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June Council Meeting

TCURGEONS
= h-.xl
Wednesday, June 9, 2021 | 8:00 a.m. |
Virtual Meeting via Zoom
Time Item Action Page #

5min  8:00 am 1. Opening Remarks Dr. Elliott

0 min 8:05am 2. Agenda — Approval Dr. Elliott

0 min  8:05am 3. Call for Conflict of Interest Dr. Elliott

5min 8:10 am 4, Council Meeting Minutes March 19, Approval Dr. Elliott 3
2021

50 min (9:00 am 5. Standard of Practice Virtual Medicine | Approval for Dr. Elliott 9

consultation

45 min  [9:45 am 6. Standard of Practice Documentation in | Approval for Dr. Stacey/ 16
Patient Records consultation Mr. de Jong
Standard of Practice Maintenance of
Patient Records

20 min [10:05 am 7. --Break--

30 min (10:35 am 8. Standard of Practice Duty to Report Approval Dr. Convery 48

45 min |11:20 am 9. Standard of Practice Performing Office | Approval for Dr. Convery 110
Based Procedures consultation

10 min [11:30 am 10.| Standard of Practice Home Births Approval Dr. Ripstein 123

10 min [11:40 am 11. Standard of Practice Medical Approval Ms Arnason 125
Assistance in Dying

25 min  12:05 pm 12. Strategic Organizational Priorities Information Dr. E."IOtt/ 139
Annual Setting Dr. Ziomek

10min 12:15 pm 13. Standard of Practice Episodic/House Approval Dr. Suss 143
Calls/Walk-in Clinic Care

20 min  (12:35 pm 14.|  _Break--

15 min [12:50 pm 15.| Operating Budget 2021 - 2022 Approval Dr. Elliott/ 145

Dr. Ziomek
5 min  (12:55 pm 16.| Appointments to Committees Approval Dr. Elliott 149




June 9, 2021 Council Meeting Agenda

Time Item Action Page #
5min  (1:00 pm 17.| Accredited Facilities Bylaw Approval Dr. Mihalchuk | 155
Amendment
— PRC to approve Standard
— Retinal Procedures
5min  [1:05 pm 18. Registrar/CEO Report Information Dr. Ziomek 158
15 min [1:20 19. COVID-19 Discussion Dr. Elliott
0Omin 1:20 pm 20.| Meeting Dates and Attendance Record | Information Dr. Elliott 161
15 min [1:35 pm 21.| Review of Self-Evaluation of Dr. Elliott 163
Governance Process — In Camera
5 hrs 35 min Estimated time of sessions
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Meeting of Council — March 19, 2021

A meeting of the Council of The College of Physicians and Surgeons of Manitoba was held on Friday,
March 19, 2021 via ZOOM videoconference.

1. CALL TO ORDER

The meeting was called to order at 08:00 a.m. by the Chair of the meeting, Dr. Ira Ripstein.

COUNCILLORS: MEMBERS:
Ms Leslie Agger, Public Councillor Dr. Joshua Aquin
Ms Dorothy Albrecht, Public Councillor Ms Nasreen Merali (from 8:34 to 9:00 only)

2.

Dr. Brian Blakley, Winnipeg
Dr. Kevin Convery, Morden

Dr. Jacobi Elliott, Grandview STAFF:

Mr. Allan Fineblit, Public Councillor Dr. Ainslie Mihalchuk, Assistant Registrar

Dr. Ravi Kumbharathi, Winnipeg Dr. Karen Bullock Pries, Assistant Registrar

Dr. Daniel Lindsay, Selkirk Ms Kathy Kalinowsky, General Counsel

Ms Lynette Magnus, Public Councillor Mr. Dave Rubel, Chief Operating Officer

Dr. Wayne Manishen, Winnipeg Dr. Marilyn Singer, Quality Improvement Director
Dr. Norman McLean, Winnipeg Dr. Garth Campbell, Consultant, CC/IC

Ms Marvelle McPherson, Public Councillor Dr. lan Wilkinson, Director MANQAP

Dr. Audrey Nguyen, Assoc. Member Ms Jo-Ell Stevenson, Manager Qualifications

Dr. Charles Penner, Brandon Ms Wendy Elias-Gagnon, Communication Officer
Ms Leanne Penny, Public Councillor Ms Karen Sorenson, Executive Assistant

Dr. Brian Postl, Winnipeg Ms Lynne Leah, Executive Assistant

Dr. Ira Ripstein, Winnipeg

Dr. Mary Jane Seager, Winnipeg
Dr. Nader Shenouda, Oakbank
Dr. Eric Sigurdson, Winnipeg

Dr. Heather Smith, Winnipeg
Dr. Roger Siss, Winnipeg

Dr. Anna Ziomek, Registrar

ADOPTION OF AGENDA

IT WAS MOVED BY DR. ERIC SIGURDSON, SECONDED BY DR. ROGER SUSS:
CARRIED:

That the agenda be approved as presented.
CALL FOR CONFLICT OF INTEREST AND IN CAMERA SESSION

Dr. Ira Ripstein called for any conflicts of interest to be declared. There being none, the meeting
proceeded. Similarly, there was no request for an in-camera session.
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ADOPTION OF MINUTES

IT WAS MOVED BY DR. CHARLES PENNER, SECONDED BY DR. MARY JANE SEAGER:
CARRIED

e That the minutes of the December 9, 2020 meeting be accepted as presented.
PRESIDENT-ELECT ELECTION RESULTS

The outcome of the election declared Dr. Nader Shenouda as the successful candidate.

5. STANDARD OF PRACTICE — SEXAL BOUNDARIES WITH PATIENTS, FORMER PATIENTS &
INTERDEPENDENT PERSON

Maintaining boundaries and sexual involvement with a patient strikes at the ethical core of public
protection and patient safety. The unique nature of the relationship between patients and physicians
is the foundation for prohibiting sexual contact and sexualized interactions between physicians and
their patients, and strictly limiting sexual contact and sexualized interactions with former patients
and persons who are interdependent with a member’s patient. Sexual impropriety is treated as a
very serious failure to maintain boundaries and the severity of the misconduct is assessed along a
continuum.

The sections within the recommended Standard of Practice entitled “Purpose” and “Foundation of
the Relationship” describe the public interest rationale for a need for a Standard and the
recommended revisions.

IT WAS MOVED BY DR. JACOBI ELLIOTT, SECONDED BY DR. ROGER SUSS:
CARRIED
Council hereby approves the Standard of Practice — Sexual Boundaries with Patients, Former
Patients & Interdependent Persons to be effective on March 31, 2021 and repeals Sections 6,
7, and 8 of the Good Medical Care Standard of Practice on March 31, 2021.
6. STANDARD OF PRACTICE DUTY TO REPORT SELF, COLLEAGUES, OR PATIENTS
Creating a Duty to Report Standard of Practice is a CPSM Strategic Organizational Priority. A

Working Group was formed in the fall after the Terms of Reference were approved by Council in
September 2020.
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The Working Group chaired by Dr. Convery prepared three documents and recommended to
Council that these documents be distributed to the public, stakeholders, and members for
consultation:

° Standard of Practice for Duty to Report
) Contextual Information and Resources
° FAQs

IT WAS MOVED BY DR. JACOBI ELLIOTT, SECONDED BY DR. NADER SCHENOUDA that:
CARRIED with 19 in favour and 4 objections

Council hereby approves the Draft Standard of Practice Duty to Report Self, Colleague, or
Patient for distribution and consultation with the membership, the public and stakeholders.

7. PRESCRIBING PRACTICES POLICY

CPSM has embarked upon an initiative to improve the quality prescribing practices of its
members. The first initiative addressed opioids. This has now been expanded to include
benzodiazepines, Z-Drugs and the authorization of medical cannabis, along with polypharmacy in
general. There is a need for a policy regarding the Prescribing Practices Program to establish the
purpose/objectives, authority, etc.

IT WAS MOVED BY DR. JACOBI ELLIOTT, SECONDED BY DR. MARY JANE SEAGER that:
CARRIED

Council hereby approves the Prescribing Practices Program Policy.

