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Executive Summary  

Founded in 1891, the College of Pharmacists of British Columbia (the College) protects public health by 

ensuring that every pharmacist and pharmacy technician in BC is fully qualified and able to provide 

competent care to the public. We currently license 1,300 pharmacies and regulate 5,650 pharmacists and 

870 pharmacy technicians across the province.  

In March 2014, we released our three-year Strategic Plan (2014/15-2016/17), which outlines our plan to 

improve the quality of pharmacy services.  

Given the College’s mandate and our role in improving the quality of pharmacy services, we are pleased 

to make this submission to the Select Standing Committee on Health. Our submission focuses on creating 

a cost-effective system of primary and community care built around interdisciplinary teams. In 

developing this submission, we gathered opinions and recommendations on this topic from registered 

pharmacists with practice experience in interdisciplinary settings. 

We provide recommendations that the provincial government can implement to enhance public health and 

build a more sustainable healthcare system. Below is a summary of our recommendations:

• Establish a pilot of interdisciplinary primary and community care teams that includes 

pharmacists. The pilot should use the Plan-Do-Study-Act methodology, include multiple sites 

and evaluate costs and outcomes.  

• Evaluate the impact of location, practice setting, and funding model on the efficiency of 

interdisciplinary primary and community care teams. 

• Invest in healthcare teams that include pharmacists performing interventions in areas where 

there can be immediate benefits and improved outcomes, such as de-prescribing/reducing pill 

burden, and medication management for frail elderly persons.  

• Support inter-professional education, which should include students from multiple disciplines 

studying and working together at the post-secondary education level. 

• Continue to implement EMRs, and mandate that all electronic health systems are able to 

communicate with one another. In addition, ensure that EMRs envelop effective 

documentation capabilities to facilitate outcomes assessment and evaluation.  
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College of Pharmacists of British Columbia  

Founded in 1891, the College is the regulatory body for the pharmacy profession, and is responsible for 

the registration of pharmacists and pharmacy technicians, as well as the licensing of pharmacies 

throughout British Columbia. The College is a vital link in the chain of trust that connects patients, 

pharmacists and pharmacy technicians, and as such, it is accountable to the public.  

The role of the College is to protect public health by licensing and regulating pharmacists and pharmacy 

technicians and the places where they practice. There are currently 1,300 licensed pharmacies and more 

than 5,000 pharmacists and 800 pharmacy technicians across the province. We are responsible for making 

sure every pharmacist and pharmacy technician in BC is fully qualified and able to provide the public 

with competent care. The College receives its authority from – and is responsible for administering – 

provincial pharmacy legislation. 

Our Vision: 

Better health through excellence in pharmacy. 

Our Mission: 

The College regulates the pharmacy profession in the public interest. We set and enforce standards and 

promote best practices for the delivery of pharmacy care in British Columbia. 

Our Values: 

The College of Pharmacists of British Columbia’s activities and decisions are based on the following 

values: 

• Being professional and ethical. 

• Providing quality service. 

• Building quality relationships. 

• A culture of excellence. 
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The College’s 2014 Strategic Plan 

The College released its three-year Strategic Plan (2014/15-2016/17) in March 2014 (see Appendix A). It 

outlines our plan to improve the quality of pharmacy services over the next three years. It will help the 

College keep up with the rapid pace of change in pharmacy care that we have witnessed in the last few 

years, and ensure that pharmacists and pharmacy technicians meet the needs of the public. It outlines 

goals and objectives in the following five areas: 

1. Public Expectations 

The public's expectations of pharmacists and pharmacy technicians have changed a lot over the 

past few years. To ensure that the public is receiving the highest quality care possible, the College 

provides pharmacists and pharmacy technicians opportunities to work together to build a common 

understanding of their roles, skills and abilities. An innovative public awareness and engagement 

campaign will be delivered in year three (2016/17) to share this common understanding with the 

public. 

2. Interdisciplinary Relationships 

Strong relationships across the entire healthcare professional team can have a very positive 

impact on the quality of care that patients receive. With this in mind, the College will investigate 

opportunities to support pharmacists and pharmacy technicians to build relationships with other 

healthcare professionals. In addition, we will seek ways to improve the existing relationship 

between pharmacists and pharmacy technicians to enhance the quality of patient care. 

