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DEFINITIONS, ACRONYMS AND ABBREVIATIONS
Definitions
Capacity-building: Increasing the ability of individuals, organizations and systems to perform
appropriate functions effectively, efficiently and sustainably.
Client: User of SUPPORT Unit services, including individual or groups of patients, providers, decision
makers, researchers, and members of research teams.
Health care decision makers (decision makers): Individuals who make decisions about, or influence,
health policies or practices.
Knowledge translation (KT): A dynamic and iterative process that includes synthesis, dissemination,
exchange, and ethically-sound application of knowledge to improve the health of Canadians.
KT broker: individuals that engage with diverse stakeholders (researchers and research users) at various
points in the research cycle for the purpose of increasing the use of health research evidence in practice,
policy and further research.
KT science (Canada) or dissemination and implementation (D&I) science: (US) The study of knowledge
translation.
Knowledge users: Patients, decision makers, practitioners or researchers – anyone who puts research
evidence to use.
Patients: An overarching term inclusive of individuals with personal experience of a health issue and
informal caregivers, including family and friends.
Patient-centred: Prioritizing patient values and preferences.
Patient engagement in research: Meaningful and active collaboration in governance, priority setting,
conducting research and knowledge translation. Depending on the context, patient-oriented research
may also engage people who bring the collective voice of specific, affected communities.
Patient-oriented research: A continuum of research that engages patients as partners, focuses on
patient-identified priorities and improves patient outcomes. This research, conducted by
multidisciplinary teams in partnership with relevant stakeholders, aims to apply the knowledge
generated to improve health care systems and practices.
Patient reported experience measure (PREM): Self-report instruments used to obtain patients’
appraisals of their health care experience (patients’ factual account of what they did or did not
experience) and satisfaction (patients’ subjective evaluation of their care experience) with the quality of
care and services.

iv

Patient reported outcome measure (PROM): Assesses how care provided by the health system is
affecting the health and quality of life of patients. That is, PROMs capture the patients’ perspective on
whether the services provided changed their health and sense of well-being.
Providers: Paid caregivers who deliver health services directly to patients.
Real world clinical trials (RWCTs): Trials designed and conducted to test interventions in the full
spectrum of everyday clinical settings, to maximize the applicability and generalizability of the
intervention being evaluated.
Research: Systematic investigations or inquiries designed to produce knowledge that may be applied to
other settings or cases.
Research team members: Individuals who support the conduct or implementation of research.
Researchers: Individuals trained to conduct systematic investigations to generate new knowledge.
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Acronyms and Abbreviations
AHSN: Academic Health Science Network
APRU: Applied Policy Research Unit (APRU)
BC: British Columbia
BCCA: British Columbia Cancer Agency
BCCRIN: BC Clinical Research Infrastructure Network
BCEHI: British Columbia Ethics Harmonization Initiative
BPDT: Business Plan Development Team
C2E2: Centre for Clinical Epidemiology & Evaluation
CFRI: Child and Family Research Institute
CHEOS: Centre for Health Evaluation Outcome Sciences
CIHR: Canadian Institutes of Health Research
CTMS: Clinical Trial Management System
CoP: Community of Practice
CST: Clinical and Systems Transformation Project
DMO: Deputy Minister’s Office
DSMB: Data Safety Monitoring Board
EAG: Expert Advisory Group
ED: Emergency Department
EEG: External Expert Group
EMN: Emergency Medicine Network
EMR: Electronic Medical Record
EoI: Expression of Interest
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FHA: Fraser Health Authority
FNHA: First Nations Health Authority
FTE: Full time equivalent
GCP: Good Clinical Practice
GIS: Geographical Information Science
GPSC: General Practice Services Committee
HSSBC: Health Shared Services of British Columbia
HSPRSN: Health Services and Policy Research Support Network
iCON: Intercultural Online Network
IGC: Interim Governing Council
InspireNet: INnovative Health Services & Practice Informed by Research & Evaluation Network
ICH: International Conference on Harmonization
KT: Knowledge translation
MAVED: Ministry of Advanced Education
MoH: Ministry of Health
MSFHR: Michael Smith Foundation for Health Research
OBER: Office of Biobank Education and Research
PCORI: Patient-Centered Outcomes Research Institute
PDSA: Plan, Do, Study, Act
PHSA: Provincial Health Services Authority
PI: Principal Investigator
PopData: Population Data BC
PREDICT: Personal Response Determinants of Cancer Therapy
PREM: Patient-reported experience measure
vii

PROM: Patient-reported outcome measure
PTC: Permission to contact
PVN: Patient Voices Network
RCT: Randomized controlled trial
REDCap: Research electronic data capture
SFU: Simon Fraser University
SOP: Standard operating procedure
SPOR: Strategy for Patient-Oriented Research
SUPPORT: Support for People and Patient-Oriented Research and Trials
TCPS2: Tri-Council Policy Statement 2
ToR: Terms of Reference
UBC: University of British Columbia
UBCO: University of British Columbia - Okanagan
UNBC: University of Northern British Columbia
UVic: University of Victoria
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INTRODUCTION
The Canadian Institutes of Health Research (CIHR) Support for People and Patient-Oriented Research
and Trials (SUPPORT) Units are intended to be locally accessible, multidisciplinary clusters of specialized
research resources, policy knowledge, and patient perspective. SUPPORT Units will provide the
necessary expertise to pursue patient-oriented research and help lead reforms in response to locallydriven health care needs. 1
This business plan for a SUPPORT Unit in British Columbia (BC) addresses the components established by
CIHR as core functions of a SUPPORT Unit (Appendix A). The plan represents a commitment to a
fundamental change in the way BC sets priorities for, conducts, and applies health research – and how,
collectively, the health sector, BC citizens and the research sector will support continuous learning from
these efforts.
Data platforms and services; methods support and development; health systems/knowledge
translation/implementation; real world clinical trials; career development in methods and health
services research; and consultation and research services have key roles in improving the capacity for
patient-oriented research in BC. The BC SUPPORT Unit will harness the strength and expertise of BC’s
health, research and patient organizations that have participated in its development and committed
financial and moral support to its successful implementation.
The BC SUPPORT Unit (the ‘Unit’) will advance BC’s new health sector strategy (Setting Priorities for the
BC Health System) within the context of the provincial health research strategy (Directions for Health
Research in BC) described below. The Unit builds on BC’s research assets, on a well-developed
regionalized health system, and on lessons learned through provincial health services research initiatives
involving researchers, health authorities and the BC Ministry of Health (MoH) over the past ten years,
including initiatives to build research capacity in health authorities. 2 Finally, BC’s SUPPORT Unit will
leverage BC’s extensive provincial patient engagement platform (Patients as Partners 3), to ensure
patients are meaningfully included in all aspects of the research process.
The model for BC’s SUPPORT Unit is a distributed organization connecting patients, providers, decision
makers and researchers through a provincial hub, regional centres and specialized methods clusters and
supported by a provincial data platform that will leverage, augment and link core disparate data
initiatives. The SUPPORT Unit’s operations will work through two streams: mobilizing collective action to
address select provincial patient-oriented priority research projects and serving people and teams
involved in patient-oriented research to enhance its quality and application. The SUPPORT Unit will be
hosted at the Provincial Health Services Authority (PHSA). Fiduciary oversight for the Unit will be
provided by the PHSA Board, an agency under the Society Act. Strategic and operational direction for the
Unit, in accordance with the CIHR-approved business plan and budget, will be provided by a multipartite steering committee representing universities, health authorities, patients, government and the
Michael Smith Foundation for Health Research (MSFHR). Over time, the Unit’s governance will transition
to BC’s emerging Academic Health Science Network (AHSN).

1
2

Canadian Institutes for Health Research – SPOR SUPPORT Units – accessed September 15, 2014 - http://www.cihr-irsc.gc.ca/e/45859.html

The Health Services and Policy Research Support Network was a $16M grant from the BC MoH to the Michael Smith Foundation for Health
Research (MSFHR) in 2003 to build research and evaluation capacity in the province. Funding was overseen by a steering committee of
researchers, health authority representatives and MoH staff. The BC Nursing Research Initiative was an $8M grant from the MoH to MSFHR in
2004 to build practice-relevant nursing research capacity.
3 https://www.patientsaspartners.ca
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Setting The Scene: BC’s Context
BC has a population of 4.62 million. Almost a third of that population is over 50, while the proportion of
children under 15 is lower than ever. Within the next 15 years there will be fewer school-age children
than people over 65 and more people retiring than entering the workforce. It is expected that by 2022,
one in five British Columbians will be over 65. Currently, 16.9 percent of the population is 65 or older.
According to 2011 census data, 13.8 percent of British Columbians live in rural or remote areas.
BC is home to people of many different origins, cultural traditions, languages, ethnicities, and religions.
This includes a diverse population of Aboriginal people, including approximately 200 First Nations, such
as the Gitxsan, Haida, Nisga'a and Squamish. The top 10 languages spoken are now (according to the
2011 Census): English, Chinese (including Cantonese and Mandarin), Punjabi, German, Tagalog, French,
Korean, Spanish, and Farsi. Each year, over 34,000 immigrants from around the world arrive in BC. 4
BC's total land and freshwater area is 95 million hectares, larger than France and Germany combined. BC
occupies about 10 percent of Canada's land surface. 5
Health care in BC is overseen by the MoH and is delivered by five regional health authorities – Fraser
Health, Interior Health, Island Health, Northern Health and Vancouver Coastal Health. A sixth health
authority, PHSA, is responsible for managing the quality, coordination and accessibility of some
province-wide health programs. Finally, the First Nations Health Authority (FNHA) has taken over the
administration of federal health programs and services previously delivered by Health Canada's First
Nations Inuit Health Branch – Pacific Region, and it works with the province and First Nations to address
service gaps through new partnerships, closer collaboration, and health systems innovation.

Figure 1 BC Regional Health Authorities and Associated Populations

4

BC MoH 2014/15 – 2016/17 SERVICE PLAN February 2014 pp 8-9
http://www.bcbudget.gov.bc.ca/2014/sp/pdf/ministry/hlth.pdf
5
British Columbia Government - BC Quick Facts – accessed September 29, 2014 http://www.gov.bc.ca/bcfacts/
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BC has the most seasoned and stable regionalized health care system in Canada, having established
fewer but larger authorities earlier than any other province. Since 2001, Leadership Council, made up of
the health authority chief executive officers (CEO) and senior ministry executives, has been meeting on a
monthly basis, supported by standing committees of vice presidents and assistant deputy ministers who
oversee the coordinated development and roll-out of provincial strategic and operational initiatives.
The BC Minister of Health meets quarterly with the health authority board chairs to ensure ongoing
communication and strategic alignment.
Since the creation of the current health authority structure in 2001, partnerships have developed
between the province’s health authorities and BC’s research intensive academic institutions: University
of BC (UBC), University of Northern BC (UNBC), Simon Fraser University (SFU) and University of Victoria
(UVic). The province also has a single distributed medical school (UBC) that has expanded medical
training and clinical placements beyond the traditional teaching hospitals of the Lower Mainland to
community and regional hospitals and facilities.
The province has some of the best data holdings in Canada (e.g., population level data on dispensed
drugs) and excellent disease registries (e.g., cardiac, trauma, cancer, perinatal). BC is home to high
calibre research centres and units with sophisticated data infrastructure, data collection and analysis
systems for clinical and health services research. Significant effort is underway to coordinate and make
available high quality patient-reported data.

BC’s Health Sector Strategy
Setting Priorities for BC’s Health System 6 describes a vision for a sustainable health system that supports
people to stay healthy and provides high quality publicly funded health care services that meet their
needs when they are sick. BC will increase value for patients by providing patient-centred, quality
services (access, acceptability, appropriateness, safety) that achieve health outcomes important to
patients and their families (effectiveness). BC’s health sector strategy focuses on three areas, all of
which require structures and processes that support the integration of research evidence into policy and
practice and will guide priorities for the BC SUPPORT Unit:
•
•
•

delivering patient-centred services and care;
driving continuous improvement through performance measurement across services and
operational accountabilities; and
establishing a cross-system focus on a number of key patient populations and service delivery
areas that are critical to both quality and sustainability.

The strategy starts with a focus on keeping people healthy but recognizes that for several population
segments, it is critical to achieve system-wide improvement both from a population wellness, patient
health, and quality of life perspective, and from a budget management perspective. The strategy will
focus on:
• ensuring effective chronic disease prevention through universal and targeted population health
interventions that address all major risk factors across the life cycle;
• reducing hospitalization and the need for residential care by preventing or slowing down the
onset of frailty through targeted secondary prevention;
• reducing hospitalizations through effective secondary and tertiary prevention for mental illness
and addictions;
6 Setting Priorities for the BC Health System – accessed September 15, 2014 http://www.health.gov.bc.ca/library/publications/year/2014/Setting-priorities-BC-Health-Feb14.pdf
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•

increasing timely access to evidence-informed care from specialists, diagnostic imaging, elective
surgery; and providing consistent quality of care for residential care patients, with a strong
focus on quality of care for dementia patients.

The health sector strategy assumes the primacy of evidence-informed improvement in clinical care,
policy and service design. This improvement will be enabled in part through BC’s emerging AHSN, which
shares many of the SUPPORT Unit objectives and has an additional focus on the education of health
professionals (Appendix B). Development of the AHSN will build on the consultations undertaken for the
BC SUPPORT Unit. The AHSN will also build on efforts to develop a system level approach to strategic
planning and coordinated provincial action towards implementation of continuous improvement and
strategic change. Some of this system level planning began in 2009 with the Innovation and Change
agenda, which was the precursor to the 2014 Setting Priorities for BC’s Health System. This is
noteworthy as it reflects a stable, yet evolving, health sector-wide guiding reform framework that has
received Cabinet approval and has withstood changes in senior political and Ministry leadership.

BC’s Health Research Strategy
BC has incrementally strengthened the coordination and alignment of its health research sector for
more than a decade. Since 2001, the BC government has invested over a billion dollars in health
research and development, more than $450M of this through the Michael Smith Foundation for Health
Research (MSFHR), the province’s health research funding agency, to fund and coordinate programs that
position BC as a national and international health research leader. Over this same period, CIHR has
invested more than $1.5B in British Columbia, reflecting the excellence of and confidence in BC’s health
research enterprise.
The complex and distributed nature of health research across the province contributes to its vibrancy,
but there are challenges with this complex distribution of universities, colleges, health authorities and
research institutes and centres. Duplication of resources and efforts is common in distributed systems,
especially when they develop from the ground up and attempt to serve a broad range of stakeholders.
To create more coherence in BC’s health research enterprise, the MoH asked MSFHR to facilitate the
development of a provincial health research strategy. The work was initiated in April 2012 with a
meeting of over 60 of BC’s health research and health care leaders who came together to discuss how
BC’s health research system could be strengthened. A subsequent province-wide consultation involving
more than 1,000 stakeholders resulted in a collective vision and in three strongly endorsed directions,
described in Directions for Health Research in BC, 7 many of whose actions explicitly align with the
proposed SUPPORT Unit:
•
•

reduce unnecessary duplication and expand core research services that are best centralized;
shift the paradigm to one where more patients and their families, health providers and decision
makers are working with researchers to do and use research; and
• enhance BC’s ability to attract investments that create jobs and training, accelerate
improvements in health and health care, and foster a strong health sciences enterprise.
Implementation of the actions in the health research strategy is being undertaken within the context of
the work of BC’s health sector strategy, the development of an AHSN and the BC SUPPORT Unit and
SPOR Networks.

7

BC Health Research Strategy – accessed September 15, 2014 - http://bchealthresearchstrategy.ca/
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A SPOR SUPPORT Unit for BC
The model for BC’s SUPPORT Unit is a distributed organization connecting patients, providers, decision
makers and researchers through a provincial hub, regional centres and specialized methods clusters.
This network will link to the provincial data platform through Population Data BC (PopData). Together,
these elements work together in a) mobilizing collective action to address BC’s patient-oriented
research priorities; and b) supporting individual, team and organizational action to enhance the quality
and application of patient-oriented research across the province. In BC the SUPPORT Unit will contribute
critically to the provincial health sector and health research strategies described above, providing a
unique opportunity to strengthen their implementation through the creation of a Unit to support
patient-oriented research.
This business plan for the proposed SUPPORT Unit in BC was developed through an extensive
consultation facilitated by MSFHR with the oversight of an Interim Governing Council (IGC) (see
Appendices C and D) 8 chaired by the BC MoH. The first iteration of the BC SUPPORT Unit business plan
underwent review by an international adjudication panel, convened by CIHR, which subsequently made
several recommendations to strengthen the plan.
An interim operations team, including BC SUPPORT Unit Interim Leader Dr. Bev Holmes (seconded from
her role as MSFHR VP, Research & Impact) and Interim Scientific Lead Dr. Martin Schechter (seconded
from his role as MSFHR Chief Scientific Officer), was convened to address these recommendations and
to commence implementation activities under the guidance of the Unit’s IGC. The current version of the
BC SUPPORT Unit business plan incorporates the adjudication panel’s recommendations and provides
further details on several sections of the plan that have evolved since the original plan was written.
Throughout the initial development of the business plan and its revision, engagement with stakeholders
– including patients – has crystallized the features of BC’s proposed SUPPORT Unit and has provided the
opportunity to explore more seriously the vision for a responsive, high quality research infrastructure in
BC. As part of the development process, a call for expressions of interest from researchers and research
teams interested in providing services through the SUPPORT Unit was launched (Appendix E). The
material submitted by the respondents provides a strong basis for understanding the range and details
of expertise and services available to achieve the SUPPORT Unit vision and identifies key health and
research organizations that will formally partner with the SUPPORT Unit. The business plan draws on the
strength of these respondents as well as identifies key health and research organizations that will
formally partner with the SUPPORT Unit. A description of the respondents and partnerships is included
in Appendix F. The letters of support from the partners and IGC members are found in Appendix G.
Among the greatest strengths of BC’s proposed SUPPORT Unit will be its:
•
•
•

full engagement of patients and other knowledge users in the design, conduct and translation of
health research;
strong connection to the provincial health sector strategy and alignment with BC’s health
research strategy;
strategies that will determine the criteria by which the SUPPORT Unit meets its dual mandate of
collective action and supporting teams;

8

BC SUPPORT Unit – Business Plan – https://bcsupportunit.ca/unit-development/business-plan describes more fully who was consulted, when
and how.
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•
•
•
•
•

creation of better systems and mechanisms that make the conduct of high quality and highly
relevant patient-oriented research easier;
emphasis on expanding cultural competency in health research, and expanding inclusiveness of
cultural practices of patients, including First Nations patients;
excellent data, research and patient engagement expertise, services and structures;
distributed decision making and action that ensure provincial priorities have regional relevance;
and
collaborative structures and mechanisms to harness the strength of BC’s scientific expertise.

The SUPPORT Unit will catalyze fundamental change by engaging patients as key members of a new
partnership that includes decision makers, practitioners and researchers. Guided by research priorities
based on the health sector strategy, and aligned with the health research strategy, this partnership will
work together to plan, design, conduct, apply and learn from research that prioritizes patients’ values
and preferences, and that drives innovation and improvement in BC’s health system.
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BC’S SUPPORT UNIT: VISION, MISSION AND GOALS
Vision:
A health system that continuously improves through high-quality, relevant, timely, and patient-oriented
research.

Mission:
Close the gap between high-quality research and implementation through a new partnership engaging
patients, providers, decision makers and researchers in all aspects of the research enterprise.

Goals:
1. Create opportunities for patients from all regions of BC to engage in patient-oriented research
2. Build BC’s capacity to conduct, apply and learn from patient-oriented research
3. Create opportunities for collaborative inquiry among health system decision makers, patients,
providers and researchers
4. Increase the utility and availability of patient-oriented data and supports for its use
5. Demonstrate the impact of patient-oriented research on health and health care
Objectives will be set for the above goals in the first year of the Unit’s operations. With approval of the
business plan, the action plan for years 1 to 5 of the Unit’s operations (Appendix H) will be finalized and
implemented. The performance measurement and outcomes evaluation framework (Appendix I) will
enable assessment of the SUPPORT Unit’s impact in the near-, medium-, and long-term.

