


A framework for achieving a  
high performing Primary Health Care system 



What is Primary Health Care? 

• Primary health care is the day-to-day care  needed to protect, 
maintain or restore our health. 
 

• At its best, it is delivered by a team of health professionals 
(physician, pharmacist, dietician, nurse, social worker, etc.) 
that provide a home base for health care services that meet 
the needs of a community. 
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   We are in the process of strengthening the way we deliver PHC in the process

   May/2012 – released the framework that will guide this work

   Based on extensive consultation, starting with Patient First Review, which first identified the need to redesign PHC

   Over 400 patients, community members, health care providers and health system leaders help shape this framework.

   Represents a fundamental shift I how our health system works.  




Saskatchewan’s Vision and Aims for PHC 

Vision Primary Health Care is sustainable, offers a superior patient experience and 
results in an exceptionally healthy Saskatchewan population. 

Major Aims 

Access 
 

Everyone in 
Saskatchewan - 

regardless of location, 
ethnicity, or 

‘underserved’ status - 
has an identifiable 

primary health care 
team that they can 

access in a 
convenient and  
timely fashion. 

Patient & Family 
Experience 

 
A model of patient 

and family 
centered care has 

been implemented 
to achieve the best 

possible patient 
and family 
experience. 

 

Healthy 
Population 

 
The primary health 

care system has 
contributed to 
achieving an 
exceptionally 

healthy population 
with  individuals 
supported and 

empowered to take 
responsibility for 
their own good 

health. 

Reliable, 
Predictable & 
Sustainable 

 
We are achieving 

reliable, 
predictable and 

sustainable 
delivery of 

primary health 
care. 
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You will note the IHI “Triple Aim” – the balance of patient experience, population health and sustainability.  

We have added an enhanced emphasis on access, which is seen as part of the patient experience, but we know it is something that Sk people say
    needs focused attention.  



Framework Recommendations 
• Everyone connected to a PHC Team 

 

• Services designed with patients & community 
 

• Culturally responsive system:  First Nations & Métis 
 

• Flexibility:   service design & team composition 
 

• Coordinated system:  family physicians, RHA services & First Nations 
system 
 

• Flexible funding, with an accountability framework 
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Everyone has access to a team – team includes a family physician and helps the patient navigate the rest of the system.

Services are designed with and for communities and patients to meet their needs

Culturally responsive system and a workforce that reflects the patients.

Flexibility in service design model and team composition to meet the needs of the community and build on their assets and resources

A SYSTEM that includes independent family physicians, RHA services and the federally funded first nations delivery system

Flexible funding with an accountability framework that looks at results.



The team that delivers service 

Key Functions 
 

• Diagnose, Treat and Prescribe 
 

• Case Management supports self-
management 
 

• Navigation and Coordination 
 

• Chronic Disease Prevention and 
Management 
 

• Continuous Quality Improvement  
 

Attributes of Team 
 

•  Multi-skilled Professionals 
 

•  Practices evidence-based care 
 

•  Practices collaborative care 
 

•  Co-location is preferred 
 

•  After hours access 
 

•  Representative of the community 
 

•  Cultural Competence 

Each patient/family is a key member of their team.  
Each team includes or is linked to a family physician.  
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Patients/family are experts in their own health. Which means that patients and families are the centre of the new system. 
    They will share in decision making regarding their own health care needs.

There will be a flexible approach to developing teams and a number of attributes will be considered for developeing teams for each patient.  
    Every team must be linked to a physician.




Service Delivery Models 

Multi-Community 
Delivery 

Hub and Spoke Delivery Single-Community Delivery 

Community A 

Connection Options 
 Itinerant 
 Outreach (Bus) 
 Virtual  
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There are several basic service delivery models for consideration:

A primary health care team in a mutli-community delivery system may be made of providers in communities close to each other 
   who work together to serve their collective populations.

With a single community delivery model, the primary health care team serves patients and families within one urban, rural or remote community.

With the hub-and-spoke model, a central health care site proivdes support to “satellite” sites that are distributed throughout an area 
   in response to community needs.



