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General Practice Services Committee



Residential Care Initiative

Memorandum of Understanding

​​​
MEMORANDUM OF UNDERSTANDING
BETWEEN

_______ (division/self-organizing group)
AND the
 _______ Health Authority

To document the local solution(s) for delivering 
dedicated GP MRP residential care services to residents
as a part of the GPSC’s Residential Care Initiative
Purpose
The General Practice Services Committee (GPSC) residential care initiative supports Divisions of Family Practice (“Divisions”) or self-organizing groups of family physicians where no divisions exist, to design and implement local solutions that deliver dedicated GP MRP services for patients in residential care facilities. For the purposes of this initiative, a dedicated GP MRP is defined as one who delivers care according to five best practice expectations and promotes three system level outcomes:

	Best practice expectations:

· 24/7 availability and on-site attendance, when required

· Proactive visits to residents

· Meaningful medication reviews

· Completed documentation

· Attendance at case conferences
	System level outcomes:

· Reduced unnecessary or inappropriate 
hospital transfers

· Improved patient-provider experience

· Reduced cost/patient as a result of 
a higher quality of care




Through this collaborative work, it is also anticipated that divisions/self-organizing groups will be positioned to explore broader topics, such as the linkages between residential care and home health, the sustainability of the service delivery models, or the anticipated 120% growth in the residential care population between 2011 and 2036.

It is intended that divisions/self-organizing groups will have the lead in the design and implementation of the dedicated GP MRP services for all patients in local residential care facilities.  However, due to the interconnected nature of the health care system, there is some degree of overlap with the role and responsibilities of the health authority. This Memorandum of Understanding (MOU) documents each partner’s role and responsibilities in contributing to the local residential care solution. 

This MOU will be used as the basis to create a Funds Transfer Agreement between the Doctors of BC, on behalf of the GPSC, and the division/self-organizing group.

Principles of Collaboration
The partners agree that it is desirable that the local delivery of dedicated GP MRP services for residential care facilities should be planned, designed, and delivered with a common commitment to residential care patients. Accordingly, the partners will work together collaboratively and in good faith to: 

a) implement formal and informal structures to preserve, nurture, and enhance the collaboration;

b) develop processes that foster efficient and open communications;

c) provide each partner the mutually agreed upon required resources to ensure success of the initiative;

d) work proactively, purposefully and in collaboration to identify and act on mutual priorities for the benefit of the residential care patients;

e) engage in ongoing efforts to refine and improve the quality of care related to the five best practices and to promote the three system level outcomes; and

f) invest strategically to promote and support stable, accountable, and effective service delivery to residential care patients.

Roles and Responsibilities 
The GPSC will collaborate with health authorities, divisions/self-organizing groups and other stakeholders to define a standard monitoring report for the five best practice expectations and three system level outcomes. It is expected that this standard report would initially be available at a provincial, health authority, and local health area level. The GPSC is also in the process of developing an evaluation framework to guide the provincial evaluation process for this initiative. Communities are free to develop additional monitoring or evaluation tools at their discretion.
Part 1: Division/self-organizing group
The division/self-organizing group will:
1. Engage broadly with local family physicians to ensure, as a matter of equity, that there is wide support for the local solution and associated funding allocation which would encourage wide potential participation.

2. Design and implement a local solution that achieves the five best practice expectations and promotes the three system level outcomes with dedicated GP MRP services for all residential care patients. The local solution is documented in PART 3. The communities, facilities and residential care bed counts covered by this MOU are documented in PART 4. 
3. Collaborate with the health authority to align and integrate the local solution where there are areas of overlap.

4. Review and use the provincial (and possibly local) evaluation and monitoring reports developed to proactively refine the local solution and/or to address the identified barriers and gaps with the intent of continuous quality improvement.
Part 2: Health Authority
The health authority will: 
1. Collaborate with the division/self-organizing group to align and integrate the local solution where there are areas of overlap with the local division/self-organizing group solution documented in PART 3.
2. Work to remove systemic barriers in support of the local solution. 

3. Review the evaluation and monitoring reports, and proactively work with the local division/self-organizing group to refine the local solution and/or to address the identified barriers and gaps with the intent of continuous quality improvement. 
Part 3: Documenting the local solution 
The residential care initiative is intending to ensure that all patients in a residential care facility have a dedicated GP MRP.  The purpose of this part of the MOU is for individual communities to briefly document their local solution, clearly indicating their approach to the five best practice expectations and how they will promote the three system level outcomes. If this MOU has identified multiple communities in PART 4, please duplicate the information below for each community.

