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Building Blocks for a Cross Sectoral Case
Collaboration for School Aged Youth Affected
by Addiction and Mental Health Challenges:
A Primary Care Based Community Program

Authors:
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Annemarie Tocher, Supervisor Resource Centre FCSS Cochrane | Chris Pawluk, Lead Psychologist Rockyview School District
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What was the issue or problem you wanted to address?

What approach did you take?

Cochrane is a rural community within the Calgary Foothills PCN and
represents 42,000 residents in the town and surrounding western
rockyview catchment area. As a community, Cochrane service
providers have a vested interest in the care of youth but have been
impacted by the unintentional silo mode of operations . In recent
years, there have been several catalysts for partnership engagement
that provided the necessary impetus to explore greater collaborative
service delivery in the arena of children’s emotional health and
wellness:

An advisory/leadership group was struck and subsequent terms of
reference drafted in order to create a shared vision and common
goals as well as establish key priorities to address challenges in
managing complex child and family presentations common to
multiple agencies and service providers. A communication plan
and project timeline was also developed to engage and pace
both internal and external stakeholders. A collaborative/relational
approach has been employed at all levels in order to ensure agency
and collective goals are clearly communicated, well-defined and
deliverable.

In 2015, the community experienced the tragic loss of 3 youth to
suicide. High school surveys illustrated the need for just in time
mental health support for teens troubled by various issues. 2017
data showed an estimate of 175 youth on active caseloads for
mental health supports across multiple service agencies, with an
estimated 10-15% of those requiring more intentional wrap around
care. Cochrane Resource Centre identified the need for a youth
and family support worker committed to supporting youth at risk
for homelessness. There is also limited FTE available to support
addictions counselling and child/adolescent mental health for a
geographically expanding community.
Lack of formalized, coordinated support and communication
between multiple service providers precipitated a smaller local
working group to begin frontline improvement work. As this work
progressed, the advent of the Provincial task force leading the
strategy on greater coordination of MH and Addictions for Albertans,
offered the springboard of executive support necessary to take this
frontline work to a new level. The innovative development of a cross
sectoral case collaboration model for youth resulted.

A qualitative research and evaluation model was also added within
an established QI framework to ensure the tenets of exploration
and innovation were incorporated into a program management
framework as this new service delivery model evolved. All of
this work has culminated in a wide variety of front line medical
and social service agencies being able to partner at a common
and collaborative table to support the work of complex case
management and coordinated and patient centred wrap-around
care.

What did you find?
To build a successful cross sectoral model of care, you must execute
key principles:
• Solicit executive sponsorship- internal and external
• Investigate and leverage existing relationships between community
partners
• Understand and acknowledge service provision of each agency

What was your goal?
To demonstrate a model of cross sectoral, community based
collaboration that provides intentional wrap around supports to
school aged youth and families affected by MH and Addiction and/or
behavioral challenges .
To establish stronger linkages and enhance collaboration and
communication between a community based team with varying
scopes of practice and diversity in expertise.
To support an improved level of functionality and wellness for the
child through a family-centred care approach.

• Understand the governance around privacy and confidentiality to
mitigate fear or anxieties about sharing information
• Identify and rally around a common initiative/vision that can
organically bring you closer together: what is a common need,
problem or issue that impacts your agency and how do you want
to support and improve upon?
• Recruit community based team members who have a passion for
youth
• Explore successful models of collaborative care that would
potentially enhance or improve beyond what is currently not
available or working well: ask: what could make a difference?
• Strike an Advisory committee: draft TOR, service map, define target
audience, consider various tools that support communication,
draft processes, identify and mitigate risks, incorporate evaluation
measures that are process based
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1

Building blocks for a cross sectoral case
collaboration for school aged youth affected
by Addiction and Mental Health challenges:
A Primary Care based community program.
CONTINUED

How can this be used or adopted by others?
We have established foundational building blocks for a successful
community based case collaboration model that can be adopted for
other service users, both from a rural and urban perspective.

How were patients included?
Patient/Public representation is being considered at the Advisory
Table. Parents will be invited to provide their consent in the process
to have their child’s case heard by the collaboration team. A parent is
invited to participate at the consultation table based on comfort and
appropriateness.
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Patient Perspectives of a Long and Shorter
Community Mental Health Program

Authors:
Danielle Klassen, BA | Reiko Yeap, PhD | Margo Schmitt-Boshnick, MEd | Scott Oddie, PhD

What was the issue or problem you wanted to address?

How were patients included?

RDPCN developed the Alberta Happiness Program in response
to a growing need for mental health services. The original group
program was developed in 2009. The course is evidence-based
and draws from the latest in positive psychology research. The
program has been shared with health care providers in other PCNs
across the province who have then taught it within their respective
organizations. Concerns have been raised about the inability of those
who would like to attend, but because of work rotations and socioeconomic factors, could not commit to a seven week program.

Patients in RDPCN were informed of the evaluation, and that they
may be contacted post-program, at the beginning of each program.
South Calgary PCN and Mosaic PCN patients were informed during
the program and those who were interested in being part of the
evaluation provided their contact information.

What was your goal?
Increased access for these individuals, and others, was important,
particularly given the number of patients with mild to moderate
depression needing assistance within the province.

What approach did you take?
A four week program was developed as an alternative to the seven
week version.

What did you find?
An evaluation was conducted by RDPCN with the four week and
the seven week programs. A Red Deer College 4th year psychology
honour student conducted interviews at three, six, and nine months
post-program with RDCPN, South Calgary and Mosaic Alberta
Happiness Basics graduates to determine the differences between
the four and seven week programs and the sustainability of the skills.
Results indicate little difference between the programs, although
there was greater sustainability of skills in those who attended the
seven week program.

How can this be used or adopted by others?
This information will be of interest to those who are presently
offering the Albert Happiness Basics program, or are considering
it, or who are considering the efficacy of short versus long group
programs. The methodology of the evaluation will be valuable to
others considering garnering patient perspectives through qualitative
interviews.
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ENCOMPASS: Pilot Study of a Community Health
Worker Program to Improve Access to Care for
Patients with Multimorbidity

Authors:
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Amy Ferris | Sukhman Hehar | Linda Holdbrook | Braden Manns, MD MSc

What was the issue or problem you wanted to address?

How can this be used or adopted by others?

Patients with multiple chronic conditions (i.e., multimorbidity)
experience poor quality of life and increase health system burden.
Community health worker (CHW) programs have potential to
improve care and outcomes for patients with multimorbidity. We
aim to implement and evaluate a CHW program for adults with
multimorbidity, who attend Mosaic Primary Care Network (MPCN)
clinics in Calgary, Alberta.

The model that we are developing can inform CHW programs
in other jurisdictions. Identified CHW activities that patients and
providers found most and least beneficial will lend efficiency to
future implementation. Project materials including job descriptions,
training plans, process tracking forms and surveys will be available
upon request.

What was your goal?
To determine acceptability and feasibility of a CHW intervention
in primary care (ENCOMPASS), including patient and physician
experiences. Other outcomes include condition-specific clinical
outcomes, weight, smoking status, mortality, medication adherence,
health-related quality of life, patient activation and provider
attachment.

How were patients included?
Patients contributed to the identification of a need for a CHW role
in primary care; agenda setting for the project; and focus groups to
determine the ideal function and personal characteristics of CHWs.
Patients in the pilot study will provide crucial feedback to support
trial implementation.

What approach did you take?
The University of Calgary and MPCN partnered to co-develop and
implement ENCOMPASS, based on published evidence. Colleagues
at the Los Angeles County Department of Health Services supported
development of CHW hiring and training processes, and operational
workflows. CHWs were trained to assess patients needs, and develop
and operationalize personalized action plans, while supporting
provider-developed care plans.
We are conducting a pilot study to examine feasibility, potential
for impact, and make program refinements. A planned cluster
randomized trial will evaluate the effect of the ENCOMPASS
intervention on acute care utilization, and other outcomes listed
above, compared with standard care.

What did you find?
We hypothesize that patient experience with care, social support
and patient activation will improve. We will measure success using
patient-reported outcome measures such as the Patient Assessment
of Chronic Illness Care, the Medical Outcomes Study Social Support
Measure and the Patient Activation Measure. We will use semistructured interviews to explore experiences of patients, health
providers and CHWs, and to inform intervention refinement.
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Decision-Making Capacity Assessment
Education for Physicians: Current State
and Future Directions

Authors:
Jasneet Parmar, MBBS, MCFP(CAC)

What was the issue or problem you wanted to address?

How can this be used or adopted by others?

Due to longstanding relationships and familiarity with patients, family
physicians (FPs) are well-positioned to determine medical stability,
conduct Decision-Making Capacity Assessments (DMCAs), and
formulate opinions. However, while assessment of DMC is inherent
in medical practice, there is no evidence that FPs feel confident to
assess decision-making capacity.

This research project has helped to inform ways to better train and
support FPs conducting DMCAs.

How were patients included?
Patiens were not included.

What was your goal?
We examined the training needs of FPs regarding DMCAs and ways
in which training materials, based on a DMCA Model, might be
adapted for use by FPs.

What approach did you take?
A scoping review of the literature to examine the current status
of physician education regarding assessment of decision-making
capacity (DMC), and a focus group and interviews with FPs to
ascertain the educational needs of FPs in this area.

