration with the Tl, 2 contract
management committee and working groups were formed to jointly identify projects and
establish a work plan to fulfill the education and research service requirements in the
renewed contract.

o The clinical evidence feview cantracts, some which included Tl reviewers, were not affected
during the suspension. The contract for Clinical Evidence Review services expired in
May 2014. A new Request for Proposal for these services was developed and posted on
BC-Bid. The successful applicants were notified in February 2015 and the contract with the
3 successful applicants are signed and will expire in 2018. The T} is one of the successful
praponents and the other 2 are Mediior and ReVue.

o The Alzheimer's Drug Therapy Initiative was created in 2007 to address the lack of clinical
evidence to support PharmaCare coverage of cholinesterase inhibitors (donepezil,
galantamine, and rivastigmine). A decision regarding PharmaCare coverage is expected to be
announced in 2016,
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o The Common Drug Review {CDR), at CADTH, is-a pan-Canadian process for conducting
objective, rigorous reviews of the clinical, cost-effectiveness, and patient evidence for drugs.
The CDR also provides formulary listing recommendations to Canada’s publicly funded drug
p!an‘s.1

o The DSEN, established by the CIHR in collaboration with Health Canada and other
stakeholders, also provides evidence on drug safety and effectiveness for regulators and
policy-makers.? MBPSD has submitted gieries, at no cost to MBPSD, to the Network to help
inform drug listings and policy.

o The Ministry asked BC Stats to survey clients who had previously participated in the BC
Smoking Cessation Program, in order to determine the effectiveness of nicotine replacement
therapy (NRT) gum or patch. The survey was conducted in 2015, and 27% percent of program
participants surveyed who used nicotine replacement therapy quit smoking. The survey
report is available at: http://www2.gov.bc.ca/gov/content/health/practitioner-professional-
resources/pharmacare/pharmacare-publications#fstudies .

o The Academic Detailing Evaluation Partnership Team, funded by the CIHR, is a pan-Canadian
evaluation of academic detailing programs across Canada to determine the impact of
academic detailing on prescribing.

. The BC Mlmstry of Health 5 fundmg for CADTH to support the Common Drug Revlew is $615 880
per year.

¢ The Tl agreement is worth $550,000 per year and will expire March 31, 2016.® Discussions are
ongoing for a contract amendment starting April 1, 2016

e From October 2007 to March 2015, the Ministry spent $2.78 million on Alzheimer's Drug Therapy -
Initiative research.’

e Request for Proposal for Clinical Evidence Review services: The available funding for clinical
evidence reviews was increased from $50,000 per reviewer per year {$250,000 per year) to
approximately $133,000 per reviewer per year (based on up to 3 reviewers and/or $400,000 per
year).

» DSEN: The Ministry does not fund DSEN. It is a federally funded program.

» The cost of the BC.Stats NRT survey was $89,500.

Approved by

Barbara Walman, Medical Beneficiary and Pharmaceutical Division; February 1, 2016

Ted Boomer, obo Manjit Stdhu, Finance and Corporate Services Division;September 18, 2015
Jackie Redmand; obo Carolyn Bell, Health Sactor Planning & Innovation Division; February 28, 2014

! hitp/ fweww.cadth.cafen/products/edr/edi-overview {accessed 03dec2013)
: http:/ fwww. cihr-irse.ge ta/e/40269.htmi {accessed 03dec2013)

¥ 71-2004 Agreement, Modification #5

* Finance and Decision Support (Septermber 2015)
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Smoking Cessation Program

Effective lanuary 1, 2016, the Ministry of Health’s BC Smoking Cessation Program was expanded to
include new nicotine replacement therapy products (fozenge and inhalerin addition to gum and
patch). The registration process was also streamlined and is done exclusively at community
pharmacies. An evaluation of this program was completed in early 2015, with additional evaluations
being planned in the future, considering the recent program changes.

KEYFACTS .

‘s BC cantinues to have the lowest smoking rate in Canada at 14.3% in 2014,which represents a
decrease from 16.2% in 2013. The national smoking rate was 18.1% in 20141

e The Ministry’s BC Smoking Cessation Program, launched September 30, 2011, helps BC residents
stop smoking, by providing the choice of either a no cost supply of either nicotine replacement
therapy, or PharmaCare coverage of prescription drugs bupropion (Zyban®), or varenicline
{Champix®), for up to 12 weeks. Non-prescription smoking cessation products are nicotine
replacement therapies {NRT), and include nicotine gum, transdermal patches, lozenges and
inhalers. Following the completion of the first competitive tender, between September 30, 2011
and December 31, 2015, the Program provided coverage for one brand of nicotine gum (Thrive™)
and one brand of nicotine patches (Habitrol’). Following the campletion of the second competitive
tender, as of January 1, 2016 the Program provides.coverage for one brand of nicotine gum
{Nicorette®), one brand of nicotine patches {Nicoderm®), one brand of nicotine lozenge
{Nicorette®), and one brand of nicotine inhaler {Nicorette®).

