








27 28

Measurable Gains in 
Engagement and Access

This shift toward data-driven action produced 
immediate and measurable results. Targeted outreach 
informed by evaluation findings led to a 22% increase 
in referrals in a single month, rising from an average 
of 303 to 369 referrals in July 2025. Progress was also 
made in reducing the attachment gap, with 82.5% 
of Richmond residents successfully connected to 
providers through the Health Connect Registry. 

Strengthening Physician and 
Community-Led Governance

The PCN Working Group was reinforced with eight 
primary care providers, and a new Community Advisory 
Group was established, bringing together seven 
local organizations. These groups support shared 
accountability, improve representation, and ensure 
that strategic decisions are grounded in both clinical 
experience and community perspective.

Physician Champions as Catalysts 
for Impact

A critical enabler of this work has been the 
identification and empowerment of Physician 
Champions. Family physicians are more likely to engage 
with new initiatives when they are led by trusted peers 
who understand the realities of clinical practice. By 
partnering with these champions, the PCN promoted 
peer-led innovation, increased participation, and scaled 
successful ideas beyond individual clinics transforming 
them into community-wide standards of care.

Reducing Wait Times Through 
Data Transparency

A key efficiency achievement has been reducing 
patient wait times by up to two weeks through 
improved coordination and monitoring. The 
implementation of a centralized Wait Times 
Dashboard now tracks seven PCN services across three 
program areas and is accessible to family physicians, 
PCN partners, and coordinators through RDFP-hosted 
portals. Updated monthly on the first Monday, the 
dashboard increases transparency, supports informed 
clinical decision-making, and enables proactive 
service planning.

Administrative Backbone and 
Measurable Results

Equally critical to these efficiencies is the work of 
the PCN Administrative Team, whose collaboration 
with the Vancouver Coastal Health (VCH) PCN 
team provides the operational backbone of the 
network. Their efforts ensure programs meet system 
requirements, maintain data integrity, and scale 
effectively while upholding high standards of care. 

In fiscal year 2025-26, the PCN streamlined its intake 
process, maintaining an average 39-day turnaround 
from initial referral to scheduled appointment, 
and processed over 4,000 service-specific referrals. 
(Multidisciplinary referrals are recorded separately for 
each clinical discipline requested.)
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By building operational efficiencies across 
our network, we reduced patient wait 
times by up to two weeks, helping more 
Richmond residents connect to primary 
care sooner.

RDFP‑hosted PCN events bring partners together to strengthen 
collaboration and support local primary care.

Consolidated PCN Dashboard
(Updated Monthly)

Available for Family Physicians and 
their MOAs through the RDFP Website
Scan QR Code to Log-In

Patient Referrals
Coordinated by 
PCN Administrative 
Coordinators

PCN Providers
Availability and
Booking Records

Wait Times Dashboard: Improving Referral Transparency
One of the efficiency improvement projects is the PCN Wait Times Dashboard.

The PCN and RDFP teams collaborated to develop an interactive Wait Times Dashboard to help family physicians 
better understand the wait times patients can expect across seven Primary Care Network services. RDFP works closely 
with PCN administrative coordinators and service providers to collect and verify this data.

Updated monthly, the dashboard provides current staffing levels and verified wait times in one accessible platform. 
This enables physicians to set realistic expectations, process referrals more efficiently, and guide patients toward 
appropriate care. It also supports PCN leaders in identifying service gaps and capacity pressures.

The dashboard has already received positive feedback from physician partners and the PCN, strengthening referral 
conversations and improving transparency across the network.
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Spotlight on the Social 
Prescribing Program in the 
Richmond Primary Care Network

The Social Prescribing Program within the Richmond 
Primary Care Network (PCN) plays a critical role in 
supporting family physicians and improving patient 
access to holistic, timely care. By integrating non-
clinical, community-based supports into primary care, 
the program helps address patients’ social and practical 
needs, factors that often significantly influence health 
outcomes but fall outside the scope of traditional medical 
care. In doing so, the program improves health outcomes, 
reduces non-clinical issues presented during medical 
visits, saves physician time, and alleviates pressure on 
already limited clinical capacity.

Social Prescribing in Practice

Social Prescribing connects patients to community 
resources that address social determinants of health, such 
as housing instability, social isolation, financial stress, 
employment challenges, and language barriers. Within 
the Richmond PCN, this work is primarily delivered by 
a Community Link Worker and a Community Navigator, 
who function as an extension of the primary care team.