What did you find?
Based on the scoping review of the literature, four main themes
emerged: increasing saliency of DMCAs due to an aging population,
sub-optimal DMCA training for physicians, inconsistent approaches
to DMCA, and tension between autonomy and protection. The
findings of the focus groups and interviews indicate that, while FPs
working as independent practitioners or on inter-professional (IP)
teams are motivated to engage in DMCAs and utilize the DMCA
Model for those assessments,
several factors impede them from conducting DMCAs. The most
notable factors are a lack of education, isolation from IP teams,
uneasiness around managing conflict with families, fear of liability,
and concerns regarding remuneration.
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Review of Facilitating and Constraining
Influences on Family Caregiving in
Long-Term Care

Authors:
Jasneet Parmar, MBBS, MCFP(CAC)

What was the issue or problem you wanted to address?

How can this be used or adopted by others?

After the transition of an older relative into long-term care, family
caregivers continue the caregiving journey.

A better understanding of the facilitating and constraining influences
on the family caregiving journey in long-term care could be
instrumental in the ways in which older people, family caregivers
and staff can help to forge a community and clarify roles and
expectations and support each others well-being, and furthermore
inform policy and practice.

What was your goal?
This study reviewed the facilitating and constraining influences on
family caregiving in long-term care.

What approach did you take?

How were patients included?
Patients were not included.

This was a narrative literature review of studies from seven databases.

What did you find?
Four major themes emerged:
• The caregiving journey of families endures despite significant stress
experienced by them before, during and after transitions of their
older relative into long-term care.
• The changing nature of interpersonal relationships with entry of
a relative to long-term care is an underpinning of the caregiver
journey.
• 	The mismatch of role expectations of family caregivers and staff in
long-term care is a challenge to family caregiving.
• Family caregiving appears to be sustained by being preservative in
nature at the time of and after transition to long-term care.
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Communication at the Central Teaching
Clinic: A Patient’s Perspective

Authors:
Behi Raissi, MD, CCFP | Stacey Hohman, BA | Maeve O’Beirne, PhD, MD FCFP

What was the issue or problem you wanted to address?

How can this be used or adopted by others?

The department of Family Medicine at the University of Calgary
is developing the Patient Medical Home model in three of its
clinics. One of the ten pillars of the Medical Home outlined by the
College of Family Physicians is patient engagement. The Central
Teaching Clinic (CTC) at the Sheldon Chumir did not have a patient
engagement strategy.

From this we have learned that conducting discussion groups
around issues affecting the clinic is a good way to screen patients
for further input on clinic processes and functions and that patients
provide valuable insight that can give physicians and management a
different perspective on clinic operations.

What was your goal?
This study sought to screen patients for integration into decision
making at the CTC and to gain valuable feedback on some of our
processes.

How were patients included?
This project was focused on collaboration with patients and learning
from them and their experiences within the clinic.

What approach did you take?
We conducted 3 one hour discussion groups with a total of 11
patients. The groups were held at the Sheldon Chumir clinic and
lead by a non-physician facilitator. Patients were asked their opinion
on clinic access, interactions with residents, healthcare providers as
well as various aspects of clinic-patient communication and their
interactions observed.

What did you find?
Patients interacted well and were able to suggest improvements
in clinic systems to improve their experience and care. Patients
expressed interest in becoming more connected with the clinic
and staff. Ideas such as online booking and email reminders about
routine testing were suggested. Patients were most vocal when
speaking about follow-ups for test results as well as referrals. For
test results, patients were eager to know that the results were back
and had been reviewed by a physician. With regards to referrals,
patients felt that communication about excepted wait times was very
important. They also expressed a desire to close the communication
loop by receiving confirmation that their referral had been
successfully sent.
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Primary Care Network Delivery of Palliative
Care in the Rural Community

Authors:
Dr. Sarah Smith, MBBS, FRACGP, FCFP | Marilyn Oishi, NP, BScN, MN

What was the issue or problem you wanted to address?

What did you find?

Edson Community within the McLeod River Primary Care Network
identified in 2016 that forty percent of palliative patients had
requested medical assistance to die in their home. The palliative
care program structured and collaborated resources to meet this
requested need. From the diligent commitment of the program
staff in 2016-2017 over fifty-two percent of patients had medical
assistance to die in their homes. Though this is a successful
outcome, gaps in maintaining quality of life for both patient and
family were identified. These gaps included real-time communication
and consultation processes between the doctors, specialists and
palliative care team. The real-time communication gap were also
identified in designing quick and effective partnership strategies with
patients, families so the professional networks could be utilized as a
maximum support.

From the focus group create an algorithm of the current design and
then provide an alternative algorithm. Research the current program
care outcomes and present the findings focused on the patient
population who preferred to die in their home; location of death
and physician satisfaction. Then implement changes and research
on the impact the real-time communication focus has had onthe
Palliative Care Program. This will enable the medical community to
assess the impact, longevity and financial costs and savings from the
program changes.

What was your goal?
The palliative care team is an extra layer of support and assistance
during complicated decision-making, goal-setting and advance
care planning. Therefore a promotion of community-collaborative
palliative real-time communication process between all people
involved is imperative. By changing the understanding of and
approaches to chronic, serious and life -limiting illness and dying,
palliative and end-of life care, and advanced care planning. The aim
is to enable better access to palliative care and to identify ways to
involve providers earlier in the continuum of care to improve quality
of life and reducing suffering through better integration palliative and
end-of-life care within the health care system including hospitals,
continuing care, shelters and individual homes within the Edson
Community.

How can this be used or adopted by others?
The McLeod River Primary Care Palliative Care Program has
developed flow algorithms; checklist for the safe use, storage, and
disposal of prescription opioids etc. These processes will be shared
and would be beneficial in the networking with other communities.

How were patients included?
McLeod River Primary Care Network identified a need for quality
palliative care in our communities. At intake to our palliative care
program patients and their families identify their preferred location
of care, including preferred location of their death. In addition
patients and families assisted in the development to the process
of safe use, storage and disposal of prescription opioids. Feedback
regarding their experience within the program using a FAMCARE
telephone survey and bereavement follow-up telephone calls are
utilized. Direct quotes from families will be provided for the poster
presentation stating the impact of delivery of palliative care in the
rural community of Edson, Alberta.

What approach did you take?
The McLeod River Primary Care Network Palliative Care Program
developed a community Framework to support improved integration
and access to palliative care across the continuum of care:
including flow algorithms; checklist for the safe use, storage, and
disposal of prescription opioids etc. Furthermore future process is
to design a focus group from various network systems to assess
reasonable implementation goals that could be effective in real-time
communication support.
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Improving Patients’ Mental Health
through the Behavioural Health
Consultant Model

Authors:
Shelby Corley, MA, CE | Shelley Porter, BScN, RN

What was the issue or problem you wanted to address?

How can this be used or adopted by others?

Access to mental health services is a commonly reported challenge
in primary health care. The mental health team at the St. Albert and
Sturgeon Primary Care Network had been taking a more traditional
approach to mental health support, with longer, in-depth visits. In
part because the visits were lengthy and broad, access to the team
was limited. Patients’ quality of life was impacted by wait times that
were less than ideal.

Some providers may be skeptical of the BHC model. We hope
that by sharing our experience, we can help others learn about the
benefits of the model, for patients, physicians and other clinicians,
and the health care system more broadly.

What was your goal?
In changing the mental health support model at the PCN, our goal
was to improve access to care and thereby enhance our patients’
quality of life, while avoiding referrals to Regional Mental Health for
those patients not requiring that level of service.

How were patients included?
While patients were not directly involved in planning for the transition
to the BHC model, they are empowered through this approach to
make choices for their own mental health. Patients choose whether
this approach sounds like it will work, and whether they are ready
to meet. Goal setting with the patient is a priority in these visits, with
great care given to developing goals that are appropriate for that
particular patient at that particular time.

What approach did you take?
The PCN ensured the mental health team were all trained in the
Behavioural Health Consultant model. Appointment lengths were
shortened to reflect the more targeted approach to providing
specific strategies for addressing mental health concerns. The
mental health team discussed the BHC model with member family
physicians, building their trust in the new approach, and provided
them with a process map to guide mental health referrals. The team
also collaborated with AHS’ St. Albert Addiction and Mental Health
Services team to develop a process for assessing whether patients
should be seen by the PCN or by AHS-AMH.

What did you find?
The mental health team now collaborates closely with member
family physicians and community stakeholders such as the St. Albert
Family Resource Center and the Stop Abuse in Families Society. We
have a particularly robust relationship with AHS’ St. Albert Addiction
and Mental health Services, as evidenced by their practice of
referring patients who would benefit from the BHC approach to our
team and saving their own resources for patients with more severe
concerns. To us, this relationship is an example of what integration
should look like. The team have built trust with family physicians,
who are now comfortable asking the team about strategies for
improving patients’ mental health. Physician surveys consistently
show great satisfaction with the mental health program, and staff in
other PCN programs also hold the mental health program in high
regard. The mental health team themselves work to their full scope
of practice and have become highly proficient in teaching skills for
anxiety and other commonly presented concerns. The majority of
BHC appointments involve setting or reviewing appropriate goals.
Patient satisfaction surveys and interviews tell a similar story, with
patients going so far as to call the BHC support “life-changing.” The
team now see more patients and have improved access to mental
health care for our patients.
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Missed Opportunities: How We
DIDN’T Include Patients in Our Patient
Experience Surveys

Authors:
Shelby Corley, MA, CE | Kristy Madsen, MPH, CE

What was the issue or problem you wanted to address?

How were patients included?

Understanding patient experience is a key component of our
evaluation work in primary health care, helping us to understand
patient perspectives on access to care, self-management and patient
centeredness. These topics are important pillars of the patient’s
medical home model.