s Each calendar year, eligible BC residents can get coverage for either one NRT product ar one
prescription drug for a single course of treatment that lasts for up to 12 consecutive weeks
(84 consecutive days). Patients receive a 28-day supply at a time, up to a maximum of 3 fills of
28 days each. All BC smokers and users of other tobacco products with active coverage through
the province’s Medical Services Plan are eligible for nicotine gum or patches. The prescription
drugs are covered through Fdir PharmacCare, Plans B, Cand G, and the usual PharmaCare plan
rules apply, including deductibles and co-payments. On February 14, 2012, the Program expanded
to all federally-insured patients with active Medical Services Plan or PharmaCare coverage,
providing additional coverage to supplement their existing federal drug benefits for smoking
cessation aids. The Program has an expected seasonal pattern that includes a spike during launch
and each January, with a decline during the rest of the year.

¢ The Ministry evaluated the Program through numerous avenues. This evaluation involved multiple
areas of the Ministry, including Medical Beneficiary and Pharmaceutical Services Division,
HealthLink BC, Population and Public Health Division, as well as BC Stats, the provincial statistical
agency. Additional evaluations are being planned, considering with the receant program changes.

& Animpoct evaluation was conducted to determine the extent the Program has succeeded in its
intended aims of reducing smoking rates among British Columbians {by increasing the number of
quit attempts, and enabling successful quits). In February 2015, BC Stats completed a survey of
more-than 3,000 Program clients to determine the effectiveness of NRT gum or patch. Of those
who used the Program NRT 27% quit smoking. Cigarette consumption since using the Progiam was
determined and 76% of respondents reparted that they were smoking less than before using the
Program. There were 71% of respondents who made at least one quit attempt by stopping smoking

! Canadian Community Health Survey, 2014, Extracted from Statistics Canada Websita. Prepared by Ministry of Hezlth Surveillance and Epidemiology
team, lune 17, 2015
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for at least 24 hours. There were more respondents {52%) who remajined smoke free for mare than
30 days after using the Program (65% reported that they strongly agreed/agreed that the Program
helped, or is helping, them quit smoking, Based on these results from Program NRT clients, the
Program is effective in helping with smoking cessation.

» An operational {process) evaluation was conducted to determine how well the Program was
working. The Program was used by clients from ail health authorities, and approximately 25% of
smokers across the province have participated to date. Based on the evaluation, the Ministry
implemented changes to streamline the operations of the Program. Starting January 1, 2016, NRT
produicts covered by the Program are available directly through pharmacies. As a result, patients no
longer need to register by calling HealthLinkBC (8-1-1). The Program is also available only through
pharmacies {i.e., mall order has been discontinued).

» The Drug Safety and Effectiveness Network {DSEN) evaluated the following: 1) what is the real
world comparative effectiveness, safety, and (ideally cost-effectiveness) of varenicline, bupropion,
and nicotine replacement therapy for smoking cessation; and 2} does behavioural therapy increase
effectivenass of pharmacologic smoking cessation methods and, if so, what type of behavioural
therapy and with which agent(s)? In May 2014, the DSEN researchers concluded the following:

(1) continue abstinence rates (CAR) at 12 months are better for bupropion, vareniciline, nicotine
gum, compared to placebo, {2) CAR at 12 months are better for bupropion, varenicline, nicotine
gum, nicotine patch plus an active behaviour support program compared to an active behaviour
support program on its own, (3) no safety signal for cardiovascular events or suicides was
identified, however, results shoufd be interpreted with caution given the small number of trials
reporting these outcomes and the low number of events available for analysis. The DSEN report
was made publicly available by the researchers in December 2014.7

¢ Despite the recent decline in participation, the Program has provided coverage for a significant -
proportion (more than 25%) of BC smokers. From September 30, 2011 to March 31, 2015, over
187,000 patients received smoking cessation aid (129,800 for nicotine gum or patches, and 77,500
for bupropion or varenicline), and the Ministry has invested approximately $38.2 million for drug
coverage.” )

e Coverage for nicotine replacement therapy products is.available in Quebec and the
Northwest Territories, in addition to BC. Coverage for at least one of bupropion or varenicline is
available in all the provinces and in the Yukon, and the Northwest Territories.

SFINAT Vi TONS
e Total expenditure on drug coverage was $38.2 million, {September 30, 2011 to March 31,
2015).
e The cost of the BC Stats NRT survey was $83,500.

aApproved by:
Barbara Walman, Medical Beneficiary and Pharmaceutical Services Division; January 27, 2016
Daryl Conner, obe Manjit Sidhu, Finance and Corporate Services Division; July 13, 2015

z huip:/ fwww. ottawaheart.ca/research discovery/cardiovascular-research-methods-centre.htm {accessed 13jan2015)
* pharmaNet data, MoH, analysis by MBPSD POER, 2015
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Therapeufics Initiative

The Therapeut:cs Initiative {Tl) is an independent organization made up of physicians, pharmacists,
and other researchers. It operates at arm’s length from government and independently from the
pharmaceutical industry and other vested interest groups.