Final 24 July 2015

7

BC’S SUPPORT UNIT: MODEL AND OPERATIONS
BC SUPPORT Unit Model
The model for BC’s SUPPORT Unit is a distributed organization connecting patients, providers, decision
makers and researchers through a provincial hub, regional centres and specialized methods clusters,
and supported by a provincial data platform. The PHSA will host the SUPPORT Unit and provide
administrative services and space. Fiduciary oversight for the Unit will be provided by the PHSA Board,
and strategic and operational direction for the Unit will be provided by a multi-partite steering
committee. Ultimately, the Unit will be governed by the AHSN. The SUPPORT Unit will directly support
enhancement of research infrastructure.
The provincial hub will provide a key coordination function. Hub resources will support services and
programs offered and delivered across BC. The hub will manage service agreements with partners and
memoranda of understanding (MoU) with the regional centres; facilitate provincial action; coordinate
the provision of business services; facilitate networking and research team development; coordinate
patient engagement and career development and training; and provide operational oversight for data
services. Rather than developing services and programs from the ground up, the SUPPORT Unit will build
on what exists in BC, such as the capacity building and knowledge translation programs established by
MSFHR, health authorities and research institutes. An existing provincial resource is the MSFHR-funded
InspireNet (INnovative health Services & Practice Informed by Research & Evaluation Network), a virtual
network using Web 2.0, webconferencing and social media which will be leveraged as the provincial hub
platform. Largely through this platform, the hub will coordinate SUPPORT Unit operations such as
communications and evaluation; it will also coordinate demonstration projects and develop and oversee
implementation of the patient engagement strategy and the career development and training strategy.
The hub will also be the nexus for formal interactions with SPOR networks, other provincial SPOR
SUPPORT Units and with CIHR on other SPOR initiatives.
Regional centres, corresponding with regional health authorities and their affiliated universities, will
provide a key integration function, ensuring that patient-oriented research is conducted and research
evidence is used to improve patient experience and outcomes - and that patients are engaged in these
efforts. The BC SUPPORT Unit will have a regional centre in each of the four health authorities outside of
the Vancouver Coastal region: Northern, Fraser, Island and Interior. For stakeholders within the
Vancouver Coastal region, the provincial hub and existing local service providers resourced by the
SUPPORT Unit will provide services.
The regional centres will serve as the initial point of contact for clients of the SUPPORT Unit located
outside of the Vancouver Coastal region. They will build on existing scientific capacity, expertise,
infrastructure and connections among health authorities, universities and other organizations in each
region.
Regional centres will have four core functions related to patient-oriented research: patient and
stakeholder engagement, research navigation, knowledge translation, and capacity building through
career development and training. These functions are explained later in this section of the business plan.
Methods clusters will be focused on methodology support and development. They will be directed by
leading scientific experts who will connect people from across the province to create virtual clusters or
communities of practice. Leveraging the platform developed by InspireNet, a virtual network of over
4,000 researchers, health care decision makers and students working together to improve health
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services in BC, seven clusters will enhance the application of specific methods in patient-oriented
research by providing support and advice, fostering methodological innovation and advancement, and
enabling collaboration with national and international colleagues. By adopting a virtual platform,
communications across the clusters will be cost-minimal and optimally efficient with no travel time/cost
incurred and asynchronous discussion enabled via online discussion forums. Day-to-day operations of
the clusters will be administered centrally for the purpose of facilitating increased engagement with and
between members, reduced duplication of common elements and services, increased efficiencies and
economies of scale, and increased cross-cluster collaborations and communications.
These three functional areas – the provincial hub, the regional centres and the methods clusters – will
harness existing resources and expertise, and will in turn access the provincial data platform through
PopData.
The provincial data platform is a common and secure shared environment for use by researchers, the
MoH and health sector partners. The platform will provide a privacy-compliant technical environment to
which participating data holders / providers can connect, ensuring trusted flows and storage of sensitive
information. It will enable authorized researchers access to the same data sets and products available to
MoH and health authority staff, resulting in access to a broader array of data sets that are more
contemporaneous in their coverage and increased ability to share and leverage work across the
participating groups. The development of the provincial data platform will happen alongside significant
provincial investments (outside the SUPPORT Unit) of over one billion dollars over five years to a)
electronically capture clinical data in the health authorities and administrative data in the Ministry; and
b) develop secondary use environments. The funding described in this plan relates to the small
proportion of costs associated with providing researchers timely and secure access to this
unprecedented resource.
In parallel to these technical investments, there are processes in place aimed at addressing structural,
administrative and procedural barriers to the effective and appropriate use of data. For example, end to
end process reviews of both university-based researcher access and health authority based data access
are underway with an eye toward improving the speed and transparency of those processes. The
ultimate objective is to make the data access process for all potential users clearer, easier and faster,
while maintaining the highest standards for data protection.
The SUPPORT Unit model is shown in Figure 2 and described below, along with SUPPORT Unit
operations.
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Figure 2 BC SUPPORT Unit Organizational Model
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BC SUPPORT Unit Operations
As previously noted, the SUPPORT Unit’s operations will work through two streams: mobilizing collective
action to address select provincial patient-oriented priority research projects and serving people and
teams involved in patient-oriented research to enhance its quality and application.
Several provincial patient-oriented research priority projects per year will be addressed by mobilizing
collective action on research of importance to BC, thereby contributing to the advancement of
knowledge, including how best to undertake and apply patient-oriented research and measure its
impact. The SUPPORT Unit Steering Committee will approve these priority projects, which need to meet
criteria similar to those presented below for the SUPPORT Unit demonstration projects. Criteria include:
•
•
•

potential to lead reforms in response to local needs, the provincial health sector and health
research strategies;
encompass one or more core areas, including KT/implementation science, data services, and
real-world clinical trials; and
approved or anticipated funding.

The provincial hub and regional centres will serve people and teams, drawing on the methods clusters
for specific expertise in order to enhance the quality and application of patient-oriented research across
BC. The hub and each regional centre will have common eligibility criteria for clients – individuals and
teams – who wish to access services from the SUPPORT Unit. These criteria will be monitored on an
ongoing basis to ensure the Unit is providing the right type of service to the right client at the right time.
As described in the sustainability plan, the BC SUPPORT Unit will provide service to clients from the
public and private sectors. It is anticipated that different criteria will apply, according to the source of
funding for a particular research project.

Mobilizing collective action on provincial patient-oriented research priorities

The SUPPORT Unit will be responsible for advancing new knowledge in priority areas based on the BC
health sector and health research strategies described in the introduction to this business plan. The
process, informed by previous health research priority setting efforts in BC, will be facilitated by the
SUPPORT Unit scientific and operational leadership and will engage patients and caregivers as well as
stakeholders from regional centres and methods clusters. Oversight will be provided by the SUPPORT
Unit Steering Committee. As guiding principles, the priority research projects supported by the SUPPORT
Unit will:
•
•
•
•
•
•
•

align with priorities articulated in BC’s health sector and health research strategies;
address a problem for which BC-applicable evidence does not exist;
be led by a team representing patients, providers, decision makers and researchers;
employ appropriate, innovative methods for research, co-developed by researchers and those in
the system tasked with implementation;
be deployed in as many regions of the province as feasible;
be approved by the Steering Committee in line with that committee’s Terms of Reference (ToR);
and
include a dissemination strategy and, if applicable, an implementation strategy, co-designed
with key stakeholders.

Serving people and teams involved in patient-oriented research

In addition to mobilizing action on provincial priorities, the SUPPORT Unit will build capacity for patientoriented research across BC by providing programs and services to people and teams through the
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regional centres and coordinating hub (see Figure 2). Services will be grounded in areas of BC’s strength
and need and refined as the Unit is operationalized. They will begin from those identified by applicants
to the fall 2013 call for expressions of interest, which confirmed BC people, teams and organizations in
BC who are supporting patient-oriented research.
Data on the type of Unit client, their requests, and the responses provided will be collected and
analyzed to develop a robust understanding of needs and abilities to respond so as to continually
improve the suite of services offered by the SUPPORT Unit.
Many SUPPORT Unit offerings, such as tools and resources available through the hub’s website, will be
accessible on an open-access basis to anyone. For services that involve more intensive engagement – for
example expert methodological consultation for established research teams, linking of researchers to
additional partners and team members, or face-to-face career development and training opportunities –
certain criteria will need to be met.
Users of SUPPORT Unit services – its clients – can be individuals or groups of patients, providers,
decision makers, researchers, and members of research teams. Criteria for access to non-web-based
SUPPORT Unit services will be refined as part of the Unit’s start-up operations, along with confirmation
of the services themselves. Some services will be provided through regional centres; others will be
provided by the coordinating hub either directly or brokered through existing organizations that have
made commitments described in the organizational letters of support in Appendix G. Services will be
offered, variously, on a fully funded, cost-recovery and cost-recovery-plus basis depending on the
established criteria.

Provincial Hub
The SUPPORT Unit’s provincial hub will undertake:

Operations
•
•
•

manage and monitor funding and finance, including MoUs with regional centres, method
clusters and partner organizations (through a shared services agreement with Unit host
organization, PHSA);
undertake strategic and tactical planning, communications and evaluation; and
broker and maintain links to other provinces’ SUPPORT Units and CIHR on SPOR initiatives.

Strategy development and implementation
•
•
•

develop and implement a patient engagement strategy building on existing engagement
structures, practices, and philosophies throughout the province, in partnership with the
regional health authorities, the FNHA and the Intercultural Online Network (iCON) 9;
develop and manage a career development and training strategy, aligned with the CIHR
capacity building strategy;
manage and mobilize collective action on provincial patient-oriented research priorities,
starting with demonstration projects (see pages 26-32).

9
The FNHA has designed and successfully executed an innovative and effective engagement strategy which has transformed
First Nations people from being simply passive clients to empowered owners of their own health/wellness; iCON
(www.iconproject.org ) is a community-driven health promotion initiative that helps optimize chronic disease prevention and
management for multicultural communities, patients and caregivers across BC.
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Patient Engagement
•

Patient engagement at BC’s SUPPORT Unit, based on the patient engagement strategy noted
above, is in line with CIHR’s vision where “patients are active partners in health research that
will lead to improved health outcomes and an enhanced health care system” (SPOR Patient
Engagement Framework).

The guiding principles are also consistent with those that were co-developed through CIHR:
•

•

•
•

Inclusiveness: Patient engagement in research integrates a diversity of patient perspectives,
cultures, and experiences, and research is reflective of their contribution.
Support: Adequate support and flexibility are provided to patient participants to ensure that
they can contribute fully to discussions and decisions. This implies creating safe environments
that promote honest interactions, cultural competence, training, and education. Support also
implies financial compensation for their involvement.
Mutual Respect: Researchers, practitioners and patients acknowledge and value each other's
expertise and experiential knowledge.
Co-Build: Patients, researchers and practitioners work together from the beginning to identify
problems and gaps, set priorities for research and work together to produce and implement
solutions.

Patient engagement is a means to actualize the goals of BC’s SUPPORT Unit which speak to: creating
opportunities for patients from all regions of BC to engage in patient-oriented research; building
BC’s capacity to conduct, apply and learn from patient-oriented research; creating opportunities for
collaborative inquiry among health system decision makers, patients, providers and researchers;
and demonstrating the impact of patient-oriented research on health and health care. Patients will
be afforded opportunities to engage in all aspects of the research enterprise, including: governance;
committee work (consultative, working, and strategic); peer review; priority-setting activities; and all
stages in the conduct of research, including: design, implementation, analysis and knowledge
translation.
Mechanisms are being developed to recruit, train and support patients and all other stakeholders
and to bring these together in a new partnership. We will build on BC’s distributed model with a hub
and four regional centres, as well as strengths that are inherent in BC such as ImpactBC’s Patient
Voices Network, existing health authority patient advisory councils, and individuals who are
currently doing patient-oriented research. We will adopt and, where necessary, adapt materials that
have already been developed in other jurisdictions throughout Canada and internationally such as
INVOLVE in the UK and the Patient Centered Outcomes Research Institute in the US and link with
CIHR’s pan-Canadian patient engagement strategy. Where necessary, we will develop BC-specific
materials. 10

Career development and training
Based on the strategy referenced above, the hub will:
•

10

provide access to formal and informal training programs in patient-oriented research and
knowledge translation, drawing on local, national, and international programs such as KT

See Appendix M for further details on the BC SUPPORT Unit patient engagement strategy.
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•
•

•

Canada, the expertise in the regions and clusters, and MSFHR’s developing provincial KT
platform;
enable career development opportunities such as a BC SUPPORT Unit fellowship or a researcherknowledge user internship program that allows for an exchange of people between research
units and health system settings; and
co-develop education and training opportunities with the universities, MSFHR, ImpactBC, 11 the
British Columbia Clinical Research Infrastructure Network (BCCRIN), PopData, regional health
authorities, the First Nations Health Authority and iCON, that will include studentships and
preceptorships to build capacity in patient-oriented research, specialized training for clinician
researchers and members of the clinical research team including multicultural competencies;
and
promote health and research career development across all cultural and ethnic groups,
including First Nations, through dedicated training and placement opportunities.

Networking and Facilitated Connections
The hub will:
•

•
•
•
•
•
•

develop a virtual patient-oriented research information source in partnership with Patients as
Partners/Patient Voices Network and others who are connecting with patient and community
groups and non-government organizations, such as FNHA and iCON; the FNHA engagement
approach and philosophies will help to inform the building of these networks and connections;
facilitate networking and connections through an interactive website, leveraging the existing
and well adopted Web 2.0 InspireNet site;
connect patients, researchers and decision makers, building on existing relationships through
InspireNet’s membership;
host open access tools and resources, archiving these on a central website;
connect regional centres, adopting the InspireNet practice of password protected spaces on its
website for discrete work areas by each centre;
be a virtual home for methods-related communities of practice, building on InspireNet’s
experience in developing electronic communities of practice;
host an annual face-to-face meeting to facilitate relationship building and shared learning within
and across the hub, clusters, regional centres, and data platform.

Business services
Business services covers the full life-cycle of patient-oriented research projects. Examples include:
•
•
•
•

11
12

access to highly specialized and multidisciplinary research expertise (in partnership with Centre
for C2E2, Centre for Health Evaluation Outcomes Sciences and others);
consultation, coaching and/or direct service provision;
evidence reviews (range of types of syntheses and analysis) and their interpretation to
knowledge users (in partnership with Rural Coordination Centre of BC [RCCBC] 12 and others);
tools for collection and reporting of metrics (in partnership with the Provincial Patient Centred
Measurement Initiative 13);

https://www.patientsaspartners.ca/network

RCCBC works on behalf of the Joint Standing Committee on Rural Issues (JSC), an entity that advises the BC Government and the Doctors of
BC on matters pertaining to rural medical practice.
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•
•
•
•
•
•
•

navigation of the ethics review process in collaboration with the partner Research Ethics
Boards, and aligned with the three ethics review models established by the BC Ethics
Harmonization Initiative; 14
participant recruitment activities;
mentoring/coaching, consulting, facilitating access to education/resources on integrated and
end-of-grant KT activities;
assistance on proposals, protocols, grant applications, evidence products (scientific articles,
briefing notes, decision aids, videos, website content);
standardized research contracts;
research quality management tools that include site audit and inspection readiness preparation
and facilitation, peer monitoring (in partnership with BCCRIN); and,
communication plans and tools.

Access to data services 15
The hub will ensure that all data services associated with the Unit are developed and matured to enable
high quality patient-oriented research, for example:
•
•
•
•
•

more timely and a broader array of provincial health data (in partnership with PopData, Clinical
Services Transformation [CST] project and the MoH);
data navigation and metadata services (in partnership with PopData and health authorities);
coordinated and streamlined request and approval processes (in partnership with health
authorities, PopData and other partners);
secure research data storage (in partnership with PopData, Island Health, Child and Family
Research Institute [CFRI], CHEOS and other organizations); and,
provincially coordinated licenses for clinical trial software (in partnership with CHEOS).

Regional Centres
Regional centres, which will have offices in the Fraser, Interior, Northern and Island health authorities,
will be responsible for supporting patient-oriented research in their regions in partnership with local
universities and other community groups and organizations as appropriate. They will also participate in
pan-provincial initiatives – adapted as appropriate at the regional level – designed to advance patientoriented research in BC. The SUPPORT Unit’s provincial hub and other local service providers resourced
by the SUPPORT Unit will serve as the Vancouver Coastal regional centre for stakeholders in this area.
Regional centres will be linked to the hub, to one another and, through the hub, to the methods clusters
and the data platform. All regions will be expected and supported to coordinate with one another and
the hub to promote learning, ensure consistency of practice and facilitate the best use of resources.
Expectations will be outlined in a detailed MOU between each regional centre and the hub. A common
evaluation framework, adaptable for local settings, will track progress and measure impact for each
centre alone and as part of the SUPPORT Unit overall.
13
The work of BC PREMs Steering Committee was initiated in 2002 with a dual mandate to measure and monitor both health system
performance in priority service areas from the patient perspective and to support quality improvement at the point of care. Work is now
underway to expand the scope of this initiative to include Patient Reported Outcomes Measures.
14
The BC Ethics Harmonization Initiative (BCEHI) aims to create efficient, coordinated, and high-quality processes that support and encourage
multi-jurisdictional human health research. The goal is to make BC a more attractive environment for research activity. http\\www.bcethics.ca.
15
The full data platform – beyond the elements covered by the hub -- is described more fully further in the document.
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The regional centres will be the initial point of contact for regional clients of the SUPPORT Unit. Clients
can be individuals or groups of patients, researchers, providers, or decision makers who are involved in
patient-oriented research.
SUPPORT Unit funding provided to the regions will be used to augment existing research services and
partnerships, most of which originated in research capacity-building grants from 2003-2008 provided by
MSFHR through targeted funding from the MoH. These grants were part of a provincial effort to build
connections among the MoH, the health authorities and their affiliated research community in order to
increase capacity for health services research. Because of these previous initiatives, well-established
relationships exist between the regional health authorities and the local research-intensive universities
and will be drawn upon as a foundation for building the SUPPORT Unit’s presence in each region.
Because each health authority is unique and has existing infrastructure, each will conduct environmental
scans to identify local strengths, resources and needs to support patient-oriented research in their
jurisdiction and, in some cases, related to pan-provincial initiatives coordinated by the hub.
A reference group composed of the members of the IGC representing the regional centres was
convened to advise on the development of the framework for regional centre operations. It was agreed
that regional centres will have four core functions related to patient-oriented research: patient and
stakeholder engagement, research navigation, knowledge translation, and capacity building through
career development and training. These may be supported by one or more specific positions depending
on what exists already in a health authority or local partner organization. In addition, the FNHA has
developed its own regional governance structures, regional engagement teams, and regional
partnership accords with the other health authorities. These mechanisms will help coordinate activities
within each region specifically related to First Nations health research.

Patient & Stakeholder Engagement
As outlined in Appendix J, the patient and stakeholder engagement services will be provided in the
regions to recruit, train and support patients and other stakeholders in various roles related to patientoriented research including governance, committee work, peer review, and the conduct and application
of research itself. Also, services will be provided to facilitate priority-setting partnerships between
patients and other stakeholders and to evaluate the outcomes and impact of patient engagement.

Research Navigation
The navigation function is intended to provide logistical and operational support to patient-oriented
research teams and to regional partners. Activities within this function may include:
•
•
•
•
•
•

assisting with the preparation of ethics board applications and other grant processes;
linking to hub research business services;
refining research questions and designing research approaches;
establishing research teams and recruiting research participants;
participating in the development and ongoing work of the methods clusters to ensure provincial
reach; and
expanding collaborations to other relevant regional partners such as the Divisions of Family
Practice and non-governmental organizations.
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Knowledge Translation
The purpose of this function is to facilitate knowledge brokering, communications and library services. It
is recognized that effective KT takes considerable time and effort which would limit the number of
projects that a KT broker could be involved in. This challenge may be managed through mentoring and
coaching of local research teams to plan, conduct and evaluate their own KT activities - thus building
regional capacity for KT - and the KT broker ‘doing’ KT for priority projects identified by the regional
centre. Activities within this function may include:
•
•
•
•
•
•
•

creating a local KT team based on existing expertise in, for example, implementation,
methodology, communications, and KT brokering;
promoting, supporting and conducting knowledge translation activities;
mentoring, coaching and providing targeted educational opportunities to local research teams
to build their capacity to do KT;
supporting culturally competent and locally adapted KT that recognizes the diversity of patients,
as well as community- and local-level knowledge users, and applies diverse methodologies;
participating in evaluation and impact analysis of regional and pan-provincial research programs
and projects, including partnering to develop common KT indicators;
providing specialized consultation services and/or brokering access to central hub resources for
local research teams and acting as catalysts to enable interactions among researchers and
knowledge users (including patients); and
contributing to pan-provincial research projects, including demonstration projects.

Specific KT methodologies used will be project dependent and evaluation of KT activities will be
developed and facilitated in partnership with the knowledge translation and implementation science
methods cluster.

Career Development and Training
The purpose of this function is to develop regional capacity as part of a BC SUPPORT Unit career
development and training strategy which will be developed by the hub in year one. Formal career
development and more informal training are critical components of a patient-oriented research capacity
building program for all members of the research partnership: patients, providers, decision-makers and
researchers. For career development, the SUPPORT Unit will build on existing programs for researchers
and providers in BC that are supported by provincial and national funders, universities and colleges.
Innovative approaches will also be developed to better support stakeholders without academic
affiliations and backgrounds to develop skills and career paths in research. Opportunities being explored
are SUPPORT Unit fellowships, preceptorships, an internship program, health professional scientist
support, and a knowledge broker certificate.
For more informal training, the SUPPORT Unit is partnering with other provinces to develop a patientoriented research training pathway with core competencies for patients, and other stakeholders
including researchers and their team members. This program will be implemented in the regional
centres as well as at a provincial level.

Administration
In addition to the functions described above, an administrative function at each regional centre will exist
to manage linkages among regional partners (health authority, university, etc.) and between the
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regional centre and provincial hub; manage regional budget and finances, including contracts; maintain
records and documents; and manage communications and evaluation.

Methods Clusters
Methods clusters have three purposes: (i) to enhance the quality of patient-oriented research in BC by
contributing expertise to the planning, design, and execution of provincial research projects; and by
offering coordinated support and advice to BC-based health researchers and research teams; (ii) to
foster methodological enquiry and innovation by encouraging discussion, debate and innovation on
research methodology and by developing and advancing best practices; and (iii) to build and support BCbased expertise and capacity in patient-oriented research by helping to mentor and train the next
generation of methodology researchers. It is anticipated that the methods clusters will include but not
necessarily be limited to the following areas:
•

Real-world clinical trials and patient-oriented research methodology – The clinical research
community in BC has a long tradition of conducting high quality trials, with a focus on
randomized controlled trials (RCTs). Through the SUPPORT Unit, the goal is for BC to excel at
clinical trials in real-life routine practice conditions – and to develop and employ methodology
where needed to improve trial efficiency, for example, through the use of adaptive designs and
linked administrative and clinical data. Trialists, research methodologists, biostatisticians and
database managers, as part of this SUPPORT Unit cluster, will work with clinical research teams
to guide appropriate study structural and analytic design; support implementation of Good
Clinical Practice (GCP); assist with full protocol development; advise on sampling and data
collection methods; perform the functions of a randomization centre; monitor the execution of
a study and the processing of data; provide Data Safety Monitoring Board (DSMB) support when
required; perform necessary data analyses and assist with the interpretation of trial results. This
cluster will be led by expert methodologists trained in trial and clinical research methodology,
epidemiology and biostatistics. The Centre for Health Evaluation and Outcome Sciences (CHEOS)
will play an active role in this cluster. CHEOS is providing significant in-kind investments in
Oracle Inform clinical trial software that is FDA-compliant as well as Berry Adaptive Trials
software to support adaptive trials. BCCRIN will provide training for clinical research personnel
across the province; assist with quality management initiatives; and provide a critical link to
industry through its Industry Advisory Council.

