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	Primary Care
	Primary Care is the first point of contact into the health care system where the majority of health problems are treated by a generalist (e.g. family physician or nurse practitioner) and coordinated continuing care occurs with specialists as needed.  The goal of primary care is to provide comprehensive, high quality health care across the lifespan.  


	VCH Primary Care Clients
	Residents of Vancouver (for Vancouver VCH Primary Care Clinics) or the North Shore (for North Shore VCH HealthConnection Clinic) living with complex clinical and psycho social needs, who are vulnerable and underserved and who require a higher intensity of services to achieve and maintain functional stability.

VCH Primary Care Clinics are the patient medical homes for the most complex of clients.  Some clients may improve over time and become suitable for transition to community primary care providers (e.g. fee for service GPs).  However, other, more complex clients may always be cared for within VCH Primary Care.   

For more detailed description of VCH PC mandate:


Vancouver Primary Care Mandate:  


[bookmark: _MON_1625903692]HealthConnection Mandate:   


	Active client
 

	Any client with an in-person, in-clinic contact with VCH Primary Care in the past 12 months. 

	Inactive client

	Any client with no in-person, in-clinic contact with VCH Primary Care in the past 12 months and has been inactivated as part of a panel management process or another reason.

Inactive clients include those who:
· Visit clinic infrequently (less than once every 12 months)
· Moved out of service area (either permanently or temporarily)
· Temporary indicates client is away for an extended period of time but intends to return to clinic (e.g. school, temporary job elsewhere)
· Are receiving primary care elsewhere (e.g. FFS GP) 

Any inactive client can be re-screened and potentially re-activated) at a future date.  


	Deceased client
	Any client who has died.


	MRP 
(Most Responsible Provider)
	The MRP as outlined by the CMPA:  
https://www.cmpa-acpm.ca/en/advice-publications/browse-articles/2012/the-most-responsible-physician-a-key-link-in-the-coordination-of-care 

Every client is assigned an MRP (NP or GP).
· For new clients, the MRP is the NP or GP that the client sees at the first visit.  
· The MRP can be changed at later date based upon client complexity and MRP’s capacity once there is a better understanding of the client’s needs.
· The MRP is NP or GP that provides majority of care in last 12 months.
· If client sees more than one MRP equally, discussion is required between the client and the MRPs providing care to determine the MRP.  The listed MRP must approve the release of the client.  


	POS 
(Point of Service)
	POS in VCH Profile EMR is limited to VCH Primary Care Clinics only.  All other clinics in VCH Profile EMR are “Alt POS” (i.e. alternate point of service).

Every PC client is assigned a POS.
· For new clients, the POS is the clinic that the client first visits.  
· The POS can be changed at later date based upon clinic visits.
· The POS is the clinic that provides the client’s majority of care in the last 12 months.  
· If the client visits more than one clinic equally, discussion is required with client and clinics’ MRPs providing care to determine the POS.  The listed POS must approve the release of the client.  




Updates to MRP and/or POS in VCH Profile EMR:
· A review of MRP or POS can be initiated by any Primary Care team member.
· Discussion must occur between MRPs providing care to the client to transfer care from one MRP to another.  The listed MRP must approve the transfer.
· Discussion must occur between MRPs providing care to the client, clinical coordinators or clinic managers to transfer care from one POS to another.  The listed (or “home”) POS must approve the transfer.
· Clinical coordinators are responsible for coordinating the updates to MRP and/or POS.  This includes tasking the update(s) to other staff (e.g. clinical assistant).
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HealthConnection Clinic provides primary care to North Shore residents with complex medical, mental health and/or socio-economic challenges and no regular access to a family physician (unattached).


VCH HealthConnection North Shore Mission:


HealthConnection provides compassionate, equitable and integrated care to vulnerable populations with the least access to primary care service, whether in a clinic setting or through outreach.


Vision: 

Everyone will receive the supports they need to improve their overall health and wellbeing. 


Values and Value Statements: 


Client Centered:  We deliver services and care in partnership with clients and their supports, ensuring we are responsive to individual goals and needs.


Respect and Diversity:  We believe in and support the dignity and capacity of the people we serve.


Commitment to Quality:  We embrace a culture of continuous improvement to deliver the highest quality care.


Health Equity:  We focus on meeting the needs of those most marginalized by economic, social and health circumstances.