There are many stages where we could have, and likely should have
involved patients in patient experience surveying:
1)

developing the survey itself;

2) choosing administration methods;
3) seeing the results of the survey; and

What was your goal?
Through surveying patients on their experiences in primary health
care, whether in PCN-run clinics or family physician clinics,
we hoped to learn from their perspectives and help to drive
improvement within those practice settings.

4) making recommendations for action.
We invite conference attendees to give us their advice on other
opportunities to include patients in patient experience surveys.
What else are we missing??

What approach did you take?
With a group of PCN evaluators, we developed and later modified
surveys to address each of these dimensions of patient experience.
We surveyed patients using paper or tablets, and reported results
back to PCN leadership and staff, member physicians and staff
working in their clinics

What did you find?
We were able to meet our sample size goals in most settings, and
the results have been used to make changes in PCNs and in clinics.

How can this be used or adopted by others?
What we hope to share with others are the opportunities we missed
to involve patients in this process. While all of us involved in the
process are also patients, we acknowledge that we cannot separate
our evaluator perspectives and take a purely patient-focused view of
surveying patients.
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The 5 A’s of Health Home Optimization

Authors:
Treena Klassen, Executive Director, Palliser PCN | Abbie Skrove, Clinical Supervisor, Palliser PCN | Shea Wilks, Evaluation Leader, Palliser PCN
Shivonne Berger, Practice Improvement Facilitator, Palliser PCN | Doug Frelick, Practice Improvement Facilitator, Palliser PCN

What was the issue or problem you wanted to address?
Lack of clinic engagement in health home optimization.

What was your goal?
Improved collaboration between the PCN and clinics towards a
common goal of improved health homes.

What approach did you take?
Palliser PCN has used the “5 A’s” approach to meet clinics where they
are at in terms of readiness to change and improve. A Health Home
Optimization model was developed to guide clinics as they develop
their individual health home action plans.

What did you find?
A scoring matrix was developed to measure success across 5 key
indicators (Panel, Access, EMR, Screening and Team) so that health
homes can be scored numerically on a routine basis.

How can this be used or adopted by others?
Using the 5 A’s approach to change is an effective way to approach
a clinic to determine how to most effectively collaborate towards a
common goal.

How were patients included?
Patients are regularly surveyed, and results are tracked year over year.
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Team-Based Care for Patients with Type 2
Diabetes within Primary Care Settings:
Family Physicians’ Perspectives

Authors:
Olga Szafran, MHSA | Sandra Kennett, MN, CDE | Neil Bell, MD, MSc, CFCP

What was the issue or problem you wanted to address?

How were patients included?

One of the key objectives of team-based primary care is the
management of patients with chronic conditions, such as type 2
diabetes mellitus. A team-based approach has been shown to have a
positive effect on the care of patients with type 2 diabetes, however
there are several factors that can hinder team-based care. Our
research addressed the factors that hinder or facilitate team-based
care of patients with type 2 diabetes.

This research has implications for patients as it suggests that factors
that facilitate or hinder team collaboration can also influence the
processes and outcomes of type 2 diabetes care.

What was your goal?
We wanted to achieve a rich understanding of family physicians’
perspectives on team-based practices, processes, medication
management and factors that hinder or facilitate the care of patients
with type 2 diabetes.

What approach did you take?
We conducted a descriptive qualitative research study which
included 15 face-to-face or telephone interviews with family
physicians who are associated with a primary care network in
Edmonton, Alberta. Interview transcripts were subjected to thematic
data analysis. Interview questions addressed physicians’ perspectives
on working within a multidisciplinary team, as well as the facilitators
and barriers to team-based care in the treatment and medication
management of patients with type 2 diabetes.

What did you find?
Our findings indicate that facilitators to medication management
and type 2 diabetes care included: onsite access to allied health
professionals and functions within the electronic medical records
such as goal setting and follow-up reminders. Hindrances to
medication management and type 2 diabetes care included:
conflicting information from different health professionals and lack
of continuity of patient care. Overall, physicians perceived that a
team-based approach in the treatment and medication management
of type 2 diabetes care provided additional benefits to patient
care, including improved chronic disease management, enhanced
opportunities for patient education, and improved clinical outcomes.

How can this be used or adopted by others?
The findings of the study provide important insights into the
coordination and collaboration of multidisciplinary teams within
primary care settings and guide improvements in the care of patients
with type 2 diabetes.

2 0 1 7 Accelerating Primary Care Conference Abstract

13

ABSTRACT 12

Modifying Primary Care Patient
Experience Survey Measures Based
on Cognitive Testing

Authors:
Jeanette Jackson, PhD | Roland Simon, MA | Dr. Maeve O’Beirne, MD, PhD | Vlad Degtiarev

What was the issue or problem you wanted to address?

What did you find?

Patient reported experience measures (PREMs) have been shown
to be a useful tool in determining how well a primary care clinic is
meeting the needs of its patients and allowing the clinic to focus its
energies on improving areas that are not working well. These tools
have been developed for use in acute care settings as well as for use
in primary care settings in the United States. Because language and
system differences exist between the United States and Canada, the
Health Quality Council of Alberta (HQCA) has developed a PREM
tool for use in Canadian community based primary care practices.
This tool has been tested in a number of different clinic populations
but mostly in clinics that are composed of patients from a higher
socio-economic status. Also, previous testing has found that some
of the questions did not perform well. Since it is crucial to ensure
that the instruments used for assessment accurately measure patient
experiences, and more specifically, that the questions measure what
is intended and that respondents understand and correctly interpret
items, cognitive interviewing is required.

The questions on existing PREM tools did not resonate with
Canadian patients. Modification of the existing survey questions
was required resulting in a validated PREM survey for the Canadian
Primary Care context.

What was your goal?
The validity and accuracy of questions and questionnaires has been
an ongoing issue for researchers. The cognitive interview method
has come to be viewed as an important means to ensure the quality
and accuracy of survey instruments and is used to identify and
analyze sources of response error in survey questionnaires (Willis,
1999; 2005). Specifically, the purpose of the method is to understand
whether subjects understand the question, both consistently across
subjects and in the way intended by the researcher (Collins, 2003).

How can this be used or adopted by others?
Others will be able to understand the use of cognitive interviewing
to design a patient experience measure for primary care, particularly
interpreting the questions that are most important to patients.

How were patients included?
Individual interviews were conducted with 66 patients attending
3 different clinics in Calgary. Patients were asked sequentially to
participate as they came to their medical appointment. The clinics
were chosen for their diversity in patient populations in terms of
socio-economic status, education level and time in Canada. Using
the technique of cognitive interviewing helped identifying preferred
question wording and response formats, as well as importance
ranking of measured concepts to evaluate received primary care.

The present study aims to identify modifications to existing survey
questions that resonate with people who utilized primary care
services, using the cognitive interviewing technique.

What approach did you take?
Individual interviews were conducted using cognitive testing to
identify preferred question wording and response formats, as well
as importance ranking of measured concepts to evaluate received
care. 66 patients attending 3 different clinics in Calgary that could
understand English were asked sequentially to participate as they
came to their medical appointment. The clinics were chosen for
their diversity in patient populations in terms of age, gender, postal
code, highest level of education, financial situation and mother
tongue. The patients age ranged from 21 to 84 years. Interviews
lasted on average 10 minutes, with older and more chronically ill
individuals requiring more time. Four rounds of cognitive interviewing
were conducted starting with testing very broad PREM concepts and
changing to testing PREM sub-concepts in round 2 and 3. The final
round tested importance of identified sub-concepts measured by
well working survey questions.
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Patient and Family Centered Team
Collaboration Pilot

Authors:
Melanie Hnatiuk, MD, CCFP, FCFP | Jane Bowman, RN, MN

What was the issue or problem you wanted to address?

Benefits:

Team meetings are often used in acute care to address complex
problems with patients. Can this process be used to help patients in
Family Medicine clinics?

• Knowledge Sharing

We have historically had Allied health meetings where patient
issues have been informally discussed but have initiated a pilot
with 2 different cases where we more actively involved patients
and physicians in this process to see how we could formalize and
expand the process of team collaboration around patient care in an
academic family medicine environment.
Ultimately, the issue we were solving was coming together as a team
to support a team member to help their patient solve a problem or
problems.

What was your goal?
The goal was to collaborate to maximize the team’s resources to
help solve the patients problem, and get all the team members, (this
includes the patient) on the same page.

What approach did you take?
We addressed the issue via team collaboration, triggered by allied
health or physician, in the form of a team meeting or series of
meetings triggered by team member or by physician.

What did you find?
As this was a pilot, we tried different strategies. The feedback was
qualitative-patient/family satisfaction with the process as well as that
of the team members with the process.
Key findings:
Keys to success:
• One team member appointed as primary contact for all present
to book meeting

• Support for Patients and providers
• 	 Improved knowledge of Family
• Developing Care Plans that reflect the patient/family and have
input from the whole team
• 	 Connection of team member/team building
• 	 Patient/Family knowledge of Care plans

How can this be used or adopted by others?
We recognize that our circumstances are somewhat unique in the
sense that many of our providers work on the same space, and not
all clinics have this ability. Other clinics could build on the concept
of this pilot-ie the significant benefits to patients of the collaboration
between the team of providers and the patient satisfaction that
comes with it. However, we recognize that other clinics may need to
use creative strategies to collaborate-ie use of technology to meet
and collaborate. The message from our pilot is that it is worthwhile
and that it does appear to benefit patients.
Our next steps are to expand our processes and to formalize this into
a regular process for our clinic.