•

Mixed methods research – Approaching a question from different perspectives or paradigms can
often help to gain a holistic perspective. As a result, mixed methods approaches to health
research are being employed. Experts in mixed methods research will provide input on research
design and approach, to provide the opportunity for different perspectives to be applied. This
methods cluster will bring together experts from a wide range of backgrounds, both qualitative
and quantitative, with experience and training in mixed methods research. The cluster will also
engage various communities – cultural, geographic and/or disease-specific – to learn about,
build on and support appropriate methodologies and approaches. For example research
involving First Nations and other Aboriginal groups in BC must use an approach that is
appropriate for the groups participating. It is important for researchers to recognize the
negative impacts that research has had on First Nations communities, historically. First Nations
have a perspective and philosophy of health and wellness that places the human being at the
centre. Indigenous research employs methods that align with this perspective, including
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recognizing and respecting Traditional Knowledge and Traditional Ways of Knowing. Indigenous
research also seeks to involve communities as equal partners and co-creators of knowledge,
incorporating their perspectives into all stages of the project. Specific research methods might
involve cultural practices such as talking circles or storytelling, or apply methods used in
participatory action research.
•

Outcomes and experience measurement in patient-oriented research – Increasingly it is
recognized that high quality health research includes measures of outcomes that directly reflect
the perspective of the patient. There is also a growing recognition of the value of routine
collection of outcomes and experience data within the health care system, with interest in BC,
for example, in routine collection of utility-based instruments. Experts in patient-reported
outcome measures (PROMs) and patient-reported experience measures (PREMs) will guide the
selection of appropriate PROMs and PREMs instruments and their implementation in research
projects, and will advise on data analysis and interpretation. Experts in measurement of
outcomes and experience will make up this methods cluster.

•

Health economics and simulation modelling – Value-for-money and cost-effectiveness are
critical factors in a sustainable health care system. Patient-oriented health research must
support decision making in the system such that high value is being delivered for the dollars
invested. In this cluster, experts in health economics and cost-effectiveness analyses advise on
the development of research projects that can answer questions of safety, effectiveness and
efficiency. In addition, mathematical and simulation models are now being applied widely to
address resource allocation and service design questions, drawing on expertise of mathematical
modellers and engineers. This methods cluster will be led by experts working in the field of
health economics and modelling, mathematics and engineering.

•

Evidence reviews and syntheses – A critical first step in any research project is to establish the
novelty of the question. If the question has already been answered and the results are
applicable it is possible to use these. Equally important at the conclusion of research is the
interpretation of the findings in the light of other research addressing the question: how does
the new evidence alter the overall assessment of the technology in question? The methodology
of evidence synthesis involves such approaches as systematic reviews, meta-analyses and
indirect comparisons, for example network meta-analysis. The latter is an important recent
development, allowing comparison of alternative treatments, for example the effectiveness and
cost-effectiveness in the absence of head-to-head trials. Experts with a range of backgrounds
will be part of this cluster, including information specialists, economists, health technology
assessors, and statisticians.

•

Knowledge translation and implementation science – BC is fast developing its KT capacity, with
dedicated resources at regional health authorities, expertise and services at many research
institutes, multi-partner KT projects, a new Canada Research Chair in Patient-Oriented
Knowledge Translation (Dr. Linda Li), and an emerging provincial KT community and platform
supported by MSFHR that includes connections with international experts and initiatives. KT
scientists working within the KT and implementation science cluster will support the efforts
underway as well as catalyze new ones, striving for patient-oriented research-informed policy
and practice at individual, team, organizational and systems levels. A methods cluster in KT and
implementation science, led by Dr. Li, provides an opportunity to build BC’s KT community and
link with international efforts, as well as enhance understanding of methods in patient
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engagement. Finally, the career development and training program will include a KT science
stream, drawing on expertise from this cluster as well as work underway by KT Canada in core
competencies and the Training Institute for Dissemination and Implementation Research in
Health in the USA.
•

Data sciences – One of BC’s particular strengths in the area of patient-oriented research relates
to data platforms, with a long history of use of linked administrative, clinical and research data
sets. The BC MoH and PopData have been at the forefront of this work, and the health research
community has been able to take advantage with some world-leading research. A methods
cluster on data sciences through the SUPPORT Unit will provide the opportunity for
consolidation of the success to date, and ensure best data management and help seed and
make available new innovative analytic approaches in anticipation of new types and increasing
volume of data. This cluster will likely encompass geographical information science (GIS), visual
analytics and storage and analysis of big data, academic areas that are increasingly being applied
to health research. This methods cluster will comprise experts working in the field of data
sciences broadly defined, with a focus on embedding infrastructure and related training that can
be available to all SUPPORT Unit users.

The goal is for each methods cluster to develop into a community of practice (CoP), bringing together
BC-based experts in the particular methodology as a virtual network. Building on the CoP model, each
cluster will have a unique domain of knowledge that identifies the methodology focus, creates common
ground, and inspires members to participate. The notion of ‘community’ for the methodologists in the
cluster is critical as it creates the social fabric, fosters interactions, and encourages a willingness to share
ideas.
The literature on CoPs suggests that their creation can evolve naturally because of the members'
common interest in a particular domain or area or that they be created for a specific purpose (with the
goal of gaining knowledge related to their field). 16 Within the SUPPORT Unit, there will be room for
other approaches to building methods clusters. The SUPPORT Unit will enhance existing methodology
networks that are already active in BC, for example, the Vancouver Health Economics Methodology
Group, CHEOS and C2E2.
The methods clusters will operate as virtual collaborations, with engagement of people from a large
number of organizations and from across the province, similar to the existing password-protected, topicspecific electronic communities of practice hosted through InspireNet. They will make extensive use of
webconferencing for synchronous meetings and discussions, and the InspireNet Web 2.0 website for
asynchronous discussion forums, wikis, document sharing, and accessing webinar recording archives
(Appendix K). The process of sharing information and experiences with the cluster will enable members
to learn from each other, and to develop personally and professionally. InspireNet’s learned experience
will provide a foundation for coaching users in best practices for working in a virtual environment.
Key to their success will be leadership of the cluster. Search processes are underway to identify the
leads of the first four methods clusters: Real-world clinical trials and patient-oriented research
methodology; Evidence reviews and syntheses; Data sciences; and Knowledge translation and
implementation science. Each cluster will be resourced through the Unit to support its operation and
leadership. Day-to-day operations of the clusters will be administered centrally for the purpose of
16

The Berkana Institute – accessed September 15, 2014 – http://www.Berkana.org
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facilitating increased engagement with and between members, reduced duplication of common
elements and services, increased efficiencies and economies of scale, and increased cross-cluster
collaborations and communications. Cluster leads will form a committee led by the BC SUPPORT Unit
Scientific Director and will meet on a regular basis to address common issues.
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Data Platform and Services
Background
There is a long history of access to and use of administrative data in British Columbia. BC is one of a
small number of provinces in Canada that has linked data both within and outside the health sector and
made those data available to researchers. It is the one province that has always operated these research
data systems as a “public utility,” available to any researcher in Canada, not just those associated with a
specific research centre or institution. BC is also recognized for having unique data sources, such as allpayer prescription drug information and an innovative and fully deployed system for collecting surveys
on patient experience.
While BC has been a pioneer in some areas, the province has fallen behind in others. The current
challenges facing researchers are:
•
•
•
•

The routes for data access are not always clear and are not always consistently applied. This is
particularly the case for researchers who have roles and appointments in the health sector as well as
academia.
Data access is often slow and generally culminates in access to data that are far from
contemporaneous.
Despite unique data and excellent individual data systems, not all potential data sources are linked
and research-ready.
Copies of full, raw data sets are made and move around the system more than is ideal.

The provincial data platform, in collaboration with the BC SUPPORT Unit and PopData BC, is designed to
address these current limitations, moving BC again to a leadership position in research data access.

Provincial data platform
The emerging provincial data platform – extending beyond the SUPPORT Unit but an integral
component of the Unit – is a model of partnership rather than aggregation. (See Figure 3) All
participants will have the potential to both contribute to and access a secure, virtual collection of data
drawing from a ‘single source of truth.’ 17 Unlike other jurisdictions that have created a dedicated data
environment for academic use comprising copies of datasets from various data sources, BC’s vision is a
distributed virtual collection of data: data remain in the respective source environment whenever
practical, are assembled when needed as authorized by agreement for a time-limited agreed upon
purpose. From a data user perspective, data are accessed using the single most appropriate point of
service, or portal. For the BC’s research community – those involved in patient-oriented as well as other
types of research – this portal is PopData, which currently houses and links data, facilitates data
requests and approvals, and provides additional services to support responsible use of the data.

17

Using “single source of truth” involves structuring data so each data element is stored only once: no copies are made, no
multiple versions exist. However, linkages-which are references only- can be made to the data element. Since all other
instances of each data element refer back to the “single source of truth” location, any updates to that primary location
propagate to the entire system without the possibility of any duplicates being forgotten.
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Figure 3 Provincial Data Platform

The provincial data platform will enrich the research services currently provided by PopData in the
following ways:
•

•

•

A single data collaboration environment for researchers to use the same data resources as the
decisions makers - this represents an exciting opportunity to heighten transparency, promote
collaboration and shared learning, reuse data products (such as methods and data cleaning
activities) and collectively build on the development of existing metadata repositories and
training services. It also establishes a set of common security controls and standards that will
streamline the security and privacy requirements in inter-organization data sharing agreements.
The environment is extensible to other sectors and can accommodate numerous source data
providers. These combined factors ensure the growth and sustainability of the data platform
resource for research.
Data providers/stewards control when and how they participate. A virtual federated
environment allows the data to be assembled when needed unlike a physical centralized
environment where the data are provided to an organization and centrally held. The latter
requires the data provider to agree to the policies and standards of the physical central
environment over time. This may not always be possible as needs change over time and the
ability for a data provider to pull out is not readily in their control.
Higher quality data and more efficient data processing will result. From the MoH’s perspective,
MoH data would be ready for use by researchers via PopData without additional processing by
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PopData. It is expected that over five years more data providers will follow this business model.
This will enhance the timeliness from approved request to receipt of data.
The full vision for the proposed data platform includes several types of data, such as administrative,
clinical, patient-reported and researcher-collected data, “omic” and biobank tissue data. The data
ecosystem extends beyond the types of data envisioned for inclusion in the proposed data platform at
the outset. It is recognized that unstructured data are rich and offer important investigative potential for
research. They also exist in incredibly large amounts and in environments not always controlled by data
partners.

Figure 4 Larger Data Ecosystem: Provincial Vision in Context

The Provincial Data Platform and the BC SUPPORT Unit
Over one billion dollars is being spent to a) electronically capture clinical data in the health authorities,
and administrative data in the Ministry; and b) to develop secondary use environments for data
analytics. The SUPPORT Unit funding for the data platform and services represents less than four
percent of this expenditure, and is primarily related to providing researcher access that a) is more
streamlined and timely; b) encompasses more data sources; c) is scalable and secure; and d) involves
data that are much closer to being contemporaneous than in the current situation and elsewhere.
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The SUPPORT Unit will also increase security and functionality in data capture, storage and retrieval for
clinical research, including real world clinical trials and RCTs, by providing health researchers across the
province with access to three levels of research-enabling software solutions. These software solutions
will encompass two major domains: data entry and management and clinical trial management systems
(CTMS). Enabling access to these software solutions within the SUPPORT Unit will ultimately help
ensure compliance with regulatory requirements around data privacy and security, while improving
efficiencies at the research site level. These software solutions resources will allow researchers to focus
on their research, and patients to be participants in research, with the assurance that their data will be
collected, managed and reported according to best practices using appropriate technologies. The three
levels of software solutions are:
•

Level 1: The Unit will provide software solutions ideal for surveys, and non-complex, nonregulated studies (e.g., Research Electronic Data Capture [REDCap])

•

Level 2: The Unit will:
o
o

•

collect data on utilization of Level 1 solutions, to determine ideal features of a more robust
service offering
provide access to adaptive trial software in partnership with CHEOS (Berry Adaptive
Software)

Level 3: The Unit will:
o

o

provide BC researchers with access to a clinical trial management system (CTMS)
application, e.g., BioClinica, to enable management of clinical trial operations, in partnership
with CHEOS. CTMS applications are essentially a “mission control” for clinical studies
enabling research teams to track the status of the enrolment, events, data, finances and
documentation involved in, and required for, a trial.
offer regulatory-compliant functions including electronic data capture, storage and retrieval
in support of more sophisticated studies (e.g., Oracle InForm Suite) in partnership with
CHEOS.

Key Provincial Data Platform Partners within the BC SUPPORT Unit
With regard to the SUPPORT Unit, the key partners will relate to the provincial data platform in the
followings ways:
•
•
•

PopData will be the researcher portal to the provincial data platform and will be the SUPPORT
Unit’s strategic planning and operations arm as it relates to data
The CST Project will add clinical data from publicly funded acute and community care settings
The Provincial Patient Centred Measurement initiative will enrich the quality of patient-oriented
research through linkage to patient reported experience and outcome data. BC is a leader in
Canada in surveying patients about their experience of health care services and there is strong
interest in increasing the use of patient reported outcomes, building on a number of excellent
research projects. (See Appendix I)

Population Data BC
BC has a rich history in its use of health data for health research. The BC Linked Database Development
Project, begun in the early 1990s as a collaboration between the Centre for Health Services and Policy
Research at the University of British Columbia and the BC MoH, tested and built a foundation and BC’s
reputation for high quality policy relevant research and analyses using MoH administrative data (e.g.,
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hospital discharge abstract data, physician fee for service data, publicly funded dispensed drug data).
Over time the data holdings, funding, scope and the governance for this project expanded and has
grown into PopData, which serves the research community across BC, linking data to health, population
and demographic, occupational, early childhood and spatial data and serving as an education resource.
Based at UBC but operated as a multi-institutional organization, PopData is a cross-sector research
facility that provides access to individual-level, de-identified data on British Columbians to academic
researchers. PopData acts as a service provider for government and other data providers, managing the
access request process and the secure storage, handling, and archiving of data. It provides trusted thirdparty data linkage services and a secure environment for researchers to analyze the data, both of which
have been endorsed by BC’s Information and Privacy Commissioner. Very shortly PopData will host data
from the BC Generations project, the BC arm of the Canadian Partnership for Tomorrow project,
Canada’s largest population health research platform, with longitudinal data on health care, lifestyle and
biological sample data.
Through the SUPPORT Unit, PopData will play an expanded role by providing additional services to
academic researchers such as enhanced capacity and breadth of data related services, secure storage of
researcher collected data, and also data provision in the provincial platform. PopData will also serve as
the Unit’s strategic planning and operations arm related to data platforms and services.
Clinical and Systems Transformation Project
The CST involves three health organizations (Vancouver Coastal, Providence Health Care and PHSA) that
serve an estimated 40 percent of the provincial patient population annually, collect rich patient data,
and are sites for the majority of clinical research in the province. The CST is an $800M project with
approved funding. Of this, $20M has been identified for analytics development. Of this $20M, $7.5M has
been identified that is directly in support of analytical developments that will benefit researchers’ use
and represents a critical contribution to the BC SUPPORT Unit.
The CST project, which is funded and in active development, will provide:
• A rich set of quantitative and structured clinical data from clinical systems (Cerner and Paris)
and, subject to appropriate approvals, selected linked provincial registries that are distinct from
the holdings available to the MoH.
• Data that are timely (typically available within 24 hours of a health service interaction). Among
other things, timely data provide an opportunity for researchers to conduct investigations on
sufficiently current data to understand almost real time changes in patient care and conditions.
• A data environment that is more readily augmented with linkable primary data meaningful to
researchers (such as PROMS and PREMS).
• Work towards making large data marts, rather than just limited datasets or extracts, accessible
to qualified super-users and researchers.
The partnership with the Unit will accelerate and extend what is developed for CST to the research
community with a secure data analytics/reporting environment with data that are accessible for
research – from informal inquiries to formal/funded research. As an example, a clinician-scientist may
wish to query the number of patients available who meet the inclusion/exclusion criteria for a proposed
randomized trial. These data will allow for close-to-real-time rapid feasibility analysis regarding the trial.
This will make the proposal more attractive to potential funders.
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Provincial Patient Centred Measurement Initiative
In 2002 the MoH, the regional health authorities and the PHSA implemented a program to measure the
experience of patients in a range of health care sectors. 18 This work has been led by the BC Patient
Reported Experience Measures Steering Committee (BC PREMS). The results of patient surveys have and
are being used by health authorities to improve the quality of the experience of the patients, residents
and families they serve, to promote continuous organizational improvement, and by the health
authorities and the MoH to understand the performance of the health care system at the health
authority and provincial level. Since they were begun more than a million British Columbians have been
surveyed. These primary data will be a key acquisition to the MoH’s data warehouse and therefore a
contribution to the provincial data platform, enabling provincial level analysis – including linkage to
health care records – thereby contributing to a richer understanding of patients’ health care stories. In
2013 the MoH commissioned a report with recommendations to guide development and
implementation of a coordinated provincial patient centred measurement initiative including PREMS
and PROMS. This commissioned work included a literature review on coordinated patient-centred
measurement, a national and international scan and an inventory of PREMS and PROMS activities in BC
and recommendations for moving forward.

Data Governance
The data platform and services described above reflect a significant and transformative shift for
researchers in terms of the nature, scope and access to health data in BC. Not all of the work required
can be accomplished by the SUPPORT Unit alone. The MoH commits to addressing challenges with
respect to access to health sector data by removing key structural, administrative and procedural
barriers that impede the effective and appropriate use of these data by researchers for public benefit.
Given that the platform’s scope of work extends beyond patient-oriented research and that it is funded
and supported by resources beyond SPOR, the data platform will operate under a separate governance
structure. A provincial data platform governance committee will provide overall strategic guidance and
oversight to ensure that the data, access to the data, and related services continue to meet the needs of
all the participating partners.
Within this context, the BC SUPPORT Unit Steering Committee will provide:
•
•
•

strategic input on services for the ministry and health authority data warehouses that will
strengthen research value
direction on the services or uses related to the provincial data platform, secure storage of
researcher generated data, clinical trial tools, data access agreements and approvals.
assurance of adequate financial resources

The following diagram visually describes these relationships:

18

BC Ministry of Health – Patient Experience Survey Results – accessed September 15, 2014 http://www.health.gov.bc.ca/socsec/surveys.html
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Figure 5 SPOR SUPPORT Unit Data Governance
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DEMONSTRATION PROJECTS
As soon as the Unit is established, two projects will be initiated to advance research in priority areas and
to evaluate the operation of the SUPPORT Unit in the conduct and application of patient-oriented
research. These demonstration projects are described briefly below; further details will be developed as
SUPPORT Unit operations begin. These projects were selected because they satisfy the following criteria:
• patient-oriented;
• aligned with BC’s health sector and health research strategies;
• utilize functions and services from the hub, regional centres and methods clusters;
• encompass one or more of the following: KT/implementation science, data services, and real
world clinical trials;
• build on existing work that will be substantively enhanced or improved as a result of the
SUPPORT Unit;
• can be feasibly implemented and assessed within two years; and
• have well considered mitigation strategies to address potential risks to the projects’
implementation.

Project #1: Permission to Contact
Principal Investigator
Dr. Robert McMaster is the principal investigator (PI) of the Permission to Contact (PTC) demonstration
project. Dr. McMaster is Vice-President, Research of the Vancouver Coastal Health Research Institute
and Board Chair of BCCRIN. BCCRIN will work with Dr. McMaster to bring together the leaders in PTC
from across BC to conduct this project.

Purpose
Informed consent is a well-defined component of the clinical research process, governed under the
International Conference on Harmonization Good Clinical Practice (GCP) Guidelines (ICH E6) and the
Canadian TriCouncil Policy Statement (TCPS2). Obtaining informed consent from patients to participate
in clinical research studies is also a fundamental moral and ethical obligation. The systems traditionally
in place to obtain informed consent from patients to participate in clinical research studies have tended
to exclude large numbers of people who might be willing to participate. An important opportunity to
increase participation in research for the benefit of all stakeholders exists with the PTC project. PTC is
differentiated from informed consent as being the first step in the process, whereby patients are
approached for their permission to be contacted for future research purposes. Informed consent may
follow permission; if a patient gives their PTC and is subsequently approached to participate in a clinical
trial, at that point consent may be given.
PTC can dramatically increase the number of patients who are willing to participate in research but who
have previously had no mechanism of proactively expressing this interest. The project creates an
opportunity that is integrated into routine clinical care for clinical sites to identify and record patients
who are willing to be contacted for a research study. Investigators with appropriate permissions then
access information about these patients, and contact those who might be eligible for a specific study.
Particular advantages of the PTC approach are inclusivity and equity: patients from outside of the main
clinical research centres, who are often excluded from clinical research studies, can now be invited to
participate, potentially offering greater diversity in the recruited research patient cohorts. Other
important advantages include streamlining communication with patients and preventing overFinal 24 July 2015

29

solicitation of those who do not want to participate, increased efficiency and lower costs to enrol
patients. PTC also offers an opportunity for engaging other members of the health care team in clinical
research, informing and educating on the vital role of research within the health care system.

