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R esidential care in BC is fac-
ing critical challenges. Resi-
dential care patients make 

up less than 1% of BC’s population 
and consume approximately 25% of 
the combined budgets for MSP, Phar-
macare, acute care, and home and 
community care.1 At the same time, 
the number of family physicians who 
deliver residential care is steadily 
declining.

The number of general practi-
tioners (with at least 50 longitudinal 
patients in the community setting) 
delivering residential care services 
dropped 13%2 between 2003 and 
2013. Most notable, the Fraser Health 
Authority and Vancouver Coastal 
Health Authority saw declines of 27% 
and 24%2 respectively.

The Ministry of Health developed 
five residential care service agree-
ments in 2011 with local divisions of 
family practice and their respective 
health authority partners in Abbots-
ford, Chilliwack, Prince George, 
South Okanagan Similkameen, and 
White Rock–South Surrey to address 
specific service delivery concerns in 
those communities. In July 2013, rec-
ognizing the needs for increased phy-
sician support for residential care ser-
vices and refined quality patient care, 
the GPSC began discussing the need 
for a provincial solution. Funding for 
the five service agreements became 
part of the GPSC budget in April 
2014 with the committee using these 
agreements to develop a better under-
standing of the underlying issues and 
concerns, to explore solutions, and to 
engender change to residential care in 
BC.

Lessons learned from the divi-
sions’ agreements and extensive con-
sultations with other stakeholders 
helped establish five best practice ex-
pectations for the provincial initiative:

1.	24/7 availability and on-site 
when required

2.	Proactive visits to residents
3.	Meaningful medication reviews
4.	Completed documentation
5.	Attendance at case conferences

These best practice expectations 
are anticipated to reduce unnecessary 
or inappropriate hospital transfers, 
improve both patient and provider 
experiences, and reduce costs.

Localizing the design of care 
and the funding allocation empow-
ered divisions and health authori-
ties to determine how to best meet 
the unique needs of their communi-
ties. The five divisions’ agreements 
achieved improvements in the fol-
lowing areas:

Consistency of care
The divisions each met some of the 
best-practice expectations, but there 
are further opportunities for devel-
opment in some divisions. Collec-
tively, the MRPs (most responsible 
physicians) served all residential care 
patients in 32612 residential care beds.

Polypharmacy
Effective medication manage-
ment is a key part of quality patient 
care. In Abbotsford, all facilities 
had key medications on-site, which 
helps with consistency and qual-
ity improvement. The White Rock–
South Surrey Division noted a clear 
downward trend for a number of 
patients on nine or more medica-
tions and of patients on antipsychot-
ics. The Prince George Division 
observed some reduction in poly-
pharmacy, particularly as a result of 
coached medication reviews with 
one pharmacist during in-facility 
meetings every 6 months.

Proactive care
Regular visits by MRPs to facilities 
promoted a standard of proactive 
care. The South Okanagan Similka-
meen Division reported an increase 
in the number of proactive visits by 
MRPs. In 2012, 23% of Penticton 
residential care patients received two 
or more visits every 6 months from 
the MRP. As of 2014, that number has 
increased to 51%.

Transitions in care
Several communities evidenced 
reduced ER transfers of patients. In 
Chilliwack, a designated residential 
care physician was available twice a 
week and on all weekends to provide 
MRPs an alternative to leaving their 
offices or the hospital to perform reac-
tive visits, upon request by the facil-
ity or family of the residential care 
patient. This prevented 15 emergency 
room transfers per month. Similarly, 
the South Okanagan Similkameen 
Division recorded that local residents 
visited the Penticton Regional Hospi-
tal emergency department 88 fewer 
times during the 13 months after the 
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service agreement began than they 
did during the 13 months prior. 

Based on the success of the ser-
vice agreements, the GPSC is offer-
ing the initiative to 104 communi-
ties through the leadership of local 
divisions. With 97% of residential 
care beds sited in communities with 
a division,2 working closely with 
health authorities, divisions are best 
positioned to determine local solu-
tions. Starting in April 2015 this scal-
able, sustainable solution will cover 
all residential care sites (where no 
division exists in a community with 
a residential care facility, the initia-
tive is available to groups of local 
family physicians) and will be stan-
dardized with best practice expecta-
tions for consistent and ubiquitous 
patient care. 