Physicians refer patients through structured pathways, 
enabling social prescribers to provide care coordination, 
system navigation, and ongoing follow-up. This team-
based approach supports continuity of care for complex 
and vulnerable populations, including seniors, individuals 
with chronic conditions, newcomers, and those 
experiencing psychosocial challenges. Patients benefit 
from increased engagement, improved self-efficacy, 
and greater satisfaction as their broader life context is 
acknowledged and addressed alongside their medical 
needs.

Implementation of the Community 
Navigator Role

The Community Navigator role was introduced in 
response to a clear gap in service delivery. Addressing 
this gap offered a dual benefit: improving patient access 
to care while directly supporting family physicians and 
their practices. The role was intentionally designed to 
enhance timely access to services, reduce barriers such 
as language and system complexity, and increase the 
frequency and effectiveness of follow-up with patients.

Impact on Physicians and Patient Care

Physicians are able to rely on the Social Prescribing team 
to address patients’ non-medical needs, confident that 
appropriate follow-up and coordination are in place.

The impact extends beyond referral numbers. Physicians 
report stronger doctor–patient relationships, as patients 
feel better supported and understood. By alleviating 
social stressors that often complicate medical care, the 
program contributes to improved patient outcomes 
and allows physicians to practice more holistic, patient-
centred care.

Looking Ahead

By continuing to strengthen partnerships, refine eval-
uation methods, and align services with physician and 
patient needs, the Richmond PCN’s Social Prescribing 
Program will remain a key contributor to improved health 
outcomes, reduced clinical burden, and more sustainable 
primary care delivery.

16
Community
Outreach Events
Attended

300+
Community Members Reached

+71% Total Referrals

91% Successful Linkages

+127% FP Utilization

Compared to the 2024-2025 baseline

Sean (left) and Beatrice (right) work with patients to help them access 
services to help reduce non-clinical demands on family physicians.

Rising: George's Return to 
Community and Connection 

Before connecting with the Primary Care Network (PCN), 
George’s life had become increasingly challenging. 
At 74, he had undergone open heart surgeries, 
had a pacemaker, and was taking medication for 
hypothyroidism. Over time, his energy levels declined, 
and he found himself feeling exhausted and less 
motivated to stay active or social.

Things came to a head after his wife suffered a serious 
fall and fracture. As her primary caregiver, George spent 
much of his time at home supporting her recovery. With 
his wife unable to manage stairs, he slept on a mat on 
the floor for several months so he could stay close by 
to help. Their children did not live nearby, which made 
day to day responsibilities more demanding. During 
this period, George also experienced the loss and 
illness of close friends, which added to his feelings of 
isolation. Gradually, both his physical activity and social 
connections faded, and his mental health declined. He 
began experiencing depression.

Support That Addressed the Whole 
Picture

George eventually reached out to his family physician, 
who referred him to PCN services. Through the PCN, 
George was connected with a mental health counsellor 
and a community navigator, who worked together to 
support both his emotional wellbeing and his connection 
to the community.

Through counselling, George learned practical ways 
to manage negative thinking and was encouraged to 
take small, realistic steps toward rebuilding routine 
and confidence. At the same time, the PCN community 
navigator helped him explore local recreation and social 
programs. George and his wife were supported with 
registration at Minoru Senior Centre, and George was 
encouraged to ease back into activities he once enjoyed.

At the centre, George reconnected with an old friend 
and resumed playing poker, a game he was very fond of, 
and it quickly became a regular and enjoyable part of his 
week. He also began swimming while his wife attended 
her exercise classes.

A Brand New Day for George and
His Wife

Today, George’s routine looks very different. He 
participates in Luk Tung exercise each morning at South 
Arm Community Centre, plays cards with friends several 
times a week, and swims regularly. His confidence in 
going out has improved, and he feels more comfortable 
navigating community programs on his own.

With his wife’s improving health, supported by PCN 
physiotherapy, which helped her regain strength and 
balance, daily life at home also changed. George and 
his wife now share household tasks, shop together, and 
enjoy going out socially, including meeting friends for 
dim sum. These changes have had a noticeable impact 
on their quality of life. George now rates his health as 
good, and reports more healthy days and fewer activity 
limitations related to depression.

For George, the PCN’s support made a meaningful 
difference by addressing not only his mental health, but 
also his social engagement and his wife’s recovery. He is 
grateful for the practical, coordinated care he received 
and the positive role it has played in helping both him 
and his wife stay active, connected, and supported in 
their daily lives.