QUALITY DEPARTMENT LAUNCH

The Quality Department has as its mission statement “At the intersection of practice and patient
safety”. This focus on improving members’ practice of medicine and enhancing patient safety is
at the core of the many functions of the Quality Department, whether Prescribing Practices
Program, Quality Improvement, Standards Committees, or accreditation of facilities. The new
Quality Department’s focus is in keeping with CPSM’s regulatory mandate of regulating its
members in the public interest.

The Assistant Registrar (Quality) will provide Council with a summary of the reorganization into

the Quality Department, the rationale for change and highlight improvements to CPSM’s ability
to deliver on our regulatory mandate for the future.
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10.

ANTI-INDIGENOUS RACISM MATTERS

FMRAC recently has adopted, as one of its ongoing priorities, Addressing Racism in Physician
Practice. The Working Group is concentrating on Indigenous, Inuit, and Metis which is not to
ignore the racism that negatively affects others and is highlighted by the Black Lives Matters
movement.

CPSM was an attendee at the two-day January summit hosted by the federal government on
“Addressing Anti-Indigenous Racism in Canada’s Health Care Systems”. At that summit, the
federal government announced the National Consortium for Indigenous Medical Education and
the commitment to the development of Indigenous health care legislation and a federal
Indigenous health care authority.

While the University of Manitoba leads the country with an 80-hour requirement for teaching
indigenous cultural competence and many CPSM members might take such training through their
affiliations or employment with the Health Authorities, many members have no such training if
they are unaffiliated with the system etc. This is particularly important demographic to reach as
some are older or are International Medical Graduates who have no background knowledge of
the history and/or current state of racism.

Internally for staff, CPSM has made a course of 5 hours on Indigenous Cultural Competence
mandatory. It has been followed up by discussion sessions.

CPSM is intending to work with FMRAC to determine what it can do to assist anti-Indigenous
racism in the practice of medicine. Other organizations such as CFPC, Royal College, MCC and
others have made commitments to address anti-Indigenous Racism in the health care system. It
is important that CPSM work with others who have common goals for the medical profession. It
is even more important that CPSM and other regulatory bodies listen to and be led by the
Indigenous Physicians Association and other indigenous organizations on these matters.

MANQAP

In December 2015 Council decided to advise Manitoba Health of its intention to discontinue the
operation of the Manitoba Quality Assurance Program.

Manitoba Health has been unable to transition MANQAP to either itself or another body. At the
provincial government level, Shared Health has been formed with a new Quality Assurance
mandate and health care transformation is well underway.

At CPSM, with the restructure of the Standards Department into a Quality Department and the
new requirements for Non-Hospital Medical and Surgical Facilities Accreditation it is now
recommended that MANQAP should remain with CPSM and use its expertise to assist in areas
such as Non-Hospital Accreditation.
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If Council is in agreement with this recommendation, then the above decision from December
2015 must be rescinded.

IT WAS MOVED BY DR. JACOBI ELLIOTT, SECONDED BY DR. MARY JANE SEAGER that:
CARRIED

The following motion from December 2015 be rescinded and Manitoba Health Seniors and
Active Living be informed:

That College of Physicians & Surgeons of Manitoba give formal notice to Manitoba Health
of its intention to discontinue the operation of MANQAP, with directions as follows:
i. That the Registrar communicate with members in relation to this decision.
ii. That the Registrar work with government to ensure an appropriate transition of this
important program.
iii. That the President and President-Elect approve the specific terms of the transition.

11. STANDARD OF PRACTICE FOR PRESCRIBING BENZODIAZEPINES

12.

13.

The Standard of Practice for Prescribing Benzodiazepines became effective November 1, 2020.

Since then, CPSM has received numerous informal complaints from patients regarding one aspect
of the new Standard of Practice for Prescribing Benzodiazepines and Z-Drugs. The Standard
requires monthly dispensing; accordingly, monthly dispensing fees are incurred.

Members of the Working Group were asked to review this matter and make a recommendation
to Council — keep, alter, or delete this requirement.

The Working Group was unanimously in strong agreement to not alter the Standard.
Since the review, CPSM staff have put together a FAQ for the Standard of Practice. This document
will be added to the end of the Standard of Practice Document as well as placed on CPSM'’s

website as a stand-alone document in both the Prescribing Practices Program page and “For The
Public” page. It will also be provided to patients who phone CPSM with inquiries.

STRATEGIC ORGANIZATIONAL PRIORITIES UPDATE

Councillors were presented with the Progress Chart for the Strategic Organizational Priorities and
progress.

COVID-19 UPDATE AND DISCUSSION
The Registrars have participated in several conversations and meetings with Shared Health, Public

Health, and others on pandemic regulatory matters, including the standard of care during a
pandemic, duty to provide care, and withdrawing and withholding medical care.
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CPSM participated in an Advisory Task Force on Delivery of COVID-19 Vaccines in Medical Clinics. From
the regulatory perspective, it is important to establish and communicate the expectations of the
profession in the delivery of vaccines and providing medical advice on vaccines.

CPSM participates in a meeting every two weeks with the leaders of Public Health and the CMOs
to discuss matters relating to the profession and the pandemic.

14. CEO/REGISTRAR’S REPORT

Dr. Ziomek provided Council with a written report for information outlining the matters currently
being dealt with at the College. Dr. Ziomek spoke verbally to this report and answered the
guestions presented by the Councillors.

15. COMMITTEE REPORTS
The following Reports were presented to Council for information:
e Executive Committee
e Audit & Risk Management Committee
e Complaints Committee
e Investigation Committee
e Program Review Committee
e Quality Improvement Committee
e Standards Committee

16. IN CAMERA SESSION

An in-camera session was held, and the President advised that nothing be recorded in the
minutes.

There being no further business, the meeting ended at 12: 10 p.m.

Dr. | Ripstein, President

Dr. A. Ziomek, Registrar
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NOTICE OF MOTION FOR APPROVAL

TITLE: Standard of Practice — Virtual Medicine

BACKGROUND

There is a need for an updated Standard of Practice on virtual medicine for physicians in Manitoba. With the
onset of the COVID-19 pandemic, members introduced virtual medicine literally overnight when a new tariff
for virtual care was implemented. CPSM immediately introduced some interim guidance on virtual medicine
in March 2020 to adapt to the pandemic. Members continue to practice medicine with a mix of virtual and
physical care utilizing this temporary guidance. Much experience has been gained on the benefits and
disadvantages of virtual medicine since then. Guidance is required on numerous aspects of virtual medicine,
including what medical care can or can not be provided by virtual medicine.

At its June 2020 meeting, Council directed the Registrar to proceed with the strategic organizational priority
of updating the Standard of Practice for Virtual Medicine. This is particularly timely given the immediate shift
to virtual care by much of the medical profession during the COVID-19 pandemic. The Virtual Medicine
Standard of Practice (and other rules) are to be updated to reflect the changes and experiences gained by the
several months of extensive use by the profession. This is important and timely as crucial elements of
practicing medicine changed very significantly during this pandemic, recognizing virtual medicine, new
technologies, and new prescribing practices to mention just a few items. It is considered these changes will
not be temporary, but permanent.

Virtual medicine has proven to be extraordinarily beneficial for many patients — there is ease of access, no
requirement to take time off work/school for every medical appointment, no onerous travel requirements for
those living a significant distance for their medical appointment, patients with mobility challenges can access
virtual care from their homes, parents do not have to take multiple children to the appointment of one child,
permitted medical care for those unable to leave their homes due to COVID-19, etc.

However, virtual care is not appropriate for every patient encounter and in-person care is often required,
either for that encounter and at least intermittently. Many members are also seeing patients who have not
received good medical care via virtual medicine. It is critical that virtual medicine must be balanced with in-
person appointments and both must provide good medical care to patients.

Virtual Medicine has created financial opportunities in the business of medicine. Recent Initial Public Offerings
in Canada of virtual medicine companies have been in the range of over one hundred million dollars.

A Working Group chaired by Dr. Jacobi Elliott met on numerous occasions, virtually, of course. Members came
from the following practice areas:

e Family Medicine, General Practice (Winnipeg, other cities, and rural)

e Internal Medicine

e Pediatrics
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Standard of Practice — Virtual Medicine

e Neurology

e Emergency Medicine
e  Psychiatry

e Cardiology

e Urology

There were three public representatives on the Working Group, two of whom are Councillors, the other with
a background in ethics.