Background
Work has been underway on elements of a PTC project in BC through BCCRIN and in several health
authorities. A SUPPORT Unit demonstration project will build on this work, enable learning from and
building on best practices from other jurisdictions and described in the literature, 19 and enhance BC’s
thought- and practice leadership in PTC in Canada as evidenced through ongoing programs that have
engaged participants to date:
•
•
•
•

•

93 percent of the patients in the Personal Response Determinants of Cancer Therapy (PREDICT)
project at the BC Cancer Agency’s Vancouver Island Centre have given permission to be
contacted for research (PREDICT, 2009) -- the total enrollment is now over 9,000 participants.
Over 80 percent of patients at St. Paul’s Hospital Heart Centre clinics have given permission to
be contacted for research.
Over 90 percent of patients at the BC Women’s Hospital pre-eclampsia clinic have given
permission to be contacted for research (Cheah et al., 2013).
Island Health reports 5,000 patients enrolled to date in their PTC program, giving trained
personnel within the Research and Capacity Building Program access to their health record to
i) determine if they are candidates for a particular research study, and ii) contact them about
research study opportunities. Team members then help connect researchers with the
potential study participants.
24 percent (23,569) of a broad selection of patients approached in Fraser Health Authority (FHA)
have agreed to be contacted in the future for potential involvement in FHA research ethics
board approved research projects. This program, called “Consent to Contact,” is integrated into
the health authority’s electronic medical record (EMR) and includes permission to view medical
records for basic eligibility data. A permissions protocol has been established to grant
researchers permission to access and download this information.

BC’s expertise in this area will enable scale-up and spread of the PTC initiative across all of BC’s health
authorities via the SUPPORT Unit. This project also offers an important opportunity for collaboration
with, and learning from, other provincial SUPPORT Units.
The BC PTC initiative will not only create a strong foundation for patient-oriented research and
strengthen BC’s clinical research enterprise, it will also enable researchers to more efficiently identify
appropriate patient cohorts and then recruit study participants. This will then help to establish BC as a
desirable environment for translational research such as clinical trials. The PTC initiative offers the
opportunity for improvements in the patient experience and health research literacy, and expansion of
public support for health research.

19

O’Docherty K, Ibrahim T, Hawkins A, et al., (2012) ‘Managing the introduction of biobanks to potential participants: Lessons
from a deliberative public forum’. Biopreserv Biobank 10:12-21; Cheah, S., O’Donoghue, S., Daudt, H., Dee, S., LeBlanc, J.,
Braun, L., Barnes, R., Vercauteren, S., Boone, R.H., and Watson, P.H. (2013) ‘Permission to Contact (PTC)—A Strategy to
Enhance Patient Engagement in Translational Research’. Biopreserv Biobank 11, 245–252.;BMC Health Serv Res. 2013 Oct
18;13:422. doi: 10.1186/1472-6963-13-422; Acceptability and perceived barriers and facilitators to creating a national research
register to enable 'direct to patient' enrolment into research: the Scottish Health Research Register (SHARE).
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Objectives
The BC PTC initiative will:
•
•
•
•

provide a broader range of BC patients with the opportunity to participate in research;
create a harmonized, standard process for PTC in the province, enabling linkage of programs
across health authorities and creating a large and diverse pool of potential research participants;
promote a broader and more inclusive range of research activities throughout the province;
and,
establish the province as a leader in clinical trials by creating a fertile investment environment
for the sponsors of health research.

Methods
The initiative will be implemented using strategic priority research areas with a provincial scope to help
build BC’s capacity for patient-oriented research. Through the SUPPORT Unit structure, health authority
and health research leaders in BC will be asked to identify priority research projects or programs for the
province that would most immediately benefit from the PTC initiative.
All patients entering a participating PTC clinical site would be invited to give permission to be contacted
about clinical research studies for which they might be eligible. The initiative accommodates patients’
general preference to be introduced to research in-person by a medical professional who is known to
them. Basic information including name, contact details and disease type is collected from those who
give permission to be contacted. These data are housed in a PTC database. Investigators with
appropriate permissions can apply to access this information as part of a recruitment strategy for
studies. The access mechanism will have a rigorous and transparent governance framework.
One centralized provincial PTC database solution will be explored based on consultations with ethics and
privacy offices. The Information Management and Information Technology Services departments will be
consulted regarding IT requirements for a provincial database that can be accessed throughout the
health authorities. This is feasible in BC given the opportunity created by the HSSBC (Health Shared
Services of BC) relationship with multiple health authorities. Two existing PTC programs (BCCA
Vancouver Island Centre and Centre for Southern Interior) are currently utilizing an authenticated and
secure web database developed by Office of BioBank Education and Research (OBER) that is housed on a
single HSSBC virtual server.
Some of the options for secure electronic data storage are:
•
•

Customized PTC web-based database
Electronic medical record (e.g. Cerner)

The platform will be rolled out in three phases.

Phase 1: Planning
Engagement with the public and stakeholders from the research community in BC and across Canada
will occur through deliberative dialogue. The purpose of these dialogues will be to identify priorities and
determine the most acceptable way to proceed (e.g., how to contact, under what circumstances, with
what information) for the PTC initiative. In this phase, possible funding sources will be identified, ethics
and privacy considerations discussed, and operations committees for the PTC platform established. The
initiative will create a standard process (Standard Operating Procedures [SOP] and a tool kit) that will be
provided to all clinical sites.
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The planning phase will also include the scale-up of the provincial PTC initiative. This task will be
accomplished by BCCRIN and its partners with a strong connection to the operations of the SUPPORT
Unit. It will be conducted in two parts personal data collection and identification of a provincial
electronic data solution. The collection of a basic data set of patient information is integral to the PTC
platform and this standardized data set across all research areas will facilitate provincial harmonization
and research collaboration. Only authorized personnel will have access to this standard data set which is
defined as part of the PTC toolkit. Given the elements of best privacy practices and desire to minimize
overall costs of securing and logging each PTC, the extent of this data set within the PTC platform is
limited to the identifying and contact information provided by the participant, the transaction
information such as time/date/place and personnel involved, and only sufficient health data to enable
initial research selection to identify potential candidates to contact for consenting. For example, in
current cancer PTC programs the health data are limited to ‘tumour site’ only.

Phase 2: Implementation
The PTC initiative will be deployed in a phased manner, beginning with select clinics where it will be pilot
tested. The PTC initiative will develop a transparent and standard mechanism for qualified clinical
researchers to access the database.

Phase 3: Evaluation
The evaluation and improvement phase will require regular reviews, audits and analyses of performance
results from each research area, conduct patient and staff surveys to determine engagement and
ongoing support, and identify areas for improvement. Participating researchers will be asked to provide
feedback to enable assessment of the success of PTC in enhancing enrollment into their research study.
Modifications to PTC processes in each research area will be assessed to determine whether the overall
processes will need to be modified as well. To enable evaluation and improvement of the PTC initiative,
it will be a mandatory condition for researchers who utilize the platform to complete standardized
quantitative reports and qualitative surveys. These surveys will be developed prior to wide scale
implementation of PTC and used to gather current baseline data. The data collected after
implementation will allow the platform to assess the effect of the PTC utilization on enhancing research
participant recruitment and reduction of research selection bias. Additionally these data will be
anonymously pooled to assess the number of patients giving permission to be contacted for any kind of
research within BC. Other metrics include the number of publications being generated by researchers
accessing the PTC platform, cost per PTC in each research area, impact on overall costs of conducting
research in each health authority, change in number of industry sponsored and academic trials
conducted.
Consistent with the governance model for the unit, fiduciary oversight of this demonstration project will
be through the PHSA Board and strategic direction will be provided by the SUPPORT Unit Steering
Committee.

Alignment with SUPPORT Unit Functions
The PTC initiative is well aligned with key functions within the SUPPORT Unit:
• PTC provides opportunities for patients and members of the health care team to become
engaged in the research process, to learn more about research and the role it plays within the
health care system and the opportunity to become study participants.
• The development of the PTC database and linkages to the SUPPORT Unit will enable researchers
to more quickly identify potentially eligible study participants.
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•

The opportunity for real world clinical trials to recruit more efficiently and produce high quality
results is improved with a PTC initiative, leading to important clinical questions being answered
in a timelier manner.

Project #2: BC Emergency Medicine Network - Research Component
Principal Investigator
Dr. Jim Christenson is the PI of the BC Emergency Medicine Network - Research Component. Dr.
Christenson is Professor and Head of the Academic Department of Emergency Medicine at UBC.

Purpose
Support the establishment of a province-wide emergency medicine initiative that links practitioners, the
MoH, health authorities, patients, researchers and quality experts to improve the quality of emergency
care through the creation and exchange of knowledge.
The BC Emergency Medicine Network (EMN) is developing a province-wide network whose vision
supports BC’s current thinking about the developing AHSN in its integration of care, education and
research. The SUPPORT Unit offers the opportunity to test the research component of the network as
described in the objectives below. In doing so, the demonstration project will also test concepts and
processes that will enable the development of research components for other clinical care areas that
will be developed in future under the AHSN.

Background
•
•
•

•
•
•

Emergency care is often practiced in relative isolation without an organized and cohesive support
mechanism for knowledge and skill development and maintenance.
Patients are not involved in guiding improvements in emergency medicine care.
In order to identify factors that drive positive or negative patient ratings of the overall quality of
care in emergency departments, the results of a province-wide survey completed by more than
16,800 patients who visited one of 110 facilities in BC in 2007 were analyzed. The majority (84
percent) of emergency department (ED) patients in BC who responded to the Canadian Picker
Emergency Department survey reported the overall quality of their ED care was excellent, very
good, or good. However, those who voiced concerns did so regarding courtesy and pain
management.20 These surveys continue to be conducted regularly.
There is a wide variation in how emergency care is provided across BC.
The vision of the overall EMN is emergency practitioners supporting emergency practitioners to
deliver best emergency care. The SUPPORT Unit demonstration project will support this vision
through the creation and exchange of knowledge to promote excellence in emergency care.
Four key components support the network’s functions:
o define and share key known clinical emergency best practices to optimize and increase
consistency in provincial emergency care in all EDs in BC;
o develop and share better emergency practices throughout the province across urban, rural
and remote locations;

20

In Pursuit of Quality: Opportunities to Improve Patient experiences in BC Emergency Departments - accessed October 24, 2014.
http://www.chspr.ubc.ca/research-area/project/pursuit-quality-opportunities-improve-patient-experiences-british-columbia
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o

•
•

coordinate, scale up and/or develop relevant emergency medicine continuing professional
development initiatives to support sharing of the above and life-long learning of health
professionals in practice; and
o develop support platforms to enable real-time support from experts that is accessible to all
practitioners using modern communication technologies.
The EMN concept and initial planning is complete. A provincial survey to understand the
demographics and future human resource needs of emergency practitioners is near completion. A
survey inviting input into what support is needed is established and about to be implemented.
A number of foundational building blocks are currently in place including:
o a BC sepsis network and a stroke initiative supported by the BC Patient Safety and Quality
Council and led by two UBC EM faculty members;
o pharmacy safety initiative;
o cardiovascular practice guidelines for atrial fibrillation and undifferentiated chest pain;
o developing guidelines for post-resuscitative care;
o recent guidelines for all levels of ED for acute coronary syndrome treatment;
o pediatric guideline website for pediatric emergencies;
o provincial webinars for knowledge sharing;
o provincial Department of Emergency Medicine grand rounds recently established with
personal computer access;
o completed pilot test of simulation in critical care decision making and relevant skills;
o real time social media and telemedicine development for real time clinical support; and
o emergency physician online support for paramedics that could be enhanced as a provincial
real-time telephone support network.

Demonstration Project Objectives
1. Develop, implement and evaluate a strategy to share and support the uptake of key clinical
emergency best practices (KT/implementation science);
2. Develop, implement and evaluate a strategy to identify and develop new or refine existing
clinical emergency best practices (real-world clinical trials/patient oriented research, leveraging
the provincial data platform and services developed through the BC SUPPORT Unit);
3. Develop, implement and evaluate a training and change management strategy to practice
critical decisions and skills through simulation and to provide universal access to emergency
medicine experts when necessary; and
4. Evaluate the Network implementation itself using measurement strategies that inform the
process and allow continuous course corrections.

Activities
The following activities will be undertaken to achieve these objectives:
• Engage patients in network activities. The SUPPORT Unit patient engagement strategy and the
Outcomes and Experience Measurement in Patient-Oriented Research methods cluster will
support the demonstration project for this activity.
• Conduct rapid syntheses of emerging data to maintain state-of-the-art best practice guidelines.
The SUPPORT Unit Evidence Reviews and Syntheses cluster will support the demonstration
project for this activity.
• Conduct timely and high-quality multi-centre research to define better practices and better
implementation. The demonstration project will draw on the SUPPORT Unit in several ways:
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o

•
•

•
•

work with the Real World Clinical Trials cluster to both access advanced clinical trial
information systems and software as well as seek methodological support; and
o streamline ethics review by accessing the Ethics Harmonization Initiative through the
hub.
Undertake cost-effectiveness analyses of emerging treatments. The Health Economics and
Simulation Modelling cluster will support the evaluation strategy during the demonstration
phase to achieve this measure over time.
Engage fully in KT with all stakeholders. The SUPPORT Unit KT and Implementation Science
cluster will help determine optimal strategies on KT, including the consideration of engaging
knowledge brokers in the SUPPORT Unit regional offices throughout the province to harmonize
with the overall KT strategy of the Emergency Medicine Network.
Access timely ED data that are linked to utilization and health outcomes. The EMN
demonstration project will leverage the provincial data platform and streamlined data access
approval process.
Develop an overall evaluation framework to measure 1) the success of the research component
of the EMN and 2) the process of network implementation itself. In consultation with the BC
SUPPORT Unit, an overall evaluation framework will be constructed to measure quality of care,
safety and end user satisfaction that contributes to the Institute for Healthcare Improvement
Triple Aim, and to identify those elements of patient oriented research that would contribute to
the overall evaluation framework of the network. In addition the EMN’s implementation and
stakeholder engagement will be evaluated to regularly improve the effectiveness of knowledge
sharing through EMN strategies.

Three sub-projects will demonstrate the functioning of the SUPPORT Unit
•
•
•

One project involving known best practice penetration: e.g., sepsis, stroke, atrial fibrillation or
chest pain or EMN patient flow;
One project involving new and better practices change management: e.g., medication adverse
event recognition; and
One project leveraging career development/training and real time virtual support as knowledge
translation strategies.

Deliverables
At the end of the demonstration project, the research component of the EMN will achieve:
• Successful completion of the three sub-projects;
• An assessment of how patient-oriented research and evaluation support from the SUPPORT Unit
can contribute to the optimal functioning of the EMN;
• A plan to evolve and grow cornerstone elements of an engaged and connected network of
stakeholders involving patients, clinicians, decision makers both regionally and provincially, and
academicians with the overall purpose of improving EM care across the province; and
• An evaluation framework for the EMN that will inform other clinical care areas that will be
developed in future under the AHSN.
In summary, the demonstration project will be undertaken through SUPPORT Unit to construct, trial,
and start to implement a framework to create and use knowledge to improve emergency care across BC.
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STAKEHOLDER ENGAGEMENT
The development of BC’s SUPPORT Unit business plan has benefitted significantly from the extensive
involvement of stakeholders who have been engaged from the outset. 21
Following a competitive process, four leaders from BC’s research community were selected to join a
business plan development team (BPDT) (Appendix L). This team included two representatives from the
Patients as Partners Patient Voices Network, along with representatives from the MoH and MSFHR. Two
sub-committees were struck to provide the team with additional content expertise: one to support data
platforms and services, and one to support real world clinical trials.
The IGC comprises representatives of all interests in patient-oriented research – all regional health
authorities, the FNHA, research-intensive universities, three relevant ministries, MSFHR, and patients.
Researchers interested in offering the services anticipated to be provided by the SUPPORT Unit have
been actively involved as members of the business plan development team, as well as being consulted in
special-purpose workshops. Patients have been central to all engagement sessions. Finally, partner
organizations earlier referenced who will work with the SUPPORT Unit to realize its provincial goals and
objectives have been engaged throughout.
To respond to the recommendation of the CIHR adjudication panel, an interim operations team was
composed. This team, led by Dr. Bev Holmes, has worked with the members of the IGC and several
reference groups composed of IGC members in order to complete the response to the panel’s
recommendations.
It is anticipated that work on and by BC’s SUPPORT Unit will continue to attract considerable attention
from the many stakeholders who share an interest in it, including the private sector. Engagement with
industry in particular will occur through BCCRIN. BCCRIN has composed an Industry Advisory Council
whose mandate will be expanded to include an advisory capacity to the SUPPORT Unit. BC’s approach to
engagement will continue to be defined by an inclusive, open and transparent process that enables
people to participate, to share their knowledge and skills, and to benefit from the SUPPORT Unit’s
services and programs.

21

Please see Appendix C for details of the consultations to date.
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GOVERNANCE AND ORGANIZATIONAL STRUCTURE
Governance
Members of the IGC established in September 2013 (see Terms of Reference in Appendix M) will preside
over the SUPPORT Unit until the business plan is approved by CIHR. At that time, the permanent
Steering Committee will be established and its members will be nominated by the organizations listed
below. The Steering Committee will provide strategic direction, in accordance with the CIHR-approved
business plan and budget, over all the core components of the SUPPORT Unit – the hub, the methods
clusters, and the four regional centres –and ensure accountability for service delivery. (See Figure 6
below).
The SUPPORT Unit Steering Committee membership will represent:
•

BC’s four research-intensive universities (University of British Columbia, Simon Fraser University,
University of Victoria, University of Northern British Columbia);

•

BC’s five regional health authorities (Vancouver Coastal Health, Fraser Health, Interior Health,
Northern Health, Island Health);

•

Provincial Health Services Authority;

•

Providence Health Care;

•

First Nations Health Authority;

•

BC Ministry of Health;

•

BC Ministry of Advanced Education;

•

BC Ministry of Technology Innovation and Citizens’ Services;

•

Public and patient representatives; and

•

Michael Smith Foundation for Health Research.

The BC MoH representative will chair the Steering Committee and the SUPPORT Unit Executive Director
will sit on the Steering Committee on an ex officio basis.
To ensure timely decision-making, sub-committees of the Steering Committee will be formed to address
subject specific topics such as the hiring process for the permanent leadership of the Unit. The Steering
Committee will also, at its discretion, recommend additional partner representation on the council as
deemed necessary. The intent is to embrace an integrated approach to leadership, dialogue and
decision-making in which representatives of all members of the research partnership engage as equals,
rather than to create discrete advisory committees for different partners or constituent groups.
As noted earlier, the Provincial Health Services Authority (PHSA) will host the SUPPORT Unit and provide
administrative services and space. Fiduciary accountability to the funders and ultimate governance
oversight for the Unit will be provided by the PHSA Board, while the SUPPORT Unit Steering Committee
will provide strategic direction on operationalization of the CIHR-approved business plan through the
executive director. As noted above, the SUPPORT Unit will transfer to the Academic Health Science
Network as soon as it has been finalized.
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Figure 6 BC SUPPORT Unit Governance

Organizational Structure
An Interim Leader, Dr. Bev Holmes, has been be appointed by the BC Ministry of Health to the SUPPORT
Unit in order to establish basic elements of the Unit, working with the Interim Governing Council. Dr.
Martin Schechter has been engaged as the Interim Scientific Lead of the Unit, working closely with Dr.
Holmes and the Interim Operations Team. Curriculum vitae (CV) for named leads are included in
Appendix O.
The Interim Governing Council has formed a search committee and engaged the services of human
resource consultants to assist with the hiring process of the permanent Executive Director and Scientific
Director of the Unit. The search committee is responsible for the overall search process and will make a
final candidate recommendation to the IGC once the process is complete. Active searches are underway.
Drs. Holmes and Schechter will remain in their positions as long as is required.
Upon CIHR’s approval of BC’s SUPPORT Unit business plan, the organizations listed above will be asked
to nominate their representative(s) for the Steering Committee.
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BUDGET
The total budget for BC’s SUPPORT Unit over five years is $79.96M. Budget detail is included in Appendix
N. Below are investment principles, budget notes and information on a sustainability plan.

Investment Principles
We have applied the following principles to guide investments in BC’s SUPPORT Unit. Investments must:
•
•
•
•
•
•

align with the BC Government’s health sector strategy and the BC health research strategy;
build and sustain effective partnerships among researchers and knowledge users, highlighting
patient roles in research governance, agenda-setting, capacity development, design and
participation;
enable BC to conceive, conduct and apply high quality, relevant research effectively and
efficiently to improve patient care;
complement existing initiatives and capacity, and leverage existing investments - not duplicate
or substitute for them;
enhance opportunities for all regions of BC to be sponsors, producers, partners, and participants
in patient-oriented research they consider especially relevant; and
be sustainable.

Budget Notes
General
•
•
•

•

•

BC’s commitment for the operations of the SUPPORT Unit is $39.98M.
Funding will not replace or be used to recover existing operating budgets within organizations.
The SUPPORT Unit’s host organization may provide a number of services including human
resources, finance, information management, and information technology. These will be
negotiated with the host organization, which is expected to provide some services at cost, and
other services in-kind.
Funding for core function areas such as real world clinical trials; career development and
training; research and consultation services; and health systems/knowledge
translation/implementation will be expended in the hub, through agreements with our partners,
in regional centres and within methods clusters.
All competitive application processes – such as applications for training and education programs
and awards – will be managed and run by the Michael Smith Foundation for Health Research.

Hub
•
•
•
•

All personnel are accounted for in the budget as key participants. Significant efforts have been
made to ensure appropriate resources for the regional centres to enable capacity building and
resources to best serve stakeholders.
Additional core personnel (e.g. accounting & finance officer) may be included in the SUPPORT
Unit budget once a services agreement is negotiated with the host organization.
The Executive Director will be a full time role, with responsibility for providing leadership and
control of operations in accordance with the CIHR-approved business plan and budget.
The Scientific Director will be a 0.4 full time equivalent (FTE) position and have responsibility for
the Scientific Leads Committee. The Scientific Director will retain an appointment in his/her
home organization for the remaining 0.6 FTE. Salary allocation for this position is based on an
equivalent salary for a clinician scientist.
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•
•

•

Salaries are representative of market rates for similar roles. Benefits are calculated at 22 percent
of salary.
Staff travel is based on an estimated number of international (< one trip annually), national, and
provincial trips per year. Less travel is anticipated in the early years as the SUPPORT Unit is
getting established but it is expected to be an important part of network building, knowledge
sharing, and partnership development.
The annual operating budget of the SUPPORT Unit will be prepared by the Executive Director
and approved by the Steering Committee with fiduciary oversight provided by the PHSA board
of directors

Methods Clusters
• The methods clusters funded through the Executive Director’s office will be phased in over two
•

years with a plan to fund four in the first year, and the remaining three added by year two.
The scientific leads of the methods clusters are budgeted at 0.25 FTEs. The leaders will retain an
appointment in their home organization for the remaining 0.75 FTE.