3. Scope of Practice 

The needs of the public have changed, and pharmacy professionals are often a patient’s most 

frequent point of contact. With that in mind, the College must grow and evolve to ensure that 

pharmacists and pharmacy technicians are meeting those needs. Over the next three years, the 

College will make changes to the current scope of practice, including: integrating pharmacy 

technicians into community practice; introducing legislation to allow access to patient laboratory 

data; and removing restrictions and conditions that impact the ability to deliver safe, effective 

care. Better support will be provided to pharmacists and pharmacy technicians to practice to their 

current scope through educational opportunities and enhanced communications. 

4. Standards 

As part of our plan to meet the changing needs of the public, the College will also review and 

update its standards. Changes to standards will be introduced in many areas, including: pharmacy 
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workload; continuing education requirements; pharmacy site inspections; and practice review 

systems. Pharmacists and pharmacy technicians are health professionals bound to a Code of 

Ethics, and our College will strengthen that commitment by prohibiting the sale of tobacco 

products in premises where a pharmacy is located, and prohibit the use of loyalty programs 

related to the provision of pharmacy services. 

5. Technology 

All professions face the challenge of effectively integrating new technologies into practice, and 

pharmacy is no different. The College aims to develop and utilize emerging technologies that 

improve the quality of pharmacy care. Technologies such as the next generation of PharmaNet 

(PNet) will provide a more comprehensive patient drug history to healthcare professionals and 

assist pharmacists and pharmacy technicians in making the best decisions for their patients.  
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Introduction 

Primary and community care have been generally described as healthcare covering the broad range of 

primary prevention (including public health), and primary care services within the community including 

health promotion and disease prevention; the diagnosis, treatment and management of chronic and 

episodic illness; rehabilitation support; and end-of-life care. Primary and community care involves the 

coordination and provision of integrated services provided by a range of healthcare providers, including 

physicians, nurses, pharmacists, dietitians, social workers, public health practitioners, and others in a 

range of community settings including people’s homes, healthcare clinics, physicians’ offices, public 

health units, and hospices. These services are ideally delivered in a way that is patient and population-

centred and responsive to economic, cultural and social differences.1  

High-performing primary care is widely recognized as the foundation of an effective and efficient 

healthcare system. Countries with a strong primary care sector have demonstrably better health outcomes, 

better equity, lower mortality rates, and lower overall costs of healthcare.2 Unfortunately, Canada lags 

behind most other developed countries on many quality indicators; in a 2014 update of health system 

performance of 11 countries (Australia, Canada, France, Germany, the Netherlands, New Zealand, 

Norway, Sweden, Switzerland, the United Kingdom, and the United States), Canada ranked second 

lowest, ahead of only the United States in health system performance.3 Indeed there is room for 

improvement and continued progress in our healthcare system, centered on primary and community care.  

Although several provinces and territories have made significant advances in primary care reform over 

the last two decades, the nature and extent of progress has been highly variable across the country. 

Moreover, sharing of experience, mutual learning and coordinated monitoring and evaluation of primary 

care reform initiatives have been largely absent. In BC, the most recent initiative includes the idea of 

Divisions of Family Practice from the General Practice Services Committee (GPSC), a partnership 

between Doctors of BC and the Ministry of Health. These Divisions are community-based groups of 

family physicians working together to achieve common health care goals. However, there currently lacks 

a coordinated effort in exploring interdisciplinary care in BC, especially one that involves the role of 

pharmacists.  

                                                           
1 Canadian Institutes of Health Research (2012). Community-Based Primary Healthcare. Accessed September 8, 2014. 

http://www.cihr-irsc.gc.ca/e/43626.html 
2 Saltman, R.B. & Figueras, J. (ed). (1997). European healthcare reform. Analysis of current strategies. WHO Regional 

Publications, European Series, No. 72. 
3 Davis, S., Stremikis, K., Squires, D., Schoen, C. (2014). Mirror, Mirror on the Wall. How the Performance of the US Healthcare 

System Compares Internationally –2014 Update. The Commonwealth Fund. Accessed September 8, 2014 from 

http://www.commonwealthfund.org/~/media/files/publications/fund-report/2014/jun/1755_davis_mirror_mirror_2014.pdf 
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On October 9, 2014, the Legislative Assembly agreed that the Select Standing Committee on Health be 

empowered to: 

1. Consider the conclusions contained in the Interim Report, October 2012, of the Select 

Standing Committee on Health of the 39th Parliament; as such, the Interim Report of the 

Select Standing Committee on Health, and any submissions and evidence received during 

the 39th Parliament, are referred to the Committee;  

2. Outline potential alternative strategies to mitigate the impact of the significant cost 

drivers identified in the Report on the sustainability and improvement of the provincial 

health care system; and  

3. Identify current public levels of acceptance toward the potential alternative strategies; 

and, 

4. Consider health capital funding options. 

In light of the above, the Select Standing Committee on Health recently sought responses to one or more 

questions on the issue of maintaining a sustainable health care system for British Columbians. The 

College takes this opportunity to provide recommendations to the Select Standing Committee on Health. 