During the interview for this article at the 
Minoru Seniors Centre, George was warmly 
greeted by several regulars, further highlighting 
how he has reclaimed a sense of community.
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PCN Supports People to Keep 
Doing What They Love

Living well with chronic conditions isn’t just about 
managing symptoms, it’s about feeling supported to 
keep doing the things that bring meaning, joy, and 
purpose. For Vickie, a creative and active Richmond 
resident in her 70s, support from the Richmond Primary 
Care Network (PCN) has helped her do exactly that.

After more than ten years of managing diabetes, Vickie 
began to feel worn down by repetitive meal planning 
and discouraged about staying active. She wanted advice 
that would support her health while still allowing her 
to fully engage in her creative passions and everyday 
life. A referral from Dr. Alex Chesley opened the door to 
a PCN care experience that felt practical, personal, and 
empowering.

Thoughtful, Team‑Based Care  
That Fits Real Life

Vickie’s care journey began with a referral to PCN 
registered dietitian, where the focus was on balanced 
eating without rigid rules. With support from PCN 
chronic disease management team, Vickie explored 
small, manageable lifestyle changes that made sense 
for her routine.

One particularly impactful step was trialing a glucose 
sensor, which helped Vickie see how food choices, meal 
timing, and gentle activity affected her blood sugar. This 
insight helped shift her mindset from feeling restricted to 
feeling informed and confident. Simple practices, such as 
taking a 20‑minute walk after meals, quickly became part 
of her daily life.

Within three months, Vickie saw improvements in her 
A1C levels. Just as important, she felt more motivated 
and hopeful, spending time caring for her diabetes 
instead of feeling like it controlled her.

Personalized Support That Protects 
What Matters Most

For Vickie, good health also means keeping her hands 
moving and her creativity alive.

As President of the Textile Arts Guild of Richmond, 
sewing and embroidery are deeply important to her 
wellbeing. When arthritis in her hands began to make 
these activities painful, the PCN connected her with 
occupational therapist Cindy for joint protection support.

During one‑on‑one sessions, a PCN Occupational 
Therapist took the time to watch Vickie sew and 
worked alongside her to fine‑tune posture, grip, and 
hand positioning. Even the smallest ideas like using an 
everyday chip clip to relieve hand tension after sewing 
made a meaningful difference. These simple, thoughtful 
strategies weren’t dramatic but they were practical, 
sustainable, and designed around Vickie’s life.

Working Together for Better 
Patient Experiences

Vickie’s story reflects the heart of PCN care: listening first, 
working together, and supporting people to live well. 
For family physicians in Richmond, partnering with the 
PCN means knowing your patients are cared for by a 
connected team that understands their goals, values, and 
daily realities.

We invite family physicians to explore how working with 
the Richmond PCN can help patients feel supported, 
capable, and confident not just in managing their health, 
but in continuing to live life fully.

Through personalized PCN support, Vickie is managing her health and 
continuing to pursue the creative passions that enrich her life.

Patient Attachment
The Attachment Program continues to play a critical role 
in strengthening patient access to primary care while 
respecting the operational realities of family practice. 
By aligning new patient intake with real-world clinic 
capacity, the program supports sustainable growth 
rather than overwhelming providers, helping stabilize 
workflows and preserve continuity of care.

Instead of applying a one-size-fits-all approach, 
attachment efforts are carefully coordinated to match 
patient needs with physician readiness and team-based 
capacity. This ensures that attachments are appropriate, 
manageable, and positioned for long-term success. By 
centring provider capacity alongside patient demand, the 
program balances access with sustainability.

Between April 1, 2025 and the current reporting period, 
2,740 patient cases were opened through the Attachment 
Program, and 6,159 patients were successfully attached 
to a primary care provider. These outcomes reflect the 
program’s ability to translate system demand into stable, 
ongoing primary care relationships, strengthening both 
patient access and clinic resilience across Richmond.

Reducing Administrative Burden 
for Clinics and Providers

A key focus of the program was minimizing the 
administrative load associated with patient attachment. 
Program staff worked directly with primary care providers 
and clinic teams on a one-to-one basis to identify 
attachment opportunities that matched each practice’s 
scope, staffing, and workflow.

By acting as a consistent liaison between patients, clinics, 
and providers, the program streamlined communication 
and reduced confusion around attachment pathways. 
This support allowed clinics to focus on patient care while 
navigating attachment processes with greater clarity and 
confidence.