The Tl is part of the Department of Anesthesiology, Pharmacology & Therapeutics at the
University of BC (UBC) Faculty of Medicine. The Tl is funded through an agreement between the
Ministry of Health and the UBC Faculty of Medicine.

In September 2012, the T contract was suspended as part of the Ministry-wide data investigation,

in October 2013, the investigation concluded and in February 2014, the contract with the UBC
Faculty of Medicine was reinstated.

The reinstated Tl contract is managed collabaoratively through a joint committee and working
groups to identify projects and establish a waork plan for the contracted services.

The reinstated Tl contract will expire March 31, 2016. Discussions-are ongoing for a new contract
(an amendment to the existing contract ) to start April 1, 2016.

The Ministry has a separate contract with the Tl to provide Clinical Evidence Review services to
inform the Ministry's drug review process.

existing PharmaCare policies, programs, therapeutic options, resources and the evidence-

informed recommendations of an independent advisory bady called the Drug Benefit Council.

Prior to the establishment of the national Common Drug Review (CDR} in 2003, the Tl provided

most reviews of drug.submissions to the Council.

The Ti primarily provided clinical evidence reviews on new drugs before 2004 for consideration by

the Ministry. Teday, the Council is responsible for making drug listing recommendations to the

Ministry and the Ministry is ultimately the decision maker. Since 2003, the majority of newly

patented drugs are reviewed hy the CDR.

in the 1990s and early 2000s, the Tl cantributed to a number of reviews of expensive, widely

prescribed drugs that assisted PharmaCare in its decisions. Some examples include proton pump

inhibitors for various gastrointestinal diseases, rofecoxib (Vioxx) for pain, pioglitazone and
rosiglitazone for diabetes. Rofecoxib was later removed from the market and rosiglitazone was
severely restricted, both due to safety concerns,

The current Ministry contract with Tl is to provide health professionai education and PharmaCare

program evaluations:

o The major education deliverables are as follows: at least 12 Therapeutics Letters or podcasts
per year, at least 4 educational events to health care professionals in the province per year, '
maintenance of a website for sharing evidence-based information, other education to support
optional prescribing,

o The major evaluation deliverables are as follows: conduct:at least one, with a target of 3 per
year, pharmacoepidemiology program evaluations. For 2014/16, the tapics for these program
evaluations included the following: statins for high cholesteral, proton pump inhibitors for
gastrointestinal diseases, and a rapid monitoring toal.

From 2011 to 2014, the Ministry signed contracts with three UBC drug researchers, following a

request for qualifications (RFQ) process, who are part of the T, to provide Clinical Evidence '

Review services to inform the Ministry’s drug review process.
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« In 2014, following the expiry of the earlier RFQ contracts, the Ministry of Health posted a request
for proposal process on BC Bid. One of the UBC drug researchers, who is a member of the Tl, won
a new 3 year contract to deliver the next round of Clinical Evidence Review services to inform the
Ministry's drug review process. The contract was signed and came into effect in June 2015.

FINANCIAL IMPLICATI( Bl e R e

¢ TheTlis partlally supported by a Shared Cost Arrangement from the Mlnlstry to UBC The Shared
Cost Arrangement was first established in 1994 and was renewed in 1999, 2004 and 2007.

o From April 1, 1999, to March 31, 2004, total funding to the Tl and the Faculty was
approximately $700,000 per year.

o From April 1, 2004, to March 31, 2011, total funding to the Tl and the Faculty was
approximately $1 million per year.

o From April 3, 2011, to March 31, 2012, total funding to the Tl and the Faculty was $850,000.

s In 2012/13, the Ministry restructuréd the contract with the Faculty to fund 5550,000 for health
professional education and PharmaCare prograr evaluations.

o This contract was on hofd from September 2012, to October 2013, due to the Ministry-wide
privacy and data investigation, resulting in reduced funding for 2012/13 and 2013/14.

o For 2012/13, the maximum funding was $475,518.

o For 2013714, the maximum funding was $335,817.

 In February 2014, the contract was reinstated after a contract modification was completed to
incorporate new contract oversight and data oversight requirements. The contract will be in effect
from February 11, 2014, to March 31, 2016.

o For 2014/15, the maximum funding is $550,000.
o For 2015/16, the maximum funding is $550,000. —

o The Ministry and UBC are currently discussing a new contract (amendment) for 2016-2019.

s In'2013, the 3 RFQ contracts, between the Ministry and UBC drug researchers, who are partof the
Tl, to provide Clinical Evidence Review services, were each valued at 550,000 per year.

e The new 3 year request for proposal contract with one of the UBC drug researchers, who is a
member of the Tl, will be in effect from June 22, 2015, to April 26, 2018, with a one time option to
extend the contract for 2 years.

o For 2015/16, the maximum funding is $170,000.
o For2016/17, the maximum funding is $170,000.
o For2017/18, the maximum funding is $170,000.