How were patients included?
We piloted 2 processes-one that did not involve the patient directly,
but where one team member was assigned to communicate with
the patient, and another included the patients and family member
at the meeting. Even when the patient and family were not at the
meeting, the ultimate endpoint was that one team member took the
findings from the meeting and shared them with the patient.
It does seem to be ideal if Family and Patient present at meeting but
if not possible one person from meeting should summarize findings
and then be assigned as the key contact for the family.

• Planning in advance if possible
• Ideal if Family and Patient present at meeting but if not possible
one person from meeting should summarize findings and then
be assigned as the key contact for the family
Barriers to Success:
• Getting all team members and the family and Patient in the same
place at the same time. This is likely even more challenging in
clinics where all team members are not co-located
Considerations:
• Billing for physician and team
• Colocation
• Consider using technology to get everyone in the same space/
Creative solutions
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Patient and Family Centered Team
Collaboration Pilot
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What was the issue or problem you wanted to address?

How can this be used or adopted by others?

In August 2011, the Canadian Government launched the Strategy for
Patient-Oriented Research (SPOR), a major initiative funded by the
Canadian Institutes of Health Research (CIHR). With partner funding
from Alberta Innovates, the Patient Engagement (PE) Platform of
the Alberta Support for People and Patient-Oriented Research and
Trials (SUPPORT) Unit was established in 2013. Since this time, the PE
Platform has worked to promote, support, and evaluate meaningful
patient and researcher engagement in health research.

The immediate client of this initiative will be health research teams;
however, the end product will be adaptable to health systems and
other areas where patients are engaged as experts and partners.

What was your goal?

There are 4 patient members on the Working Group and R. J.
Scoular will present the poster as a patient with Sennait Yohannes.

The PE Platform hosted a meeting in November 2016, bringing
together patient organizations and provincial stakeholders who are
actively involving patients in their processes. From this meeting an
Evaluation Working Group has been assembled. The objective of this
Working Group is to support the evaluation of patient engagement in
Alberta. A secondary objective is to use the information learned from
future evaluations to improve the “science” of patient engagement,
ensuring more patient partners are meaningfully engaged in Alberta.
As such, the Working Group has grown to include four patient
partners, and multiple collaborators from different sectors within
Alberta.

Development of the Evaluation Package with patient perspectives
will contribute to a relevant and robust aid for research teams to
learn from and improve upon their patient engagement efforts.

How were patients included?

What approach did you take?
The Working Group is currently populating an Evaluation
Package that will enable research teams to evaluate their patient
engagement efforts. The structure of the Evaluation Package will
be a matrix consisting of (1) the research cycle stages (Identification
& Prioritization, Design, Proposal, Data Collection, Analysis,
Dissemination, Evaluation) and (2) an adapted IAP2 Spectrum of
Engagement (Learn, Participate, Consult, Involve, Collaborate,
Empower/Lead). An accompanying guide will also be developed to
help research teams use the information in the Evaluation Package
to evaluate their patient engagement.

What did you find?
This abstract describes a process that is currently underway, there
are no results to report.
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Step, Together, Step: Lessons on
Walking the Talk on Teamwork

Authors:
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What was the issue or problem you wanted to address?

How can this be used or adopted by others?

The Strengthening Teams Initiative is a new collaboration of
stakeholders who have never worked together in this capacity.
The stakeholders include: Alberta Health Services, the Alberta
Medical Association, the Alberta College of Family Physicians, and
the Department of Family Medicine at the University of Calgary.

Our initiative identifies these key points for any group of new
stakeholders undertaking an initiative together:

What was your goal?
The collaborators shared a goal of developing tools and processes to
support strengthening primary health care teams. For the initiative to
be successful, we worked to establish ourselves as team first.

What approach did you take?
Bringing together collaborators with distinct agendas and timelines
has been challenging. Shifting priorities, organizational changes,
emerging initiatives, stakeholder demands, and challenging
workloads have been a reality for committee members.
Committee members generated a list of stakeholders in order to
record their accountabilities. Using this information, we developed a
network map and used this as touchpoint to ensure our committee
members’ interests were being served at each stage.

• Commitment in writing from Sponsors in collaborating
organizations. Attributing an FTE to the committee members’
role ensures member involvement is recognized within their
organization.
• Finding a suitable online platform to share files, information, and
updates. Our group even added a vacation calendar to manage
meetings through the summer months.
• Diarizing a series of short, recurring telephone meetings and
periodic, longer in-person meetings.
• Frequent check-ins with committee members to understand their
shifting priorities, stakeholder obligations, or arising concerns.

How were patients included?
Patients were not included.

What did you find?
Initially, we set aside three hours per week for meetings that we felt
were needed time to establish working relationships and to get work
done. Through this processes, we noted that meetings that were
shorter due to conflicting demands as much was accomplished as in
the longer meetings. When the initiative launched, one person held
the core documents and emailed them to members.
As the initiative enters its tenth month, we hold one hour per week
meetings, with extended in-person meetings as needed. We use a
shared portal to store and update documents and to communicate
(www.slack.com). These changes have streamlined the accessibility
to one another and documents.
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A Collaborative Care Model for Chronic Disease
Management in Diabetes — Involvement of
Community Pharmacists in Complex Care Plans,
a Pilot Study

Authors:
Divya Garg, MD, CCFP | C. Joe Tabler, BSc. Pharm, Pharm D, BCPS

What was the issue or problem you wanted to address?

What did you find?

Currently Alberta funds both primary care physicians and
pharmacists to complete a comprehensive assessment and plan
for a patient with qualifying medical conditions. These plans are
referred to as a complex care plan (CCP) or a comprehensive annual
care plan (CCAP). Alberta Health also remunerates pharmacists for
monthly follow-ups on these plans. Plans completed by pharmacists
state that an effort should be made to contact the physician and
clarify whether a complex care plan has already been completed
prior to initiating a new one. However, if this communication does
not take place, the patient may have two plans completed, one
by their physician and another by their pharmacist. At times these
plans may have a difference in goals, which may lead to confusion
for the patient or lack of adherence. Also, two separate plans may
cause harm due to lack of congruence. Our aim is to have family
physicians and community pharmacists work collaboratively with
the patient in formulating and following up on these comprehensive
care plans. A review of literature reveals that there have been no
studies facilitating this collaboration initiated by physician offices in
the context of complex care plans and looking at outcomes.

In both study arms six month and one year outcomes were
compared to baseline as both groups had complex care plans
completed. The two groups were also compared to each other.

What was your goal?
Physician and pharmacist collaboration has been shown in previous
studies to improve glycemic control (HbA1C), lipid control and blood
pressure in patients with diabetes.
The use of complex care plans and collaborative approaches to
care is also consistent with the chronic care model. The delivery of
care under this model is planned, proactive and patient centered.
A systematic review looking at diabetes care programs that have
components of the chronic care model showed that in 32 out of 39
studies reviewed there was improvement in at least one process or
outcome measure for patients with diabetes.

In the intervention arm reduction was noted in all primary outcome
measures – HbA1C, systolic BP and diastolic BP. Medication
adherence also improved compared to baseline. Patients also
reported improved chronic illness care as the mean score on the
validated PACIC scale (Patient Assessment of Chronic Illness Care)
improved for both congruence with the chronic care model and
evidence based counseling using 5 As.
The control group has not completed the study at the time of this
abstract submission, however slight improvement in HbA1C is noted
at the 6 month mark.

How can this be used or adopted by others?
This study would be the basis for a future in depth project comparing
outcomes of care plans completed in isolation by pharmacists
or physicians with those created in a collaborative environment.
Our long-term objectives are improvement in patient outcomes,
reduction in health care expenditure as well as preventing
duplication and potential discordance of comprehensive care plans.

How were patients included?
This is a pilot study involving patient recruitment. Patients are
involved in complex care planning in a planned, proactive and
patient centered model. Patients also assessed if the care that they
were receiving was congruent with the chronic care model using a
validated questionnaire.

Our primary outcomes of interest are - change in HbA1C and
change in blood pressure. We also measured change in medication
adherence using a validated scale. Furthermore, we assessed our
model of care using a validated scale to assess if the care that our
patients with diabetes are receiving is congruent with the chronic
care model and evidence based behavioral counseling using the 5 As
(Ask, Advise, Agree, Assist and Arrange).

What approach did you take?
This is a single center prospective case control pilot study.
A cohort of 16 eligible patients with diabetes and hypertension at the
South Health Campus Family Medicine Teaching Clinic were enrolled
in the study. The intervention arm had involvement of the patient’s
community pharmacist along with their clinical team in formulating
the complex care plan and monthly follow up with their community
pharmacist. In the control arm patients had complex care plans
completed in collaboration with their clinical team with no planned
coordination with the pharmacist.
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Optimization of Hospital-Primary Care
Continuity for an Inner City Patient
Population: Quality Improvement Project

Authors:
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What was the issue or problem you wanted to address?

What did you find?

Inner city patients are a medically and socially complex population at
increased risk of high rates of emergency department (ED) use; yet,
these patients are traditionally underserved in the hospital setting,
and experience poor linkage back to primary care. Unfortunately,
existing best practices for promoting hospital-community continuity
do not account for additional barriers faced by marginalized
populations, and thus cannot be extrapolated to inner city settings.
The Addiction Recovery and Community Health (ARCH) team
at the Royal Alexandra Hospital (RAH) shares many patients in
common with the Boyle McCauley Health Centre (BMHC), a primary
care facility in Edmonton’s inner city. ARCH and the BMHC have
partnered to develop and implement their own processes, informed
by inner city patient and provider experience and general population
best practice, for promoting hospital-community continuity.
However, the teams have observed that some of their shared
patients have more hospital-community continuity than others.