As a key focus area of the College’s Strategic Plan is on interdisciplinary relationships, the question the 

College has addressed in this submission is:  How can we create a cost-effective system of primary and 

community care built around interdisciplinary teams?
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Methods 

We conducted a two-hour semi-structured focus group to gather opinions and recommendations on this 

topic from registered pharmacists that currently practice in an interdisciplinary setting, or have had 

extensive experience practising in such a setting in the past. The semi-structured focus group was led by a 

trained external facilitator.  

Five participants were present at the focus group and a sixth individual was unable to attend in-person but 

provided the College with written responses to the questions. The group consisted of experienced clinical 

pharmacists who have practiced or are currently practising in interdisciplinary settings, some of which 

were in hospital or ambulatory care facilities and others within the community pharmacy setting. A 

majority of the participants also function as educators and preceptors for pharmacy students, and most 

participants have also had experience in an administrative capacity. Quotes noted within this submission, 

are from participants in the focus group. 

In September 2014, the Board of the College reviewed and approved the recommendations outlined in 

this submission. 
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Discussion 

Interdisciplinary primary and community care is a beneficial and valuable strategy that can address some 

of the resource constraints on our current healthcare system. It can be seen as a collective effort to move 

towards the common goal of improving patient outcomes in an efficient manner.  The College’s focus 

group participants first identified current issues in our healthcare system that could be addressed by 

implementing interdisciplinary primary or community care teams. They then discussed potential 

recommendations on how to achieve a more cost-effective system.  

Current barriers and inefficiencies 

A number of barriers and inefficiencies currently exist in the primary and community care system that 

impede the development of cost-effective interdisciplinary 

teams. First and foremost, focus group participants alluded to a 

lack of trust and relationship building opportunities among 

members of the healthcare team. The current system is largely 

disjointed in that each healthcare professional works within their 

own environment: the physician in his or her office, the 

pharmacist in the pharmacy, and so on, so opportunities for 

relationship building are scarce. The predominant reason for 

individual professionals to interact is when a practitioner 

identifies a problem with a mutual patient and informs the other 

practitioner.  Since there is a lack of a pre-existing relationship between these individuals, the nature of 

their interactions can be easily misconstrued as one practitioner blaming the problem on the other, or 

contesting the knowledge/expertise of the other practitioner. As a result, a negative undertone tends to be 

attached to healthcare practitioners’ interactions, leading to a lack of trust between individuals. Even 

when there are opportunities for relationship building, we still require better inter-professional 

education as many healthcare providers have misconceptions or are generally uninformed about the roles 

of other disciplines. We need improved education in this area to help break down the walls between 

professions and facilitate teamwork.  

“I've seen the power of working face-to-

face. That's what we have to do is figure 

out how we can get us working face-to-

face because I've transitioned into a 

primary care practice where I was 

invited and I've been dropped into four 

practices that didn't really want me. 

They were told I was coming and […] 

it's a completely different experience. 

You can still get where you need to go, 

but it's going to take a lot longer.”  
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Another issue is that the current system of decision making operates within silos. Decisions about 

patient care are largely made in isolation, albeit with the patient, but without regard to other members of 

the primary care or community care team who are not present since they do not work in the same location. 

This is a potentially costly problem as it creates substantial inefficiencies in the system. There is a lack of 

buy-in into decisions made, and as a result, often there is duplication of efforts and time wasted to obtain, 

re-assess, and re-verify information on the care plan decisions made by others for a mutual patient. A 

certain amount of duplication of efforts is beneficial to serve as safety and quality checks. However, due 

to the lack of a medium for proper patient care documentation and inefficient communication between 

healthcare providers, substantial time and energy is wasted on obtaining patient information that already 

exists elsewhere within the system. This is especially true when a healthcare provider has identified a 

potential reason to warrant a change in therapy; it becomes an upstream battle for that individual to trace 

back to all the information and decisions made during the course of the patient’s care to ensure that they 

are making changes based on information that is as complete as possible. This can be a major challenge, 

and a potential cause of much confusion, which can increase the risk of errors and omissions in patient 

care. 

How can interdisciplinary models overcome these 

challenges? 