Community name: xxx
1. What is the planned local approach to ensuring 24/7 availability and on-site attendance when required?

2. What is the planned local approach to proactive visiting for residents? 
3. What is the planned local approach to supporting meaningful medication reviews?

4. What is the planned key patient documentation that will be completed for the local approach?  As a minimum, it is expected as a goal that each resident would have an end of life plan to guide the on call physician or nurse practitioner. In some cases this may not be possible, but some team discussion and documentation should still be possible.
5. What will be the planned local approach to support attendance at the one annual case conference per resident?

6. Through a provincial process, the GPSC will provide monitoring information on the five best practice expectations and three system level outcomes.  For example, is there 24/7 availability across facilities, what level of proactive visiting is occurring as reported through fee for service, etc.  More details will be available when the evaluation framework is available.
· How will this information be used to refine the local solution?  e.g. A quarterly review meeting, quality improvement rounds, creating a local quality council, etc.  
· Is the division/self-organizing group planning for any additional monitoring/evaluation?

· When will the division/self-organizing group jointly review success and progress? (usually 6 months and 1 year after the start date for the program)

7. What additional supports will be implemented as part of the local solution? E.g. Coordinator, administration, local education, local evaluation, local quality improvement, onboarding new physicians, consultant services and support/education (e.g. Psychogeriatric), etc.

8. How were local GPs engaged in the development of the MOU solution and is there broad local support?

9. Were the senior staff at the local residential care facilities engaged in the development, implementation and operations of the local solution? Please outline the involvement.
That should be at least a mention of involvement of the care home senior staff. In most cases this will be the nursing directors. They are an   essential partner. In fact in our prototype ,those most appreciative   and enthusiastic about  the enhanced service are the care home senior administration. The nursing directors have been essential partners in clustering and reorganization of care.

 It might be understood that they are part of the "local" solution however this initiative will not work without their input and enthusiastic adoption.
 I think this is an example that of a process ,that if we are not careful ,we will be collaborating "at" not "with" them.

 At the very onset of our residential Prototype I personally spent a lot of time talking to and visiting with the nursing  directors of each care home and ensuring that they were informed of any potential changes and adjustments that we made to our program along the way.
10. At a summary level, how will the community lump sum funding for the residential care initiative be allocated? For example, what portion of the $400/bed would be forwarded to the individual doctor to acknowledge clinical care to a standard and to provide availability?  What portion of the lump sum would be retained by the division/self-organizing group for administration, organizational, educational, quality improvement, site medical coordinator etc purposes?
11. Please outline any other planned activities or processes that would be helpful to document.
Part 4: Communities, facilities and residential care beds

The purpose of this part of the MOU is to document the community, the residential care facilities, and the number of residential care beds which are in scope for the local solution. If a division has multiple communities which are included in this MOU, please duplicate the information below for each community.

Based on the information below, the total number of residential care beds which are covered by the MOU is: xxx across all communities listed.  For equity, the number of beds will be used as the basis for the community lump sum implementation funding calculated at $400/bed/annually and confirmed though a separate Funds Transfer Agreement (FTA) between the division/self-organizing group and the Doctors of BC on behalf of the GPSC.

Community name: 

	Facility name
	Short term beds
	Publicly Funded LTC Beds
	Privately

Funded LTC Beds
	Total Beds
	Supporting comments as required

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Total:
	xxx
	xxx
	xxx
	xxx
	


Part 5: Dissolution 

The partners acknowledge that the collaboration documented by the Memorandum of Understanding may be dissolved at any time or that any partner may withdraw from the collaboration at their discretion. In the spirit of continuity of care for local residential care patients, it is requested that either partner provide at least three months’ notice to the GPSC of their intention to terminate this collaboration.

Before dissolution becomes permanent all partners are encouraged to meet to explore an agreeable resolution and to seek the support of the GPSC as necessary.

The Partners to this MOU executed this agreement on the ____ day of _____________, ​​​​_______.

	Signed on Behalf of [Division/self-organizing group]

	Signature:
	Signature:

	Name:
	Name:

	Title:
	Title:

	Signed on Behalf of the [xxxx] Health Authority

	Signature:
	Signature:

	Name:
	Name:

	Title:
	Title:
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