Approved by:
Barbara Walman, Medical Beneficiary and Pharmaceutical Services Division; February 1, 2016
Daryl Conner, oho Manjit Sidbu, Finance and Corporate Services Division; July 13, 2015

Page 2 of 2 212 of 221



ISSUE .

KEY-EACTS . .

FACT SHEET

Travel Assistance Program

The Travel Asswtance Prcgram {TAP) helps allewate some ofthe transportatzon costs for ellgtbie BC
residents who must travel within the province for non-emergency medical specialist services not
available in their own community.

¢ [n 2004, the Mmlstry assumed fmanmal responmbthty for TAP ferry trave] subs:dles Pavment is
made to BC Ferries through the Ministry of Transportation and Infrastructure.

e There were 124,215 TAP approvals issued by the Ministry for the fiscal year 2014/15, an increase
of 3.9% over 2013/14." Of those approvals, 98.7% were for fully-subsidized ferry travel.

Approved Conf'rmatlon by Travel Mode Aprild, 2014 — March 31 2015

Made. v 00 0 9 Numiber | Percent |:Escort. P iQne W cle | % -
Air B 1,556 | 1.3 839 53.9 | 171 11
| Angel Flight 7 0.0 7 100 1 143
Bus 10 00 |2 20 0 0.0
Ferry 122,589 | 98.7 | 78,819 | 643 | 3,506 2.9 117,906 96.2
 Rail 53 0.0 31 585 |4 175
| TOTAL 124,215 | 100.0 | 79,608 | 64.2 | 3,682 3.0

o Of the 37,275 unique patients who obtained a TAP confirmation number in 2014/15, 39.5% were
seniors and 12.7% were on Premium Assistance (table below). Of those unique patients, 85.2%
obtained between 1 and 5 travel confirmations during fiscal year 2014/15 and an additional 9.9%
obtained between 6 and 10 travel confirmations.?

Patients by Range of Approued Cenﬂ mations - A r|] 1 2014 March 31 2015

 Conf'si per :

‘patiant - | Patients . | Patiénts :Conif's. Coh . Seniors eniors PA:
lties 31,772 85.2 62,465 50.3 11,910 37.5 4,066 P 12.8
6 to 10 3,693 9.9 27,475 22.1 1,895 51.3 418 . 11.3
1110 20 1,350 3.6 18,843 15.2 711 52.7 167 12.4
21 to 30, 276 0.7 6,757 54 124 A4.9 40 14.5
»30 184 0.5 8,675 7.0 79 42.9 36 19.6

|JOTAL | 37,275 {1000 1,124,215 | 1000 {14719 [395 14727 | 127 |

'FINANCIAL IMPLICATIONS

Program budget for ferry travel in 2014/15 was Sll 000 000 Expendltures for 2014/15 were -
§11,838,554 (including fares and fuel surcharge) resulting in the cost exceeding the budget by
$838,554. Expenditures increased from $10,881,429 in 2013/14 , a year over year increase of 8.8%.

Approved by:.
Daryl Conner, obo Manjit Sidhu, Finance and Corporate Services Division; May 4, 2015
Barkara Walman, Medical Beneficiary and Pharmaceutical Services Division; April 23, 2015

! https://tap.hith.gov.be.caftap/faces/TravelAssistancaSummary.xhtml
? https://tap.hith.gov.be.ca/tap/faces/ApprovedCaniirmationsPer Patient.xhtm!
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Varenlclme (Champnx) and BC Smokmg Cessatlon Program Evaluatlon

TISSUE T o s 8 i
Some CrItECS quest:on the safety of varenlcllne (Champlx@] and bupropton (Zyban 52 prescrlption drugs
covered by BC PharmaCare for smoking cessation, and call for more safety evaluations.

'1::I(EY FACTS ; : o
The Mlnlstry of Health used |ts drug review process to review the efficacy and safety ofthe drugs
covered through the BC Smoking Cessation Program.

* [n April 2011, smoking cessation drugs (varenicline, bupropion, nicotine replacement therapies
(NRTs)) were reviewed by the Drug Benefit Council (DBC). The DBC considered many sources of
information including a report by the Commaon Drug Review (2007), comprehensive reports from
the Canadian Agency for Drugs and Technologies in Health (2010), and reporis of adverse drug
reactions from Health Canada. The evidence informed recommendation from the DBC was that the
Ministry should cover varenicline (Champixm) and bupropion {Z_vba.n'@) as Limited Coverage benefits
{12-week course). DBC concluded that there did not appear to be many serious adverse events
associated with these drugs, especially when combined with nicotine withdrawal.