Our work is in progress; early findings will be shared.

What was your goal?

How can this be used or adopted by others?
Chart-documented team processes that facilitate or hinder
continuity will be shared with the primary care community. Learnings
can inform innovative health care team process interventions,
continuity of care best practices for marginalized populations, and
policy development to better bridge the inner city patient journey
between hospital and primary care.

How were patients included?
Through ongoing consultation with patient advocates, the patient
perspective is being included throughout the QI process, including
the adoption and refinement of patient-centered processes,
identification of processes appropriate for data abstraction, and
interpretation and dissemination of findings.

This collaborative quality improvement project aims to optimize
hospital-community continuity for inner city patients presenting
to RAH acute care, via identification of key ARCH-BMHC health
care team processes that facilitate inner city continuity of care, and
refining processes for shared ARCH-BMHC patients in alignment with
identified best practice.

What approach did you take?
Relative care continuity is determined for all shared patients,
separating the patient cohort into high and low continuity groups.
Chart data abstraction is underway to identify continuity enablers,
barriers, and processes to inform planned consultations with front
line teams. Both ARCH and BMHC teams will trial Plan-Do-Study-Act
(PDSA) cycles implementing identified innovative and high impact
quality process improvements.

2 0 1 7 Accelerating Primary Care Conference Abstract

19

ABSTRACT 18

A Tapestry in the Making: A Pilot Project
Weaving the Health Tapestry Program into
Other Patient-Centered Programs

Authors:
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What was the issue or problem you wanted to address?

What did you find?

In the Health TAPESTRY program, pairs of trained volunteers visit
patients where they live. At these visits, the volunteers learn more
about what matters most to that patient, their health concerns, their
living situation, and their life goals. This material is richer than what
there is time to collect in a typical doctor’s office visit. The gathered
information is passed on to each patient’s primary health care team
that is comprised of interdisciplinary professionals and is used to
develop a more robust complex care plan that takes into account
the patient’s values and all aspects of their life.

We will measure our success by monitoring patient outcomes and
the use of the healthcare system.

What was your goal?
The Department of Family Medicine (DFM) strives to promote
optimal care using a patient-centered, team-based approach
within the community. This program will bring together volunteers,
interdisciplinary teams, and patients and their families to create a
complex care plan for the individual and health care team to follow.
During the pilot stage, we will trial the Health Tapestry processes,
and assess whether there is an opportunity to further assist patients
by increasing the continuity of the patient experience. We will
achieve this by connecting our DFM primary care teams to Primary
Care Networks (PCNs), community partners, and DFM’s emerging
Complex Care Program.

How can this be used or adopted by others?
We embedded Health Tapestry in an Alberta primary care
environment using a combination of complexity measures, a teambased focus, a patient-centered approach, and in collaboration with
community partners such as PCN’s and other community service
providers. This combination has not been reported before.

How were patients included?
A patient representative has been included in the project beginning
at the planning and development stages.

What approach did you take?
The key components of Health TAPESTRY include embracing
technology, interdisciplinary primary care teams, volunteers, and
community engagement.
We have selected a module within the DFM Sheldon Chumir site for
this pilot project. Patients will be identified for the program pending a
combination of a minimum threshold on the Charlson Comorbidity
Index and their physicians’ discretion.
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Central Patient Attachment Registry
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What was the issue or problem you wanted to address?

What did you find?

Discontinuity of patient care in the form of lack of relational
continuity and information continuity are a barrier to implementation
of the Patient’s Medical Home. When patients have a longitudinal
relationship with a single primary provider, results are better access,
better quality of care and a reduced overall health care system
utilization and costs.

CPAR and panel readiness criteria have been defined as well as roles
and responsibilities for CPAR success.

When providers have knowledge of patients comprehensive medical
information it results in better handoffs, better communication and
less duplication of care.

What was your goal?
Panel and continuity are essential and foundational change elements
in the implementation of the Patient’s Medical Home.
The Central Patient Attachment Registry (CPAR) is a centralized
database that captures the attachment of Primary Care Physician or
Nurse Practitioner and their paneled patients. A panel is a group of
patients assigned to a specific primary provider (physician or nurse
practitioner). CPAR will be a key enabler for continuity of care and
information in primary care.

How can this be used or adopted by others?
Physician and PCN leaders, primary providers, PCN team members
and clinic team members can learn about the benefits of the central
registry for enhanced panel for Patient’s medical Home. They can
learn how to prepare at the practice and PCN level for the 2018
launch. Potential users can be aware of the toolkit items, those
prepared and those in development for launch.

How were patients included?
Patient education and communications about having a primary
provider in a medical home will be key to CPAR success. Alberta
Health has engaged with IMAGINE, Citizens Collaborating for
Health to encompass the patient perspective and build foundational
information for communication.

What approach did you take?
CPAR is a joint initiative with AMA, AH and AHS. The solution is
in development and leveraging lessons learned from two PCNs
that have built web portals that can identify patients on more than
one panel within the PCN. CPAR will leverage past and present
lessons learned as well as emerging technology so that it can be
implemented in 2018.
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Camrose Primary Care Network Chronic
Obstructive Pulmonary Disease Screening
and Treatment Algorithm
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What was the issue or problem you wanted to address?
According to the Canadian Institute of Health Information (CIHI)
Chronic Obstructive Pulmonary Disease (COPD) is the second
highest reason for hospitalization across Canada and in Alberta.
Hospital admissions for COPD lung attacks in Canada averaged a
10-day length of stay at a cost of $10,000 per stay. The total cost of
COPD hospitalizations is estimated to be at $1.5 billion a year. COPD
poses a huge drain on health resources and carries a significant
economic cost in Canada. 18% of COPD patients were readmitted
once within the year and 14% twice within the year. While not all
re-admissions are avoidable, research suggests that between 9% and
59% of re-admissions may be prevented.
With a focus on early detection, diagnosis and treatment at the
primary care level the Camrose PCN began to explore ways to
enhance COPD screening and treatment opportunities, improve
patient care and reduce the burden of this progressive and
debilitating chronic disease within its local catchment area.

What was your goal?
Supported by population health data outlined in the “2015 Alberta
Health Camrose Primary Care Network Community Profile” the “2015
Health Quality Council of Alberta PCN Patient Panel Report” and
the “2017 Alberta Health Services Central Zone Profile” the Camrose
PCN confirmed that 2.7 percent of its patient panel were identified as
having COPD which was higher than both the Zone and Provincial
panel (1.9 and 1.5 percent).
Capitalizing on the success of the Alberta Screening and Prevention
Program (ASaP) within the Camrose PCN associated physician clinics
the Camrose PCN wanted to created a screening and treatment
algorithm that included smoking history, the Canadian Lung Health
Test, referral processes, participating specialists, diagnostic test
recommendations and treatment options and embed the algorithm
into the physicians’ Electronic Medical Record (EMR) thus making it
part of the overall PCN’s ASaP menu of screening maneuvers.

What approach did you take?
In order to do this work, the Camrose PCN requested to partner
with Boehringer Ingelheim Canada Ltd. and subsequently submitted
a grant proposal to support the development of this specific
COPD project for the purpose of improving COPD screening and
management within our catchment area. Project leads included the
Camrose PCN Physician Lead and Clinical Director.
Throughout the project the Boehringer Ingelheim Canada
Ltd. Health Care Affairs Manager supported the Camrose PCN
project team (Physician Lead, Clinical Director, Chronic Disease
Management Nurse, Pharmacist, Patient Care Coordinator and
Improvement Facilitator) to help optimize the algorithm. Boehringer
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Ingelheim Canada Ltd. supported initiatives such as education
and lunch knowledge translation sessions etc. to ensure adoption
and implementation of the algorithm in the Camrose PCN where
needed.
To be successful in this work, the Camrose PCN understood
community collaboration and integration was key. Therefore the
Camrose PCN collaborated and met with representatives from
Covenant Health, St Mary’s Hospital and Alberta Health Services
(more specifically their Community Rehabilitation Respiratory
Therapy Program and the existing Breathe Easy Pulmonary
Rehabilitation Program) as well as other community stakeholders on
multiple occasions to build consensus regarding the screening and
management algorithm to improve care and continuity of services
for identified COPD patients in the Camrose PCN catchment area.
Once agreed upon the Camrose PCN Patient Care Coordinator
and Improvement Facilitator were tasked with the responsibility
of creating and testing the approved COPD screening and
management algorithm within a physician’s EMR.
In February 2017 the Camrose PCN project team introduced the
COPD screening and management algorithm and associated
COPD protocol to Camrose PCN physicians, healthcare providers
and community stakeholders. This presentation included a live
demonstration of the screening and management algorithm
functioning within a physician’s EMR. The algorithm and protocol
are now fully integrated into all Camrose PCN associated physician
clinics.