Regional Centres
•

The budget allocation for the regional centres is up to $325,000 per region in year 1, increasing
to $400,000 for the remaining years. This funding is similar to that provided through a five-year,
$4.8M capacity-building program of the Health Services and Policy Research Support Network 22
(HSPRSN), which was funded by the BC MoH and administered by MSFHR (2003-2008). Elements
of this investment remain active within the health authorities (e.g., biostatisticians; grant
facilitators), and over time the health authorities have continued to build on the original
HSPRSN investment.
o Most health authorities have identified new or repurposed funding to augment regional
centre operations, and provide leadership in certain elements of the provincial SUPPORT
Unit.
o These additional funds are reflected in the budget for each core function, and
underscore the developing connectedness of the regions and the methods clusters.
o Each regional centre will submit a business plan to propose the milestones and
deliverables that justify the annual budget.

Data Platform and Services
•

22

Of the proposed $79.96M budget, $32.386M (39 percent) is related to data platform and
services. The following describes the major elements of this funding, by percentage:
o Enable secure third party direct access to the MoH’s data warehouse (17 percent of data
budget)
 develop analysis ready data sets to reduce time spent on data cleaning before
analysis;
 develop data marts as identified by the BC SUPPORT Unit to support identified
projects; and
 develop data products that do not require agreements to access their data.
o Build a secure shared and augmented technical infrastructure with the health
authorities (35 percent)
 enable participating parties in the prototype to use this infrastructure;

http://www.msfhr.org/sites/default/files/HACB_Evaluation_Report.pdf
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explore the development of a linkage service, automated ability to add and deidentify data sets, and sharing of common tools;
 streamline request and approval process for academic researchers for data held
at the MoH and the health authorities;
 establish and acquire primary data collection (PREMS and PROMS) and offer a
clinical trial management system.
• Two elements of the data platform deserve particular mention:
o BC proposes to count the funding currently provided to provincial patient reported
experience measure data ($1M annually) for five years as a contribution. This funding
and the tool is being repurposed through the BC SUPPORT Unit in two ways: 1) the data
will be moved into the MoH data warehouse, making this accessible for provincial
analysis by researchers for the first time; and 2) matched funding from CIHR will be used
to expand the collection of PREMS data to PROMS data.
o The Clinical Services Transformation (CST) is an $800M project with approved funding.
Of this, $20M has been identified for analytics development. Of this $20M, $7.5M has
been identified that is directly in support of analytical developments that will benefit
researchers’ use and is proposed as a contribution.
• $2.9M (four percent of the overall budget) has been allocated to leverage and expand the role
of PopData, including the following;
 transition PopData current business processes to support this new method of
access to the MoH data;
 build the appropriate governance model to support this new arrangement with
PopData;
 build new capacity, better data documentation, more research support
services and an expanded set of educational opportunities;
 build capacity to support the increased request volumes;
 build a service to enable secure storage of researcher held Principal
Investigator data; and
 a secure shared data environment for use by researchers, the MoH and health
system partners that can enable access to data held by these organizations.


As these expenditures are related to PopData and not specifically to the provincial data platform, they
are captured in the data platform and services page of the SUPPORT Unit budget, Appendix N.

Sustainability Plan
As noted above, a challenge faced by the SUPPORT Unit will be to balance the desire for demonstrable
and early impact and the need for measured, evidence-informed development and growth. Early
investments will be focused on developing lasting infrastructure and resources that, with basic
maintenance and updating, will continue to produce benefits and impacts over many years. Services
that are not offered on an open access basis, such as consultation services and career development and
training opportunities, will need to be carefully costed to ensure that they do not exceed available
portfolio funding. Costs will be assessed and charged to classes of clients (for example: full time
students; researchers with government/non-governmental organization project/program funding
support; researchers with funding from for-profit, private sector organizations; and clients from out of
province) based on criteria to be set by the SUPPORT Unit leadership team and approved by the Steering
Committee. It is anticipated that many, if not most, data and research consultation service costs will be
recoverable through clients’ existing or anticipated research funding bases. As previously described, the
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data platforms and services are not being developed as a stand-alone data research infrastructure - they
are integrated as a core element of a larger vision. In addition to cost-recovery programs for clients who
approach the SUPPORT Unit, the Unit will actively market growth opportunities to private and public
partners. These partnerships, to be developed once the SUPPORT Unit is in place and over time, will
need to be undertaken according to strict criteria, established and approved by the Steering Committee,
to ensure that the conditions therein do not divert the SUPPORT Unit from its primary aims.
BC’s SUPPORT Unit is viewed not as an independent entity but as an integrated and critical part of BC’s
transformation to a learning health care system. The SUPPORT Unit is closely linked to a nascent AHSN.
The SUPPORT Unit is aligned with MoH health sector priorities and with the province’s health research
strategy. The Unit will transform the way research is undertaken in BC, bringing the patient voice into a
central position in defining research priorities and undertaking research, and in closing the gap between
high quality research and the delivery of health care services. The SUPPORT Unit represents a new way
of doing business for the health care system in BC, and in that sense its sustainability is ensured.
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APPENDICES
Appendix A: The BC SUPPORT Unit’s Alignment with CIHR’s Core Functions
CIHR has proposed six core functions for SUPPORT Units across the country, encouraging provinces to
configure these as appropriate for local circumstances. These core functions formed the basis of
consultations with BC’s health system and research leaders and the broad health and health research
community; an environmental scan; and a call for expressions of interest from those with expertise in
one or more area. During this background work, it became clear that patient engagement should be
addressed as a separate function.
Because the CIHR-identified functions are all so highly interrelated, they have been integrated in the
business plan as reflected in the model and the services delivered by all three elements of the SUPPORT
Unit - regional centres, methods clusters, and the provincial hub. The CIHR core functions, including
patient engagement, are described below in terms of how each will be addressed in BC’s SUPPORT Unit.
Table 1 provides a snapshot of the current state vs future state for each CIHR function. Appendix E
presents a summary overview of some of the many strengths and existing capacities that the SUPPORT
Unit will draw upon to fulfil its mandate.

Patient Engagement
To play a meaningful role in health research, patients need to learn about health research, how they can
help shape the research agenda, and how to participate. A patient engagement strategy finalized during
the first year of SUPPORT Unit operations will align with BC’s health research strategy, which calls for a
provincial approach to public involvement in health research. It will build on work underway in BC, link
with CIHR’s pan-Canadian patient engagement strategy, and learn from countries that have national
strategies and organizations with specific mandates for public involvement in health research.
The Director, Patient and Stakeholder Engagement will be hired to finalize and implement the patient
engagement strategy, which is broadly aimed at: influencing research policy and research practice to be
more inclusive of the patient voice; developing capacity for patient engagement in research; and
building and sharing an evidence base that shows how patient engagement can make a positive
difference.

Data Platforms and Services
BC has some of the best data holdings in Canada and excellent disease registries. It is home to high
caliber research centres and units with sophisticated data infrastructure, collection and analysis systems
for clinical research. In spite of considerable expertise and effort, BC’s strength is often fragmented.
BC proposes to focus on data strategies for the SUPPORT Unit that ensure foundational elements are in
place and guide future planning to optimize the use of health data in supporting better health services
and health outcomes for British Columbians. Data initiatives will complement and create synergies with
existing capacity and leverage existing investments; support a single source for each major core holding;
and leverage existing data warehouses rather than seek to physically consolidate.
Data covered by these activities are:
•
•
•
•

MoH core administrative data in the data warehouse Healthideas;
Patient reported outcome and experience data;
Health authority data (via a pilot project defining supports for research access to Cerner
implementation [CST] in VCH, PHSA and Providence and through the clinical services
transformation in Vancouver);
Electronic medical record data (via a pilot project); and
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•

Researcher data.

Health Systems/Knowledge Translation (KT) and Implementation
Canada is an international leader in knowledge translation (KT), largely through the efforts of CIHR and
those whose work it has supported. BC is fast developing its provincial KT capacity, including dedicated
resources at regional health authorities, expertise and services at many of our research institutes, multipartner KT projects, a new Canada Research Chair in patient-oriented knowledge translation, a
provincial KT platform being developed by MSFHR and connections with international experts and
initiatives. The SUPPORT Unit will connect the disparate work underway in BC to support patientoriented research, coordinating KT resources (including evidence syntheses and library services),
providing KT coaching, and maximizing BC’s participation in national KT projects. Regional centres will be
supported to maximize uptake of research knowledge. A methods cluster in KT and implementation
science provides an opportunity to link with international efforts to address key questions related to the
implementation of research evidence. Finally, the career development and training program will include
KT practice and KT science streams, drawing on work underway by KT Canada and by MSFHR in core
competencies for researchers and research users.

Real World Clinical Trials
BC has a wealth of experience in large scale, multi-centre and multi-national trials and is home to
internationally renowned expertise in a number of therapeutic areas. Historically, much of the focus of
clinical trials work has been on RCTs of drugs and devices. These efficacy or exploratory trials serve a
critical purpose in the clinical research enterprise, ensuring that new and better interventions are
available. However, there is also a need to test interventions in everyday clinical settings in order to
maximize the applicability and generalizability of the intervention being evaluated. BC’s SUPPORT Unit
will work with CHEOS and BCCRIN, which is a partnership of provincial health authorities, research
institutions, universities, industry associations and funding agencies focussed on transforming the
clinical research and clinical trial landscape in the province. The SUPPORT Unit will complement and
extend the work of these organizations by increasing support for research in real world clinical settings.
The SUPPORT Unit will enhance the development, conduct, and application of the full spectrum of
clinical trials through the provision of a range of research business services. The SUPPORT Unit will also
coordinate and streamline access to research-empowering software solutions that will enhance privacy
as well as research productivity. Finally, real world clinical trials expertise will be brought together to
form a methods cluster where experience may be explored, shared, and expanded.

Methods Support and Development
All regions of BC excel in some areas of scientific investigation and in innovative approaches to patientoriented research. In addition to the clinical trials experience noted above, BC has extensive experience
in patient-reported experience measurement, patient-reported outcomes measurement, knowledge
translation methods and mechanisms, and analytic services.
BC’s approach to providing methods support and advancing methods development in a coordinated way
is through the formation of methods clusters: CoPs that build on existing expertise in different
methodological areas. Forming and nurturing existing or nascent communities of practice in selected
areas will enable knowledge to deepen within these clusters, thereby encouraging innovations built on
newly-discovered approaches to generating and using knowledge. Connections among distinctive
methodological clusters can give rise to further innovations in mixed methods that can produce much
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richer understandings of health system problems and their potential solutions. Methods clusters will
have three main purposes:
• to enhance the quality of patient-oriented research in BC by providing support to selected
patient-oriented research projects;
• to foster methodological enquiry and innovation; and
• to build and support BC-based expertise and capacity in patient-oriented research.
As expertise develops, there is the potential to increase capacity and to share this unique expertise with
others across the province, the country and internationally.

Career Development and Training in Methods and Health Services Research
Career development and more informal training are critical components of a patient-oriented research
capacity building program for all members of the research partnership: patients, providers, decision
makers and researchers and their team members. For career development, the SUPPORT Unit will build
on existing programs for researchers and providers in BC that are supported by provincial and national
funders, universities and colleges. Opportunities being explored are SUPPORT Unit fellowships,
preceptorships, an internship program, health professional scientist support, and a knowledge broker
certificate. In all of these areas, the SUPPORT Unit will partner with other provinces’ Units.
For more informal training, the SUPPORT Unit will partner with other provinces to implement a patientoriented research training pathway with core competencies for researchers and their team members
and research users. The pathway will be modelled on the new nursing Health Services Researcher
Pathway 23 developed in BC, and will describe patient-oriented research competencies, incremental
steps that move individuals from one level to the next, indicators of performance, and recommended
learning activities and resources – drawing on and linking existing offerings – to develop the
competencies.

Consultation and Research Services
A call for expressions of interest to provide services through BC’s SUPPORT Unit identified individuals
and groups with self-reported expertise in CIHR’s core functions. While many respondents reported
knowledge and skills in these areas, and a willingness to share their expertise, few mechanisms exist to
enable the coordination that is necessary to achieve the full potential of this expertise. The SUPPORT
Unit will provide this coordination of research business services to support the conduct of patientoriented research through partnerships with organizations including BCCRIN. These services
(consultation, coaching and/or direct service provision) will cover the full spectrum of patient-oriented
research development, conduct, and knowledge translation/implementation. To ensure the best use of
financial and human resources, some of these services will be centralized, while others will be sourced
from and flow through the hub from the methods clusters, the regional centres, and other research
institutions. Services will be confirmed and developed with the input of knowledge users and
researchers and informed by an environmental scan to ensure relevance and appropriateness. A clear
and transparent process for accessing SUPPORT Unit services will be established. Services are expected
to be available on a fully funded as well as an appropriate cost-recovery/cost-recovery-plus basis. 24

Health Services Researcher Pathway – accessed September 15, 2014 - http://www.msfhr.org/sites/default/files/HSR_Pathway.pdf
It is anticipated that a wide range of clients may be interested in the services offered by the SUPPORT Unit, including private industry. The
basis on which services will be provided to these clients will be determined by the Steering Committee with the advice of the SUPPORT Unit
leadership team. Decisions will be linked to questions of SUPPORT Unit sustainability and growth.
23
24
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BC’s SUPPORT Unit will be instrumental in facilitating research that focuses on patient-centred
outcomes and the needs of those who plan, manage and provide patient services and care. Table 1
summarizes the anticipated impact that the SUPPORT Unit will have on the current state according to
CIHR’s key functions.
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Table 1 Current and Future State of CIHR Core Functions in BC

CURRENT AND FUTURE STATE OF CIHR CORE FUNCTIONS IN BC
CURRENT STATE

FUTURE STATE
Patient Engagement

Patients not involved in research agenda setting

Patients and researchers with interest to work together, but
mixed capacity among both audiences, lack of ways to connect

Appreciation of the potential for improved relevance and impact
of research, but lack of evidence on what works
Fragmented efforts to engage, inform and educate the public
about research and about current research opportunities

Limited uptake of cultural safety, training and implementation of
culturally safe practices in health and research settings that
recognize the diversity of patients

Patient-oriented research agenda including standardized
policy and practices, based on provincial priorities and driven
by new research partnership involving patients. Greater
access to opportunities available to patients through an easy
to navigate Web 2.0 site, allowing patients to contribute to
Web content
Provincial approach to building capacity for patient
engagement in research; mechanisms, training, and support
to link researchers and patients effectively. An electronic
community of practice on the Web 2.0 site will efficiently
facilitate these connections
Development and sharing of evidence related to patientoriented research
Communication strategy to engage, inform and educate the
public with the end goal that an offer of participation in
some form becomes an expectation. Strategy will include an
electronic community of practice on the Web 2.0 site for
patients to connect around research opportunities
Provincial approach to expand cultural safety and training
among researchers and care providers that acknowledges
key target populations within the larger patient population

Real World Clinical Trials
Existing BC initiatives to support clinical research infrastructure
but to date largely related to enabling industry or traditional
randomized controlled trials
Inconsistent quality standards evident across the research
enterprise; some areas of world class expertise, others requiring
support and expertise

A variety of clinical trial management systems in place, ranging
from spreadsheets to state-of-the-art commercial systems

Strategic clinical trials agenda, in partnership with
organizations including CHEOS and BCCRIN, that enables
expansion of methods to test intervention in real-world
settings
In partnership with BCCRIN, a provincial resource to provide
infrastructure and other forms of support to ensure that all
trials are of high quality and follow best practices (e.g.,
quality management framework modeled after the UK
Clinical Research Consortium Site Registration process)
In partnership with organizations including CHEOS and Island
Health, research-enabling software solutions that provide a
range of services for data collection and management

Data Platforms and Services
Despite unique data and excellent individual data systems, not all
potential data sources are linked and research-ready

Improved, but still somewhat restrictive culture of access to data
Deep knowledge of data quality/meaning held by those who hold
data but not systematically available to others
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Foundational elements are in place and guide future planning
to optimize the use of health data to support better health
services and health outcomes for British Columbians, moving
BC toward first in class
Systematic approach to data quality improvement,
documentation, training
Systematic approach to data quality improvement,
documentation, training
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CURRENT AND FUTURE STATE OF CIHR CORE FUNCTIONS IN BC
CURRENT STATE

FUTURE STATE

Patient-reported data not available for provincial analyses, in
combination with core administrative data
No coordinated strategy for promoting the secure and systematic
storage of researcher data currently in place

Routine collection of relevant patient reported data are used
to improve deeper understanding of health care services and
the health and perspectives of British Columbians
All BC researcher data will be securely stored

Health Systems, KT and Implementation
Opportunistic and difficult-to-sustain knowledge translation
efforts
Implementation science in early stages in BC with dispersed
expertise and primarily small scale individual efforts; modest
recognition of the importance of studying barriers and enablers
for facilitation
Modest capacity and opportunities to produce evidence
overviews to support knowledge users
Methodological expertise concentrated in Lower Mainland and
other academic centres

Build KT capacity across the province by facilitating strong
partnerships at the regional centres with networking
provincially.
Increased support (funding; methodological and practice
support) for studying dissemination and implementation,
including scaling up of successful interventions
Increased capacity to produce rapid syntheses and overviews
of evidence that take into account contextual factors;
facilitated access to systematic reviews
Systematic approach to building communities of practice and
developing and implementing best practices throughout the
province, leveraging InspireNet’s experience of building a
pan-provincial network of 4,000 individuals, with six percent
working in BC’s health authorities, over six years

Career Development and Training in Methods and Health Services Research
Excellent resources to build on but fragmented and siloed, as well
as duplication of effort
Awareness and use of excellent existing open-access resources by
selective groups for whom they were developed
Due to fragmentation of duplication of efforts, lack of
understanding of progressive opportunities

Many training and career development opportunities are
expensive and require travel outside of BC

Strategy for advancing careers and enhancing knowledge and
expertise in patient-oriented research among researchers,
research team members, and knowledge users
Widespread awareness and use of open-access resources
linked through a central, one-stop site (InspireNet’s Web 2.0
site) allowing for content to be added by any logged in user
Career development and training pathway, including
comprehensive source of opportunities to develop needed
knowledge, skills, and abilities to be involved in patientoriented research
Financial support for training and development; certification
and accreditation opportunities available

Consultation and Research Services
Some core expertise identified in call for expressions of interest
(EOI) process
No pan-provincial formalized mechanisms for sharing expertise
and experience across all required domains of patient-oriented
research

Better understanding of the expertise and needs across the
province
Clear criteria and pathways for accessing expertise,
accessible to clients across the province and, over time, to
others

Methods Support and Development
Expertise in some key areas of patient-oriented research and
across many disciplines and sites but few opportunities for shared
learning and improvement
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Appendix B: BC Health System Strategy Implementation: Academic Health
Science Network Policy Framework
Attached Separately
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Appendix C: Business Plan Consultation
The development of the BC SUPPORT Unit business plan has benefitted significantly from the
involvement of informed and interested stakeholders who have been engaged from the outset. 25
Initial planning for the BC SUPPORT Unit was undertaken under the leadership of Health Research BC
(now Health Research Council of BC). At the request of the MoH, the MSFHR assumed a lead facilitation
role in early 2013.
In the interest of ensuring the engagement of the province’s health care leadership, consultations were
undertaken starting in March 2013 to determine what needs a SUPPORT Unit would ideally meet in and for - BC. One-on-one telephone consultations were conducted with members of the province’s
Leadership Council, a group comprising health authority CEOs and MoH executive members and chaired
by the Deputy Minister. The emerging advice was focus tested with selected groups of system leaders
(key standing committees comprising health authority VPs and MoH executive directors) as well as in
one-to-one telephone interviews with representatives of patient perspectives. The results of these
findings were presented to Leadership Council in April 2013 for validation of the identified needs.
Workshops with potential SUPPORT Unit users and providers from the research community were held in
May 2013 to explore how the SUPPORT Unit might address the questions and needs identified in the
health system consultations – what functions would be necessary; what would it take to realize these
functions, building on what already exists in BC; and what the potential one, three, five and ten year
goals of a SUPPORT Unit might be. The consensus emerging from these workshops was that the six CIHR
core functions were closely interconnected and that patient engagement deserved special attention as a
core cross-cutting theme.
The general agreement that three core themes should be the focus of BC’s SUPPORT Unit – data
platforms and services; real world clinical trials; and health systems, knowledge translation, and
implementation – with cross-cutting themes of patient engagement; methods support and
development; career development in methods and health services research; and consultation and
research services, informed a call for expressions of interest (EoI) from the researcher community to
identify individuals and groups interested in assisting with the development of BC’s SUPPORT Unit
business plan and/or in providing needed services once the SUPPORT Unit was established.
An Interim Governing Council (IGC) comprising representatives of all key interests in patient-oriented
research was established in November 2013. The IGC provided guidance on the EoI process and has
continued to provide critical advice and direction as the SUPPORT Unit business plan has progressed.
An Expert Advisory Group (EAG) was created to provide advice and assist with the selection of those EoI
respondents who would participate as members of the business plan writing team – the business plan
development team (BPDT). The EAG was actively involved in providing critical feedback on the first
version of the business plan.
In addition to the BPDT members who have participated actively in writing the report, there has been
ongoing communications with all EoI submitters. In order to ensure alignment with MoH priorities and
needs, a special meeting with staff representing key portfolios was held early in the process. A
consultation with experts from the clinical trials research community was held to ensure that the
specialized knowledge from this group was effectively and accurately reflected in the business plan. In
the interest of ensuring that voices from outside BC’s Lower Mainland were reflected in the plan,
consultation meetings were held in the Interior, the North and the on the Island. A presentation of the
25