In May 2011, Premier Clark announced that the Program would be launched in September 2011. The

Ministry began planning for the evaluation of the Program prior to the launch,

e In August 2011, Medical Beneficiary and Pharmaceutical Services Division (MBPSD) established an
internal working group to develop an evaluation plan for the Program.

e In August 2011, MBPSD submitted a query te the Drug Safety and Effectiveness Network (DSEN} to
evaluate the effectiveness and safety of varenicline, bupropion, and NRTSs.

s In September 2011, the Program was launched to provide the choice of a 12-week course of no-cost
nicotine gum or patch, or PharmaCare coverage of varenicline or bupropion. As of January 1, 2016
the Program provides coverage for additional NRT products {i.e. gum, patch, lozenge, inhaler}; the
Program continues to provide coverage for varenicline or bupropion.

« From September 30, 2011 to March 31, 2015, over 187,000 patients received a smoking cessation
aid (129,800 for nicotine.gum or patches, and 77,900.for bupropion or varenicline}, and the Ministry
has invested approximately $38.2 million for drug coverage.?

Research studies continue to support that all covered drugs for smoking cessation under the Program
are effective and safe, There are several recent large-scale (country-wide) studies that provide
real-warld information on effectiveness and safety,

s In May 2012, the British Medical Journal published a systematic review and meta-analysis with
22 trials and over 5,000 patients taking varenicline. They found no significant increase in
cardiovascular adverse effects associated with varenicline.?

e [n May 2013, the Cochrane Database of Systematic Reviews published its overview and network
meta-analysis of smoking cessation therapies. None of the studied drugs {including varenicline,
bupropion, and NRT) appeared to have adverse events that would mitigate their use.>

e In Octaber 2013, the British Medical Journal published a real-world safety study involving nearly
120,000 adult smokers in England (>31,000 using varenicline, > 6,700 patients using bupropian}.
These researchers concluded that there is no evidence of an increased risk of suicidal behaviour in
patients prescribed varenicline or bupropion compared to those prescribed NRT.*

! PharmaNet data, MoH, analysis by MBPSD PQER, 2015
Prochaska J, Hl[ton JE. B 2012 httpy fwww. brnij. comkunlentﬂ%/bml e2856 Iong (accessed 18jan2016)

lQJanZOIG]
* Thomas KH et al. BMI 2013;347:f5704 hitp://www.timj.com/content/347 /bmi F53704 full.pdf+html (accessed 19jan2016)

Page 1 of 2

214 of 221



FACT SHEET

e In May 2014, DSEN concluded that continuous abstinence rate at 12 months was better for
varenicline, bupropion and nicotine gum compared to placebo. There were no safety signals for
cardiovascular events or suicides; however, this shouid be interpreted with caution given the small .
number of trials and the low number of events available for analysis.”

e In March 2015, a British Medical Journal publication found no evidence of an increased risk of
suicide or attempted suicide, suicidal ideation, depression or death with varenicline. This was a
study with 44 trials and 11,146 patients, and the most comprehenswe published systematic review
of neuropsychiatric effects associated with varenicline to date.”

s InJune 2015, the British Medical Journol published a study using data from the whole population of
Sweden (69,000 patients on varenicline). The analysis showed that varenicline was not associated
with significant hazards of suicidal behaviour or other specified negative outcomes.’

The Ministry and BC Stats evaluated the NRT component of the Smoking Cessation Program.

e An impact evaluation was cenducted to determine whether Program NRT reduced smoking rates
among British Columbians. In 2015, BC Stats completed a survey of >3,000 Program clients. 27% of
those who used Program NRT quit smoking. Based on these results, Program NRT is effective for
smoking cessation.®

e An operational (process) evaluation was conducted to determine how well the Program was
working. Approximately 25% of smokers across the province have participated. Based on.this
evaluation, the Ministry streamlined the Program. In January 1, 2016, NRT products covered by the
Program are available only through pharmacies. As a result, patients will no longer need to register
by caliing HealthLinkBC {8-1-1) and direct mail distribution has been discontinued.

e Additional evaluations may be planned in the future, considering these recent program changes.

R

Based on the Ministry’s review to date, the Ministry continues to support PharmaCare coverage for

varenicline and bupropion, and no-cost NRT products (i.e. gum, patch, lozenge, inhaler).

e inJuly 2013, Fall 2014, January, May and June 2015, the Opposition raised questions regarding continued
PharmaCare coverage for varenicline and cited reports of serious adverse effects. The Opposition also
questioned the Ministry's decision to use DSEN, rather than Therapeutics Initiative, for evaluation.

e All academic researchers, including those from Therapeutics Inftiative, may conduct drug safety
research using BC data through the established Ministry process for data access.

o There are henefits and risks with any drug. The Health Canada-approved product monograph for
varenicline provides warnings about potential risks, and health care professionals need to discuss
the appropriateness of varenicline as well as monitoring fora given patient.

