
Collection of community 
provider contacts and 
e-notification to providers

Clerical staff completed 
notice of admissions and 
faxes (will be automated)

Community provider 
provides “Fax Back”

Family provided with 
PODS (Patient 
Oriented Discharge System) 
and oriented to use

Family identifies barriers to 
care continuation related 
to episode of care using 
PODS

Barrier resolved by 
providing family with 
information (Travel 
assistance, Fair 
Pharmacare)

OR IF UNRESOLVED

Unresolved practical 
barrier to care continuation 
($, travel, benefits)

START

Immediate support need 
for acute family distress

Child Protection, family 
support, CYSN (Child & 
Youth with Special Needs) 
program

Parenting support, 
nutritional/breastfeeding 
support, growth and 
development monitoring, 
NSS (Nursing Support 
Services), community based 
family support

LOCAL PUBLIC HEALTH UNIT
Connection to community resources and support agencies 
for family capacity building
Home visits as needed (home safety, safe sleep)
Nutritional Counselling
Immunizations
Growth and Development Monitoring
Nursing Support Services

MCFD
Family Support
Child Protection
Community Mental Health

FUTURE STATE CARE CONTINUATION MODEL – NON CHRONIC AND CHRONIC/NON COMPLEX CHILDREN

Family supported to 
make follow up 
appointment prior to 
discharge

Care continuation 
plans reviewed with 
family using PODS 
(Patient Oriented 
Discharge System) 
and other unit 
processes

Attending physician 
dictates discharge 
summary

Discharge summary 
copied to family, 
GP/NP, pediatrician 
and other relevant 
specialists

Referred to family resource 
(Peer/staff/Aboriginal 
Liaison, volunteer)

Referred to SW for 
immediate support and/or 
connections with 
community/MCFD SW

Referred to Public Health

Copy given to family 
and faxed to primary 
care provider(s) in 
community

1

3

4

5

H O M E

H O S P I T A L  S T A Y

Resident completes 
preliminary discharge 
summary including 
care continuation 
plan

6

7
Individual Health Plan (Group 2)

Community 
inpatient and 

ambulatory services

Child Development 
Centre (Therapy, IDP, 
supported childcare)

Early Learning, 
childcare and 
school

Clerical Community 
provider

RNFamily BCCH 
MD

ToolLEGEND:  
Primary responsibility (team collaboration assumed)

A D M I S S I O N

Primary Care Provider and
Child/Family

Gather and sharing 
information from 
community sources
• Identify and contact all 
 involved in the care
• Document information 
 gathered in a 
 “Continuing Care Plan”

Link with BCCH subspecialty 
teams involved in child’s care 
• Notify of admission
• Gather information  
 relevant to episode of care

Virtual Care 
connects BCCH and 
community teams 
• Organize and facilitate 
 telehealth conference 
 weekly and prior to 
 discharge

                    Service location  
• Review –where is nearest hospital 
 that can provide services child 
 needs?
• Use Tiers of Service framework 
• Get families close to supports 
• Care continuation planning 
 easier closer to home 
 community

Navigate complex cross sector 
systems to plan care continuation  
• Ministry for Child and Family
 Development 
• Schools and childcare
• Regional health providers 

Contribute to 
Individual Health Plan 
with community 
provider  
• Document, share 
 and discuss with 
 ongoing care team
• Point of contact for 
 episode of care

HOSPITAL
INPATIENT TEAM

2

GROUP 3 
Child has multiple system chronic conditions expected to require ongoing multiple team based health 
services. Will require significant health, social and education support throughout child’s life. These 
children will typically need Tier 3b or 4 services for their continuing care. The burden of care on the 
family is significant and psychosocial support is expected.

Assessment, Treatment and Care 
Continuation Planning

This diagram is an illustration of the Care Continuation Model fully described in the document "Care Continuation for the Hospitalized Child - A Tested Model"  Child Health BC 2016.