Parts of this Standard are based upon the FMRAC (Federal Medical Regulators Association of Canada)
Framework for Telemedicine. Other regulators are working on the new rules for Virtual Care following the
introduction of virtual care in the COVID-19 pandemic.

The Standard of Practice for Virtual Medicine includes the ethical, professional, and legal obligations for
members practicing virtual medicine. The general principle is that an acceptable standard of care requires
regular in-person care and it is an unacceptable standard of care to solely practice virtual medicine. The
minimum requirements for assessing the appropriateness of virtual medicine for each patient encounter are
included as are the minimum requirements for physical assessments and continuity of care.

CPSM previously circulated an Information Sheet to all CPSM members and public representatives on Council
regarding Across Border Virtual Medicine, advising them of the legal aspects of providing medical care across
provincial and international borders. It was linked to Doctors Manitoba information on tariffs for virtual
medicine.

The Working Group recommends the Standard of Practice for Virtual Medicine be approved by Council for
distribution to the members, public, and stakeholders for consultation.

Consultation

Upon Council approval, CPSM will launch a public consultation of the draft Standard. It is as critical to get the
public’s feedback as it is to get physician feedback.

To ensure the consultation is readily accessible to the public, it will be available as an online survey with pre-
determined questions and an option to provide additional comments. The actual Standard will be available
too for comment. Registrants will have the opportunity to submit their feedback in written form as usual.

CPSM will communicate the consultation in several ways:
To registrants:

e Place announcement on CPSM website

e Email from the Registrar to every Registrant

e Announcement in the June Newsletter

e Email reminder from the Registrar partway through the consultation window

To the public:

e Place announcement on CPSM website
e Place ad in the Winnipeg Free Press (with QR code linking directly to survey)
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Standard of Practice — Virtual Medicine

e Target media outlets to have a representative on air to encourage public participation in the

consultation:

- CTV Morning Show

- CTV News

- CBCRadio

- CloB

- Canstar Community News

- ChrisD.ca (Winnipeg news blog)

e Invite stakeholders to provide feedback and share the consultation with their network and/or on their
social media platforms (i.e. Manitoba Institute for Patient Safety, Assembly of Manitoba Chiefs,
Manitoba Metis Federation, Immigrant and Refugee Community Organization of Manitoba, Manitoba
Possible, Manitoba League of Persons with Disabilities)

PUBLIC INTEREST RATIONALE

“A College must carry out its mandate, duties, and powers and govern its members in a manner that serves
and protects the public interest.” s. 10(1) RHPA

All medical care provided, whether in-person or virtual, must adhere to all other standards of practice and to
the standard of good medical care prescribed by the CPSM Standards of Practice Regulation:

3(1) A member must provide good medical care to a patient and include in the medical care that he
or she provides
(a) an assessment of the patient that includes the recording of a pertinent history of symptoms
and psychological and social factors for the purpose of making an appropriate diagnosis, when
required;
(b) the physical examination of the patient that is required to make or confirm a diagnosis
(c) the consideration of the patient's values, preferences and culture;
(d) sufficient communication with the patient or his or her representative about the patient's
condition and the nature of the treatment and an explanation of the evidence based
conventional treatment options, including the material risks, benefits and efficacy of the
options in order to enable informed decision-making by the patient; (e) timely communication
with the patient about the care;
(f) a timely review of the course and efficacy of treatment;
(g) the referral of the patient to another member or health care professional, when
appropriate; and
(h) the documentation of the patient record at the same time as the medical care is provided
or as soon as possible after the care is provided.

Virtual medicine has now emerged as one of the preferred mediums of accessing medical care for many
patients, and for some physicians. However, it is not always the optimal way to access or provide good medical
care, and in many instances precludes the provision of good medical care. The Standard tries to ensure virtual
medicine is good medical care, and if it can not be used to provide good medical care, then must not be utilized.
Achieving the balance between in-person and virtual medicine is critical for good care. That balance is specific
to each individual patient encounter.
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In drafting the Standard of Practice for Virtual Medicine the Working Group tried to ensure the minimum
requirements for virtual care are established in the interest of the public for patient safety to ensure the
provision of good medical care.

MOTION:

NOTICE IS HEREBY GIVEN THAT AT THE COUNCIL MEETING OF THE COLLEGE OF PHYSICIANS AND
SURGEONS OF MANITOBA, ON JUNE 9, 2021, DR. NADER SHENOUDA, PRESIDENT-ELECT, WILL
MOVE THAT:

Council hereby approves the draft Standard of Practice Virtual Medicine for distribution and consultation
with the membership, the public and stakeholders.
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' T Standard of Practice
COLLEGE or
SICIANS Virtual Medicine

GEONS
OF \JANITOBA

Initial Approval: Effective Date:

Standards of Practice of Medicine set out the requirements related to specific aspects for the quality of the practice
of medicine. Standards of Practice of Medicine provide more detailed information than contained in the Regulated
Health Professions Act, Regulations, and Bylaws. All members must comply with Standards of Practice of Medicine,
per section 86 of the Regulated Health Professions Act.

This Standard of Practice of Medicine is made under the authority of section 82 of the Regulated Health Professions
Act and section 15 of the CPSM Standards of Practice Regulation.

1. DEFINITION

1.1. Virtual Medicine means the provision of medical care by means of electronic
communication where the patient and the member are at different locations, including
but not limited to treating, advising, interviewing or examining the patient. CPSM
Standards of Practice Regulation, s. 1.

2. ETHICAL, PROFESSIONAL, AND LEGAL OBLIGATIONS

2.1. Providing care by virtual medicine does not alter the ethical, professional, and legal
obligations of members to provide good medical care.

2.2. CPSM recognizes the importance of virtual medicine in providing care and access to
care especially for patients in remote and underserviced areas, patients with mobility
constraints, and in a pandemic.

2.3. Virtual medicine is to be used to optimize and complement in-person patient care.

2.4. The role of CPSM is to regulate members and their use of technology, not technology
itself.

2.5. Members must provide virtual medicine in accordance with this Standard of Practice.

3. GENERAL PROVISION

3.1. An acceptable standard of care requires regular in-person care. It is an unacceptable
standard of care to solely practice virtual medicine.

Effective Page 1
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CPSM Standards of Practice of Medicine Virtual Medicine

4. PRIOR TO ENGAGING IN VIRTUAL MEDICINE

4.1. Licensure

4.1.1. Physicians providing virtual medicine to Manitoba patients located in Manitoba
must be registered as members of CPSM.

4.1.2. Members must be aware of and comply with the licensing requirements in the
Canadian jurisdiction in which the patient is located. Many jurisdictions require
physicians to hold a license and have liability insurance to treat a patient
located in that jurisdiction.

4.1.3. If providing care across the Manitoba border, physicians must be familiar and
comply with the legalities of licensure as outlined in the Contextual Information
and Resources document following this Standard.

4.2. Establishing the Patient-Physician Relationship
4.2.1. Members using virtual medicine to provide medical care to patients must:
4.2.1.i. Disclose their identity to the patient;

4.2.1.ii. Take appropriate steps to confirm the patient’s identity and that the
patient is located in Manitoba;

4.2.1.iii. Ask the patient if the physical setting is appropriate given the context
of the encounter.

5. DURING AND AFTER ENGAGING IN VIRTUAL MEDICINE

5.1. Assess the Appropriateness of the Use of Virtual Medicine for Each Patient Encounter
5.1.1. Members providing virtual medicine must:

5.1.1.i. Assess the patient’s presenting condition and the appropriateness of
virtual medicine to provide care; if not appropriate, then must arrange
for an in-person assessment;

5.1.1.ii. Ensure they have sufficient knowledge, skill, judgment, and
competency (including technological) to manage patient care through
virtual medicine;

5.1.1.iii. Ensure they have satisfactory technology to provide virtual medicine;

5.1.1.iv. Use video technology if available, if in the best interest of the patient,
and if preferred by the patient.

5.1.2. Members providing care for Ongomiizwin Health Services and Northern
Manitoba may rely upon institutional supports and systems for the delivery of
virtual medicine.

Effective Page 2
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5.2. Provide Good Medical Care

5.2.1.