» The Ministry is monitoring the class action lawsuit regarding varenicline safety. The action has been
stayed as against the manufacturer Pfizer. The legal process is continuing.

The cost ofthe BC Stats smokmg cessatlon NRT survey to the Mlnlstry was 589 500

Approved by!

Barbara Walman, Medical Beneficiary and Pharmaceutical Services Division; February 2, 2016

Carolyn Bell, obo Teri Collins, Health Sector Information, Analysis and Reporting Division; February 5, 2016
Daryl Conner, obo Manjit Sidhu, Finance and Corporate Services$ Division; July 13, 2015

¥ hitp/ fwww.otiawaheart.cafresearch discovery/cardiovasculdr-résearch-metheds-centre.htm (accessed 13jan2015)

 Thomas KH of 2. B 2015:350:h1109 doi:10.1136/bm].h1109 hifp:/www.bmi.com/eontent/350/bmi.h} 108 {accessed T7jun2015)
? Molero, Yasrnida et al. BMJ 2015;350n2388, http://www.bmi. com/content/bri/350/bmi.h2388.full.pdf (accessed 17jun2015)

s‘htti):K.J'WWW-Z:P,DV,bc.i:a)"gpw'wntent{'he_a_ith,"pract'ltioner-nrofessionabresources}'pharrnacare}p_ha!_‘macare-publicationsﬂstudies_
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BC has emerged as a leader in genomic health research nationally and internationally,

FACT SHEET

Positioning Genomics in the Healthcare System

particularly in the area of health genomics.

& The BC Technology Strategy, #BCTECH, contains strategic actions including facilitating,
through Genome BC, turning important insights from genomics into new diagnostic and
treatment services.

e For BC to build upon its genomic successes and improve clinical outcomes, it will be
imporiant to have a clear framework for genomic services in the health system,
specifically one that supporis an integrated research and innovation ecosystem.

® The Ministry of Health, in consultation with experts will develop a genomic road map, on
how to support genomic research and its translation into improved patient care and
patient outcomes,

» Development of this framework is underway in collaboration with Genome BC and other
key stakeholders and will be complete within the next 3-6 manths..

Background

Over the past 15 years, BC has emerged as a leader in genomic health research nationally and.
internationally.l The province has invested in Genome BC to support genomic research
projects, and in the Michael Smith Foundation for Health Research to support and to attract
researchers who contribute to genomic research.

The investment in genomics has positioned BC well for application of genomics in‘the emerging
field of precision or personalized medicine, in which variation in the human genome can be
linked to a patient’s susceptibility to disease or response to treatment, allowing for earlier and
more nuanced diagnosis, more accurate prognosis, delivery of treatment strategies tailored to
the characteristic of the individual patient, and in many cases prevention of disease.
lurisdictions araund the world are recognizing the potential of personalized medicine for
transforming health care and as a foundation for economic gr_o'u'q.tth.m'4

With a strong and vibrant group of genomic experts and sequencing core facilities, some of the
best patient registries in the world, electranic health records, new investment in the Strategy
for Patient Oriented Research (SPOR} data platform and a lively research and innovation
ecosystem, BC has many of the ingredients required to be a leader in the implementation of
gendm-ics in clinical prattice._

! Bibliometric Analysis on genomic Research in Canada focusing on British Columbia, 1881-2011. Science-Metrix,
January 2014.

? U.S. White House. Fact sheet: Prasident Obama’s precision medicine initiative [homepage on the Internet}.
c2015. [cited 2016 lan 28). Available from: www.whitehouse.gov/the-press-office/2015

* Genomics England. The 100,000 genomes project [homepage on the Internet]. c2015. [cited 2016 Jan 29].
Available from: www.genomicsengland.co.uk/the-100000-genomes-project

* OECD International Futures Project, The hiceconamy to 2030: Designing a policy agenda [homepage on the
Internet]. ¢2009. [cited 2016 Jan 29]. Available from:www.oecd.orgffutures/long-
termtechnologicalsocietalchalienges/thebiseconamyto2030desikningapolicvagenda. itm
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To secure BC's position in this globally competitive field, the BC government has developed the
BC Technology Strategy, #BCTECH, which is a multi-pronged strategy to support BC's tech
industry, including the life sciences, with the tools, funding, and resources needed to expand
and grow in BC. The strategy recognizes the importance of a strong research environment as
the foundation for innovation as well as the need for supports for developing entrepreneurs to
bridge the gap between innovation and commercial application.

A robust genomic strategy will also require attention to unique challenges to the application,
uptake and commercialization of genomic discoveries into the health system.