Being a part of an interdisciplinary team empowers each 

healthcare professional to take ownership and be the 

champion of their area of expertise. Each individual is 

responsible for their own piece of the patient care plan, 

working towards a common goal. This type of environment 

allows for sharing of perspectives from each healthcare 

provider at the point of care, when patient care decisions are 

being made. Not only does this facilitate trust, buy-in, and 

relationship building, it also overcomes the problem of siloed decision making and can enhance patient 

care. Information does not just flow downstream, as such, it avoids people downstream always trying to 

fight upstream and chase back to when the decisions were made to try and figure out why.  

“Since we're talking about cost 

effective, we waste a tremendous 

amount of healthcare real estate and 

healthcare time by trying to contact and 

reach at one another and backtrack and 

clarify. So my hope is that what we're 

talking about tonight can look at the 

broad cost of a healthcare professional's 

time, and then the errors and the 

omissions that come from the gaps that 

result from us being disconnected.” 
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Focus group participants expressed strong opinions supporting this aspect of interdisciplinary care 

models, citing it as the key to reducing miscommunication, and wasted time and energy within the 

system. Interdisciplinary primary and community care teams can also increase efficiency and reduce 

resource utilization in the healthcare system given the team’s ability to address a greater number of 

patients’ health concerns in one visit. Generally, the need for patients to incur repeated visits for their 

health issues tends to decrease when care is provided by a team of healthcare professionals. Participants 

also suggested that with teams of healthcare professionals, there may be the ability to expand patient care 

services to provide group care (e.g., addressing common 

issues for a group of patients afflicted with the same medical 

condition), or home care (e.g., a healthcare professional 

providing care for a patient within their home, typically for 

those with mobility challenges). Since physicians may not 

have time to provide group or home care, these services could 

be delegated to a pharmacist or nurse who are part of the 

interdisciplinary team. As such, not only can interdisciplinary 

teams in primary and community care overcome inefficiencies 

in the system, they can also lead to expanded healthcare 

services. 

 

What changes are needed to work towards achieving a cost-effective system of primary and 

community care built around interdisciplinary teams?  

Important and fundamental changes need to begin early at the education level. Participants noted that 

inter-professional education currently faces financial and policy challenges. In particular, a supervisor 

from each respective profession would have to be present in order for students from multiple professional 

schools to train in a team, and each supervisor would be legally responsible for their student’s actions. 

More support is needed for interdisciplinary education and for educators in various health professions to 

provide this type of supervision. Training healthcare professionals to work in interdisciplinary groups at 

an early stage in their education can promote more efficient team dynamics once they enter clinical 

practice. Once in practice, healthcare professionals will be more informed about the roles of each member 

of the primary or community care team, and can maximally utilize the knowledge and expertise of each 

discipline for patient care.  

“So that's what I can envision happening 

in community practice is that you will 

have pharmacists who get a portion of 

their time earmarked for interdisciplinary 

team-based work through divisions of 

family practice, and they still maintain a 

portion of their time in dispensaries. Or 

you might have pharmacists who all they 

do is work in divisions or those teams on 

a salary, and some who only will work in 

dispensaries on fee for service. So you 

can have a mixed model.” 
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Focus group participants advocated for the inclusion of pharmacists in interdisciplinary teams. The 

pharmacists’ role in Canada, and other developed countries, has been evolving over the past decade. 

Pharmacists have ventured from a role traditionally focused on dispensing, towards one as a partner in 

chronic disease management.4 With expanding scope of practice in numerous jurisdictions, pharmacists 

are taking on additional responsibilities in performing medication management services to identify and 

resolve actual or potential drug therapy problems, and to optimize health outcomes related to 

pharmacotherapy.5 Canadian studies have shown a positive clinical impact of medication management by 

pharmacists for individuals with asthma, high cholesterol, and diabetes.6,7,8 A recent evaluation funded by 

the Canadian Foundation for Pharmacy, on the impact of medication management at one pharmacy in 

British Columbia, showed that pharmacist services were estimated to have resulted in the avoidance of 

1033 physician visits, 11 emergency room visits and 9 hospitalizations over one year.9 

Pharmacists’ expertise can further reduce healthcare utilization and resource waste, and improve patient 

outcomes by working with patients to target medication adherence, reduce pill burden/target de-

prescribing (de-prescribing is the process of tapering, stopping, discontinuing, or withdrawing drugs, with 

the goal of managing polypharmacy and improving outcomes)10, and streamlining evidence-based 

pharmacotherapy. Focus group participants recommended a phased-in approach for incorporating a 

pharmacist onto a team. For example, Divisions of Family Practice are making investments to increase 

staffing with other allied health disciplines. These Divisions could begin by including a shared pharmacist 

service for a few days a week. During the rest of the week, the pharmacist would work within his or her 

community pharmacy, as per their usual practice. Another proposed option was to have pharmacists 

salaried by groups of physicians and working in physicians’ offices. 