Members providing virtual medical care must:

5.2.1.i. Provide all elements of good medical care as required. CPSM Standard
of Practice Regulation, s. 3 LINK

5.2.1.ii. Have the ability themselves to provide a timely physical assessment of
the patient. Referring patients to a walk-in clinic or the Emergency
Department in non-emergency circumstances is not appropriate care;

5.2.1.iii. Ensure continuity of care and have the same obligations for patient
follow-up as in in-person care;

5.2.1.iv. Ensure patients referred to specialists are appropriately investigated
and treated before referral. If an assessment of the patient’s
presentation would normally include a physical before referral, the
referring member must ensure that one is done. It is unacceptable to
not perform or defer such a physical examination;

5.2.1.v. Pay additional attention to ensuring the patient understands the
information exchanged and is not hindered by the technology.

5.3. Medical Records and the Privacy, Confidentiality, Security of, and Access to Patient

Records

5.3.1. Members providing virtual medicine are required to create and maintain
patient records the same as in in-person care.

5.3.2. Members should usually have active access to the patient’s medical record
while providing virtual medicine.

5.3.3. Members must carefully consider the appropriateness of obtaining photo or

video from patients by electronic means and ensure the consent, lawful
viewing, and confidential storage of such patient records.

6. PRESCRIBING AND AUTHORIZING

6.1. Members using virtual medicine must:

6.1.1.

6.1.2.

6.1.3.

Conduct an assessment in accordance with the standard of care before
prescribing or authorizing a drug, substance, or device, and only proceed to do
so if appropriate;

Exercise caution when providing prescriptions or other treatment
recommendations to patients they have not personally examined;

Not prescribe opioids or benzodiazepines or Z-Drugs or authorize cannabis for
medical purposes to patients whom they have not examined in person, or with
whom they do not have a longitudinal treating relationship, unless they are in

direct communication with another regulated healthcare professional who has
examined the patient.

Effective

Page 3



0016

| 45 150 COUNCIL MEETING — JUNE 9, 2021
PHYSICLANS

é EL'IiLﬂ;gI:\;? ._
o NOTICE OF MOTION FOR APPROVAL

SUBIJECT
Standard of Practice for Documentation in Patient Records
Standard of Practice for Maintenance of Patient Records

BACKGROUND

The current Standard of Practice for Patient Records was chosen as a Strategic Organizational
Priority and scheduled for review in 2020/21 and a Working Group was struck for that purpose.
Several areas of improvement have been identified by CPSM and the profession.

1. Standards already prevailing in the medical profession for documentation of care in
patient records and for the maintenance of patient records have outpaced the current
wording of CPSM’s Standard for Patient Records.

2. Modernization in the health care system and the near complete transition to digital
platforms is not adequately addressed.

3. The current Standard of Practice does not always provide guidance in some situations
where it should, particularly relating to:

a. the appropriate documentation of longitudinal care,
b. rules respecting custody and control arrangements, and
c. mitigating the risk patient records may be abandoned.

4. Inadequate Patient Records are often associated with poor care identified in CPSM’s
Complaints and Investigation Department and the Quality Department. Notably, this is a
common thread in the majority of recent CPSM disciplinary matters.

A priority is to declare important principles clearly and comprehensively regarding
documentation in patient record and maintenance of patient records for the benefit of the public
and the profession. This will greatly assist CPSM in responding to inquiries from the public.

THE WORKING GROUP

The Working Group was composed of members of CPSM, both from institutional and non-
institutional settings and two public representatives. It was chaired by Dr. Brett Stacey.

The group was convened to review the current Standard for Patient Records and to develop a
draft CPSM Standard of Practice for Patient Records to be presented to Council and subsequently
circulated to the members, stakeholders, and the public.

The Working Group met on several occasions and reviewed numerous drafts. It determined early
on that the best approach would be to separate the current Standard for Patient Records into

Page 1



0017

Standard of Practice for Documentation in Patient Records
Standard of Practice for Maintenance of Patient Records

two documents, a Standard for Documentation in Patient Records, and a Standard for
Maintenance of Patient Records.

Relevant Information and Considerations in Making this Standard

The Working Group reviewed and considered the statutory framework in Manitoba relating to
Patient records, including:

e The College of Physicians and Surgeons of Manitoba Standards of Practice Regulation

e The Standards of Practice of Medicine

e The Personal Health Information Act and The Personal Health Information Regulation

e The Regulated Health Professions Act

e The CPSM General Regulation

e The CPSM Code of Ethics

The Working Group considered all standards from other Canadian Medical Regulatory Authorities
in its report. Acknowledging changes will come under Shared Health, the Working Group further
considered all institutional rules in this jurisdiction from each Regional Health authority to satisfy
itself there was limited need to establish revised standards for institutional settings.

Consultation

All proposed Standards of Practice must be distributed to the membership, stakeholders, and the
public for consultation before they can be established by Council.

Through consultation, input will be sought respecting the proposed patient records standards
and may be incorporated by Council prior to adoption. At this point, approval is being sought to
distribute this Standard and seek consultation with the membership.

The Working Group was particularly alive to the highly complex nature of personal health
information regulation. It looks forward to receiving input from diverse perspectives during the
public consultation. Implications to Electronic Medical Records service providers, information
managers and Manitoba’s Digital Health will be of interest.
WORKING GROUP SUMMARY REPORT

1. Documentation Standard
Overall
Modifications to documentation standards are considered to be a reflection of already prevailing

standards in the medical profession. There is significant benefit to declaring these standards, not
just for the profession but also for the public. The adoption of a requirement for a cumulative
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summary of patient care is considered significant, though the working group is of the view that
the vast majority of the professional will already have this in place. It is a general feature of most
if not all EMR systems. Numerous other Canadian jurisdictions have adopted this requirement.

Templates and macros

Serious consideration was given to requiring that members not use pre-populated templates and
macros. CPSM has reviewed many instances where pre-populated data that appears in patient
records is not accurate, including out-dated or inappropriate vitals, lab results, history, or physical
findings. Templates used for procedures are also problematic in that some practitioners have
used the same note, without modification whatsoever, for the procedures they do rendering the
note essentially meaningless. Where data is not accurate or is incomplete, it is extraordinary
challenging to determine the reliability of the data or what might have been missed through
retrospective analysis.

To address particularly problematic categories of templates and macros, consideration was also
given to prohibiting certain types of pre-populated data, for instance physical findings and
history. It also considered limiting members to only using prompts rather than pre-populated
responses or findings. Ultimately, it was acknowledged that the vast majority of members
appropriately review and modify macros and templates that they use. The benefits to members
who make appropriate use of templates and macros include efficiency and completeness in their
record keeping.

Following the requirements of the Standard as worded will ensure appropriate use of templates
and macros. Given the clear wording of the draft standard, if members elect to use templates
and macros, heightened diligence is expected. Erroneous inclusions or omissions that result from
a member’s decision to use templates and macros should be considered a significant departure
from the expect standard of care and treated serious when identified in any CPSM review.

Copying and pasting

It is emphasized in the draft standard that copying and pasting an entry from a prior encounter
is to be avoided. This practice carries significant risk of information no longer relevant to the
specific visit could be included in the new encounter note. Copying and pasting can result in
important new information being lost amongst needlessly repetitive information in the patient
record.

Billing related documentation

Members are required to include in their patient records information related to billing tariffs
under the Health Services Insurance Act. CPSM has encountered instances where information is
entered in patient records to meet certain billing criteria that does not actually reflect care
provided. This is highly problematic for both the patient and the system. While CPSM does not

Page 3



0019

Standard of Practice for Documentation in Patient Records
Standard of Practice for Maintenance of Patient Records

provide guidelines for professional fees, it is responsible for ensuring that members’ billing
practices do not compromise the integrity of patient records. The standard now specifically
addresses this important issue.

Cumulative Summary of Care

Those who provide patients with longitudinal care must have an area in the patient record that
reflects care over time that can be viewed at a glance to ensure the patient is properly followed.
It is already considered standard of care to have this as a component of patient records and is
automatically generated in some form in most if not all EMRs. Numerous other medical
regulatory authorities in Canada have entrenched this standard in their written requirements.
The draft Standard for documentation extends this requirement beyond primary care providers
to those who are essentially acting in that capacity in light of the regularity and consistency with
which a patient attends their practice.

