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The following illustration shows the framing of a patient medical home in BC.  It depicts one goal and 12 

attributes grouped into three areas. The patient is located in the centre, with the goal being whole-

person care.    

From whole-person care in the centre, we move outward to the green ring—the service attributes. 

These represent the ideal characteristics of the care provided to patients through the patient medical 

home (GP practice) and the kind of care that patients should expect to receive.   

The outer blue ring reflects the importance of relationships in supporting the patient medical home to 

provide this kind of care. This ring has three components: 

• Working as a team, which can include nurses, NPs, allied health providers, and specialists 

either located within or linked with the practice.  

• The development of networks of physicians who network with other physicians for clinical 

support.  

• The broader network of physicians through their division of family practice working in 

partnership with the health authority and community providers is what will help to shift the 

system of care in the community towards an understandable, accessible and integrated system 

of primary and community care.  

The grey bars represent the structural enablers of care, which provide foundational supports for the 

patient medical home model with the aim of supporting the physician-patient relationship and 

physicians in practice.  

The different coloured areas represent the three strategic areas of focus in the patient medical home 

model: service attributes (practice level), relational enablers of care (team, networks and partnerships), 

and structural enablers of care (e.g., supporting physicians and patients through IM/IT enabled linkages, 

policy and business models).  With a view to supporting doctors in providing their best care, all three 

areas are designed to enable the physician and team in practice to provide quality care, provide patients 

with increased access to care, and enhance professional and patient satisfaction—all centered on the 

goal of patient centred, whole-person care.   
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Attribute Descriptions for a Patient Medical Home in BC

Pa ent centred, whole person-care: Care is easily navigated and centered on the needs of the pa ent, family, and community. Pa ents are empowered in op mal self-management, 
and contribute to the development and assessment of the prac ce and community care models.  Care will be delivered in a culturally appropriate manner with recogni on of social 
determinants of health and a en on to marginalized popula ons. 

Commitment (A personal family physician): A Pa ent’s Medical Home (PMH) will ensure that pa ents have access to a personal family physician (or in some cases a NP) who will be 
the most responsible provider (MRP) of his or her medical care. Physicians have a defined pa ent panel and pa ents and physicians have a shared understanding of their mutual 
therapeu c rela onship.  

Contact (Timely access): Pa ents are able to access their own family physician or PMH team on the same day if needed. Pa ents know how to appropriately access advice and care on a 
24/7 basis.

Comprehensive care: The PMH provides delivery of, and linkages to comprehensive services. The specific comprehensive services provided through the PMH and network of PMHs are 
determined by context, considering both community need and also available resources. A set of core services will be included regardless of context: I. Care of pa ents across the life cycle 
(newborn to end of life and pallia ve care), II. Care across clinical se ngs (eg ambulatory / office prac ce, hospital and LTC ins tu ons, emergency care se ngs, care in the home) and 
geographic service areas (remote, rural, urban, metro), III. The full spectrum of services provided within the regulated scope of family prac ce (e.g health promo on and preven on, 
diagnosis and management of undifferen ated presen ng problems, acute and chronic disease management, mental health care, maternity care) and appropriate procedural medicine.  

Con nuity of care:  Longitudinal rela onships support pa ent care across the con nuum of pa ent care, spanning all se ngs. The enduring rela onship between the pa ent, family 
physician (or NP where appropriate) and PMH team is key, and needs to be supported by informa onal con nuity (two way communica on that informs appropriate and mely care). 

Coordina on of care: The PMH is the hub for the coordina on of care through informa onal con nuity and personal rela onships and networks with other PMHs, inter-professional 
team members within and linked to the prac ce, and linkages to speciality and specialized services across the care domains. Where services are provided outside the Pa ent Medical 
Home, simple and clear pathways will be established to support pa ents as they transi on to and from specialized services. Pa ents are empowered to par cipate in the coordina on of 
their care through access their own medical informa on and shared decision making with their physician/PMH team.

Team-based care: The PMH generally includes more than one FP working with an expanded inter-professional team within the prac ce, and / or linked to the prac ce, with a focus on 
person-focused rela onship-based care.  Providers within the prac ce are working to op mized scope.

FP networks suppor ng prac ce: FPs are part of a clinical network working together to meet the comprehensive care needs of their pa ents and the pa ents of other PMHs in the 
community including extended hours of service, cross coverage, and/or on-call.

PMH networks suppor ng communi es: The PMHs are networked through the Divisions of Family Prac ce (or other similar community care service organiza on where Divisions may 
not exist) to enable be er coordina on, partnership and integra on with health authority and non-governmental community services (Primary Care Home), and the broader system of 
health care.

Informa on technology enabled: Physicians, providers, and staff in the prac ce are IT enabled, including op mized EMR use and data collec on methods to inform quality 
improvements in pa ent care and prac ce workflow. The EMR is able to link appropriately with other providers and parts of the system, including other community providers, pharmacies 
and acute care facili es. Virtual care op ons including access to appropriate email, telephone, and video conferencing advice/consults are used and op mized.

Educa on, training and research: The PMH promotes mentoring, peer coaching for con nuing professional development, training and research. This will include providing support to 
new grads and recruits coming to the community, providing training to medical students, residents and allied health providers within the prac ce, par cipa ng in peer-led small-group 
learning sessions, and research within the PMH or as part of a network.

Evalua on and quality improvement: Physicians, other providers in the PMH, and pa ents are involved in clinical quality improvement ac vi es at a professional, prac ce, 
community and system level.

Internal and external supports: The PMH has a business model which supports longitudinal, comprehensive, coordinated, team-based care, and linkages with specialized services.  
Prac ces are supported to enable this model of primary care and integrated care through provincial and regional policies and systems.
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