What did you find?
The Camrose PCN was certainly pleased and thankful for the
willingness and eagerness of all healthcare and community partners
to come to the table to discuss and agree upon a COPD screening
and management algorithm and associated protocol. The Camrose
PCN also wishes to thank Boehringer Ingelheim Canada Ltd. for their
support in this work.
While the overall goal was to develop a useful screening tool to
allow for early detection and treatment of COPD, the Camrose PCN
will look to measure success by:
• Tracking exacerbation data (EMR data extraction and baseline
metrics of current COPD patients vs diagnosed patients) based on
the implementation of the algorithm and protocol;
• Extracting baseline anonymized patient data from available EMR
data and subsequently analyzing COPD admissions, re-admissions,
length of stay and emergency department (ED) visits with the goal
of quantifying cost reductions;
• Reducing ED visits for acute exacerbation of COPD/SOB by 10%;
and
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Camrose Primary Care Network Chronic
Obstructive Pulmonary Disease Screening
and Treatment Algorithm
CONTINUED

• Improving community engagement in COPD patient care by
involving the patients, families and providers by managing care in
the home therefore reducing reliance on hospital services (Tracking
the number of COPD exacerbation managed at home without use
of emergency room or a hospital stay).

How can this be used or adopted by others?
The Camrose PCN seeks to align all Priority Initiatives and associated
Program Elements with provincial PCN objectives as outlined by
Alberta Health in April 2017. For this specific project the following
objectives were taken into consideration:
-Strong partnerships and transitions of care; health needs of the
community and population; and the patient’s medical home.
-Project success can certainly be credited to the leadership of the
current PCN dy-ad model (Physician Lead and Clinical Director) in
addition to the EMR expertise of both the Patient Care Coordinator
and Improvement Facilitator.
-The Camrose PCN’s relationship with healthcare and community
providers also had a significant positive impact on the development
and implementation of the screening and management algorithm
and associated protocol.
The Camrose PCN also wishes to acknowledge its relationship with
Boehringer Ingelheim Canada Ltd. and the support it provides in
assisting with enhancing our current prevention and chronic disease
management programming.
Areas of learning to be shared include:
-The coordination, integration and partnership work with health
services and other social services across the continuum of care.
-The process for planning service delivery based on the assessment
of appropriate population health data; and ensuring COPD patients
have access to the right services by way of multi-disciplinary primary
care teams.

How were patients included?
No patients were included in development of the screening and
management algorithm or associated protocol however it is the
goal of the Camrose PCN to incorporate patient satisfaction surveys
for those referred to the Camrose PCN Risk Reduction Program for
COPD management.
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Psychology’s Essential — and Cost Effective —
Role in Integrated Care

Authors:
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What was the issue or problem you wanted to address?

How can this be used or adopted by others?

Alberta’s two-tiered health care system means most psychological
access is exclusive to those Albertan’s with extended healthy care
benefits.

Case examples and literature review demonstrates the cost savings
and work reduction from more targeted psychological assessment
and treatment as core to primary care.

What was your goal?

How were patients included?

• Highlighting the profession’s contributions

Surveys (provincial and national).

• Targeting interdisciplinary and transdisciplinary opportunities
• Identifying cost and time savings
• Examining patient-centred care from the perspective of health
psychology

What approach did you take?
• Advocacy
• Focus groups
• National and Provincial research (Ipsus polls)
• Case Study examples of psychology within primary care networks

What did you find?
• Psychology works for Albertans
• When experiencing depression or anxiety, Albertans want to see a
physician, a psychiatrist, & a psychologist as their top three choices.
• Access is a considerable issue, particularly for Albertans of lower
socioeconomic status, those who have more significant mental
health care needs, or greater issues with the social determinants of
health
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INR Monitoring Workflow:
Review To Improve
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What was the issue or problem you wanted to address?

How can this be used or adopted by others?

Our clinic of four microsystems had a standardized workflow for INR
monitoring. Over time our LPNs took elements of the process and
adapted them to their own personal preference of workflow. Due
to this, we had variances of the process in each microsystem which
made it difficult to cross cover when we have staff absences.

Engaging the staff by soliciting their input on why specific elements
worked or didn’t work, allowed for the development of a more
streamlined process that all staff support.

What was your goal?
We aimed to create a streamlined process for all staff would follow,
which will decrease confusion when cross covering. We wanted a
simple patient centered process, that increases patient safety.

What approach did you take?

How were patients included?
We conducted a patient survey via telephone 6 months after the
implementation of the new process. We wanted to determine if
patients had noticed any changes in the way that their INR is being
managed, their level of satisfied with the way their INR is being
managed, as well as how they felt about more frequent reminder
calls for overdue INRs.

We collected data from each LPN in each microsystem, for each
element of INR monitoring. We complied all the data to document
and understand the variations in process.

What did you find?
We found that each microsystem had made changes. Some of these
changes resulted in efficiencies to the process while others made
the process inefficient. We took the most efficient changes from
each microsystem and created a new streamlined process for all
to follow. After a month of implementation we collected feedback
from LPNs and Physicians on what was and what was not working in
the new process. Using the feedback we changed the process and
implemented again.

2 0 1 7 Accelerating Primary Care Conference Abstract

25

ABSTRACT 23

Linking Calgary and Area Physicians to
Enhance Continuity in Patient Care

Authors:
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What was the issue or problem you wanted to address?

How can this be used or adopted by others?

Within the Calgary Zone, poor integration between primary and
specialty care challenged patients moving through the health
system. Care that was not patient centred created unsafe situations
for patients and challenged providers to co-deliver optimal patient
outcomes.

Specialist LINK, simplifies referral processes, enhances clinical
pathways, strengthens relationships between primary and specialty
care, improves efficiency and enhances coordination of patient care.
The need for participation and collaboration of primary and specialty
care physicians and operational staff, shared responsibility for the
care of patients, and joint solutions is key.

What was your goal?
Enhanced integration between primary and specialty care providers
to support patient care. Objectives include:
• support for primary care providers managing patients in medical
homes
• improved wait times for patients to access specialty care
• improved communication between primary and specialty care

How were patients included?
We have not included patients in the HSS Group. The patient
journey is the focal point for guiding our work and the creation of
joint solutions with our specialty colleagues. We have now added
a patient advisor to our grant funded project (enhancing Specialist
LINK), and our new learning and experience will be applied to our
integration work between primary and specialty care more broadly.

• simplified access to specialty care by primary care providers

What approach did you take?
Calgary Area Primary Care Networks and AHS stakeholders partnered
to develop the Health Systems Support (HSS) Group. HSS meets
with specialty groups to develop processes and tools, including the
development of Specialist LINK – a non-urgent telephone advice line
that family physicians use to contact a specialist for advice about a
patient in real time, co-developed care pathways to reduce variations
in care for patients, and standardized access to specialties to improve
efficiencies.

What did you find?
More than 2800 advice calls have been made to specialists by family
physicians through Specialist LINK. Physician survey results show
calls result in some referrals no longer being needed, improvement
or alleviation of patient health issues, and avoided specialist consults,
ED visits, diagnostic and lab tests. Care pathways and standardized
access to different specialties provide increased support to the
medical home and lead to fewer unnecessary referrals. The majority
indicated calls supported enhanced patient care.
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Linking Calgary and Area Physicians to
Enhance Continuity in Patient Care

Authors:
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What was the issue or problem you wanted to address?
Primary care services are the first trusted place people go to seek
support for health care needs such as diagnosis and treatment of
illness. When the primary care system is working effectively it results
in people getting the right level of care at the right time, improved
health outcomes, lower costs and reduces pressures on the acute
care system. Primary care resources in Alberta are largely allocated
to Alberta Health Services (AHS), physicians and Primary Care
Networks (PCN), however, services are typically not well integrated
and there is limited accountability to deliver on key performance
indicators.

What was your goal?
Calgary Foothills PCN aimed to develop a service delivery model
to support primary health care reform through system redesign
and team integration. The goals were to improve access to care,
strengthen links between providers, identify gaps in services and
create programs to fill them by working alongside family doctors,
health professionals and other organizations to meet local needs.
This service delivery model consists of different layers: health home,
health home community and health home network.
The health home is at the hub and is where people have access to
comprehensive primary care services supported by primary care
teams. When care needs exceed the resources in the health home,
support can be leveraged from the health home community and
health home network.
Health home network provides integrated services across corridors
of care for people with distinct health needs and supports the ability
to connect unattached patients such as in chronic disease clinics,
low risk maternity clinics and after-hours programs.
Health home community consists of health homes, PCN, AHS and
community health and social services coordinating care to service
a similar population defined by community profile. Health home
communities increase the health home’s ability to address broader
determinants of health and leverages resources that already exist in
the community. Health home community brings the primary health
care services patients need into the heart of the communities where
they live or work.

• Cochrane COMPASS for the Caregiver Workshop. Partners include
AHS and Family Community and Support Services (FCSS)
• Cochrane School Aged Children and Youth Affected by Mental
Health & Addictions Case Collaborative. Partners include
AHS Addictions and Mental Health, FCSS, Rockyview schools,
pediatrician, and Family Supports for Children with Disabilities
• West Bow Older Adults with Complex Needs Collaborative.
Partners include AHS Addictions and Mental Health, homecare
& volunteer services, Carya, and Bowwest Community Resource
Centre

What did you find?
Integrated clinical care requires teamwork. Great people are
providing care and services, however they do not know how to
work together. Making linkages and removing barriers provides the
opportunity to integrate care, increases collaboration and enhances
the ability to provide comprehensive patient care.
Each local project develops an evaluation framework which may
include: physician, patient and provider experience, utilization
outcomes, process outcomes and/or health outcomes.

How can this be used or adopted by others?
This service delivery model supports the integration and continuity
of patient care which resonates with primary care providers and can
be applied in different settings. Proposed expansion of this model
includes a framework for health home community zone to support
equitable access to services and optimize care.