Please see http://www.msfhr.org/our-work/activities/strategy-patient-oriented-research for more information on who has been consulted,
when and how.
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emerging SUPPORT Unit model and approach was made to the General Practice Services Committee
(GPSC) and their advice was sought on how to engage the physician community on an ongoing basis. A
connection has been initiated with the new Physician Data Collaborative which will form a basis for
further engagement of family practitioners and their patients. Further efforts to engage the provider
community – physicians, nurses, pharmacists, psychologists, physical therapists, and other key provider
disciplines – will be a major priority for the SUPPORT Unit’s Director of Patient and Stakeholder
Engagement once he or she is on board.
It is anticipated that work on and by BC’s SUPPORT Unit will continue to attract considerable attention
from the many stakeholders who share an interest in it. BC’s approach to engagement will continue to
be defined by an inclusive, open and transparent process that enables and supports those who wish to
be involved to participate, to share their knowledge and skills, and to benefit from their connection to
the SUPPORT Unit.
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Appendix D: Interim Governing Council Biographies
Name
Fraser Bell

Ellen Chesney

Susan Chunick

Heather Davidson

Diane Finegood

Norbert Haunerland

Biography
Fraser Bell, Vice-President, Planning, Quality and Information Management at Northern Health
has been with the health authority for over eight years. Before joining Northern Health, he
served in a variety of roles in industry, primarily as a health management consultant. Fraser has
held roles with the Ontario MoH and the Huron Perth District Health Council in southern
Ontario. As a consultant, Fraser has over 21 years of health industry experience and worked
across Canada and internationally – including a year in both New Zealand and Australia.
Ellen Chesney, Chief Administrative Officer, Research at the Provincial Health Services Authority
works with the authority’s agencies and research institutes to ensure they are maximizing
opportunities for efficiencies and effectiveness in research administration. As administrative
lead for the interim leadership team at the Child and Family Research Institute, Ellen has
developed and implemented a sustainable financial plan, and identified and implemented other
operational improvements to enable the institute’s continued success.
Susan Chunick, Director, Department of Evaluation and Research Services at the Fraser Health
Authority has put in place the research/evaluation administration and development
infrastructure that now supports over 250 active studies. She recently co-led the completion of
the health authority’s five year strategic plan for research. Susan obtained a M.Sc. in health
planning and administration from the University of British Columbia in 1982 and previously
served as head of the Physiotherapy Division, School of Rehabilitation Medicine at UBC.
Heather Davidson, Assistant Deputy Minister (ADM), Planning and Innovation, MoH, has worked
in roles across government, including time as the ADM of the Health Authorities Division at the
MoH, and in the role of ADM at the Ministry of Housing and Social Development. Over more
than 20 years in government, Heather has also worked in the MoH’s Strategic Policy and
Research Department and the Pharmacare division. Heather holds a PhD in Psychology from the
University of Victoria. Heather is the Chair of the Interim Governing Council (IGC) and is a
member of the tripartite leadership team of the SPOR Network in Primary and Integrated Health
Care Innovations.
As President & CEO of the Michael Smith Foundation for Health Research, Diane draws on an
exceptional record of academic and leadership experience to champion the growth of health
research in British Columbia. Since joining MSFHR in March 2011, Diane has been instrumental
in helping MSFHR secure new funding; strengthened relations with the health system; and
brought stakeholders together to develop a provincial strategy for health research.
From 2000 to 2008, Diane served as inaugural scientific director of the Canadian Institutes of
Health Research’s Institute of Nutrition, Metabolism and Diabetes and served in a range of
leadership positions which brought together government, NGOs and the private sector to
address the growing health challenges of obesity and chronic disease. As a researcher, Diane has
been recognized for her work in a wide range of areas including physiology, diabetes, obesity
and complex adaptive systems.
Norbert Haunerland, Associate Vice-President for Research is a professor of biological sciences
at Simon Fraser University. He directs the major projects office, which supports research
initiatives and partnerships of strategic importance for the university, including those with the
Canada Foundation for Innovation, the Canada Research Chairs program, and other endowed
chairs. He represents the university as CIHR delegate, and on the governance oversight
committee of PopData BC. Norbert holds a PhD in biochemistry from the University of Münster
and joined SFU in 1989.
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Name
Michael Hayes

Bev Holmes
[Interim Leader, ex-officio]

Richard Jock

Lindsay Kislock

Kuo-Hsing Kuo

Biography
Michael Hayes, Director Health Education and Research at the University of Victoria, is a
professor with appointments in the School of Public Health and Social Policy in the Faculty of
Human and Social Development, and in the Department of Geography in the Faculty of Social
Sciences. He spent 22 years at Simon Fraser University in the Department of Geography and in
2004 was a founding member of the Faculty of Health Sciences. He was a non-governmental
representative on the Federal- Provincial- Territorial Advisory Committee on Population Health
and a member the Public Health Agency of Canada Expert Advisory Committee on Population
Health Promotion. Michael holds a PhD in geography from McMaster University.
Bev Holmes, Vice-President, Research & Impact at the Michael Smith Foundation for Health
Research is responsible for the Foundation’s suite of projects and funding programs, impact
analysis, and knowledge translation. Prior to joining MSFHR in 2010, Bev spent 13 years as a
health communications and knowledge translation consultant and researcher. Bev holds two
adjunct professor positions: at the University of British Columbia’s School of Population & Public
Health, and at Simon Fraser University’s Faculty of Health Sciences. She holds a PhD in health
communication from Simon Fraser University.
Richard Jock, Vice-President of Policy, Planning and Strategic Services with the First Nations
Health Authority, provides leadership in the areas of health actions, federal and provincial
partnership development, strategic community initiatives, business development, health policy,
communications and quality assurance. He is a member of the Mohawks of Akwesasne, and
most recently, held the post of CEO of the Assembly of First Nations (AFN). He has previously
held a number of senior positions in health organizations.
Lindsay Kislock, Assistant Deputy Minister, Health Sector Information Management and
Information Technology at the BC MoH, led the successful introduction of the BC Services card,
streamlined and improved the timeliness of access to health data for researchers, and oversaw
the implementation of the Ministry’s eHealth initiatives. During her 25 years of service with the
BC government, Lindsay has held a variety of senior management positions with the Ministry of
Children and Family Development, the Ministry of Human Resources, and the Ministry of
Employment and Investment. Lindsay holds an Executive Master of Public Administration from
the University of Washington.
Kuo-Hsing Kuo, Associate Professor, Anatomy & Histology, University of Northern British
Columbia, has knowledge and experience in regulatory affairs and privacy protection and has
worked with several organizations with the goal of enhancing clinical research compliance. KuoHsing is Chair of the Research Ethics Board at Providence Health Care and the Compliance Lead
for clinical research in the Northern Medical Program at the University of Northern British
Columbia. Previously, he was a research fellow at the iCAPTURE Centre at St. Paul's Hospital in
Vancouver. He completed his post-graduate medical training before pursuing a PhD in the
Department of Cellular & Physiological Sciences at the University of British Columbia.
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Name
Yvonne Lefebvre

Robert McMaster

Bobbi Plecas

Laurel Radley

CJ Ritchie

Biography
Yvonne Lefebvre holds the position of Scientific Research Director at Interior Health. Over the
past 30 years, she has had a research career in molecular biology and biochemistry and has an
extensive background in the management of research and academic programs in universities
and teaching hospitals. From 2004- 2012, she served as the Vice President, Research and
Academic Affairs at Providence Health Care, the President of the Providence Health Care
Research Institute and Associate Dean (Research) in the Faculty of Medicine, UBC. In Ottawa
until 2004, she held positions as Associate Vice-Rector Research and Professor, VP Academic and
Research, Ottawa Hospital; and senior scientist for the Ottawa Health Research Institute. She
served on numerous national and international committees, is a past president of the Canadian
Biochemical and Molecular Biology Society, and a past member of the advisory board of the
Institute of Gender and Health of the Canadian Institutes for Health Research. In 2003, she was
elected to membership in the Canadian Institute of Academic Medicine, and in 2005 she was
inducted into the Canadian Academy of Health Sciences.
Robert McMaster, Executive Director, Vancouver Coastal Health Research Institute, is a
professor in the Department of Medical Genetics at the University of British Columbia, and
served as head of that department from 2000 to 2010. He was recently appointed as the Vice
President, Research at Vancouver Coastal Health, and Associate Dean of Research at the UBC
Faculty of Medicine. Robert serves as Chair of the Board of Directors for the BC Clinical
Research Infrastructure Network, and is a member of the Health Research Council of BC. He is
co-lead on a multi-million dollar initiative “Biomarkers in Transplantation” with funding from
Genome Canada/Genome BC and the Prevention for Organ Failure (PROOF) Centre of Excellence
Centre. He holds a PhD in biochemistry from the University of Oxford. He sits on the national
SPOR Steering Committee.
Bobbi Plecas, Assistant Deputy Minister, Institutions and Programs Division, Ministry of
Advanced Education, has been in the BC public service for more than 20 years. Bobbi’s broad
government experience includes work with five ministries and three central agencies, including
Citizens’ Services, Education, Labour, Treasury Board and the Office of the Premier. Previously,
she was the Assistant Deputy Minister Logistics and Business Services at the Ministry of
Technology, Innovation and Citizens’ Services.
Laurel Radley, patient/citizen, is an active volunteer member of the Patient Voices Network and
the Vancouver Coastal Health Authority, Community Engagement Advisory Network. She has
volunteered with the University of Victoria Chronic Disease Self Management Program. As a
patient/citizen, she attended the Strategy for Patient Oriented Research, patient engagement
workshop and contributed to the development of the SPOR patient engagement framework. As
a person living with chronic disease, and advocate/caregiver for a family member with advanced
Alzheimer's disease, she brings forward the perspective of a patient. In the past she worked as a
registered nurse, and in labour relations for a health care union.
CJ Ritchie, Assistant Deputy Minister of the Strategic Initiatives and Partnerships Office within
the Office of the Chief Information Officer, is responsible for a diverse strategic portfolio that
includes $6-billion of strategic outsourcing contracts, the development of provincial information
management information technology (IMIT) strategies, and a transformation program that
supports more than $50-million in IMIT capital investments. She also leads the technology and
innovation program that promotes economic development through commercialization and the
growth of BC’s high tech sector. CJ holds an MA in conflict analysis and management from Royal
Roads University.
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Name
Robert Sindelar

Gail Starr

Martin Wale

Michelle Wong

Biography
Robert Sindelar, Vice-President, Research & Academics, Providence Health Care is a Professor in
and the former Dean of the University of British Columbia Faculty of Pharmaceutical Sciences.
He is also President of the Providence Health Care Research Institute and Associate Dean,
Research, in the Faculty of Medicine at the University of British Columbia. He sits on the Board
and Executive of the Canadian Academy of Health Sciences, a variety of scientific advisory and
editorial boards, and is a founder of the Centre for Drug Research and Development. His work
has resulted in more than 60 refereed journal articles, six U.S. patents, several foreign patents
and over 100 scientific and professional presentations. He holds a PhD in medicinal chemistry
and natural products from the University of Iowa.
Gail Starr, representative for Patients as Partners/Patient Voices Network, began his career as
law librarian and professor of law at the Universities of Windsor and Calgary. He served as Chair
of the Law Faculty Admissions Committee, and represented the university community at large
on the Medical Faculty Admissions Committee at the University of Calgary. He also volunteered
as a patient for medical students to interview and examine as part of their clinical training. Gail
transitioned to a career in worker compensation advocacy which extended his awareness of
standards and issues in medical research. In retirement, he has taken on volunteer work in
organizations concerned with health.
Martin Wale is Deputy Chief Medical Officer and Executive Medical Director at Island Health and
an Adjunct Professor in the Centre for Health Leadership Studies at Royal Roads University. Prior
to coming to Canada from the UK in 2009, Martin was a Regional Director of the Health
Protection Agency and co-creator of the Nottingham Institute of Population Health, Chief
Medical Officer at a large multi-site Acute Trust in the National Health Service (NHS) in England,
and a Fellow of the NHS Institute for Innovation and Improvement. He achieved distinction in his
Executive MBA in 2008 with a focus on organizational learning, and has since become a
Canadian Certified Physician Executive. His main achievements and areas of work since coming
to Vancouver Island Health Authority (VIHA) have included the introduction of the Risk-Based
Model for Infection Prevention and Control, creation of the Combined Quality System, and
leading the Vancouver Island Research Capacity Building initiative. A medical microbiologist by
training, he holds a medical degree and Executive MBA from the University of Nottingham.
Michelle Wong is the Director, Research at the University of British Columbia. Prior to joining
UBC’s Faculty of Medicine, Michelle was the executive director at a successful Network of
Centres of Excellence (NCE), and led industrial engagements, international partnerships, and
commercialization, as well as fostered trainees as future leaders in the field. Michelle holds a
PhD in experimental medicine with a focus on oncology from the University of British Columbia,
and conducted her research at the BC Cancer Research Centre.
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Appendix E: Existing BC Capacity Identified via Call for Expressions of Interest for
the BC SUPPORT Unit
Organization or Initiative
BC Aboriginal Support Centre
University of Victoria
Lead EoI respondent: Dr. Charlotte Reading
BC Cancer Agency – Centre for the North
Lead EoI respondent: Dr. Robert Olson
BC Cancer Agency – Vancouver Centre
Lead EoI respondent: Dr. Marilyn Borugian
BC Clinical Research Infrastructure Network
Lead EoI respondent: Ms. Heather Harris
BC Personalized Medicine Initiative
University of British Columbia
Lead EoI respondent: Dr. Pieter Cullis
Canadian Pharmacogenomics Network for Drug Safety
University of British Columbia
Lead EoI respondent: Dr. Bruce Carleton
Centre for Clinical Epidemiology and Evaluation
Vancouver Coastal Health Research Institute
Lead EoI respondent: Dr. Stirling Bryan
Centre for Hip Health and Mobility
University of British Columbia
Lead EoI respondent: Dr. Heather McKay
Centre for Molecular and Medicine and Therapeutics
University of British Columbia
Lead EoI respondent: Dr. Wyeth Wasserman
Child and Family Research Institute
Provincial Health Services Authority
Lead EoI respondent: Dr. Stuart Turvey
Department Of Research and Evaluation Services
Fraser Health Authority
Lead EoI respondent: Dr. Sonia Singh
Emergency Medicine
University of British Columbia
Lead EoI respondent: Dr. Julian Marsden
Engineering and Computing Science
Simon Fraser University
Lead EoI respondent: Dr. Ryan D’Arcy
Community Health Solutions Research Institute
Simon Fraser University /St. Pauls Hospital
Lead EoI respondent: Dr. Scott Lear
CITI BC Research Society
Interior Health
Lead EoI respondent: Dr. Bill Nelems
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InspireNet
University of Victoria
Lead EoI respondent: Dr. Noreen Frisch
Institute for Health System Transformation and Sustainability & InSource Research Group
Lead EoI respondent: Dr. Linda Peritz
Knowledge Communicators
Lead EoI respondent: Ms. Alison Osborne
NeuroDevNet
Lead EoI respondent: Dr. Paul Pavlidis
PHEMI Health Systems
Lead EoI respondent: Dr. Paul Terry
Population Data BC
Lead EoI respondent: Dr. Kimberlyn McGrail
Providence Health Care Research Institute
CHEOS*, BCCFE for HIV/AIDS, Providence Health Care, Centre for Heart and Lung Innovation, BC Provincial
Renal Agency, BC Centre for Improved Cardiovascular Health
Lead EoI respondent: Dr. Aslam Anis
Rick Hansen Institute
Lead EoI respondent: Mr. John Barclay
University of British Columbia, Okanagan
Lead EoI respondent: Dr. Nelly Oelke
Vancouver Coastal Health – Richmond
Lead EoI respondent: Dr. Scott Garrison
Women’s Health Research Institute
BC Women’s Hospital and Health Centre
Lead EoI respondent: Dr. Deborah Money
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Appendix F: Organizations Providing Partnership Funding
As part of the business plan development, partners were sought who have resources and expertise to
devote to the SUPPORT Unit. Partners are committed to advancing provincial initiatives through
collaboration with the SUPPORT Unit. In identifying partnership opportunities, stakeholders were
engaged in discussion around the following eligibility criteria.
Partnered funding must be new or re-purposed and directly contribute to the SUPPORT Unit mission and
activities in one or more of the following ways:
•
•
•
•
•
•
•

increasing patient engagement in research;
increasing patient enrollment in research;
increasing the development and collection of patient reported measures that can be linked to
health data provincially and used for research;
new positions that are building expertise in and advancing SUPPORT Unit methods clusters;
increasing efficiency and quality of clinical research that involves patients in research planning
and conduct;
increasing integration of evidence into practice, where this explicitly involves patients; and,
career development or training opportunities related to patient-oriented research.

Partner Organization
BC Ministry of Health

Description
The Ministry of Health has overall
responsibility for ensuring that quality,
appropriate, cost effective and timely
health services are available for all British
Columbians. Working in conjunction with
health authorities, health care providers,
agencies and other organizations, the
Ministry guides and enhances the Province’s
health services to ensure that British
Columbians are supported in their efforts to
maintain and improve their health.

Funding Contribution and
Partnership Proposal
$8.9 million over five years.
Take BC to a new level in its ability to
connect patient-oriented research with our
health care system. Specifically:
• Develop a secure third party access to
anonymized linkable Ministry
administrative data and a managed
process to govern any removal of data
from this environment;
• Develop a prototype of a share linkage
and analysis platform that enables
access to data holdings from the
Ministry, the health authorities and
potentially physicians’ electronic
medical records;
• Develop a shared metadata content
resource that allows contributions from
data consumers including code
fragments, data methods, data
definitions and caveats;
• Joint development and sharing of data
methods through broader leverage of a
common resource;
• Develop derived variables as an
alternative to detailed data;
• Streamline request and approval
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processes across health sector data
stewards as well as explore and
implement new models;
• Develop survey resources and services
(i.e. data collection, survey
administration, and survey tools); and
• Develop secure storage services for
sensitive data held or collected by
researchers.
Centre for Clinical Epidemiology
& Evaluation (C2E2)

The Centre for Clinical Epidemiology &
Evaluation undertakes research and training
and provides evidence-based advice to
advance a sustainable health system for
British Columbians. The Centre’s mission is
three-fold: to generate the highest quality
health research; to inform and guide health
policy and practice (knowledge translation);
and to deliver the highest quality training
for health researchers, practitioners and
policy makers.

$2,053,160 over five years.
An annual SUPPORT Unit research visit by a
national or international leader in patientoriented research involving the delivery of
seminars, training and/or public lectures.
Part-time senior statistician and full-time
staff statistician
Full-time professional librarian and
information specialist
Support to patient-oriented research
specifically in the area of methodology
development in the health economics field
facilitating collaborative support on costeffectiveness methods, health economics
study design and economic evaluation data
analysis.

Centre for Health Evaluation
and Outcome Sciences (CHEOS)

CHEOS is a group of experienced health
outcomes researchers who evaluate the
effectiveness of health interventions in
populations to understand how to improve
health and transform health systems for the
future. In addition to conducting highimpact research on health outcomes, the
inter-professional team at CHEOS provides
methodological expertise to other
researchers at Providence Health Care
(PHC), across British Columbia and Canada,
and internationally.

$3,293,000 over five years.
Support a post-doctoral fellow with
expertise and training in the areas of
mathematical modeling, statistical and
decision analysis.
A programme evaluation analyst with
experience in the use of theories, principles,
practices, and methodologies and standards
of program evaluation, as well as the
identification, acquisition, and
interpretation of performance
measurement data for health research or
other research and development programs.
A bio-statistician with specific expertise in
the design and conduct of adaptive clinical
trials, including analysis of imperfect data,
high-dimensional longitudinal data analysis,
big data analyses and Bayesian methods.
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In addition, this matched funding
partnership will provide software solutions
and support specifically for the conduct of
clinical trials.
Clinical System Transformation
(CST) Project Board

Interior Health Authority

Vancouver Coastal Health (VCH)/Providence
Health Care (PHC) and Provincial Health
Services Authority (PHSA) are two of the 6
BC health authorities. VCH serves a
geographic region that includes 12
municipalities and four regional districts in
the coastal mountain communities,
Vancouver, North Vancouver, West
Vancouver, Richmond and 14 Aboriginal
communities. PHSA’s primary role is to
ensure that BC residents have access to a
coordinated network of high-quality
specialized health care services.
Interior Health is a BC health authority that
serves a large geographic area covering
almost 216,000 square kilometers and
including cities such as Kelowna, Kamloops,
Cranbrook, Trail, Penticton and Vernon, as
well as more rural and remote
communities.

$7,500,000 over five years
The individual and shared data warehouses
of VCH, PHC and PHSA are valuable
contributions to the research community.
The Clinical and Systems Transformation
(CST) Project Board has identified funding to
explicitly assist and accelerate extending
what is being developed for CST to the
research community with a secure data
analytics/reporting environment with data
that is accessible for research.
$602,000 over five years.
Funds will be used to support:
1.
2.
3.
4.

Island Health Authority

Island Health is a BC health authority that
provides health care to more than 765,000
people on Vancouver Island, the islands of
the Georgia Strait, and in the mainland
communities north of Powell River and
south of Rivers Inlet.

Knowledge Transfer and Exchange
Bi-annual Conference;
Writing Community of Practice
Workshop offered 3 times per
year;
Integrated Knowledge Translation
Training offered 1 time per year;
and
Implementation Science Training
CIHR post-doctoral fellowships.