Rapid advances in genetic testing and related technologies (accompanied by some cost
reductions in specific tests/technologies) have resulted in heightened demand for genetic tests
and related services and increased use in relation to an ever broader range of rare and common
diseases. The introduction of genomic tests represents important new developments in the
diagnhosis and treatment of disease. The successful translation of promising genomic research
into clinical practice requires attention to a range of issues including: the quality and reliability
of genomic testing and interpretation, education for health professionals and patients,
assessment of clinical meaningfulness and cost effectiveness, attention to the public/private
mix for funding and delivery of genomic services, adequacy of bioinformatics, Jegal issues
regarding privacy and genetic discrimination and other ethicalissues. Public acceptance of
genomic technologies cannot be assumed and is an important underlying issue.

Approved by: Victoria Schuckel, A/Executive Director: April 27, 2016
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'Health Accord — FPT Shared Health Agenda

The federal Health Mlmster has been mandated to engage provmces and terrltorles (PTs) in the
development of a new multi-year Health Accord, including a long term funding agreement. Federal,
provincial and territorial (FPT) Health Ministers met in Vancouver on fanuary 20-21, 2016, and
discussed shared priarities for immediate action, leading toward a new Health Accord.

Federal Funding for Health Care

e InJuly 2015, Premiers agreed that the federal share of health care costs through the Canada
Health Transfer should represent a minimum of 25% of all health care $pending by PTs.

e At the January 21% FPT Health Ministers’ Meeting, PT Ministers reaffirmed this position to the
federal Health Minister. The federal Minister agreed that new resources are needed and
confirmed the federal government’s commitment to work toward a long-term funding
arrangement with PTs.

» The federa!l Minister has indicated that a long-term funding arrangement could include bilateral
agreements between the federal and individuai PT governments, which would take into account
the different circumstances of jurisdictions.

¢ Negotiation on a funding agreement with the federal government, including any changes to the
Canada Health Transfer, will require further discussions at the FPT level including Premiers,
Finance Ministers, and Health Ministers.

¢ PT Health Ministers agree that increased federal funding for health care is required; however,
they disagree on the method of distribution for the funding. Some provinces, including BC, have
advocated for distribution that considers the impact of an aging population, while others,

e.g. Alberta, favour a per-capita distribution.

Shared Health Agenda

e FPT Ministers have agreed to work on the following immediate priorities: Pharmaceuticals,
Community Care, and Innovation.

¢ Discussions will continue over the coming months at the Minister, Deputy Minister, and staff
tevels to clarify deliverables and advance work in these areas.

Pharmaceuticals

e FPT Ministers will work collaboratively to enhance the affordability, accessibility and appropriate
use of prescription drugs. This includes reducing pharmaceutical prices,; improving prescribing
practices, and improving coverage and access.

e Ministers agreed to create a new working group focused on improving equitable and appropriate
access to pharmaceuticals. The group will be co-led by Ontario, BC and Alberta, and the federal
government wifl also participate.

» Jurisdictions are working toward a fair pricing strategy and more consistent assessments of drugs
and coverage decisions far expensive drugs that are used to treat rare diseases. Work will focus
on access, evidence of effectiveness, communication, and pricing.

Community Care

s FPT Ministers recognized the impacts to health systems of aging populations, as well as growing
rates of chronic disease and mental illness.

Page 1 of 2
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FPT Ministers will consider ways to expand access to services at home, and agreed to pursue a
shift of health-care systems from a focus cn institutions toward providing more care in the home
and community. This is in alignment with BC's strategic priorities.

The federal government’s election platform included a commitment to provide $3 billion in
funding over 4 years to PTs for home care services, including in-home caregivers, financial
support for family care, and palfiative care. Collaborative work on community care going forward
will build on the work of PTs, along with this committed federal investment.

innovation

FPT Ministers agreed on the importance of service ‘delivery innovation to improve quality of care
and value for money in health services.

Ministers will consider how existing pan-Canadian and provincial health organizations can better
support system transformation.

Ongoing coliabarative work will focus on the adoption and spread of proven innovations, as well
asthe role of health information, data analytics, digital health and technology management.

See separate fact sheet on Federal Health Transfers.

Approved by:
Heather Davidson, Partnershigs and Innovation Division; February 5, 2016
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Lyme Disease

ISSUE

There is considerable debate and disagreement between patient advocacy groups and a minority
of physicians and the broader medical community related to the existance, diagnosis and
treatment of “chronic Lyme disease”.

The Public Health Agency of Canada is planning a “consensus conference” later this year that will
engage Lyme advocacy groups, public health practitioners and infectious disease specialists with
the intent of forging a consensus on how to diagnose and treat Lyme disease. This may well lead
to media questioning and a refocus on ongoing disagreements.

KEY FACTS

People may acquire Lyme disease after being bitten by a tick infected with the bacteria Borrellia
burgdorferi. Lyme disease is reportable under the Public Health Act Communicable Disease
Regulation.