How were patients included?
Patients have been included at different stages and levels of
engagement in health home community. A patient engagement
phone survey was completed in March 2017 for the NW Calgary
catchment area to understand patients level of satisfaction with local
health care services, awareness of PCNs and to understand where
patients go to access local health resources. The patient voice is also
included at the project level as part of patient experience surveys. In
progress, considering having a patient involved at the advisory level
in two case collaboration projects.

What approach did you take?
Health home community was launched in 2014 through extensive
consultation and establishment of partnerships with physicians,
health and community services starting in the Cochrane area and
has expanded in NW Calgary. Health home community leverages
local health data and consultation to develop local initiatives that are
responsive to community needs. Examples include Calgary Foothills
PCN and family physicians collaborating on:
• Cochrane Low Back Care Management. Partners include AHS
Bone and Joint Health Strategic Clinical Network, the University of
Alberta, local physiotherapists and chiropractors.
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Path to Care: Alberta Health Services
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What was the issue or problem you wanted to address?

How can this be used or adopted by others?

Albertans want to know that when care is required it will be available
in an effective and efficient manner; however, many of the current
referral processes in Alberta are highly variable and are often prone
to inefficiencies such as poor communication, duplicated work and
lack of clarity for patients. These challenges can lead to patient and
healthcare provider dissatisfaction, delays in accessing care, patients
lost in the system and risk for suboptimal outcomes.

Our experience shows that a systematic and thoughtful approach
to change management allows for more successful outcomes for
patients. Sustaining the efforts of practice change, such as the
implementation of standardized referral management, is noted to
not only ensure that patients receive the best care possible but also
that investments made in knowledge acquisition and transfer are not
wasted.

What was your goal?

How were patients included?

Path to Care is the provincial initiative that assists scheduled
outpatient programs and services in improving coordination/
provision of services and patient access. Ultimately patients will
receive the right service, at the right time and in the right place. This
work was founded on the AHS Wait Time Measurement, Monitoring
and Reporting of Scheduled Health Services policy implemented
September 2013 and aligns with the CPSA Referral Consultation
Standard 2017.

N/A

What approach did you take?
Path to Care assists scheduled services by defining and building
understanding around specific opportunities for referral and access
management. This work outlines the importance of standardizing
referral practices to reduce or eliminate process variability within and
between services throughout Alberta. A comprehensive tool kit has
been developed to support leading access practices around: referral
guideline development, clear and timely communication between
patients, primary care and specialty providers; and providing change
management expertise and resources to assist in optimizing referral
management processes.

What did you find?
A baseline assessment is completed using various methods such
as an Access Assessment Tool, Process Mapping, etc., to define a
program or service’s current state and strategize where to focus
their efforts. Progress is monitored to ensure success and refocusing
of efforts if necessary. Path to Care ultimately results in improved
patient care, safety, experience and collaboration between primary
and specialty care.
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Transition Care and Support for Autistic Adults
(UPDATED)

Authors:
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What was the issue or problem you wanted to address?
There was a gap in the system around supports for adults with
autism, and the transition process from the youth system to the adult
system was not a smooth one. There is a need for a program to
help patients make this transition, as well as provide a more robust
support network for adults with autism.

What was your goal?
The four overall goals of the lifespan initiative are to (1) champion
a person-centered approach to the coordination of medical care
for adults living with autism, (2) provide consultation on medical
management for patients with ASD beginning in adolescence, (3)
develop working relationships with primary care providers to facilitate
the development of their practices to include adults with autism, and
(4) build capacity through the development of shared-care networks
within the community, and to develop a diagnostic service for adults
with suspected ASD.

The development of such a complex program can take some time,
and initial uptake has been slow. However, initial patient experience
has been promising. The collaboration with the Glenrose has been
invaluable in finding family physicians for patients with autism.

How can this be used or adopted by others?
Others can look to our example of identifying a difficult transition
and creating processes to help make that transition smoother. They
can also look to our example of partnering and forging links with
other health care providers and resources. Successful engagement
with the patients’ family physicians facilitated the expansion of this
service into more medical homes.

How were patients included?
Patient feedback was included through a patient experience survey
after a few months in the program.

What approach did you take?
Extensive collaboration with stakeholders resulted in the
development of a new model of service for adults with, or suspected
of having ASD, and their families/caregivers. Edmonton Oliver
Primary Care Network partnered with the Glenrose to (1) receive
referrals for youth with autism to family doctors willing to take in
patients with autism, (2) refer patients with suspected autism to
the glenrose diagnostic clinic for diagnosis, and (3) EOPCN staff
attended workshops to learn about working with patients with
autism.

What did you find?
A medical home for adults living with ASD was established at the
Edmonton Oliver Primary Care Network. Data about patient referrals,
wait times, and encounters were kept in an activity database. A
patient experience survey was also administered to identify patients’
level of comfort with the clinic staff, confidence in taking care of
their health, understanding of their treatment plan, and satisfaction
with the care they received.
Results from the survey suggest that patients and their caregivers
were provided with access to timely, person-centred, ASD
knowledgeable, coordinated medical and diagnostic services as
evidenced by: (1) patients are satisfied with the care they received
from the medical home, and have received patient-centered,
accessible, and responsive care at EOPCN; (2) patients found it easy
to make an appointment, and had a mean wait time of 18.3 days;
(3) patients were referred to internal and external health services for
ongoing support, with the most frequently accessed PCN service
being mental health.
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Calgary Zone Coordinated Attachment
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What was the issue or problem you wanted to address?

What did you find?

The benefits or attachment and continuity are documented. We
want to decrease variation of processes across Calgary Zone to
improve both attachment and information and relational continuity.

This is in progress. We have some information which helps us know
we are on the right track. We are building in more capability to
survey our patients. We look forward to developing a more robust
evaluation with the advent of data sharing agreements.

What was your goal?
Calgary Zone Primary Care Action Plan (CZPCAP) is a zonal structure
with partners from AHS, 7 PCNs, Department of Family Medicine,
and Prairie Mountain Health Advisory Committee. The vision of the
partnership is: Every Albertan including the high needs population
will have timely access to services through a fully integrated system
of care.
The coordinated attachment committee reports to CZPCAP. The
pillars of committee activity are attachment, informational continuity
and equitable access to relational continuity. The goal of the
committee is to improve access to primary care through:
1) An enhanced patient-centered Find a Doctor web registry,
2)	A standardized landing and linking (enhanced discharge)
process, and

How can this be used or adopted by others?
Others could learn about the processes we have developed
together, challenges and successes thus far.

How were patients included?
Our committee benefits from having a committee member from
the Prairie Mountain Advisory Council. She has contributed to the
committee deliverable throughout. For example, the committee
was struggling with the definition of a person with complexity and
this member suggested we stop this as no one wants to be labelled
as complex. The transition supports should actually focus on the
person who is having difficulty accessing services that perhaps the
majority can.

3)	A standardized care pathway to support those who need
assistance.

What approach did you take?
The Find a Doctor web registry has seen increased activity since
January 2017. There are over 17,000 web sessions each month. Of
these, over 6,000 are phone number clicks (presumably people
who want to call the clinics to book an appointment). The planned
enhancement to the registry will be a patient feedback loop and
improved matching criteria.
The landing and linking process is slowly expanding to all acute
care sites in the Calgary Zone (4 urban and 8 rural). Integrating the
Department of Family Medicine active physician registry and the
landing linking process decreased fax errors by 10%, improving
informational continuity. Decreasing the variation between sites is
important because family physicians (n=213) say the reports help
them:
• Better assess the urgency of the follow up needed (71%), and
• Improved efficiency and effectiveness of follow up care (83%)
• 	Book a follow up appointment (50%)
The committee is leveraging existing work such as Pediatric Kids
in Care, Better Partners for Health Care and the Rural PCN case
coordination model and patient information roadmap to develop
a Calgary Zone transition care pathway. This improvement would
result in a single point of contact for each PCN to form and leverage
a transition team for patients who need additional support to access
services.
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The Patient Voice – Implementation of a
Patient Satisfaction Survey in an Academic
Family Practice Setting
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What was the issue or problem you wanted to address?

How can this be used or adopted by others?

The Academic Family Medicine (AFM) South Health Campus opened
in August 2012. A Patient/Citizen Innovation Council was formed in
2014. The formation of this council helped ensure that the patient
and/or family, and community voice were a part of their Medical
Home. Their input would guide the clinical innovation, and customer
service within AFM.

Others can also see the benefit of surveying their patients on their
experiences in a primary care setting/clinic. It will allow staff and
physicians to evaluate how well they are providing customer service
to their patients and families. It will also assist family medicine
clinics to review and evaluate their services that impact customer
satisfaction, and whether there are areas that require further
evaluation. Interventions to improve service can be designed around
the patient responses.

What was your goal?
One way to measure customer service in a primary care setting is
to survey/collect feedback on the patient experience/satisfaction
utilizing Patient Questionnaire. The benefit of surveying our patients
and collating the feedback, would be to inform the clinic on how
well we are providing customer service; whether is patient centred,
integrated, respectful, responsible, and efficient.

The patient voice is essential to the patient journey.

How were patients included?
Yes, we included the AFM Patient/Citizen Innovation Council in the
initial design of the survey questions and in the delivery method.