                                                           
4 Canadian Pharmacists Association. Report to the house of commons standing committee on health: Examination into chronic 

diseases in Canada’s aging population and the role of the pharmacist [Internet]. 2011. Available from: 

http://www.pharmacists.ca/cpha-ca/assets/File/cpha-on-the-issues/HESASubmissionAgingChronicDiseases.pdf 
5 BC Clinical Services Committee. British Columbia’s Clinical Services Committee: Glossary of terms [Internet]. 2013 [cited 

2013 Jul 15]. Available from: http://www.health.gov.bc.ca/pharmacare/pdf/medrev-gloss.pdf 
6 McLean W, Gillis J, Waller R. The BC Community Pharmacy Asthma Study: A study of clinical, economic and holistic 

outcomes influenced by an asthma care protocol provided by specially trained community pharmacists in British Columbia. Can. 

Respir. J. 2003 Jun;10(4):195–202.  
7 Smiley, Tom. Community pharmacist care impact on asthma management in adults*. Canadian Pharmacists Journal. 2007 

Nov;140(sp3):s30–s30.e8. 
8 Tsuyuki RT, Johnson JA, Teo KK, Simpson SH, Ackman ML, Biggs RS, et al. A randomized trial of the effect of community 

pharmacist intervention on cholesterol risk management: the Study of Cardiovascular Risk Intervention by Pharmacists (SCRIP). 

Arch. Intern. Med. 2002 May 27;162(10):1149–55. 
9 Tsao, NW, Shaske, J. PhINDMORE: Pharmacist Innovative Drug Therapy Management, Outcomes, Resource Use, and 

Economics. Canadian Pharmacists Association Annual Conference; 2014 Jun 1; Saskatoon, SK. 
10 Thompson W, Farrell B. Deprescribing: What Is It and What Does the Evidence Tell Us? The Canadian Journal of Hospital 

Pharmacy [Internet]. 2013 Jun 25 [cited 2014 Sep 16];66(3). Available from: http://www.cjhp-

online.ca/index.php/cjhp/article/view/1261 
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Given that there is limited knowledge on the impact of different funding models of interdisciplinary teams 

within the local context, this is an area of utmost importance to further investigate. Piloting new funding 

models followed by evaluating and comparing the costs and outcomes, will better inform us on how to 

build a more cost-effective system of primary and community care. When individual healthcare providers 

are funded in a fee-for-service (FFS) model, there is less incentive to be collaborative which may result in 

more competition between team members. The focus group participants expressed that in general, a FFS 

payment scheme tends to divert interest from the patient and what the patient needs, and focuses on how 

much revenue can be generated and how many billings 

can be rendered. Participants were concerned that a 

FFS payment scheme, to a certain extent, could be 

exploited, and the focus shifted towards quantity rather 

than quality patient care. Therefore, we would suggest 

exploring a model with salaried interdisciplinary team 

members. A salaried model could be a more direct way 

of rewarding healthcare providers for the time and 

investment that they put into caring for patients. 

However, this needs to be tested and compared to the 

current FFS model in the province.  

Another major challenge is the lack of an efficient medium for documentation and communication 

between team members. As a result, it is essential for interdisciplinary teams in primary care or 

community care to have access to shared electronic medical records (EMRs). Since 2001, the federal 

government has invested billions of dollars in initiatives to implement EMRs and other telehealth 

infrastructure across Canada. In BC, a 2013 survey of physicians showed that approximately 70% of 

family practitioners and specialist physicians have now adopted EMRs in their daily practice; and 40% of 

these individuals reported an improvement in the quality of patient care since using EMRs.11 

Implementing shared EMR access for an interdisciplinary team may still require substantial initial 

investment; however, the focus group participants unanimously agreed that it would also increase 

efficiency and decrease downstream costs. If all healthcare providers on a team were documenting in a 

common system, outcomes could also be easily evaluated since all relevant information would be 

recorded and accessible. As a medium for electronic information sharing, a common EMR could save a 

lot of time and effort than the current system, where duplicate efforts are spent on acquiring information. 

                                                           
11

 College of Family Physicians of Canada, Canadian Medical Association, Royal College of Physicians and Surgeons of Canada. 