$2,000,000 over five years to build capacity
for patient-oriented research.
Support initiatives, mechanisms, tools and
innovative approaches to increase patient
engagement in research, implement
strategies for data management/patient
reported outcomes and develop and evolve
new roles and training opportunities to
conduct patient-oriented research.
Island Health has assumed a leadership role
in key areas such as Permission to Contact
for research and has started to collaborate
and share its tools and approaches with
other institutions who are also trying to
build capacity.
Island Health will share its advanced
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practices, policies/procedures and
strategies for both implementation of and
then optimizing the use of the REDCap™
data management platform at other
institutions to support patient orientated
research initiatives.
Michael Smith Foundation for
Health Research

Northern Health Authority,
together with the University of
Northern BC

PHSA/Child and Family
Research Institute

Provincial Patient Centred
Measurement Initiative
(formerly BC PREMS)

The Michael Smith Foundation for Health
Research (MSFHR) is British Columbia’s
provincial health research support agency
and a member of the National Alliance of
Provincial Health Research Organizations
(NAPHRO).
Funded by the provincial government,
MSFHR’s mandate is to build BC’s capacity
for world-class research and to put health
research to use to improve BC’s health
system.
Northern Health is a BC health authority
that provides health services to 300,000
people, many of whom are Aboriginal.
Northern Health provides services for the
northern region of the province that spans
an area of 600,000 square kilometers.
Northern Health has over 7,000 employees,
and facilities that include over two dozen
hospital, 14 long term care facilities, many
public Units, and many offices providing
specialized services.
The Child & Family Research Institute (CFRI)
is dedicated to world-class research
spanning a wide range of children's and
women's health concerns. It is the largest
research institute of its kind in Western
Canada. Incorporated in 1995, the institute
features facilities in the heart of Vancouver
that afford researchers close access to
leading-edge health care organizations
serving children and women from around
the province.
The work of BC PREMs Steering Committee
was initiated in 2002 with a dual mandate
to measure and monitor both health system
performance in priority service areas from
the patient perspective and to support
quality improvement at the point of care.
Funded by the health authorities, the
Committee is co-chaired by the Provincial
Director for Patient Centered Performance
Measurement and Improvement,
Providence Health Care and a
representative from the MoH. Both the

$10,000,000 over five years.
Linking some of the core personnel
programs to advancing patient-oriented
research and to develop new programs to
enhance use of the infrastructure resources
invested through SPOR.
MSFHR is committed to connecting
knowledge to action and engaging partners
to address common priorities.
$500,000 over five years.
Recruitment of a Knowledge Translation
Research Chair with a program of health
research and capacity development that
advances knowledge mobilization and
evidence informed decision-making in rural
and northern settings. A core element of
this research program will be patientoriented research.
$671,000 over five years to establish a fulltime position to support patient-oriented
research. The focus of this position will be
on developing research data services in
conjunction with the Clinical System
Transformation (CST) Project to align with
the data platforms and services function of
the SUPPORT Unit.

$5,000,000 over five years.
Patient centred data collection and
reporting to support the data platform and
services of SPOR.
To formalize the integration, planning,
collection, and reporting of patient reported
outcome and experience data; and to make
these quantitative and qualitative data sets
available to researchers for secondary
analysis, thereby further expanding our
understanding of the interrelationships
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Rural Coordinating Centre of BC

University of British Columbia –
Faculty of Medicine

quantitative and qualitative results of
patient experience of care/satisfaction
surveys are used by front line leaders and
clinicians, senior leaders and policy makers
to improve the quality of the experience of
their patients, residents and families at the
point of care, to promote continuous
organizational improvement, and to
understand the performance of the health
care system. Work is now underway to
expand the scope of this initiative to include
Patient Reported Outcomes Measures.

between patient perspectives of their care
experiences and their outcomes, both
clinical and self- reported.

Rural Coordinating Centers of BC (RCCbc)
develops and supports strategies that
improve the health of individuals and rural
communities. RCCbc works on behalf of the
Joint Standing Committee on Rural Issues
(JSC), an entity that advises the BC
government and the Doctors of BC on
matters pertaining to rural medical practice.
RCCbc supports the continuum of care by
focusing on rural health education, network
facilitation and inter-professional training
and practice. RCCbc will be supporting rapid
reviews and policy related to rural issues.
The University of British Columbia is a global
centre for research and teaching,
consistently ranked among the 40 best
universities in the world. Since 1915, UBC
has embraced innovation and challenged
the status quo. Its entrepreneurial
perspective encourages students, staff and
faculty to challenge convention, lead
discovery and explore new ways of learning.
At UBC, bold thinking is given a place to
develop into ideas that can change the
world.

$250,000 over five years.
Support rapid reviews on issues of
importance to rural residents and
communities through the Applied Policy
Research Unit (APRU). APRU’s mandate is to
work in collaboration with key stakeholders
to provide robust evidence to inform the
development of sustainable health services
through appropriate and effective policy for
rural communities.
$475,000 over five years.
Support a Tier 2 Canada Research Chair in
Patient-Oriented Knowledge Translation
held by Dr. Linda Li, Associate Professor,
Physical Therapy.
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Appendix G: Letters of Support from Partnership Organizations, IGC Members
and Other Organizations
Attached separately.
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Appendix H: Action Plan
One challenge faced by the SUPPORT Unit will be to balance the desire for demonstrable and early
impact and the need for measured, evidence-informed development and growth. Immediate attention
must be given to engaging the core leadership team; to developing a preliminary operating plan,
organizational structure, and budget; to putting in place the frameworks for the relationships among the
components of the SUPPORT Unit – the hub, the methods clusters and the regional centres – and to
beginning to invest in these components. While final decisions are the responsibility of the Executive
Director, the Scientific Director, and the Interim Governing Council (and thereafter the Steering
Committee), the following priorities are suggested for each of the next five years. Priorities are additive
over the five years.
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Table 2 BC SUPPORT Unit Priorities Years 1 to 5

Year
Year 1

•
•

Priority
Preliminary operational
plan and structure
Establishing office

•
•

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Description
Appointment of permanent Executive Director
Recruitment of core staff, including:
o Permanent Scientific Director
o Executive Assistant
o Directors: Operations and Patient & Stakeholder Engagement
o Two Project Managers
o Financial Analyst / Manager
o Personnel for Data Services
Finalize governance structure and the Steering Committee Terms of Reference and
membership
Develop preliminary operational plan and set objectives
Finalize the performance measurement and evaluation framework for regional centres and
SUPPORT Unit overall
Establish eligibility criteria for clients wishing to access the SUPPORT Unit services
Confirm services of the SUPPORT Unit
Confirm topics for methods clusters 1 – 4, and appoint Leads accordingly
Identify initial methods cluster membership
Finalize MoUs among funders, host organization, hub, regional centres, and methods clusters
Finalize for patient engagement strategy
Launch two demonstration projects
Initiate planning for career development and patient-oriented research training pathway
strategy, based on assessment of current relevant programs in BC and elsewhere
Develop and initiate an engagement strategy for other stakeholders
Refine inventory as relevant for regional centres and methods clusters (including current
available services from the EoI applicants)
Plan and design website to support the Networking and Facilitated Connections activity
Enable PopData access to MoH administrative data holdings they do not currently have (i.e.
Pharmanet, National Ambulatory Care Data) using a direct connection to the ministry’s data
warehouse on an approved project basis
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•

•
•
•
•
•

Year

Year 2

•

Priority

•

Engagement of
remaining core staff
Putting remaining
operational elements in
place

Year 3

•
•

Marketing and outreach
Mid-course evaluation

Year 4

•
•

Embedding
Sustainability plan

Year 5

•

Evaluation and impact

•
•
•
•
•
•
•
•
•
•

Initiate work for PopData’s transition to direct access to the full data warehouse holding.
Currently, annual extracts are provided to PopData for select data sets and then cleaned to
support their data preparation services for approved requests
Leverage the interim data platform to support the demonstration projects
Streamline researcher data access processes to Ministry and Health Authority data
Launch the data sciences methods cluster (e.g. appoint lead, identify membership etc.)
Implement secure storage of researcher collected data
Establish Provincial Data Platform Governance Committee

Description

Update and validate inventory of services available to regional centres and methods clusters
Confirm topics for methods clusters 5 – 7, and appoint Leads accordingly
Identify methods cluster membership
Initiate service delivery functions
Fully activate demonstration projects
Complete evaluation framework
Initiate partnership and outreach
Complete PopData’s transition to fully access the ministry’s data warehouse
Select provincial data platform service providers (beyond SUPPORT Unit funding)
Develop and being to implement provincial data services (e.g. metadata, linkage and deidentification, master client table)
• Undertake outreach to possible partners; networking with other SUPPORT Unit and initiatives
• Advance data management and position BC for excellence in data services
• Conduct evaluation and mid-course correction as needed
• Fully operationalize provincial data platform with the selected service providers
• Support uses of the platform as identified by the SUPPORT Unit
• Complete implementation of provincial data platform services
• Expand funding sources
(Years 3 to 5)
o Include clinical data from the CST project
o Add other data providers to the provincial data platform
o Continue to develop and mature the provincial data platform
• Advance data management and position BC for excellence in data services
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•
•

assessment
Confirmation of long
term operating plan
Development of ongoing
Unit evaluation and
improvement plan

•
•

Assess impact
Oversee ongoing operation and management

The budget presented in Appendix N presents a full picture of the expenditure profile over five years, indicating what may reasonably be
expected to be spent in year one and following.
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Appendix I: Performance Measurement
The following evaluation questions and supporting framework have been drafted by MSFHR for BC’s
SUPPORT Unit as well as to collect data to inform CIHR’s core indicators. Evaluation questions focus on
the process of implementation as well as measuring progress towards the outcomes, and impact. The
performance measurement and evaluation framework will be finalized as part of the operational plan
for the SUPPORT Unit in year one.
Process Evaluation Questions
1. Has implementation followed the plan? If not, why not? What changes were made?
2. In what ways is implementation similar across the regional centres? In what ways does it differ?
What accounts for these differences? What can we learn from these similarities and
differences?
3. Have the investment principles been adhered to in the implementation of the SUPPORT Unit? If
not, why not? What investment principles have been missed? What are the implications of not
addressing these principles? What principles, if any, have been added?
4. To what extent have costs and spending been in line with the budget? If spending is over/under,
what are the reasons?
5. Are the right measures, structures and processes in place in order to be able to effectively
monitor and report on performance and progress towards the goals of the SUPPORT Unit? Are
they appropriate and sufficient? If not, what changes need to be made?
Outcome Evaluation Questions
Is the SUPPORT Unit making progress towards its goals?
•
•
•

On which goals is progress being made? What accounts for this progress?
On which goals is progress not meeting expectations? What accounts for this?
What will be done to course correct?

Figure 7 outlines the framework for performance measurement and outcomes evaluation for the BC
SUPPORT Unit. Grounded in the investment principles, the performance measurement and evaluation
work will be focused on collecting data to describe the activities taking place across the province, and
the outputs, outcomes and impacts of those activities.
As described in this plan, while leadership for evaluation and performance measurement will reside in
the provincial hub, responsibility for the implementation and execution of evaluation and performance
measurement activities will be shared between the provincial hub and the regional centres with the
Steering Committee having oversight and ultimate accountability for this work. Where appropriate,
measures will be aligned with CIHR’s proposed core SUPPORT Unit performance measurement
indicators, as well as measures proposed by other jurisdictions, to enable greater understanding of the
impact of the SUPPORT Unit initiative across the country.
Selection of specific indicators and measures, as well as methods for data collection and reporting, will
be finalized as part of the operating plan for the BC SUPPORT Unit . Indicators will be aligned with the
SUPPORT Unit’s core functions, and cover expected impacts around advancing knowledge in patientoriented research, building province-wide capacity to conduct patient-oriented research, use of research
to inform policy and practice decision-making, and health/health system quality impacts. Process
indicators, including indicators of efficiency, will also be developed, as these will be important for
tracking progress towards the SUPPORT Unit’s ultimate goals. In alignment with the investment
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principles, efforts will be made to leverage existing data collection, and to keep the burden of
performance measurement low.
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Figure 7 BC SUPPORT Unit Performance Measurement and Outcomes Evaluation Framework
Figure 7 BC SUPPORT Unit Performance Measurement and Outcomes Evaluation Framework
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Appendix J: Patient Engagement Strategy Framework
The Regional Centres
Patient engagement will occur at each regional centre throughout the province. (Note: Rather than
having a separate office, the hub will facilitate the same functions for Vancouver Coastal clients.) There,
patients and other stakeholders will be recruited, trained, and supported. Also, working with patients
and patient groups (who may approach the centres themselves or be recruited), activities to determine
priorities and develop research topics will be conducted in the regions. Initially, existing models for
priority-setting such as the James Lind Alliance approach will be used. Eventually, other methods will be
explored.

The Hub
Always working collaboratively, personnel in the provincial hub are responsible for coordinating the
development of tools and resources (e.g., training tools), for sharing these with the regions, and for
providing on-going support and means by which to collaborate provincially and nationally. The hub will
bring together people from the regions so that everyone may learn from one another. Once funding has
been approved and the necessary training resources have been developed or acquired, there will be an
initial face-to-face orientation and training session. Afterwards, there will be regular check-ins and online interaction, and an annual conference to advance a community of practice and the science of
patient engagement. Patient representation will be ubiquitous at these events.
The hub will also develop an open-access website which will: provide tools and resources; foster
networking and facilitated connections such as discussion forums, notices of meetings and conferences,
etc.; provide a way to link researchers and patients (similar to the UK’s “People in Research” www.peopleinresearch.org); and post research ideas that flow out of priority-setting activities
conducted in the regions.

Recruitment
Various mechanisms for recruiting patient partners will be employed, including:
•

•

ImpactBC’s Patient Voices Network – This well-established, provincially funded program enables
health care partners to publicize opportunities to a network of over 700 patient volunteers and
members of the public who have already been recruited and trained to work together for
positive change. Personnel from the SUPPORT Unit have been in regular contact with the CEO of
ImpactBC, Diane Miller to discuss how this program can be utilized as a recruitment mechanism
for health researchers seeking to engage with patient partners. Patient Voices Network also has
approximately 1,000 friends of the network who subscribe to a newsletter and, from time to
time, complete surveys. It also has strong links to several other patient groups including: the
Intercultural Online Health Network (iCON) serving members of the Asian community; the
Canadian Mental Health Association’s Bounce Back Program; and the University of Victoria’s
Centre on Aging, Chronic Disease Self-Management Programs. This represents potential
connections to thousands of individuals in the province through existing newsletters and other
modes of communication such as websites, conferences, meetings and social media.
Health authority patient advisory councils – These groups have historically been focused on
health care and systems improvement; however, they are also an avenue to reach out to
patients interested in health research. For example, the Fraser Health advisory council is keen to
have patient engagement as part of their work plan and may provide a model for other health
authorities.
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•

•
•

Joint Ministry/Doctors of BC Committees – In British Columbia, there are a number of joint
committees including the General Practices Services Committee (GPSC), the Specialists Services
Committee (SSC), and the Shared Care Committee (SCC), and these committees represent
opportunities to reach out to both clinicians and patients through their existing communications
channels.
Many diverse patient and family groups/societies/associations - Examples include the Arthritis
Society, the Eldercare Foundation, the Family Caregiver’s Network and the Vancouver Native
Health Society.
Website to connect patients and researchers – This mechanism, to be developed by the hub, will
allow researchers who wish to engage patients or patients interested in becoming involved in
health research to connect. It will be modeled after the People in Research website in the UK.
The website will also be used to post ideas that flow out of the priority-setting activities
described below.

Training Tools
In order to engage meaningfully and actively in health research, it is desirable for patients to have a
foundational understanding of health services and the research enterprise. It is also desirable for
researchers and other stakeholders to have an appreciation of the valuable roles that patients can play.
Patients, too, need to understand the unique expertise they bring by virtue of their lived experience,
and everyone can benefit from being reminded about how to work together most effectively following
the principles of inclusiveness, support, mutual respect and collaboration. It is essential that this training
should include a discussion of how to engage marginalized and vulnerable populations and those with
cultural differences.
Towards these ends, it is our intention to adopt, adapt or develop materials that are useful for training
patients and other stakeholders. We will engage in a continuous process of plan, do, study, act (PDSA)
improvement cycles, building on the experience of their use in the field over time and share learnings at
the annual conference. Examples of training tools include:
Adopt:
• Alberta Health Services’ Toolkit for Engaging Patients and Families;
Adapt:
• Patient Engagement: Heard and Valued – A handbook for meaningful engagement of patients
that have not traditionally been heard in health care planning (Fraser Health Authority and the
BC Centre for Excellence in Women’s Health)
• INVOLVE’s Briefing Notes for Researchers
• PCORI’s Patient Engagement Rubric & PE Methodology report
Develop
• CIHR foundation course (in development). Note: the interim patient and stakeholder
engagement lead for BC’s SUPPORT Unit is a member of the CIHR curriculum reference group
and has 25 years’ experience as an adult educator.

Support for Patients and Other Stakeholders

Within each region, support will be provided by:
• Ensuring adequate training in the fundamentals of meaningful and active engagement, health
services, the research enterprise and patient-oriented research;
• Working with patients and relevant stakeholders to ensure all parties understand the nature of
the engagement opportunity and the patient’s role;
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•
•
•
•
•

Working with relevant stakeholders to ensure that patient partners’ needs are met in terms of
things like: scheduling, dietary requirements, reimbursement for travel and other expenses,
culturally safe practices, etc.;
Following up to ensure that engagement is meaningful and active;
Ensuring that the patient partner is kept informed about the results of their engagement and/or
the project (closing the loop);
Assisting with recruitment of patient partners; and
Facilitating evaluation of the patient engagement experience and impact.

Facilitating Priority-Setting

Priority-setting activities will occur through the hub (for the lower mainland) and the regions. Using
models such as the James Lind Alliance approach, clinicians and researchers will be brought together to
explore treatment uncertainties that may lead to fully developed research questions.

Action Plan and Future Directions
Once funding is received, the first priorities will be to:
•

•
•

Ensure each regional centre (and the hub, in the case of Vancouver Coastal) has designated a
person to fulfill the function of patient engagement liaison described above. (Note: To begin,
this person may be appointed to this role on a part-time basis and/or as part of another job – to
be determined by each centre based on factors such as current capacity, population, activity
level, etc.)
Complete the acquisition and/or development of the necessary training materials
Convene the necessary training so that these personnel can become active in recruiting, training
and supporting patients and other stakeholders in their region and in facilitating priority-setting
activities.

Concurrently, the following activities will be ongoing:
•

•
•
•
•

Outreach to researchers already engaged in patient-oriented research and cataloguing of their
work. We are developing a database of these individuals and the work they are doing and are
reaching out to interview them and collect information and resources so that we can eventually
collate and disseminate these. We plan to bring these researchers together to share their work
in order to build momentum and knowledge provincially. Patients will also be included in this
event;
Outreach to health authorities and other groups currently engaging patients in health system
reform to explore how their mandate can be expanded to include health research;
Research on methods to engage patients in clinical trials – beyond their tradition role as study
subjects;
Development of guidelines for patient compensation; and
In concert with national efforts, building and sharing an evidence base that shows how patient
engagement can make a positive difference
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Appendix K: InspireNet Infographic
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Appendix L: Business Plan Development Team
Name
Stirling
Bryan

Kimberlyn
McGrail

Sonia Singh

Scott Lear

Heather
Harris

Biography
Stirling Bryan is a member of the Business Plan Development Team, and the Director of the Centre
for Clinical Epidemiology and Evaluation and a Professor in the School of Population and Public
Health at the University of British Columbia. Stirling has been a practicing health economist with
extensive engagement with policy- and decision makers for over 20 years. Before coming to Canada
in 2008, he had several appointments in the UK, including at the University of Birmingham where he
lead a team that conducted economic analyses for the National Institute for Health & Clinical
Excellence. Stirling has a special interest in health technology coverage decision-making, a topic on
which he has published widely. He holds a PhD in economics from Brunel University in the UK.
Kim McGrail is a member of the Data Platform Sub-Committee, and an Associate Professor in the
School of Population and Public Health at the University of British Columbia. She is also the
Associate Director of the UBC Centre for Health Services and Policy Research, a senior researcher
with Statistics Canada, an associate with the Centre for Clinical Epidemiology and Evaluation, and a
member of the Advisory Board at Population Data BC. Kim has conducted collaborative research
with provincial and national agencies including the BC MoH Services, the Canadian Institute for
Health Information and the Health Council of Canada. Her research interests focus on variations in
health care services use, aging and health care services use, understanding health care as a
determinant of health, and the development of health information and technology to improve
evidence and practice. Kim holds a PhD in health care and epidemiology from the University of
British Columbia.
Sonia Singh is a member of the Business Plan Development Team, and has been a family/emergency
physician for 25 years. Sonia is the Program Medical Director for Research in the Fraser Health
Authority and Assistant Dean, Research, Fraser Health in the Faculty of Medicine at UBC. She is also
a Clinical Assistant Professor in the Dept. of Family Practice at UBC. Sonia currently serves as a
hospitalist physician and osteoporosis consultant in Fraser Health and sits on the Scientific Advisory
Committee for Osteoporosis Canada. She developed the first multidisciplinary osteoporosis clinic in
the Fraser Health Authority, leads the Fraser Health Falls and Fracture Prevention Research Team,
and is an active clinical researcher in the area of falls, fracture prevention / osteoporosis, and health
economics. Sonia studied Medicine at Queens University, and holds a Masters of Health Science in
epidemiology from the University of British Columbia.
Scott Lear is a member of the Business Plan Development Team and a Professor in the Faculty of
Health Sciences at Simon Fraser University. Scott was also the inaugural Pfizer/Heart and Stroke
Foundation Chair in Cardiovascular Prevention Research at St. Paul's Hospital. He serves as the
Director of Community Health Solutions, which engages with community partners to learn, develop,
and apply novel and sustainable approaches, programs, and policies to enhance chronic disease
prevention and management to support healthy individuals and communities. He leads the British
Columbia Alliance for Telehealth Policy and Research and the Multi-cultural Community Health
Assessment Trial. Scott holds a PhD in pathology and laboratory medicine from the University of
British Columbia.
Heather Harris is member of the Business Plan Development Team, and the Director of Operations
of the British Columbia Clinical Research Infrastructure Network. With over 20 years of experience
with various pharmaceutical and biotechnology companies, non-profit organizations, academic
research centres and an early stage contract research organization, Heather is an expert in clinical
research management. She is past co-chair of the Clinical Research Professionals of British
Columbia, and has led clinical operations and procurement teams in Canada, and numerous
countries around the world. Heather holds an MSc in Clinical Research Administration from the
University of Liverpool.
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Name