Less than 1% of the ticks tested by the BC Centre for Disease Control (BCCDC) carry this
bacterium." There are 2 types of ticks in BC that can carry Lyme disease: (1) Ixodes pacificus and
(2) Ixodes angustus. They are not present in large numbers in BC, and a low percentage of them
carry the Lyme-causing organism compared to ticks in eastern Canada and the US.

Human cases of Lyme disease are rare in BC where the incidence rate is Iess than 0.5/100 000 per
year.” There is no evidence to support an epidemic of Lyme disease in BC.? Early diagnosis and
treatment of the disease is paramount, as the sooner treatment (with antibiotics) is begun
following infection, the quicker and more complete the recovery.

Even after effective antimicrobial treatment, in the absence of any evidence of ongoing infection,
10-20% of individuals who had active established Lyme disease will report ongoing
symptomatology. The underlying cause is thought to be some as yet undefined immune system
disregulation.

Concerns have been raised regarding the lack of primary care physicians’ knowledge of the signs,
diagnosis and testing for Lyme disease. However, studies conducted by the BCCDC show
physicians in BC are aware of the disease and treat appropriately based on suspicion. In

May 2010, Provincial Health Services Authority’s Brian Schmidt produced a report at the request
of the then Deputy Minister of Health that recommended further research into “chronic Lyme
disease”. BCCDC was not involved in this report, which was not peer-reviewed.

Partly, as a result of this report and following previous recommendations from the Provincial
Health Officer, the Ministry of Health and the Provincial Health Services Authority invested
significant funds to develop a Complex Chronic Disease Clinic and associated research program.

Diagnosis and Laboratory Testing

Early, acute Lyme disease should be diagnosed by a physician through a clinical evaluation of the
patient's symptoms and risk of exposure to infected ticks. Treatment is not dependent on blood
tests at this stage.

Blood tests for Borrelia antibodies may be used to assist in the diagnosis of suspect established
Lyme disease (supported by laboratory testing by BCCDC).

BC Centre for Disease Control (2014). Lyme Disease. Available at: http://www.bccde.ca/dis-cond/a-z/ |/LymeDisease/overview/Lyme+Disease.htm
? BC Centre for Disease Control (2014). British Columbia Annual Summary of Reportable Diseases. Available at:

http //www.bcede.ca/NR/rdonlyres/D8C85F70-804C-48DB-8A64-6009C9FD49A3/0/2013CDAnnualReportFinal.pdf
* Henry B, Morshed M. (2011) BC Medical Journal. 53(5): 224-229. Available at: http://www.bcmj. org/sites/default/files/BCMJ_53_VolS_lyme.pdf
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The BCCDC laboratory uses the accredited 2 step international test protocols (ELISA and
Western Blot) that are used by all public health laboratories in the US and internationally.
Results of testing done by non-recognized means, such as that advertised by some independent
for profit US Laboratories that use in-house or non-standarized interpretations should be
discouraged as recent published evidence shows that they are no better at picking up Lyme
disease than are approved tests, but will find “Lyme disease” in up to 57% of healthy, uninfected
people. In the BC context this will lead to exceedingly high rates of false positive test results.

In the US, the Centers for Disease Control and Prevention and the Food and Drug Administration
report that they “have become aware of commercial laboratories that conduct testing for Lyme
disease by using assays whose accuracy and clinical usefulness have not been adequately
established.” Basing diagnosis on results that cannot be validated may lead to inappropriate
treatment and failure to investigate the true cause of patients’ illness.

Any British Columbian concerned about symptoms or exposure to Lyme disease can access
diagnostic tests, publicly covered under the Medical Services Plan.

Other Initiatives

BCCDC continues to keep itself apprised of the most appropriate and effective laboratory testing
practices to ensure accurate results and continues to monitor ticks, human and animal iliness to
determine if risk in BC is changing.

BCCDC issues an alert every year to remind people of the low but real risk of Lyme disease in BC
and encourage them to wear the appropriate clothing to protect themselves from tick bites when
they are in areas where ticks live.

BCCDC reminds physicians and public health providers of the need to be vigilant about the
possible presence of Lyme disease as it can be difficult to accurately diagnose, especially in its
early phases.

Complex Chronic Diseases Program (CCDP)

CCDP focuses on a model of supportive care for symptom management for patients suffering from
a variety of chronic complex diseases leading to disability. The CCDP clinic, located at BC Women'’s

Hospital, began seeing patients in June 2013.

CCDP serves very complex patients with conditions of which the cause is unknown, but it is
suspected that an infectious pathogen may play a role. Some of the most prevalent recognized
conditions include Myalgic Encephalomyelitis/Chronic Fatigue Syndrome, Fibromyalgia and
“Chronic” Lyme Disease.

FINANCIAL IMPLICATIONS
N/A

Approved by:
Dr. Perry Kendall, Provincial Health Officer, January 19, 2016
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