National Physician Survey Results - 2013 results for British Columbia [Internet]. 2013 [cited 2014 Sep 15]. Available from: 

http://nationalphysiciansurvey.ca/result/2013-results-for-british-columbia/ 

“So I think that model where the professionals are 

salaried together that allows us to practice without 

that stress. We have to have some outcomes to 

show what we're doing. They switched completely 

to that system in Sweden. There was worry the 

physicians wouldn't like it. They absolutely love it 

and then they get rewarded for good outcomes. 

They love coming to work every day, and when 

they do a good job they get a bonus, because 

everybody uses the same electronic system so the 

government can really look at that easily, no 

problem.” 
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Furthermore, a shared EMR affords the possibility of having interdisciplinary teams consisting of 

members who do not practice in one clinic and under one roof (co-location). Electronic communication 

has the potential to enhance collaborative practice, as long as the electronic system is reliable, all 

practitioners have access to the system, and there are clear guidelines on how to document information. 

The focus group participants expressed interest in testing the effect of different practice settings; as in, the 

dynamics of having interdisciplinary teams where each provider practices within their own respective 

locations (separate locations) and become “informal teams” that share information and communicate 

about mutual patients’ treatment plan decisions via EMRs. It was recognized that informal teams of 

healthcare providers can form due to patient preferences or their travel patterns. Shared EMRs facilitates 

these informal teams, as long as each different EMR system can communicate with the other. We urge the 

Government of British Columbia to ensure that only EMR systems that are capable of sharing information 

with other systems, are adopted. 
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Final Recommendations  

Below are the final recommendations to the Select Standing 

Committee on Health, from the College: 

That the Standing Committee recommends to the Legislative 

Assembly that the provincial government: 

• Establish a pilot of interdisciplinary primary and community 

care teams that includes pharmacists. The pilot should use 

the Plan-Do-Study-Act methodology, include multiple sites 

and an evaluation of the costs and outcomes. Refinements to 

the pilots can be made, as deemed necessary.  

• Conduct an evaluation of the impact of the following factors on the operational and financial 

efficiency of interdisciplinary primary and community care teams: 

- Location (rural vs. urban); 

- Practice setting (co-location vs. separate location); and 

- Funding model (fee-for-service vs. salaried). 

• Invest in healthcare teams that include pharmacists, performing 

interventions in areas where there can be immediate benefits and 

improved outcomes. These interventions may include:  

- De-prescribing/reducing pill burden; and 

- Medication management for frail elderly persons. 

• Support inter-professional education, which should include students from multiple disciplines 

studying and working together at the post-secondary education level. 

• Continue to implement EMRs, and mandate that all electronic health systems are able to 

communicate with one another. In addition, ensure that EMRs envelop effective documentation 

capabilities to facilitate outcomes assessment and evaluation. For example, the data entry fields in 

these systems should be able to capture data for research and evaluation purposes, rather than for 

administrative or billing purposes only. 

“I would say start with some localized 

Phase One pilot testing of models, 

explore more of the Plan-Do-Study-Act 

approach, which means you give an 

envelope of money to a division with a 

few guidance overlaying principles 

about discipline, and then you allow 

them to iterate and figure out how to 

make it work.”  

“I think there's money wasted that 

could be used for more important 

things like this. I think in that way 

you'll reduce poly-pharmacy. 

You'll reduce the morbidity 

associated with inappropriate drug 

therapy, and then maybe you'll 

decrease the burden overall on the 

healthcare system.” 
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Conclusion 

Initial investment from the Government of British Columbia is needed to support enhancements to 

interdisciplinary primary and community care teams. This would include the pilot testing of various 

models to determine which have optimal efficiency. These investments could be offset by utilizing 

pharmacist expertise in reducing polypharmacy and streamlining evidence-based pharmacotherapy in 

areas of immediate need. To help build a more cost-effective system using interdisciplinary teams, EMRs 

should also be optimized to improve communication and documentation amongst team members. In 

addition, interdisciplinary education at the post-secondary level is key to helping students become 

conversant in working effectively in team settings, be more informed about the roles of their team 

members, and utilize the knowledge and expertise of each discipline to enhance patient care. There have 

been decades of evidence from numerous developed countries around the world demonstrating the 

strength of interdisciplinary primary and community care initiatives in achieving better health outcomes, 

better equity, lower mortality rates, and lower overall costs of healthcare. With Canada trailing behind 

other countries in health system performance, this strategy should be at the forefront of our efforts to 

enhance public health and build a more sustainable healthcare system.  
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Three Year STraTegic Plan1  

Introduction

The College of Pharmacists of BC (CPBC) is proud to introduce our plan  
to improve the quality of pharmacy services over the next three years.  
This document outlines goals and objectives covering a wide range of areas 
in pharmacy practice that make up the strategic plan. These areas are:
 
• Public Expectations
• Interdisciplinary Relationships
• Scope of Practice
• Standards
• Technology 
 
This plan will help the College keep up with the rapid pace of change in 
pharmacy care that we have witnessed in the last few years and ensure  
that pharmacists and pharmacy technicians continue to meet the needs  
of the public.  
 