The GPSC has allocated up to 
$12 million annually, the equiva-
lent of $400 per residential care bed, 
for divisions to achieve a dedicated 
GP for each residential care patient 
while addressing other supporting 
functions such as service coordina-
tion, mentoring, and education. 
Local service delivery plans culmin-
ate in the signing of a memorandum 
of understanding with the health 
authority partner.

For further information on the 
residential care initiative, visit the 
GPSC website (www.gpscbc.ca). 

—Brian Winsby, MD
—Darcy Eyres 

Co-leads, Residential Care 
Initiative
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tralia and New Zealand, and South 
America. Discover new destinations; 
return to favorite ports. Physician 
owned and operated, Sea Courses has 
provided over 250 unique CME con-
ferences onboard cruise ships since 
1995. Contact Sea Courses Cruis-
es for current promotions: phone 
604 684-7327, toll free 1 888 647-
7327, e-mail cruises@seacourses 
.com. Visit www.seacourses.com for 
a complete list of CME cruises.

MEDICAL CBT
Various locations and dates
When you learn medical cognitive 
behavior therapy’s ultra-brief tech-
niques, you’ll feel much more com-
fortable handling the many “supra-
tentorial issues” in your practice. 
Choose from the following work-
shops, each accredited for at least 12 
Mainpro-C credits: Whistler—Delta 
Whistler Suites (5–7 Aug); Banff—
Banff Delta Royal Canadian Lodge 
(20–22 Aug); Vancouver—UBC 
(24–25 Sep); Cranbrook—Kim-
berley Conference Centre (28–29 
Sep); Mediterranean—Vision of the 
Seas (19–30 Oct); Disney World—
Grand Floridian (9–11 Dec); Carib-
bean cruise—Disney Fantasy (12–
19 Dec); Bahamas—Atlantis (4–6 
Feb 2016); Whistler—Delta Whis-
tler Suites (24–26 Feb 2016); Kau-
ai—Grand Hyatt (9–11 Mar 2016); 
Maui—Sheraton Ka’anapali (21–23 
Mar 2016); Asian cruise—Diamond 
Princess (9–25 Apr 2016); British 
Isles cruise—Celebrity Silhouette 
(6–20 Aug 2016). CBT Canada won 
the national 2013 CME Program 
Award from the CFPC. Lead faculty 
Greg Dubord, MD, has given over 
300 CBT workshops and is a recent 
University of Toronto CME Teacher 
of the Year. For details and to register 
visit www.cbt.ca or call 1 877 466-
8228. Look for early-bird deadlines.

TRANSFUSION MEDICINE
Online courses, 1 Apr–31 Mar 2016
The benefits and risks of blood trans-
fusion are complex. Are you aware 
of the physician recommenda-
tions on blood transfusion recently 
released on Choosing Wisely Can-
ada by the Canadian Societies for 
Transfusion Medicine, Hematology, 
Internal Medicine, and Palliative 
Care? Take the online course, Trans-
fusion Medicine for Physicians, and 
be confident you are making the 
decision to transfuse using the latest 
evidence-based information. Blood 
Transfusion—Less is More is a 
1-hour online course made up of six 
10-minute modules—flexibility to 
complete modules in one or multiple 
sittings. The course features interac-
tive case studies highlighting impor-
tant points common in daily clinical 
decision making, including accom-
panying references and resources to 
update and test practice knowledge 
in transfusion medicine. Target audi-
ence: emergency and family physi-
cians, hospitalists, internists, resi-
dents, and surgeons. CME credits 
available. For additional information 
and online registration visit www 
.pbco.ca or contact Sonia Chau at 
604 675-3991, schau@pbco.ca.

SEA COURSES CME CRUISES
2015–2016, various locations and 
dates 
New itineraries. New dates. Five 
reasons to take a Sea Courses CME 
cruise: (1) 20 years as Canada’s #1 
CME cruise provider, (2) Canadian 
dollar pricing, (3) unbiased CME 
with no pharma sponsorship, (4) 
accredited for family physicians 
and specialists, (5) your compan-
ion cruises free. Sea Courses offers 
CME cruises to the Caribbean, Tahi-
ti, Mediterranean, Southeast Asia, 
British Isles, European Rivers, Alas-
ka, South Africa, South Pacific, Aus-
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