Compassion:  We approach each client as an individual, with their own goals, needs, values and history.


Accountable:  We are accountable to our clients, colleagues, organization and community through continuous monitoring and evaluation.


Target Population


Vulnerable people of all ages living on the North Shore and those who are transitioning to other communities from the North Shore  with complex (medical and psycho social) needs, who are underserved and who require a higher intensity of services to achieve and maintain functional stability.

HealthConnection is committed to providing culturally safe care within a framework of trauma informed practice that includes the principals of harm reduction and recovery.


We collaborate and integrate with all VCH community teams (Mental Health and Addiction services, Home Health and Public Health programs), other community agencies, acute care providers and residential facilities to support continuity of care for our clients.


The Needs of HealthConnection Clients are multi layered in their complexity and will include several of the following:


· Unattached or poorly attached despite need for primary care (i.e. no visits to provider within 18 months, no active prescriptions, no recent lab work, efforts around attachment have been unsuccessful).

· Multiple social barriers such as housing instability, poverty etc that impacts on the ability to maintain a connection to care.


· Marked difficulties in accessing the fee-for-service health care system due to significant cognitive, behavioral and/or functional impairment.


· Inability to maintain lasting personal or professional relationships.


· Marked difficulties with activities of daily living without access to appropriate supports.


· Medically complex conditions presenting with chronic disease, concurrent disorders or communicable diseases (i.e. diabetes, hepatitis, HIV, mental health issues, substance misuse) that are untreated or uncontrolled.


· High emergency department use for issues that could be addressed in the primary care setting and/or frequent acute care admission/ readmission rates.


· Risk of causing harm to self or others.
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Vancouver _—

Health

Promoting wellness. Ensuring care.

VCH Primary Care Mission:

VCH Primary Care provides compassionate, equitable and integrated health care to those
with the greatest need and the least access to service.

Vision: Empowering individuals and communities toward better health.

Values and Value Statements:

Client Centered: We deliver services and care in partnership with clients and their supports,
ensuring we are responsive to individual goals and needs.

Respect and Diversity: We believe in and support the dignity and capacity of the people we
serve.

Commitment to Quality: We embrace a culture of continuous improvement to deliver the
highest quality care.

Health Equity: We focus on meeting the needs of those most marginalized by economic, social
and health circumstances.

Compassion: We approach each client as an individual, with their own goals, needs, values and
history.

Accountable: We are accountable to our clients, colleagues, organization and community
through continuous monitoring and evaluation.

Target Population

Residents of VVancouver* living with complex clinical and psycho social needs, who are
vulnerable and underserved and who require a higher intensity of services to achieve and
maintain functional stability.

VVCH Primary Care is committed to providing culturally safe care within a framework of
trauma informed practice that includes the principals of harm reduction and recovery
orientation.

We collaborate and integrate with all VCH community teams (Mental Health and
Substance Use, Home Health and Public Health programs), other community
agencies, and acute care providers to support continuity of care for clients.

e Recognition that some clients may be homeless and unable to provide a Vancouver address but are
receiving care within VVancouver.
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Promoting wellness. Ensuring care.

The Needs of the VCH Primary Care Clients are multi layered in
their complexity and should include several of the following:

» Unattached or poorly attached despite need for primary care (i.e. no visit to
provider within 18 months, no active prescriptions, no recent lab work, efforts
around attachment have been unsuccessful)

> Clients attached to primary care providers but experiencing a period of functional
instability that cannot be managed within a Fee for Service practice. Intent of
CHC engagement would be to stabilize and support transition back to primary
care provider where possible.

» Multiple social barriers such as housing instability, poverty etc. that impact on the
ability to maintain a connection to care.

» Marked difficulties in accessing the fee-for-service health care system due to
significant cognitive, behavioral and/or functional impairment.

> Inability to maintain lasting personal or professional relationships.

» Marked difficulties with activities of daily living without access to appropriate
supports.

» Medically complex conditions presenting with chronic disease, concurrent
disorders or communicable diseases (i.e. diabetes, hepatitis, HIV, mental health
issues, substance misuse) that are untreated or uncontrolled.

» High emergency department use for issues that could be addressed in the primary
care setting and/or frequent acute care admission/ readmission rates.

> Risk of causing harm to self or others

Reviewed August 2017 Page 20f2