2. Maintenance Standard
Overall
Modifications to maintenance standards are considered to be a reflection of what is already
considered good practice in the medical profession. There is significant benefit to declaring these
standards, not just for the profession but also for the public.
Custody and control
CPSM has encountered significant challenges associated with custody and control arrangements,
particularly when members change practice locations or leave practice. Declaring standards that
are clear and comprehensive in this area is highly recommended. The Working Group believe the
new draft standard accomplishes that objective.
Maintenance agreements
Mandating maintenance agreements, particularly in situations where disputes regarding custody
of control are known to arise, will mitigate the risk of dispute. This requirement will ensure that
a clear understanding as to roles and responsibilities is established in Manitoba medical clinics.

Patient Record Abandonment

A requirement for a plan to avoid the risk of abandonment has been added.
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PHIA

The working group has added far more robust reference to PHIA as compared to the current
standard. This is intended to assist the membership and make clear that following PHIA is a legal
and professional requirement.

3. Other authorities
It considered all standards from other Canadian Medical Regulatory Authorities.

Acknowledging changes will come under Shared Health, the working group considered all
institutional rules in this jurisdiction from each Regional Health authority to satisfy itself there
was limited need to establish revised standards for institutional settings.

CONSULTATION

Upon Council approval, CPSM will launch a public consultation of the draft Standard of Practice
for Documentation In Patient Records and Maintenance Of Patient Records.

Registrants will have the opportunity to submit their feedback in writing. CPSM will
communicate the consultation in several ways:

e Announcement on CPSM website

e An email from the Registrar

e Announcement in the CPSM June Newsletter

e An email reminder from the Registrar halfway through the consultation window

The consultation will be shared with the public in several ways:

e Announcement on CPSM website

e Distributed to CPSM stakeholder groups

e Distributed to Electric Medical Records companies (Canada)

e Distributed to Manitoba-based patient advocacy groups

e Messaging for this consultation will be included on any TV/radio/online coverage gained
for the virtual medicine consultation

e An advertisement in the Winnipeg Free Press

PUBLIC INTEREST RATIONALE:

“A college must carry out its mandate, duties, and powers and govern its members in a
manner that serves and protects the public interest” (subsection 10(1) RHPA).
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The section at the beginning on the Need for a Standard of Practice also forms part of the public
interest discussion.

CPSM’s overriding public interest mandate includes the duty to declare and uphold the standards
of practice of medicine. This mandate requires that CPSM:
1. Develop, establish, and maintain standards of practice to enhance the quality of practice
by members and monitor compliance with and enforce those standards.
2. Promote the ability of members to respond to changes in practice environments,
advances in technology and other emerging issues.

CPSM meets this mandate, in part, by establishing clear requirements in CPSM’s Standards of
Practice of Medicine, to which members are legally required to comply. To maintain the
confidence of the profession, the requirements must be reasonable and fair.

In developing these Standards, it is recognized that good medical care and patient safety require
good patient records. These Standards seek to ensure patient safety and good medical care have
been paramount in their requirements.

Three aspects of the new Standards that mark a significant update from the current Standard for
Patient Records that were added to address prevalent concerns in the profession for achieving
good medical care are:
1. the requirement for a cumulative summary of care,
2. the requirement for maintenance agreements with specific components, and
3. the requirement that members have a plan in place to mitigate against the risk that
patient records could be abandoned.

These requirements address issues frequently brought to CPSM’s attention in recent time. The
wording in the new Standards is focused on promoting practices that contribute to good care,
protecting patients from disputes related to custody and control of patient records, and ensuring
patient records are properly maintained and not abandoned.

RECOMMENDATION OF WORKING GROUP:

The recommendation of the Working Group is for Council to approve the draft Standard of
Practice for Documentation in Patient Records and the draft Standard for Maintenance of Public
Records, as attached, for distribution and consultation with the membership, stakeholders, and
the public.

ATTACHMENTS
e Appendix A - Draft Standard of Practice for Documentation in Patient Records
e Appendix B - Draft Standard of Practice for Maintenance of Patient Records in All Settings
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The Current Standard for Patient Records can be found at this link should a member be interested
in comparison.

MOTION:

NOTICE IS HEREBY GIVEN THAT AT THE MEETING OF THE COUNCIL OF THE COLLEGE OF
PHYSICIANS AND SURGEONS OF MANITOBA, ON JUNE 9,2021, DR. NADER SHENOUDA,
PESIDENT-ELECT, WILL MOVE:

1. Council hereby approves the draft Standard of Practice for Documentation in Patient
Records for distribution and consultation with the membership and stakeholders.

2. Council hereby approves the draft Standard of Practice for Maintenance of Patient
Records for distribution and consultation with the membership and stakeholders.
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Initial Approval: Effective Date:

Standards of Practice of Medicine set out the requirements related to specific aspects for the quality of the practice
of medicine. Standards of Practice of Medicine provide more detailed information than contained in the Regulated
Health Professions Act, Regulations, and Bylaws. All members must comply with Standards of Practice of Medicine,
per section 86 of the Regulated Health Professions Act.

This Standard of Practice of Medicine is made under the authority of section 82 of the Regulated Health Professions
Act and section 15 of the CPSM Standards of Practice Regulation.

PREAMBLE

This Standard sets out the requirements of members for documentation of medical care. It is separated
into four parts:

Definitions

General requirements for all practice settings

Requirements specific to non-emergency department outpatient care
Requirements specific to inpatient care and emergency department care

PWwnNE

The requirements in this Standard are in addition to those required in sections 5, 10 and 11 of the College
of Physicians and Surgeons of Manitoba Standards of Practice Regulation (“Standards Regulation”) and
The Personal Health Information Act, CCSM c. P33.5 (“PHIA”). Unless otherwise stated, the requirements
of this Standard are to be read in conjunction with other documentation requirements for certain clinical
situations that are set out in other CPSM Standards of Practice of Medicine. Maintenance requirements
for patient records and the record of appointments members must keep are dealt with in CPSM’s Standard
for Maintenance of Patient Records.

STANDARD OF PRACTICE
1. DEFINITIONS
For the purposes of this Standard:

1.1. “Patient record” means a record containing the information described at section 11 of
the Standards Regulation. Section 11 of the Standards Regulation provides:
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1.2.

1.3.

1.4.

1.5.

1.6.

11(1) A member must appropriately document the provision of patient
care in a record specific to each patient.

11(2) A member must document on the patient record the medical care
given to the patient containing enough information for another member
to be sufficiently informed of the care provided.

“EMR” means an electronic medical record or electronic patient record and includes
any computer-based patient record that is created digitally or stored digitally (e.g., a
patient record that has been scanned).

“Inpatient” means a patient to whom a member provides care while the patient is
admitted in an institutional setting (e.g., hospital).

“Institutional setting” has the same meaning as it does elsewhere in the CPSM’s
Standards of Practice of Medicine, which is:

(a) a facility that is designated as a hospital under The Health Services
Insurance Act; or

(b) a hospital or health care facility operated by the government, the
government of Canada, a municipal government, a regional health
authority or CancerCare Manitoba.

“Outpatient” means a patient who is not admitted as an inpatient at an institutional
setting. This includes patients attending an emergency department who are not
admitted and patients who have been discharged from an institutional setting.

“Non-Emergency Department Outpatient” means the same as paragraph 1.5, above,
but excludes patients being cared for in an institutional emergency department or
institutional urgent care department who are not admitted.

2. GENERAL REQUIREMENTS FOR ALL SETTINGS

Part 2 sets out requirements for documentation in patient records that apply to all members who
provide care during one or more encounters to either inpatients or outpatients regardless of the
practice setting in which the care was provided, whether care is provided in person or virtually
or whether the documentation is paper based or digitally stored.

Overarching principles for documentation

2.1. To meetthis Standard, care must be documented in the patient record in a manner that
facilitates:
2.1.1. maintenance of the expected standard of care over time,
Effective Page 2
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2.1.2.  other members or health care professionals acting on significant information
in the patient record as and when required, and

2.1.3. ameaningful review or audit of the care provided by others, including by CPSM
and other authorized health authorities when required.