How will we do this? 
• Build Long Term Relationships 

 

• Engage Communities, including First Nations and Métis Communities 
 

• Proactive chronic disease prevention & management / promoting health 
 

• Flexibility: service design & team composition, funding with accountability 
framework 
 

• Coordinated system: family physicians, RHA services & First Nations system 
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There are a number of building blocks to strengthening PHC:

Long term relationships at the patient/health care provider level  - creates trust, increased case management capacity, long term connectivity 
   resulting in better outcomes for the patient.
 
   Providers will be better able to develop programs for patient population

   Long term relationships between community leaders and health administrators builds the trust nedded to support joint problem solving, 
   joint planning and joint decision making.  

Engage communities in service model design to build a system that provides the best possible care and access to meet communities
   needs and interests.  

Increase Patient and Family self-Reliance by providing them with the information, supports and tools to better manage their own health care.

Flexibility  - service design/team composition;  funding (with accountability). 





Learn by Doing 
• Progressing: Stabilizing Services, Community Engagement, 

Physician Engagement  
 

• Innovating: focus on access and patient experience; role, team, 
workflow and space redesign and multi-community models; patient 
and community input; continuous improvement methodologies 
 

• Approach: Build, evaluate, spread 
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Progressing – The “New Normal”
    - Patient/Family Centered care
    - community engagement 
    - physician engagement and leadership
    - A ‘step to the right’ by physicians
    - true collaborative practice and team work
    - continuous improvement and measurement
    - shared and ownership and leadership
    - an integrated, whole system approach:
         - partnerships and relationship with physicians, First nations, RHAs, other providers, community organizations/ agencies.  

Innovating – Testing New Concepts
    - in addition to progressing broadly, deep focus on:
        1.  Connectively (i.e. Long term relationships)
        2.  Access
        3.  Chronic disease prevention and management:
                 -integration of mental health and public health 
                 -  new/alternative use of providers:  EMS, RN case managers, PHC Consellors



Innovation Sites:  Snapshot 
Meadow Lake – new roles and services 
 - RN Case Manager, MOA, co-location; integration (public/mental 

health); empanel patients; CTAS 4/5s; Shared medical visits    
 
Lloydminster – new team development, PHC counsellor; inter-provincial 

delivery systems; extended hours. 
 
Leader – service and team redesign; technology linking urban/rural, 

POCT; new roles for EMS; PHC counsellor, RN case manager 
 
Moose Jaw – team design for better integration of services such as 

public health (leadership; future- immunizations, well-baby clinics. 
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Meadow Lake:  provider shortage (MD/NP) resulted in:  inappropriate ER visits (82% CTAS4-5); episodic care (poor management of CD); dissatisfied pts/over-worked HCP
 
   Innovation – work-flow redesign – building, work to full scope;  RN Case managers (Increased co-oridination of care); co-location of team members; 
                     integration of Mental Health/Public Health; smaller teams (empanelling); CTAS 4-5s redirected to walk-in clinic;  Group medical visits 

2. Lloydminster:  provider shortage, high prevalence of CD; poor access to CD and mental health services.  

   Innovation:  PHC Counsellor; extended hours; planning as per Meadow Lake; link to Onion Lake FN

Leader:  remote, provider shortage

   Innovation:   remote technology (telehealth) to increase access to GP/specialist services/diagnostic services
                      expanded role for Emergency Medical Technicians
                      RN case manager and PHC counsellor

4.  Moose Jaw:

    Innovation:  new team development – focus on integration of public health with PHC; start with regional leadership – future focus on immunizations/well baby clinics
                                                         - co-locate with mental health
                                                         - Quick Care model – NP/MOA (and others depending on population needs);extended hours; CTAS 4-5s
                                                           



Innovation Sites cont’d 
Regina Meadow – inner city linked to other services 

(pharmacy,dental,mental/public health); extended hours; outreach 
to rural; POCT(HIV); alternate to episodic care 

 
Regina Multi Community - Balcarres, Lestock and Fort Qu’Appelle; 

integration with acute and community First Nations services  
 
Yorkton – team based management of CD – outreach to rural  
 
White Cap Dakota First Nation / Saskatoon RHA – partnership focus 

on integration of RHA and FN delivered services 
(integrate services, decrease fragmentation; LOU,data sharing 

agreements) 
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Regina Meadow – episodic care, inappropriate ER visits, limited services in rural areas (Regina Beach, Cupar, Southey)
  
      Innovation:  link unattached patients (walk-in) to team; extended hours; outreach services; co-location (or visiting clinics) of team members (RN case manager,
                        BSP, dental screening, mental health, POCT (HIV).