Improving Alignment Between 
Patient Needs and Clinic Capacity

The program emphasized thoughtful coordination to 
ensure patients were matched with providers whose 
availability and practice models could best meet their 
needs. This approach supported more appropriate 
attachments and helped avoid mismatches that can 
strain clinic resources or compromise sustainability.

Strong collaboration with HealthLink BC, Health Care 
Registry staff, internal team members, and external 
health system partners strengthened the program’s 
ability to respond to attachment needs in real time. 
These partnerships enabled more efficient navigation of 
community resources and improved access to care for 
patients seeking attachment.

Community Impact

Through provider-centred coordination and strong 
partnerships, the Richmond Attachment Program 
supported family physicians and clinics while improving 
patient access to primary care. The program’s flexible, 
responsive approach helped reduce administrative 
burden, improve workflow stability, and ensure 
attachments were both appropriate and sustainable 
delivering value to providers, patients, and the broader 
Richmond community.
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2,740
New Cases 

Opened

1:1
Collaboration With Clinics 

and Primary Care Providers

6,159
Patients 

Attached
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The Richmond Primary Care Network (PCN) model allows Family 
Physicians to invite other health care providers into a coordinated care 
team. The members then work together in a team-based care model, 
keeping the patient’s health goals in mind. 

Social Worker
Addresses social factors affecting health, including 
finances, housing, and caregiver stress. Supports 
advance care planning and offers guidance on 
available public resources.

Seniors Team
Provides coordinated, proactive care for frail seniors 
to enhance safety, independence, and aging in 
place. Reduces avoidable hospital and emergency 
department use.

Mental Health Counsellor
Provides timely, short-term counselling for anxiety, 
depression, grief, and relationship challenges. Early 
intervention equips patients with coping tools and 
improves access to mental health support within 
primary care.

Occupational Therapist
Helps patients maintain independence in daily 
activities through adaptive strategies, energy 
conservation, and stress management. Supports 
functional goals that improve quality of life.
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Chronic Disease 
Management Nurse

Supports patients with chronic conditions by 
strengthening disease understanding and self 
management skills. This proactive care improves 
adherence, stability, and continuity in primary care.

Pharmacist
Optimizes medication regimens through 
comprehensive reviews focused on safety, 
effectiveness, and appropriateness. Supports 
complex prescribing, deprescribing, and improved 
medication adherence.

Dietitian
Delivers individualized nutrition guidance to 
prevent and manage chronic disease. Supports 
sustainable dietary changes that improve 
health outcomes and patient engagement.

Physiotherapist
Assesses and treats musculoskeletal 
and neurological conditions, providing 
personalized exercise programs and fall 
prevention strategies. Supports safe mobility, 
recovery, and long term function.

Social Prescribing
Connects patients to community programs, social 
activities, and local services that support overall 
wellness. Reduces social isolation and strengthens 
patient engagement beyond clinical care.

Visit us at:
richmonddivision.ca/
richmond-primary-
care-networks
to learn more.
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In June 2025, the Richmond Division of Family Practice 
(RDFP) launched the Physician Well‑Being Index (WBI) 
to establish a local baseline of physician wellness in 
Richmond. Physician well‑being is a cornerstone of 
sustainable, high‑quality primary care, yet until now, 
Richmond lacked validated, community‑specific data to 
inform meaningful action.

Well-Being Index

Let us know how we can better support physician well-
being as this can influence future Division projects for you.

Scan the QR code and update your WBI account today.
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Collaborating with Members 
to Improve Well-Being
Well-Being Index Highlights

The WBI fills this gap by providing actionable insights 
into the current state of physician well‑being. The data 
highlights key stressors, protective factors, and areas 
of vulnerability, while also identifying opportunities to 
strengthen supports at both the individual and system 
levels. This evidence‑based approach enables RDFP to 
move beyond anecdotal understanding toward targeted, 
data‑driven solutions.

Guided by the WBI findings, 
RDFP is implementing focused 
interventions to support 
physicians, including mentorship 
programs, enhanced training 
and professional development 
opportunities, resilience‑building 
initiatives, and the promotion of 
team‑based care models.

Survey Response
% of total membership

16%
in Q1

17%
in Q2

8% 
in Q3

Physicians prefer completing WBI surveys during 
organized events, as clinical demands often 
limit their availability during regular workdays.

While some respond via the Richmond Rapid 
Read newsletter, most value dedicated time for 
survey completion.

47% EMR

18% 
Compliance

Others

27% 
Networking

Others

44%
Thriving

23%
Struggling

31%
Okay

Physicians Who Feel Supported

Richmond family physicians who 
feel supported tend to report 
higher well‑being, underscoring 
the importance of both formal 
and peer support.