2.2. Sections 5 and 11 of the Standards Regulation establish that members:

Must appropriately document the provision of patient care in a record
specific to each patient.

And:

When a member and one or more other health care providers are involved
in the health care of a patient, the member must ... document, on the
patient record, the member's contribution to the patient's care.

Institutional rules and bylaws

2.3. Members who provide either outpatient or inpatient care in an institutional setting
must comply with all legislation, by-laws and rules established by the institution. For
members who provide care in an institutional setting:

2.3.1.  where this Standard imposes requirements more onerous than those of the
institution, then the more onerous requirements in this Standard must be
followed, and

2.3.2.  where this Standard imposes requirements less onerous than those of the
institution, then the more onerous institutional requirements must be
followed.

PHIA

2.4. It is a professional obligation that members be aware of and comply with PHIA’s
requirements for the collection, use and disclosure of personal health information.*

Record of Appointments for non-emergency department outpatient care

2.5. While not part of an individual patient’s patient record, members must create and
maintain a record of appointments for their practice in accordance with section 10 of
the Standards Regulation, which states:

A member must keep a record of [their] appointments with patients and
those persons seeking medical care indicating, for each day, the names
persons seen and patients for whom medical care was provided.

1 Health, Seniors and Active Living provides useful and comprehensive information and resources, including
educational materials and templates, on its website: https://www.gov.mb.ca/health/phia/
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Patient identification and contact information

2.6.

Members must ensure that both patient identification and reliable contact information
are captured in the patient record.

2.6.1.

2.6.2.

Standard identifiers, including the patient’s full name, date of birth, MHSC
number, PHIN number and gender identity must be collected and
documented.

i. If not available, the reason must be documented.

Standard contact information, including the patient’s name, telephone
number, address, and an emergency contact person must be collected and
documented.

i. If not available, the reason must be documented.

ii. Secondary options for contact information may include an email address

or contact information of an agreed upon intermediary.

Accuracy and completeness

2.7.

2.8.

2.9.

Members must maintain accurate, up to date and complete patient records. This
requires that they:

2.7.1.

2.7.2.

create entries contemporaneous with any care provided to a patient or as
soon as reasonably possible thereafter, and

clearly indicate sources of information when it is not provided directly by the
patient to the member or is not otherwise obvious by virtue of the nature of
the information, and

In creating an entry, the use of templates or macros carries substantial risk that
information not relevant to the specific patient’s actual clinical circumstance or the
specific encounter may inadvertently be included in the patient record, rendering the
entry unreliable or inaccurate. For this reason:

2.8.1.
2.8.2.

Prepopulated templates should be avoided.

Members who use templates and macros must thoroughly review them and

ensure that:

i. the content accurately reflects the care given, and

ii. the encounter is captured in a comprehensive way that does not contain
inaccurate information or information not obtained during the
encounter.

Members must not copy and paste an entry related to a prior encounter with a patient
unless the copied entry is modified to remove outdated information and include current
information which reflects the actual circumstances the encounter entry is meant to

reflect.

Effective
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2.10. Members must avoid the use of abbreviations that are:
2.10.1. peculiar to only the person creating the entry such as to be confusing or
unknown to other readers,
2.10.2. known to have more than one meaning in a clinical setting, or
2.10.3. that are otherwise not commonly used or understood in the member’s area
of practice.
2.11. Members must take care to ensure that any documentation made in the patient record

used for the purpose of remuneration faithfully represents the care provided.
Diagnoses entered for the purpose of remuneration are used for public health
surveillance, policy decisions and research, thus this Standard mandates that care
should be taken to ensure all patient record entries accurately reflect the care provided
during an encounter.

Communication with patient

2.12.

Members must include in the patient record (e.g., through document scanning, file
upload, or other means) details of all communication with patients related to clinical
care provided by the member that occur via telephone, or other digital means (e.g., e-
mail, patient portals or other digital platforms), including the mode of communication.

Organization and intelligibility

2.13.

Documentation in the medical record must be understandable, legible, and organized
in an appropriate chronological and systematic manner.

2.14. Documentation in patient records must be in English.

Date and time of entries

2.15. Members must ensure that each entry in a patient record is dated and, when

appropriate, timed. Members need not personally enter the date or time when that is
already done by a digital system. If an entry is not made contemporaneous with the
medical care given (i.e., the entry is made later), then the member must clearly indicate
as part of the entry:

2.15.1. the date and time for both the patient encounter and for the entry, and
2.15.2. that the entry is a late entry.

Alterations

2.16. Original entries in patient records must not be altered after the entry is made.

2.16.1. Where it is necessary to correct inaccurate, incomplete, or otherwise
misleading information in the patient record, the member must date and sign
off on the additions or modifications and either:

Effective
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i.  maintain the incorrect information in the patient record, which may be
automatically done digitally, clearly label the information as incorrect,
and ensure the information remains legible (e.g., by striking through
incorrect information with a single line), or

ii. remove and store the incorrect information separately and ensure there
is a notation in the patient record that allows for the incorrect
information to be traced and readily accessible during the retention
period of the patient record.

2.17. Where alterations are made, members must consider whether to notify any health care
providers involved in the patient’s care, particularly when the correction would have an
impact on treatment decisions.

Corrections at patient’s request

2.18. Members must comply with section 12 of PHIA% 3 respecting the patient’s right to
request a correction in a patient record. This includes that members must reasonably
notify patients in their professional practice about their access and privacy rights,
including the right to request a correction.?

3. REQUIREMENTS SPECIFIC TO NON-EMERGENCY DEPARTMENT OUTPATIENT CARE

This part sets out requirements for patient records for all non-emergency department outpatient
care, which is most often provided in a medical clinic setting. For greater certainty, use of the
term outpatient in this part (i.e., Part 3) includes care provided in an outpatient clinic within an
institutional setting. Specific requirements for emergency care in an institutional emergency
department or urgent care department are dealt with at Part 4 along with requirements for
inpatient care.

Documentation of expectation of ongoing care

3.1. Appropriately documenting the provision of outpatient care will often depend on the
nature of the professional relationship the member has with the patient and the care
the patient reasonably expects from the member, including expectations for
longitudinal care. In this respect, members must:

2 The Personal Health Information Act, CCSM c. P33.5, at subsections 12(1) — 12(6)

3 Helpful information about what is required when a patient requests a correction is contained in the ‘PHIA Policy
and Procedure Requirements’ document published on the Health, Seniors and Active Living website:
https://www.gov.mb.ca/health/phia/resources.html

4 Health, Seniors and Active Living has created a poster which will adequately meet this requirement when posted
on a medical clinic’s website and at its physical location. The poster is available on their website:
https://www.gov.mb.ca/health/phia/docs/access_privacy_rights.pdf
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3.1.1.

3.1.2.

ascertain the nature of the relationship, including whether there is a
reasonable expectation they will continue to see the patient, and

ensure the patient record reflects whether the member or the member’s
clinic®> are considered the patient’s usual primary care provider, or, if not,
whether the patient has a primary care provider and the name of that
provider.

Components of a complete patient record

3.2. For non-emergency department outpatient medical care, the patient record should
contain the following components as applicable:

3.2.1.
3.2.2.
3.2.3.
3.2.4.
3.2.5.
3.2.6.
3.2.7.

3.2.8.
3.2.9.
3.2.10.
3.2.11.

Cumulative summary of care when required (see below at paragraph 3.4)
Encounter notes, for consultants this may be the consultant’s report(s)
Referral letters and consultant reports

Requisitions (e.g., labs, diagnostics)

Lab and imaging reports

Pathology reports

Hospital (e.g., inpatient admission) and discharge summaries, including ER
reports

Surgical and procedural reports

Tasks and communications

Insurance and third-party related forms (e.g., WCB, MPI, disability, etc.)
Other reports or documents as appropriate

Encounter note principles

3.3. All members must document, or already have in the patient record, the following for all
outpatient encounters, including respecting acute or episodic care:

3.3.1.

3.3.2.

A focused subjective history, including as indicated:

i.  a history of the presenting complaint,

ii. appropriate social history and risk factors,

iii. pertinent family medical history,

iv. allergies,

v. active problem list,

vi. active medications,

vii. an appropriate review of systems, and

viii. any other areas as appropriate in the clinical circumstance.
Relevant objective examination, including adequate positive and negative
findings from focused physical examination.