Biography

Aslam Anis

Aslam Anis is a member of the Clinical Trials Sub-Committee, and a health economist and Professor
in the School of Population and Public Health at the University of British Columbia. Since 2006,
Aslam has been the Director of the Centre for Health Evaluation and Outcomes Sciences (CHÉOS), a
multidisciplinary health outcomes research Unit within Providence Health Care Research Institute as
well as the National Co-Director of the CIHR Canadian HIV Trials Network and Senior Scientist,
Arthritis Research Centre of Canada. At UBC, Aslam is the theme co-lead for Health Services and
Systems and Director of the School of Population and Public Health’s Health Administration
Program, an executive-style degree program offered in collaboration with the Sauder School of
Business. His research interests are in Canadian competition policy in the pharmaceutical industry,
and the cost-effectiveness of treatments for HIV/AIDS and rheumatoid arthritis. Aslam holds a PhD
in Health Economics from Carleton University.
Bruce Carleton is a member of the Clinical Trials Sub-Committee, and a Professor of Pediatrics and
Co-Chair, Division of Translational Therapeutics in the Faculty of Medicine at the University of British
Columbia. He serves as Director of the Pharmaceutical Outcomes Program at the BC Children's
Hospital, a position he has held since 1994. He is also a senior clinician scientist at the Child &
Family Research Institute. Bruce holds additional appointments at the University of British Columbia
in the Centre for Health Services and Policy Research and the Faculty of Pharmaceutical Sciences,
and is an adjunct professor at the School of Health Information Science at University of Victoria.
Bruce holds a doctorate in pharmacy from the University of Utah.
(see bio sketch in IGC)

Bruce
Carleton

Bev
Holmes
Stuart
Turvey

Colleen
McGavin

Gail Starr
Victoria
Schuckel

Stuart Turvey is member of the Clinical Trials Sub-Committee, a pediatric immunologist at BC
Children’s Hospital, and an Assistant Professor of Pediatrics at the University of British Columbia. He
joined the Department of Pediatrics as a clinician-scientist in July 2004. His clinical specialties are in
immunology and rheumatology, and his research program focuses on infectious and inflammatory
diseases in children. Stuart’s medical degree is from the University of Sydney in Australia. He also
holds a doctorate in philosophy from the University of Oxford where he was a Rhodes scholar.
Colleen McGavin, representative for Patients as Partners / Patient Voices Network, is a retired
business educator having spent almost 25 years teaching at Camosun College in Victoria. Colleen
served on the executive of the Camosun College Faculty Association, including a period as President.
She is an active member of the Patient Voices Network, a program administered by Impact BC as
part of the Patients as Partners initiative of the MoH. Colleen brings the patient’s voice to numerous
committees, focus groups and panel discussions. She currently serves on the Strategic Advisory
Coalition for Island Health’s 2018 strategic plan, and the steering committee for the Patients as
Partners / Patient Voices Network.
(see bio-sketch in IGC)
Victoria Schuckel represents the BC MoH on the Business Plan Development Team. She is Director
of Research, Knowledge Translation & Library Services at the MoH. In this role, Victoria supports
MoH's capacity for evidence-informed policy and planning, and works to increase collaboration and
coordination with external research Units and funders. She oversees activities related to MoH
research priorities, capacity and transfer issues, and manages contracts for research activities and
institutes. Victoria also participates in a range of initiatives involving other ministries and
stakeholders with economic development and social policy interests in health research.
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Appendix M: Interim Governing Council Terms of Reference and Conflict of
Interest Guidelines
Strategy for Patient-Oriented Research (SPOR) BC SUPPORT Unit
Interim Governing Council

TERMS OF REFERENCE
A. Purpose
The Interim Governing Council (“council”) has been established by the British Columbia Ministry of
Health (MoH), with the support of the Michael Smith Foundation for Health Research (MSFHR), to
provide oversight of the establishment of a BC SUPPORT Unit as part of the Canadian Institutes of Health
Research (CIHR) Strategy for Patient-Oriented Research (SPOR).
The purpose of the council is to review and approve recommendations and documentation as required
and to act as a transitional oversight council for the new SUPPORT Unit.

B. Duties
The council receives its mandate from, and is accountable to, the MoH Deputy Minister’s Office (DMO);
it will report to the DMO in the manner and form specified by the DMO.
Members of the council are expected to represent the views and speak on behalf of their respective
organizations within the mandate of the council. Patient members participate from a position of
patient/citizen experience. The council has the following duties and responsibilities:
1. Reviewing and approving a final BC SUPPORT Unit business plan.
2. Planning for and supporting the transition from the council to the SUPPORT Unit governing
council.
3. Acting as the transitional oversight council for the new SUPPORT Unit.
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C. Membership
4. Members of the council of the SUPPORT Unit are nominated by their respective institutions.
5. Membership of the council is comprised of:
• One designate from each of the province’s four research-intensive universities
(University of British Columbia, Simon Fraser University, University of Victoria, and
University of Northern British Columbia) to be nominated by their respective VPs
research.
• One designate from each of the province’s health authorities (Provincial Health Services
Authority, Vancouver Coastal Health, Fraser Health, Interior Health, Northern Health,
and Vancouver Island Health Authority) to be nominated by their respective CEOs.
• One designate from the First Nations Health Authority to be nominated by the CEO.
• One designate from Providence Health Care to be nominated by the CEO.
• Four provincial government representatives to be nominated by the BC Deputy Minister
of Health.
• Two Patients as Partners designates.
• One designate from MSFHR.
6. Each member of the council must have the authority to represent and speak on behalf of his/her
organization within the mandate of the council. The patient members participate from a
position of patient/citizen experience.
7. Each member of the council will have equal voting rights with the exception of the Chair who
will be non-voting.
8. Appointments to the council will be standing appointments until the SUPPORT Unit organization
and governance body have been established and are functional.
9. Council members may transition to the SUPPORT Unit governance body once established.
10. In extraordinary circumstances, a member’s appointment may be terminated for cause on the
authority of a majority vote of the council.
11. The council will be chaired by the council member who is Assistant Deputy Minister, Planning
and Innovation Division, MoH, or such other council member as the DMO may appoint.
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12. The chair is responsible for:
•
•
•

Ensuring the integrity of the council processes and in particular ensuring that policies
and processes regarding confidentiality, protection of privacy, and conflict of interest
are strictly maintained.
Maintaining a positive working relationship with council members and ensuring that
new members are appointed to the council as required to maintain a full complement as
described herein.
Approving the draft agenda for each meeting of the council.

13. Designated alternates to the council are permitted. Council members must identify one
designated alternate to participate at meetings where it is impossible for the member to attend.
The member must ensure the designated alternate is fully briefed in advance of any meeting
s/he attends. Designated alternates have the same responsibilities as a council member
including speaking on behalf of her/his organization and voting.
14. Guests may be invited to all or part of any council meeting with the prior agreement of the
chair.

D. Term
15. The term of the council will be until the SUPPORT Unit’s organizational and governance
structures are established and functional.

E. Operational Protocol
16. The council will meet a minimum of four times per year face-to-face or via teleconference, with
additional meetings as required.
17. If a council member cannot attend a meeting s/he may provide comments/feedback prior to the
meeting via email to the chair and SUPPORT Unit interim leader for inclusion in discussions.
18. Proxy votes are acceptable via email as long as they are received by the chair and SUPPORT Unit
interim leader prior to the meeting start.
19. In extraordinary circumstances, a special meeting of the council may be convened if at least 25
percent of voting members request such a meeting by application in writing to the chair and the
SUPPORT Unit interim leader.
20. The council shall at all times strive to reach a consensus for resolutions, but in cases where
consensus is not possible, voting for a majority decision will be conducted.
21. All members shall have one vote with the exception of the Chair who will be non-voting.
22. A quorum shall be 50 percent of total members.
23. In the case of an equality of votes on a resolution the proposed resolution shall not pass.
24. A resolution consented to in writing, whether by document, fax, email or any method of
transmitting legibly recorded messages by a quorum (50%) of the members of the council shall
be as valid and effectual as if it had been passed at a meeting of the council duly called and
constituted. Such resolution may be in two or more counterparts, which together shall be
deemed to constitute one resolution in writing.
25. Time and duration of meetings will be determined by the chair in consultation with the
SUPPORT Unit interim leader.
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26. Agenda packages will be circulated by the secretariat on paper and/or electronically to members
no later than one week in advance of meetings.
27. All members of the council will maintain confidentiality with respect to all relevant matters,
including but not limited to maintaining confidentiality of discussions, documentation and
minutes in accordance with the Confidentiality Undertaking which must be signed and
submitted before a member may participate in the council in any capacity.
28. At the earliest opportunity, members will disclose all interests and circumstances that may give
rise to an actual or apparent/perceived conflict of interest in relation to council business, and
will not attend related parts of any meeting, participate in discussion, or vote on any matter in
which they have an actual or apparent/perceived conflict, in accordance with the council
Conflict of Interest Guidelines. A Conflict of Interest Disclosure Undertaking Form, (being
Schedule A) must be signed and submitted before a member may participate in the council in
any capacity. All conflict of interest disclosures will be documented as part of meeting minutes.
29. All travel expenses incurred by council members directly related to their council duties shall be
reimbursed.

F. Documentation Protocol
30. Minutes and other supporting documents will be circulated to all council members following
each meeting.
31. Written declarations with respect to council members’ undertakings to abide by the conflict of
interest and confidentiality provisions of these terms of reference will be completed and
maintained on file by the SUPPORT Unit interim leader.

ORIGINAL APPROVED:

IGC, February 14, 2014

REVIEWED:

IGC, March 19, 2015

REVISIONS APPROVED:

IGC, March 19, 2015

Code of Conduct and Conflict of Interest Guidelines for the
British Columbia SUPPORT Unit
Interim Governing Council
1. DEFINITIONS
“apparent” conflict of interest means any situation where it would appear to a reasonable person that
the member is in a conflict of interest situation.
“associate”, in respect of a relationship with a person, means
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(a) a corporate body of which that person beneficially owns or controls, directly or indirectly,
shares or securities currently convertible into shares carrying more than ten percent of the
voting rights under all circumstances or by reason of the occurrence,
(b) of an event that has occurred and is continuing, or a currently exercisable option or right to
purchase such shares or such convertible securities,
(b) a partner of that person acting on behalf of the partnership of which they are partners,
(c) a trust or estate or succession in which that person has a substantial beneficial interest or in
respect of which that person serves as a trustee or liquidator of the succession or in a similar
capacity,
(d) a family member of that person or of that person’s spouse.

“chair” means the chairperson of the BC SUPPORT Unit Interim Governing Council as per the BC SPOR
SUPPORT Unit Interim Governing Council terms of reference.
“conflict” means a conflict of interest, apparent conflict of interest and potential conflict of interest.
“council” means the Interim Governing Council of the BC SUPPORT Unit as part of the Canadian
Institutes of Health Research (CIHR) Strategy for Patient-Oriented Research (SPOR), established by the
British Columbia Ministry of Health (BC MoH), with the support of the Michael Smith Foundation for
Health Research (MSFHR), to review and approve recommendations and documentation as required and
to act as a transitional oversight council for the new SUPPORT Unit.
“entity” means any individual, any incorporated association, company, society or other incorporated
body, any partnership or party, any foundation, or any public sector organization (including government
or university).
“family member” means:
(a) a person’s spouse,
(b) in respect of a person or the person’s spouse,
(i) a child, brother, sister, mother, father, grandparents, grandchild, step-brother, stepsister, step-parents, brother-in-law, sister-in-law, aunt, uncle, niece, or nephew, and
(ii) a spouse of any person in (i),
(c) a guardian or a ward of a person and,
(d) any person who lives with a member as a part of the member's family.
“health authority” means a regional health board established pursuant to the Health Authorities Act,
the Provincial Health Services Authority, and the First Nations Health Authority.
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“interim leader” means the leader of the interim operating team.
“interim operating team” means the team composed to conduct the work required to operationalize
the BC SUPPORT Unit.
“member” means a person appointed to the council, including but not limited to, representatives of the
British Columbia government, a health authority, a university, a non-profit, or a public-sector
organization. It also includes those individuals appointed to participate from a position of
patient/citizen experience.
“research service provider” means groups, individuals, any incorporated association, company, society
or other incorporated body, any partnership or party, or any foundation that provides (or may provide)
research support. As defined for the purposes of the BC SUPPORT Unit initiative, these are the
individuals that work in identified core functions.
“spouse” means a person who is married to a member or a person who is living with a member in a
marriage-like relationship, but does not include a person who is separated and living apart from a
member.
“submission” means an any proposal made to the SUPPORT Unit to provide or deliver services, as well
as the submission of the final business plan to CIHR.

2. PURPOSE OF THE GUIDELINES
The purpose of these guidelines is to protect the integrity of the development and implementation
process of a BC SUPPORT Unit by establishing standards for members of the council to ensure that the
private interests of members do not conflict with their role as members of the council, specifically their
role to objectively and fairly review and approve recommendations and documentation as required and
to act as a transitional oversight council for the new SUPPORT Unit.
The guidelines set out procedures whereby council members must identify and disclose conflicts
thereby preserving the objectivity and credibility of the process.
The fundamental relationship between each member and the SUPPORT Unit must be one of trust;
essential to trust is a commitment to honesty and integrity. Ethical conduct within this relationship
imposes certain obligations.

3. COMPLIANCE WITH THE LAW
3.1

Members should act at all times in full compliance with both the letter and the spirit of all
applicable laws.

3.2

In his/her relationship with the SUPPORT Unit, no member should commit or condone an
unethical or illegal act or instruct another member, employee, or supplier to do so.
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3.3

Members are expected to be sufficiently familiar with any legislation that applies to their
work to recognize potential conflicts and to know when to seek legal advice. If in doubt,
members are expected to ask for clarification.

3.4

Falsifying any record of transactions is unacceptable.

3.5

Members should not only comply fully with the law, but should also avoid any situation
which could be perceived as improper or indicate a casual attitude towards compliance.

4. CONFLICTS OF INTEREST
4.1

In general, a conflict exists for members who use their position at the SUPPORT Unit to
benefit themselves or their associates.

4.2

A member should not use his or her position with the SUPPORT Unit to pursue or advance
the member's personal interests, the interests of an associate or a person to whom the
member owes an obligation.

4.3

A member should not directly or indirectly benefit from a transaction with the SUPPORT Unit
in respect of which a member can influence decisions made by the SUPPORT Unit.

4.4

A member should not take personal advantage of an opportunity available to the SUPPORT
Unit unless the SUPPORT Unit has clearly and irrevocably decided against pursuing the
opportunity, and the opportunity is also available to the public.

4.5

A member should not use his or her position with the SUPPORT Unit to solicit clients for the
member's business, or a business operated by an associate or a person to whom the member
owes an obligation.

4.6

Every member should avoid any situation in which there is a conflict which could interfere
with the member’s judgment in making decisions in the SUPPORT Unit's best interest.

4.7

There are several situations that could give rise to a conflict. The most common are accepting
gifts, favours or kickbacks from suppliers, close or family relationships with outside suppliers,
passing confidential information to competitors or other interested parties or using
privileged information inappropriately. The following are examples of the types of conduct
and situations that can lead to a conflict:
(i)
influencing the SUPPORT Unit to lease equipment from a business owned by the
member's spouse;
(ii)
influencing the SUPPORT Unit to allocate funds to an institution where the
member or his or her family member works or is involved;
(iii)
participating in a decision by the SUPPORT Unit to hire or promote a family
member of the member;
(iv)
influencing the SUPPORT Unit to make all its travel arrangements through a
travel agency owned by a family member of the member;
(v)
influencing or participating in a decision of the SUPPORT Unit that will directly
or indirectly result in the member's own financial gain.
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4.8

A member should fully disclose all circumstances that could conceivably be construed as
conflict.

5. DISCLOSURE
5.1

Full disclosure enables members to resolve unclear situations and gives an opportunity to
dispose of conflicting interests before any difficulty can arise.

5.2

As soon as practical, upon being appointed to the council, every member must complete and
submit to the secretariat and chair, a completed BC SUPPORT Unit Interim Governing Council
Conflict of Interest Disclosure Undertaking set out as Schedule A to this document (the
“Disclosure Undertaking”).

5.3

In addition to completing and submitting the Disclosure Undertaking, upon the receipt of
submissions or other documentation for review by the council in support of the development or
implementation of a BC SUPPORT Unit (e.g. expressions of interest, proposals, memoranda of
understanding, contracts and agreements, the final business plan or components thereof) and
prior to participating in any discussion of the documentation under review, members are
required to disclose in writing to the secretariat and chair any conflict. Members are required to
disclose whether they or any family member:
During the three years prior to the Disclosure Undertaking:
•

Received payment, in any amount, from an entity connected to a submission submitted in
support of the development or implementation of a BC SUPPORT Unit, including but not
limited to salary, honoraria, royalties or payment for services rendered.

•

Received funds for research from the entity connected to a submission.

•

Has been employed by or appointed to the board of directors of an entity.

•

Has had any additional interest, affiliation or relationship with an entity.

Currently:

5.4

•

Holds any shares (excluding mutual funds) in the entity.

•

Has any other financial arrangement with the entity.

•

Has any additional interest, affiliation or relationship with the entity.

Under no circumstances should members or their family offer or receive cash, preferred loans,
securities, secret commissions or any other form of gift from an entity in exchange for
preferential treatment or support for a submission by the member during the development and
implementation process of a BC SUPPORT Unit. Any member experiencing or witnessing such an
offer must report the incident to the chair immediately.
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5.5
5.6

The obligation to disclose potential conflicts is ongoing, and all members must inform the
secretariat and chair at the earliest opportunity of any conflict that comes to their attention.
In the event that it is discovered that a member has not disclosed a conflict, the chair will
determine the appropriate penalty for the failure to disclose, in consultation with the interim
leader.

6. OUTSIDE BUSINESS INTERESTS
6.1

Members should declare possible conflicting outside business activities at the time of
appointment. Notwithstanding any outside activities, members are required to act in the
best interest of the SUPPORT Unit.

6.2

A conflict may exist in regard to interests in entities that may compete with the SUPPORT
Unit in respect of all of its areas of activities.

6.3

Members who have been selected to the council as a representative of a stakeholder group
or region must act in the best interest of both the SUPPORT Unit and the other organization
or constituent the member is representing on the council, and must not use their position in
one to unfairly advantage the other.

6.4

If there is a conflict between the member’s duties and loyalty to the council and the
organization or constituent the member is representing on the council, the member may
participate in discussion on the issue with the consent of the chair, but must abstain from
voting.

7. CONFIDENTIAL INFORMATION
7.1

Confidential information includes proprietary technical, business, financial, legal, or any
other information which the SUPPORT Unit treats as confidential.

7.2

Members should not, either during or following the termination of an appointment, disclose
such information to any outside entity unless authorized.

7.3

Similarly, members should never disclose or use confidential information gained by virtue of
their association with the SUPPORT Unit for personal gain, or to benefit friends or associates.

7.4

If in doubt about what is considered confidential, a member should seek guidance from the
chair.

8. OUTSIDE EMPLOYMENT OR ASSOCIATION
8.1

A member who accepts a position with any entity that could lead to a conflict of interest or a
situation prejudicial to the SUPPORT Unit’s interests should discuss the implications of
accepting such a position with the chair recognizing that acceptance of such a position might
require the member’s resignation from the council.
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9. RESPONSIBILITY
9.1

The SUPPORT Unit should behave and be perceived as an ethical organization.

9.2

Each member should adhere to the minimum standards described herein and in the
SUPPORT Unit’s code of conduct, and to the standards set out in applicable policies,
guidelines or legislation.

9.3

Integrity, honesty, and trust are essential elements of the SUPPORT Unit’s success. Any
member who knows or suspects a breach of the SUPPORT Unit’s code of conduct and ethics
has a responsibility to report it to the chair.

9.4

To demonstrate determination and commitment, each member should review and declare
compliance with the SUPPORT Unit’s Code of Conduct and Conflict of Interest Guidelines
annually.

10. WHERE TO SEEK CLARIFICATION
10.1

Normally, the chair should be responsible to provide guidance on any item concerning
standards of ethical behaviour.
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Schedule A
BC SUPPORT Unit Interim Governing Council Conflict of Interest Disclosure Undertaking
I have read and understood the BC SUPPORT Unit Interim Governing Council Code of Conduct and
Conflict of Interest Guidelines (the “Guidelines”) and I undertake to be bound by the obligations
contained therein.
I understand that it is my responsibility to report to the chair and interim leader the information
described in the Guidelines, and I undertake to do so.
I understand that the information I disclose will be held by the BC SUPPORT Unit’s interim operating
team and that the information may be shared with the chair and members of the BC SUPPORT Unit
Interim Governing Council, as necessary.
I agree to inform the chair and the interim leader of any change in circumstances that may create a
conflict of interest, an apparent conflict of interest or a potential conflict of interest with respect to any
entity (as defined in the Guidelines), as soon as it is known to me.
I agree not to disclose or misuse, in any way, information that I may receive in the course of my duties
and activities with the BC SUPPORT Unit Interim Governing Council.

____________________________
Signature
____________________________ ____________________________
Print Name
Date
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Appendix N: Budget Detail
Attached separately
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Appendix O: Curricula Vitae File
Attached separately
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