This plan is the result of nearly a year of hard work by members of the 
College Board and staff. They were aided by a tremendous number 
of pharmacists, pharmacy technicians, members of the public, and 
other stakeholders who also gave their time to provide their ideas and 
perspectives to the College. Their participation is valued and reflected  
in the plan.  
 
Starting Spring 2014, watch for initiatives in the following areas:

1. Public ExPEcTaTionS
The public’s expectations on pharmacists and 
pharmacy technicians have changed a lot in the 
last years. To ensure that the public is receiving the 
highest quality care possible, the College will provide 
pharmacists and pharmacy technicians opportunities to 
work together to build a common understanding of their 
roles, skills and abilities. An innovative public awareness 
and engagement campaign will roll out in year three to 
share this common understanding with the public.



College of PharmaCists of British ColumBia 2

2. inTErdiSciPlinarY rElaTionShiPS
Strong relationships between healthcare professionals 
can have a very positive impact on the quality of care that 
patients receive. With this in mind, the College will investigate 
opportunities to support pharmacists and pharmacy 
technicians to build relationships with other healthcare 
professionals. In addition, we will seek ways to improve the 
relationships between pharmacists and pharmacy technicians 
to enhance the quality of patient care.

3. ScoPE of PracTicE
In the last years, the needs of the public have changed, so 
the College must grow and evolve to ensure that pharmacists 
and pharmacy technicians are meeting those needs. Over the 
next three years, the College will make changes to the current 
scope of practice, including: integrating pharmacy technicians 
into community practice; introducing legislation to allow access 
to patient laboratory data; and removing restrictions and 
conditions that impact the ability to deliver safe, effective care. 
Better support will be provided to pharmacists and pharmacy 
technicians to practice to their current scope through 
educational opportunities and enhanced communications.

4. STandardS
As part of our plan to meet the changing needs of the 
public, the College will also review and update standards. 
Changes to standards will be introduced in many areas, 
including: pharmacy workload; continuing education 
requirements; pharmacy site inspections; and practice review 
systems. Pharmacists and pharmacy technicians are health 
professionals bound to a Code of Ethics, and our College will 
strengthen that commitment by prohibiting the sale of tobacco 
products in premises where a pharmacy is located, and 
prohibit the use of loyalty programs related to the provision of 
pharmacy services.
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Introduction  (Continued)

Enhancing Quality Over Three Years

In September 2013 the Board of the College of Pharmacists of BC (CPBC) 
approved strategic goals and objectives for the next three years. With input 
from many stakeholders, the Board created a three-year plan for each goal. 
This process resulted in the development of the CPBC Three Year Strategic 
Plan, “Quality of Pharmacy Services to Optimize Patient Outcomes.” 

This plan focuses on improvements and initiatives in the following areas:

1. Public Expectations
2. Interdisciplinary Relationships
3. Scope of Practice
4. Standards
5. Technology 

5. TEchnologY
All professions face the challenge of effectively integrating new 
technologies into practice, and pharmacy is no different. The 
College aims to develop and utilize emerging technologies that 
improve the quality of pharmacy care. Technologies such as 
the next generation of PharmaNet (PNet) will provide a more 
comprehensive patient drug history to healthcare professionals 
and assist pharmacists and pharmacy technicians in making the 
best decisions for their patients. 
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The Plan

our ViSion
Better health through excellence in pharmacy.

our MiSSion
The CPBC regulates the pharmacy profession in the 
public interest. We set and enforce standards and 
promote best practices for the delivery of pharmacy 
care in British Columbia.
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Goal 1.  
 Public Expectations

oVErViEW:
To meet the expectations of the public, ensuring that the public understands 
our role, our dedication to continuous quality improvement, and our 
accountability to patients and the general public. 

B. 
Create a strategy to raise public 
awareness of the role, knowledge 
and skills of pharmacists and 
pharmacy technicians with 
specific focus on the optimization 
of patient health outcomes and 
their commitment to:

• Standards of practice.
•  Continuous improvement 

processes that improve quality 
outcomes.