5 When a patient attends repeatedly and consistently at the same medical clinic, then they are assumed to be
receiving their primary health care from that clinic. The members and medical director are collectively responsible
for offering these patients longitudinal medical care.

Effective
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3.3.3.

3.3.4.

3.3.5.

3.3.6.

3.3.7.

An appropriate assessment, including notation of tentative, differential,

working or established diagnosis or diagnoses.

Adequate information about the plan, including the following as applicable:

i. all tests or investigations requisitioned, including a copy of the
requisition, and any associated reports and results (e.g., laboratory,
diagnostic, pathology),

ii. adequate information about referrals to and consultation and
collaboration with other health care providers,

iii. adequate information about the management plan for the patient such
that it can be understood by another member, including respecting
actions taken based on examination(s) or investigation(s) and plans for
follow up,

iv. any prescriptions issued, rationale for the prescription and plan for
management of same, and

v. adequate information about any treatment or therapy provided,
including procedural records, and the patient’s response and outcomes.

Any treatments, investigations, or referrals that have been declined or

deferred and the reason, if any, given by the patient, and discussion of the

risks.

Significant discussions with the patient pertinent to their care, including

advice given to the patient respecting any of the above.

Any other areas as appropriate in the clinical circumstance.

Cumulative summary of care

3.4.

Members should always maintain an up-to-date cumulative summary of care when
doing so reasonably contributes to quality medical care (e.g., summary cover sheet or
section in written chart or EMR summary of care). A cumulative summary of care is
required as part of the patient record if one or more of the following apply:

3.4.1.
3.4.2.

3.4.3.

the member is the patient’s usual primary care provider,

the patient has attended the member repeatedly and consistently,
irrespective of whether one or more of the individual encounters may be
considered acute or episodic, or

the patient has repeatedly and consistently attended the health care facility
(e.g., medical clinic) where the member practices for outpatient medical care
either from the member or another member with whom the member
practices in association (e.g., a group medical practice). In this context, the
facility’s medical director and all members at the facility who see the patient
are collectively responsible for populating the cumulative summary of care
over time.

Effective
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3.5.

A cumulative summary of care must include the following when the information is
available and relevant (i.e., components required will be what is appropriate to the care
needs of the patient and dependent upon the member’s professional practice):

3.5.1.  Past medical history

3.5.2.  Problem List (e.g., ongoing health conditions, chronic disease, diagnoses)
3.5.3.  Surgical history

3.5.4. Medications

3.5.5. Allergies and significant or worrisome drug reactions

3.5.6.  Social history, including risk factors that impact health status

3.5.7.  Family history

3.5.8. Immunizations

4. REQUIREMENTS SPECIFIC TO INPATIENT AND EMERGENCY CARE

This part sets out the requirements for institutional associated inpatient care provided by a
member and extends to care provided in an emergency department or urgent care department
setting regardless of whether the patient is formally admitted as an inpatient at the institution.
It is emphasized the requirements in Part 2, above, apply to these settings.

4.1.

4.2.

4.3.

4.4.

Members must recognize that record keeping in an institutional setting is usually
multidisciplinary and team-based and must document care accordingly.

Members must always be aware of their role and responsibilities respecting the
continuing care of their patients and document any transfer of responsibility for
continuity of care, including in compliance with CPSM’s Collaborative Care Standard
(i.e., Institutional Settings - Transfer of Care).

The member responsible for the care of an inpatient must complete an appropriately
complete discharge summary in a timely manner consistent with the requirements of
the institution.

Where a patient who has been seen by a member in an emergency department
setting or has been admitted as an inpatient departs the institution against medical
advice, the member responsible for continuing care must document:

4.4.1. that the patient left against medical advice,

4.4.2. the advice given to the patient prior to their leaving, if any, and

4.4.3. thereasons for departure, if known.

Effective
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Initial Approval: Effective Date:

Standards of Practice of Medicine set out the requirements related to specific aspects for the quality of the practice
of medicine. Standards of Practice of Medicine provide more detailed information than contained in the Regulated
Health Professions Act, Regulations, and Bylaws. All members must comply with Standards of Practice of Medicine,
per section 86 of the Regulated Health Professions Act.

This Standard of Practice of Medicine is made under the authority of section 82 of the Regulated Health Professions
Act and section 15 of the CPSM Standards of Practice Regulation.

PREAMBLE

This Standard sets out CPSM’s requirements for maintaining patient records. It applies to paper
based and digitally stored patient records, whether care is provided in person or virtually. The
requirements in this Standard are in addition to those at sections 10, 11, 13 and 14 of the College
of Physicians and Surgeons of Manitoba Standards of Practice Regulation (“Standards
Regulation”).

This Standard is separated into five parts:

1. Defined terms, for the purpose of this standard
2.  Other applicable authorities
a. The Personal Health Information Act
b. Institutional legislation, rules, and by-laws
3.  Custody and control of patient records (i.e., maintenance responsibilities)
a. Presumption of responsibility for maintenance
b. Responsibility for maintenance in Institutional settings
c. Transferring maintenance responsibilities
d. Requirement for Maintenance Agreements
e. General requirements for all maintenance arrangements
4. Requirements for maintaining patient records
a. Security and storage measures
Specific EMR system requirements
Transitioning patient records management systems
Retention and destruction of patient records and records of appointments
Information managers
Closing, leaving, or moving a medical practice

R
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g. Preparedness for unforeseen absence or termination of practice
5. Patient access rights and transferring patient records

a. Patients’ right to examine and copy information

b. Transfer of patient records to third party

Note: CPSM requirements for documentation in patient records are dealt with in CPSM’s
Standard for Documentation in Patient Records.

STANDARD OF PRACTICE

Notice: The health care system shifts the standard of care in the practice of medicine over time.
With this in mind, CPSM recognizes the adoption by members of Electronic Medical
Records (EMRs) linked to the provincial government’s electronic medical records systems (e.g.,
DPIN, eChart, eHealth, eHub) significantly contributes to the provision of good patient care.
While working with an EMR linked to provincial systems has not yet been made a requirement in
this Standard, CPSM considers this arrangement the current standard of care and it is expected
that it will become a requirement for all members when the Standard is reviewed again in or
around 2026. In the interim, it is expected that all members will make efforts to establish these
links as soon as reasonably possible if they have not already done so.

1. DEFINITIONS
For the purposes of this Standard:

1.1. "Maintain" has the same meaning as it does in The Personal Health and Information
Act, which is, “in relation to personal health information, [...] to have custody or control
of the information.” Respecting this Standard and relating to patient records, this
meaning is expanded to include having custody or control of patient records.

1.1.1.  “Control” means having full or partial authority and directorship over a patient
record, including relating to how it is maintained. A patient record is under the
control of a member when they have the authority to restrict, regulate, or
otherwise administer its use, disclosure, or disposition.

1.1.2. “Custody” means having the protective care or guardianship of a patient
record. Not to limit the foregoing, this includes having possession of a physical
or virtual patient record. A person who has custody of a patient record will
inherently have a degree of control over the patient record.

1.2. “Information manager” has the same meaning as it does in PHIA, which is, “a person or
body that (a) processes, stores or destroys personal health information for a trustee, or
(b) provides information management or information technology services to a trustee”.

Effective January 1, 2019 Page 2
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1.3. “Medical clinic” means a health care facility that is primarily focused on providing
medical services to outpatients, including non-institutional sole and group medical
practice settings, whether incorporated or unincorporated (e.g., family medicine office,
cardiologist’s office, etc.).

1.4. “Ownership” means having sole or joint proprietary rights to a patient record or patient
records.

1.5. “Trustee” has the same meaning as it does in The Personal Health and Information Act,
which is, “a health professional, health care facility, public body, or health services
agency that collects or maintains personal health information.”

1.5.1.  As health professionals, members of CPSM are considered trustees pursuant
to PHIA respecting any personal health information they collect and maintain
in patient records or appointment records.

1.5.2.  Medical clinics fall under the definition of ‘health care facility’ established at
subsection 1(1) of PHIA and, therefore, are considered trustees respecting any
personal health information collected and maintained.