Regina Multi-Community 

    Innovation:  focus is development of partnership with region, ANHH, File Hills and Touchwood Tribal Council to develop a multi-community service model
                      - community engagement; roles/responsibilities; inventory of services.

Yorkton – focus on delivery of evidence-based, team-delivered CDM ; out-reach to Foam Lake (visiting/telehealth);  EMR

Whitecap Dakota First Nations 

  Innovation:  SHR is partnering with WDFN to create PHC/CD management model to address health needs in an accessible, culturally appropriate way
                   - goal- integrate services, decrease fragmentation and streamline administrative processes and service delivered in 3 separate systems 
                    - LOU (SHR/WDNF/FNIH-SK);  data sharing agreements 






Collaborative Emergency Centre 
• 24/7 Coverage in rural & Remote 

 
• 0800-2000 PHC team 

 
• 2000-0800 – Nurse/Paramedic after-hours urgent and emergency 

care with telephone access to physician. 



Strategic Deployment 
Outcome 
• 2017, people with chronic conditions experience better health indicated by 

30% decrease in hospital utilization related to Diabetes, CAD, COPD, 
Depression, Congestive Heart Failure, and Asthma. 

 
Improvement Targets 
• 2017, 50% improvement in the number of people who say “I can access 

my primary health care team for care on my day of choice either in person, 
on the phone, or via other technology.” 

 
• 2017, 80% of patients receiving care consistent with clinical practice 

guidelines for Diabetes, CAD, COPD, Depression, Congestive Heart 
Failure, and Asthma. 



PCH 2013-14 Actions 
• Shared vision & plan for integration of MH&A into PHC 

 
• Innovation Sites: 

 using Lean as QI tools 
 reporting on standard set of measures 
 have mechanism to connect unattached patients who present in ER 
 gathering & analysing chronic disease data (preferably through EMR) 

 
• Identify innovations to spread & support ‘spread’ strategy 
 
• Identify key system innovations to link PHC system with the First Nations delivery system 

 
• Design, test and begin to evaluate Model Lines (including CECs), assess readiness for spread 

 
• Toolkit for PHC Teams: for developing & QI, measures, tasks, etc. 

 
• RHAs are stabilizing services & have updated plans 



PCH 2013-14 Actions cont’d 
• Identify CPGs for 6 chronic diseases (Diabetes, CAD, COPD, Depression, Congestive Heart  

Failure, and Asthma) 
 Standardized approach 
 EMRs 
 

• Increase supports for self management: 
 

 LiveWellTM with Chronic Conditions 
• Increase to First Nations communities 
• “Online” access 
• Support for Health care providers 
 

 HealthLine/HealthLine Online 
• “Out bound” calls 
• 811 



Health Promotion Priorities and Actions 
Healthy Weights 
Premier’s Promise: 5% reduction in the rate of overweight 

and obesity of children and youth by 2022 
 
Goals: 
• Increase Physical Activity 
• Improve Access to and Affordability of Nutritious Foods 
• Enhance Health and Education Systems and Community 

Supports 
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A cross-government task group has been established under co-leadership between the Ministries of Parks, Culture, and Sport and Health.  The task group currently reports to a DMs committee including: Deputy Ministers of Social Services, Education, and Government Relations. 
Initial steps were the identification of:
key actions
pilot communities and/or organizations
plan to engage stakeholders. 

Development of a government action plan, including a plan to engage stakeholders and a communications strategy will be completed by March 31, 2013 

The Healthy Weights plan is aligned with the Saskatchewan Children and Youth Agenda and is an opportunity to engage families in nutrition supports, skill building opportunities, and capacity building of families towards food security.  

The action plan will align several federal level frameworks, such as Comprehensive School Community Health (CSCH). CSCH is internationally recognized for addressing school community health in a planned, integrated, and holistic way.  CSCH encourages healthy choices and promotes children and youth’s health and well-being.  CSCH thrives with the participation, support and engagement of families and the whole community. 

The task group discussed strategic actions within each Ministry that address the three Healthy Weights goals and have the most sustainable impact on reducing the rate of child and youth obesity including: existing and new actions, both long-term and short-term, that Ministries have identified.  