• Delivering clinical services.

A. 
Create opportunities for 
the College, pharmacists, 
pharmacy technicians, and other 
stakeholders to interact and 
discuss the role and value of the 
profession, and methods to align 
the profession with the needs and 
expectations of the public and 
other health professions.

WhaT WE’rE going To do:
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Goal 2.  
   Interdisciplinary Relationships

oVErViEW:
To enhance communication, collaboration and relationship-building 
opportunities with other healthcare professionals, so we can better define 
and enhance our role on the healthcare team and support better health 
outcomes for our patients.

B. 
Create opportunities for 
pharmacists and pharmacy 
technicians to improve and 
enhance their practice by 
establishing a means in 
which they can deepen their 
relationships and understanding 
of each other’s role.

A. 
Work with other regulated 
healthcare professionals 
to identify interdisciplinary 
opportunities for collaboration 
and improvement in healthcare 
services.

WhaT WE’rE going To do:
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B. 
Develop and update legislation, 
policy, and tools to support future 
improved scope of practice:

•  Remove restrictions on adaptation 
policy in a two-staged approach 
– first address quality of service 
issues, then remove restrictions.

•  Remove limits and conditions 
(including authority for 
pharmacists to administer 
injections) in a staged approach. 

•  Enable access to patient lab 
information.

•  Launch Advanced Pharmacist 
Practice (APP) certification.

A. 
Support pharmacists and 
pharmacy technicians to practice 
to their current scope:

•  Enhance availability of continuing 
education (CE) tools and 
programs.

•  Encourage BC pharmacists to 
enroll in programs that support 
best practices.

•  Ensure that the knowledge, 
skills, and abilities required of 
pharmacists and pharmacy 
technicians is integrated into 
pharmacy and pharmacy 
technician educational programs.

•  Develop methods to encourage 
the uptake of registered pharmacy 
technicians into community 
pharmacy practice settings.

Goal 3. 
 Scope of Practice

oVErViEW:
To advance the profession by supporting pharmacists and pharmacy 
technicians to practice to their current scope of practice, and by increasing the 
scope of practice of our profession into areas that will improve our ability to 
deliver safe, effective care that is aligned with the healthcare needs of the public. 

WhaT WE’rE going To do:



College of PharmaCists of British ColumBia 8

C. 
 Develop standards for 
pharmacy workload.

Goal 4. 
Standards

oVErViEW:
To review and update standards of practice and ensure that pharmacists  
and pharmacy technicians are meeting those standards of practice in order 
to deliver safe and effective pharmacy care.

B. 
 Develop a comprehensive, 
integrated document that 
incorporates standards, 
guidelines and indicators of 
good practice and standards.

A. 
Review and map standards 
(Health Professions Act, Pharmacy 
Operations and Drug Scheduling 
Act, Professional Practice Policies, 
National Association of Pharmacy 
Regulatory Authorities) to ensure 
relevancy and consistency. 
Update standards in the following 
priority areas:

•  Reviewing patient profile on 
PharmaNet (PNet) prior to 
dispensing.

•  Providing pharmacist/patient 
consultations (counselling). 

• Reconciling narcotic counts.
• Verifying patient identification.
•  Managing documentation in the 

pharmacy.
•  Documenting the identity of 

pharmacy staff.

WhaT WE’rE going To do:

89

381

211
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F. 
Prohibit tobacco products in 
premises where a pharmacy  
is located.

E. 
 Align Continuing Education 
requirements with evolving 
practice and standards.

G. 
Prohibit use of loyalty programs 
in relation to the provision of 
pharmacy services.

D. 
Strengthen enforcement and 
pharmacy inspections to improve 
compliance to the Health 
Professions Act.

Goal 4. Standards  (Continued)



College of PharmaCists of British ColumBia 10

oVErViEW:
To support the development and utilization of current and emerging 
technologies when opportunities exist to enhance safe and effective 
pharmacy care.

B. 
Establish and provide e-access 
to current and comprehensive 
drug information and resources 
for pharmacists and pharmacy 
technicians.

A. 
Facilitate and advocate for 
enhancements to the PharmaNet 
(PNet) database so that a more 
complete drug history is available 
for clinicians. 

WhaT WE’rE going To do:

Goal 5. 
Technology

connEcT WiTh uS:

Facebook: www.facebook.com/bcpharm

Twitter: www.twitter.com/bcpharmacists

LinkedIn: www.linkedin.com/company/college-of-pharmacists-of-bc

Website: www.bcpharmacists.org
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