2. OTHER APPLICABLE AUTHORITIES

This Standard forms only one part of the overall regulatory framework for patient records,
personal health information, and other personal information in Manitoba and Canada. This
Standard is not intended to comprehensively reference all enactments or rules applicable to
patient records, personal health information, or other personal information established by
government or institutional settings.

The Personal Health Information Act

Patient records contain the personal health information of patients and the legal requirements
of The Personal Health Information Act, CCSM c. P33.5 (“PHIA”) are applicable to that
information.! Provisions of PHIA are referenced and incorporated several times throughout this
Standard; however, this Standard does not comprehensively describe all requirements of PHIA.
2.1. It is a professional obligation that members be aware of and comply with PHIA's
requirements for maintaining personal health information.

Institutional legislation, rules, and by-laws

Institutions have legislation, rules, by-laws, and administrative services established by or for the
institution to regulate and manage how personal health information and patient records are

1 Health, Seniors and Active Living provides useful and comprehensive information and resources, including
educational materials and templates, on its website: https://www.gov.mb.ca/health/phia/
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maintained. As a result, members who practice in institutional settings will generally have a
limited role, on an individual level, in the maintenance of patient records within the institutional
practice setting.

2.2. Members who provide either outpatient or inpatient care in an institutional setting
must comply with all legislation, rules and by-laws established by or for the institution
respecting maintenance of patient records.

3. CUSTODY AND CONTROL OF PATIENT RECORDS

Members are required to create patient records for the medical care they provide in accordance
with the Standard for Documentation in Patient Records. Once created, the patient record must
be maintained in accordance with this Standard, either by the member who created the record
or an appropriately delegated transferee.

Responsibility for maintenance in Institutional settings

3.1. Members who practice in an institutional setting must comply with institutional
legislation, rules and bylaws respecting the control and custody of patient records that
they create while practicing in that setting (see paragraph 2.2., above). Institutional
settings usually assume responsibility for maintaining the patient records created by
members who practice within the institution, though this must be confirmed by
individual members.

Presumption of responsibility for maintenance

3.2. Members who practice in non-institutional settings (e.g., private medical clinics) are
presumptively responsible for maintaining (i.e., have custody and control) the patient
records that they create and their record of appointments. Paragraph 1.2.3. of CPSM’s
Practice Environment Standard establishes that:

If a member engages in medical care in a non-institutional setting, the
member must maintain full direction and control of his or her medical
practice, including:

... documentation in, access to and security of patient records,
including documenting medical care provided to a patient, patient
appointment schedules, patient billing and payment records for the
medical care of a patient ...

3.3. Notwithstanding paragraph 3.2., subject to a written agreement to the contrary, a
member practicing as locum tenens is not presumptively responsible for maintaining
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the patient records that they create in their locum tenens capacity, rather the member
for whom they are covering remains presumptively responsible.

Transferring maintenance responsibilities

3.4. Maintenance responsibilities for patient records, including those set out at Parts 4 and
5 of this Standard, may only be transferred by a member to another trustee (e.g., to
another member or to a medical clinic where they practice) in accordance with
subsection 11(5) of the Standards Regulation, which establishes that:

11(5) A member must retain control of all of his or her patient records
unless they are maintained
(a) by another member; or
(b) by a person or organization that employed, engaged or granted
privileges to the member and is a trustee under The Personal Health
Information Act.

3.5. For this Standard, subsection 11(5) of the Standards Regulation shall be read to include
the record of appointments.

3.6. Forinstitutional settings, transfer of maintenance responsibilities will typically be dealt
with contractually or in the institution’s legislation, rules, and by-laws. Members
working within institutional settings are expected to be familiar with these authorities.
3.6.1. Ifinstitutional maintenance responsibilities respecting patient records are not

clear, the member must negotiate an agreement that makes them clear,
including rules about access to and custody of the patient records.

Requirement for Maintenance Agreement

3.7. For non-institutional practice settings, any transfer of maintenance responsibilities by a
member respecting the patient records they create, or their record of appointments,
must be in writing (i.e., a Maintenance Agreement)? and must be PHIA compliant. A
Maintenance Agreement transferring maintenance responsibilities must be in place
before responsibilities are transferred and must have the following components:

3.7.1.  Pertinent details regarding who has ownership, control, and custodianship
relating to the subject patient records.

3.7.2.  Details about authority to access patient records in the practice setting (e.g.,
individuals who will be able to use the patient record).

3.7.3.  Provisions to ensure enduring access related to both continuity of care and
patient access rights and copying rights.

2 CPSM has developed sample provisions for Maintenance Agreements. These are available on CPSM’s website at:
(to be developed)
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3.8.

3.9.

3.7.4.

3.7.5.

3.7.6.

3.7.7.

Required provisions stating that:

i. the recipient trustee must give the member who created the patient
record reasonable access to it to allow them to prepare medico-legal
reports, defend legal actions, or respond to an investigation or review,
when necessary, and

ii. if relevant, the transferring member will always have reasonable access
to their record of appointments and authority to copy same for the
applicable retention period.

Details respecting:

i.  Security measures established by the recipient trustee that accord with
Part 4 of this Standard.

ii. Storage arrangements, including policies and procedures for the
appropriate retention and destruction of patient records, that accord
with Part 4 of this Standard.

Reasonable plans to ensure compliance with the Standards Regulation and

Practice Management Standard for the following situations:

i.  The transferring member temporarily or permanently ceases practice, or
changes practice locations.

ii. The recipient trustee becomes unwilling or unable to continue to
maintain the patient records (e.g., death, incarceration, etc.; see also
paragraph 4.29., below).

Any custody and control implications upon termination of the Maintenance

Agreement, if applicable, or termination of the employment, business, or

practice arrangement, including implications respecting the transfer of patient

records (see Part 5 under the heading ‘Transfer of patient records at patient’s
request’).

Regardless of whether maintenance responsibilities are transferred or not, all members
who practice in a non-institutional practice setting must have a written Maintenance
Agreement in place respecting patient records created in the practice setting if one or
more of the following apply:

3.8.1.

3.8.2.
3.8.3.

3.8.4.

The member is practicing in a setting where there are multiple contributors to
a patient record (e.g., a group or interdisciplinary practice setting with a
shared electronic medical record (“EMR”)).

The member is not the sole owner of the medical clinic.

The medical clinic is considered a group practice (i.e., multiple members
practicing in association, in which case a medical director is required).

The member is not the sole EMR licensee relating to the patient records they
create.

When a Maintenance Agreement is required under paragraph 3.7., it must be in place
prior to the establishment of the practice, business, or employment arrangement, or as
soon as possible afterward.

Effective
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3.10.

For transfers of responsibilities that pre-dated this Standard or situations when a
Maintenance Agreement is required under paragraph 3.8., a Maintenance Agreement
that complies with this Standard must be put in place within one year of the coming
into force of this Standard.

General requirements for all maintenance arrangements

3.11.

The following requirements apply to all patient records maintenance arrangements:

3.11.1. Members who maintain patient records, including those responsible for the
operation of a medical clinic that maintains patient records (e.g., medical
director), must give the member who created the patient record reasonable
access to it to allow them to prepare medico-legal reports, defend legal
actions, or respond to an investigation or review, when necessary.

3.11.2. Members movingto a new practice setting who do not have custody or control
of the patient records of patients who choose to follow them from the former
practice setting must obtain written consent from the patient or their legal
representative to transfer copies of patient records to the new location. The
transfer must comply with the requirements set out under Part 5, below.3

3.11.3. In all situations, members must prevent conflict from compromising patient
care related to difficulties imposed by one member or medical clinic on
another related to accessing patient records.

4. REQUIREMENTS FOR MAINTAINING PATIENT RECORDS

The requirements in this part relate to how patient records must be stored, secured, and retained
over time by members who are responsible for their maintenance.

4.1.

4.2.

4.3.

In all situations, it is an overarching ethical requirement in the practice of medicine that
members protect the personal health information of their patients.

Members often rely on others such as: staff, EMR service providers, or information
managers to assist in their patient record maintenance responsibilities. However, when
that occurs the member always retains primary responsibility for maintenance, and the
expectat