MONITORING
A Healthy Weights Monitoring Task Group was formed in November 2012 with representatives from the Ministry of Health, Regional Health Authorities, and First Nations Inuit Health Branch and is developing a plan to establish a baseline measurement and ongoing data collection of children’s height, weight and gender are required.  The plan is to utilize the measurements of four year old children attending regional and First Nations Child Health Clinics for the data.



Health Promotion Priorities and Actions cont’d 
Tobacco Reduction 
• The overall smoking prevalence in Saskatchewan decreased by 

3.4% between 2007-08 and 2009-10, which is an all-time low.  
However, smoking rates in Saskatchewan still remain above the 
national average (22% compared to 20.4%).  

 
Through the provincial Strategy key action areas continue to be: 
• Support for cessation 
• Enabling Youth to quit or not begin using tobacco 
• Engaging Communities 
• Supporting Legislation 
• Evaluation 
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Cessation 
On-line training, resources, and enhanced referral services for a wide range of Saskatchewan professionals are available through PACT (Partnership to Assist with Cessation of Tobacco) and the makeapact.ca website.  Culturally appropriate training and resources, Tobacco Addiction Recovery (TAR) are available for health care providers working with First Nations and Métis peoples; 
The Ministry continues to provide funding to the Canadian Cancer Society - Saskatchewan Division to deliver the Smokers’ Helpline; and 
Drug plan coverage was expanded to include smoking cessation drugs.  

Enabling Youth
To mark National Non Smoking Week 2013 (January 20-26), the Ministry launched phase two of an innovative anti-tobacco campaign.  The campaign included a television and cinema advertisement, online advertisements featuring a series of compelling comments from Saskatchewan youth, with a strong anti-tobacco message; 
View and Vote 5 will launch in the 2013-14 year.  View and Vote provides Saskatchewan students with the opportunity to choose an anti-tobacco advertisement that is aired province-wide online and at cinemas in advance of age appropriate movies; and 

Engaging Communities
Three provincially funded community projects continue to show progress in stimulating local tobacco reduction activities.   
The Green Light Program: Building on Success and Celebrating Smoke-Free Homes in Métis Communities - a partnership between Métis Nation Saskatchewan and the University of Saskatchewan;  
Northern Saskatchewan Tobacco Reduction Initiative: Journey to reduce tobacco usage rates among youth, pregnant women and young families in Northern Saskatchewan - a partnership between the three northern regional health authorities; and 
Battlefords Family Health Centre: Change Can Happen with a Smoke Free Community! - a partnership between Battleford Tribal Council Indian Health Services and Prairie North Regional Health Authority. 
A tobacco reduction stakeholder event was held in September 2012 to facilitate a stronger link between tobacco reduction, mental health and addictions and primary health care.  A symposium is planned for April 2013 to further bridge partnerships for the integration of tobacco reduction into the primary health care system and to highlight the work of the funded community projects. 

Legislation
The Ministry continue to work with regional health authority (RHA) public health inspectors and other enforcement agents to ensure enforcement of the Tobacco Control Act. 
Health advocates continue to request amendments to The Tobacco Control Act, including bans on: smoking in certain outdoor settings (sporting events, patios, children’s playgrounds, and within nine metres of hospital entrances); the sale of flavoured tobacco products; tobacco vending machines; the sale of tobacco in bars, restaurants, post-secondary campuses, temporary outdoor locations, and athletic and recreational facilities.  



Health Promotion Priorities and Actions cont’d 

Dental Screening 
• The next provincial dental screening in all regions 

is scheduled for September 2013 to August 2014.   
 

• Past dental screening data has been used to 
inform decisions related to oral health standards 
of practice within the province/health regions.  
 

 

 
 
 

Presenter
Presentation Notes
Dental screening has occurred every five years beginning in 1993-94, 1998-99; 2003-04 and 2008-09. Past populations screened included children in Kindergarten; Grade one, Grade six and Grade seven.

NEXT STEPS/ACTIONS:
Dental screening will proceed in all regions.
Regional dental data to be shared with the Ministry of Health.
Decision for 2013-14 dental data to be collated and reported on at a provincial level.



For more information contact: 
 
Margaret Baker  
Primary Health Services Branch 
Ministry of Health 
www.health.gov.sk.ca/primary-health-care 
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