What Tasks Adversely 
Affect Well-Being?

What Do Physicians 
Want More of?

Together, these efforts aim to reduce stress, strengthen 
physician well‑being, and contribute to a more resilient 
and sustainable primary care system in Richmond.

In addition, RDFP is addressing one of the most 
significant contributors to physician burnout which is 

administrative burden. Current and planned initiatives 
include administrative and workflow training, support for 
medical office assistant (MOA) recruitment, and research 
into innovative technological solutions that members 
can trial to streamline practice operations and reduce 
non‑clinical workload.
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A significant area of communications impact this year 
was the comprehensive improvement of the RDFP and 
RichmondHealthcareJobs websites. Guided by user 
experience tracking, engagement data, and member 
feedback, both sites were updated to better reflect 
RDFP’s brand, improve mobile responsiveness, and 
reorganize content for easier navigation.

These changes enhanced usability and made it simpler 
for members to find relevant, timely information. 
Backend improvements also streamlined content 
management, enabling more efficient updates and 
ensuring information remains current and responsive 
to members’ needs.

363
Subscribers

+7%

26
Newsletters Sent

+13%

11,898
Total Opens

-9%

4,198
Clicks
+8%

111 Annual Survey
Respondents

31% of Subscribers

120 Heartbeat
Engagements

Key Improvements Implemented

Revised and streamlined website 
architecture based on user feedback

Search Engine Optimization (SEO) to 
make the websites easier to find online

On-going content update to keep 
information relevant

On-going improvements to mobile 
adaptability

The Richmond Rapid Read
The newsletter was streamlined using engagement data and member feedback to increase focus on value and reduce 
information overload. Testing informed improvements to format, timing, and readability, with incremental updates 
preserving familiarity while enhancing clarity, usability, and engagement.

10,460
Users

219
Member Logins

687
FP Sessions

richmonddivision.ca

+80%

+55%

+98%

Making Sure Members
are Connected
Online Engagement Highlights

Measures of Success: 
Websites

4,352
Users

6,028
Sessions

Over 30
Active Job Postings

richmondhealthcarejobs.ca

+155%

+135%

Financial Statement
2025–2026 Pre-Audited

Revenues
Infrastructure	 $891,228.00
Collaboration Funding	 $34,456.00
Long Term Care Initiative (LTCI)	 $357,400.08
PMH/PCN Physician Engagement	 $307,930.00
Primary Care Network	 $1,068,450.00
Attachment Mechanism	 $200,000.00
Physicians Integration & Retention	 $55,000.00
Shared Care Projects	 $55,000.00
Bank Interest & Others	 $16,501.53

Total Revenues	 $2,985,965.61

Expenditures
Infrastructure	 $984,716.06
Long Term Care Initiative (LTCI)	 $332,669.56
PMH/PCN Physician Engagement	 $ 307,930.00
Physicians Integration & Retention	 $55,000.00
Attachment Mechanism	 $200,000.00
Shared Care	 $41,528.00
Primary Care Network	 $1,062,622.50

Total Expenditures	 $2,984,466.20

Submitted by the Finance Committee

Dr. James Lu
Treasurer

Dr. Michael Frey
Director at Large

Dr. Cheryl Nagle
Director at Large

Statement of Financial Operations
As of March 31, 2026
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Richmond Division of Family Practice 
Unit 780–8100 Granville Ave, Richmond B.C. 
V6Y 1R4

Email: support@rdfp.ca

richmonddivision.ca

richmonddivision.ca
/richmond-primary-care-networks/

richmondhealthcarejobs.ca

Unlock the support, expertise, and 
resources to help your practice thrive.

Enhance patient well‑being and ease 
your workload with the support of 
the Primary Care Network.

Looking for your next healthcare role? 
Exciting opportunities await in Richmond, BC.

Become a member to connect with a supportive network of 
physicians and healthcare professionals. Gain access to valuable 
resources, including recruitment assistance, technology support, 
educational events, and tools designed for you.

Scan here

Get started here

Learn more

Partner with a dedicated team of allied health professionals to support 
your practice and deliver comprehensive patient care, including chronic 
and complex condition management and proactive social intervention.

Get guidance on job search and placements from our dedicated 
team. Richmond offers abundant opportunities, discover why 
healthcare professionals choose to relocate.

The Divisions of Family Practice initiative is 
sponsored by the Family Practice Services 
Committee (a joint committee of the B.C. 
Ministry of Health and Doctors of BC).