What approach did you take?
A patient satisfaction survey was developed by the Patient Citizen
Innovation Council. There were twelve questions, followed by one
open ended question asking patients to provide any additional
information that wished to share about their experience at the Family
Medicine Teaching Centre. A five point Likert rating scale was used
to allow patients a choice/to agree or disagree when answering the
questions.
The surveys were handed out by staff over a one month period.
One hundred and fifty completed questionnaires were received and
the responses were collected and sums calculated by entering the
data into graphs/and calculating percentages.

What did you find?
We found the clinic scored high in all the categories (high score
defined as usually and always). The sums showed the patient
responses scored lower on the questions:
When booking your appointment are you able to get the date and
time that you requested?
Responses: Sometimes-20%; Usually-61%; Always-17.6%
Are you seen on time?
Responses: Sometimes-20.6%; Sometimes-51.3%; Always-20%
Do all the staff members involved in your visit introduce themselves
to you and explain their role?
Responses: Sometimes-24.6%; Usually-26%; Always-48%
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Engaging Stakeholders to Improve Care: Barriers
and Facilitators in Primary Care Delivery for
Sleep Disordered Breathing
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What was the issue or problem you wanted to address?

How can this be used or adopted by others?

Sleep Disordered Breathing (SDB) affects over 25% of the population
and has significant medical consequences including cardiovascular
disease and poor quality of life. Although there exist several effective
treatments to improve health outcomes for this population, many
primary care providers (PCPs) lack confidence in managing SDB,
leading to demand for specialty care that outstrips capacity. This
means most individuals with SDB experience long delays for care
when it is conceivable that many could be managed in primary care
with the right supports and services in place.

We expect that the resulting model of care will support PCPs to
deliver even higher quality care to Albertans with SDB. The results will
be of interest in other Canadian jurisdictions where the optimal way
to deliver SDB care remains unclear.

What was your goal?
Our goal is to design a model of care delivery for SDB that integrates
primary and specialty care, and to evaluate from the perspective
of clinical effectiveness, access, stakeholder acceptability and
sustainability. We are involving patients and providers at each stage
of the model design process.

The patient voice is essential to the patient journey.

How were patients included?
Patients have been essential participants in this work. Alongside
PCPs, patient experiences provided the basis for understanding
SDB care in the community. A patient representative addressed our
PCP workshops so that patient experience became a focal point of
discussion. Patients will also be invited to advise on the care model
as it develops.

What approach did you take?
In partnership with the Sleep Disorders Working Group (SDWG)
of the Respiratory Health Strategic Clinical Network (RHSCN), we
conducted a mixed-methods evaluation of barriers and facilitators
to community-based SDB care, beginning with a survey of PCPs
(120 responses) and culminating with patient discussion groups (28
patients) and provider workshops (36 PCPs and sleep specialists).

What did you find?
We identified four key barriers to providing optimal care to SDB
patients in the community: access to care, potential conflicts of
interest, knowledge and education, and communication among
patients and providers. Patients and providers also proposed
potential ways to mitigate these barriers. The data is currently being
used to develop a model of care for patients with SDB that will be
implemented and evaluated in the Calgary Zone.
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Improved Integration of Weight Management
Services: The Development of a Primary-Care
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What was the issue or problem you wanted to address?

How can this be used or adopted by others?

Obesity is a complex chronic disease that continues to grow in
prevalence. Chronic diseases are best managed in primary care
because of the need for continuity over the lifespan and the access
to team-based care, now growing in availability. Managing obesity
is hampered by misinformation about its complexity and chronicity,
resulting in unrealistic expectations by healthcare providers and
patients and ineffective use of resources, including multi-disciplinary
team (MDT) members and the Adult Bariatric Specialty Clinic (ABSC).
Lack of knowledge, time and tools to address obesity have been
cited as barriers in the primary care setting. Efficient and thorough
assessments in primary care that initiate and then integrate care
with MDT members and specialty programming are essential. The
Personal Weight Assessment (PWA) tool was developed to facilitate
an in-depth assessment and a patient-centric care plan.

Following a successful pilot of the PWA, that other primary care
physicians and health care providers will integrate the weight
management assessment tool and pathway into their practice.

How were patients included?
We have included patients in the development and participant
stages. We expect that a well-developed assessment tool will lead
to greater overall patient satisfaction, as they will feel that their
concerns are being appropriately addressed.

What was your goal?
The project aims to optimize obesity management in the healthcare
system via development and implementation of a well-integrated
screening and assessment tool, delivery of customized education
and support, collaborative process refinement and ongoing
evaluation.

What approach did you take?
This pilot project will develop and test the use of a standardized,
evidence based (best practice) PWA tool in primary care. An
improved assessment process, using the PWA, will ensure that
appropriate patients who are ready for a surgical intervention, will
facilitate a complete referral to the ABSC. For patients who are not
appropriate or interested in surgery, primary care providers will be
better able to support them with their management plan.

What did you find?
Evaluation measures will include: ABSC referral patterns pre and
post implementation of PWA; patient activation pre and post PWA
plus 2-3 months post PWA; patient satisfaction post PWA and 2-3
months post PWA and provider satisfaction surveys (primary care and
specialty care) post implementation of the PWA.
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Don’t Accept Clients with Borderline Personality
Disorder: Myths of BPD Exposed.
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What was the issue or problem you wanted to address?

How can this be used or adopted by others?

The misunderstandings of borderline personality disorder within
the health care system, and the lack of knowledge to identify and
effectively assist this population.

We will share what we have learned both in our training and
our personal experiences within our practice what BPD is, how
to identify BPD, how to assist individuals with BPD in receiving
treatment, how to be personally effective with clients that have this
disorder and skills that may assist practitioners in working with this
population.

What was your goal?
We would like to address myths and stereotypes that are present
regarding this population within the health care system. Doctors and
nurses may not understand this diagnosis, and we wish to educate
practitioners on what BPD is, how to identify it in their practice, and
how to help patients that have BPD get the treatment and support
that they need. We would also like to give practitioners information
on treatment that works, while giving them skills to personally
communicate with and assist their patients.

How were patients included?
The presentation is a culmination of years of experience in working
with BPD and listening to what the people with BPD have to say in
regards to their diagnosis and treatment.

What approach did you take?
A combined 10+ years of assessing and treating borderline
personality disorder and extensive training in dialectical behaviour
therapy have given the presenters experience with BPD diagnosis
and treatment. The perspective of clients with BPD has been
observed, and what is effective in working with this population (and
what is not) has been looked at. The presenters would like to share
what they have learned with primary care network workers.

What did you find?
We have found there to be discrepancies between popular view of
BPD within and outside of the health care system and what we have
observed within our practice. Personal experience in using dialectical
behaviour therapy with clients that have BPD has taught us what is
effective and what is not effective in interacting with this population.
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Standardized Mental Health History Taking
and Screening at Riley Park Maternity Clinic:
A QI Project
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What was the issue or problem you wanted to address?

Phase 2

Mental health (anxiety and depression) affects 1 in 4 pregnant
women. However, addressing mental health in pregnancy is not
a routine standard of care yet in Canada. Additionally, Adverse
Childhood Experiences (ACEs) are potentially traumatic events
during childhood that may have lasting effects on a persons physical
and emotional health. A child exposed to ACEs is so busy trying to
cope that they may miss important brain development. This affects
their future social skills, decision making ability, and even physical
health. During pregnancy parents are highly motivated to be the
best parents they can be. Pregnancy is a key time to identify and
support patients and families to learn about ACE risks and engage
in preventative or therapeutic interventions such as identifying skills,
resources or supports.

Evaluation plan:

What was your goal?
Implementation of a standardized mental health history and
screening as part of routine prenatal care at the low risk Riley Park
Maternity Clinic .

What approach did you take?
Phase 1
In the Fall 2016 started a quality improvement (QI) project with
one family physician, Dr. Teresa Killam, at the Riley Park Maternity
Clinic, implementing an ACE history questionnaire with 32 patients.
This QI project explored the physician and patient experience of
incorporating a trauma informed approach into routine care.
Phase 2
Using a change management approach, in June 2017, have since
expanded the original QI project to implement standardized mental
health history taking (ACE questionnaire) and a mental health
screening tools (PHQ-2/GAD-2) during prenatal care visits at the Riley
Park Maternity Centre with all 42 family physicians across the clinic.
Evaluation measures are in place to validate the patient and physician
experience and importance of a standardized mental/emotional
health screening and history taking to improve patient care and
health outcomes.

1)	A physician survey was conducted pre-implementation for a
baseline measure of physician experience, confidence and
conviction. A post-implementation survey is planned for 3
month, 6 months and 9 months to assess physicians opinions
on the value of ACE history taking and anxiety and depression
screening during prenatal care; assessment of the process, and
impact on patient care. Plans for physician focus groups at 3
months and 6 months post are planned to assess physician
experience and comfort level with ACE questionnaire and the
use of trauma informed care approach.
2)	A patient survey is handed out to all patients at their 32 week
visit to assess patient experience.
3)	Staff at Riley Park Maternity Clinic will be surveyed at 3 months
and 9 months to assess the impact on clinic flow.

How can this be used or adopted by others?
We hope other clinics and family practices will be able to incorporate
the same tools, supports and can learn from our practical application
of mental health screening and history taking as part of routine care.

How were patients included?
The patient experience of the implementation of routine mental
health screening and ACE history taking has been a key driver in
this project. Patients have been invited to provide feedback into
their experience of being asked about ACEs (Phase 1 and 2) and
mental health screening (Phase 2). This feedback has been compiled
and has been a key support for the further spread (Phase 2) of the
project. Currently we are exploring further involvement of the patient
voice in the next phase of the project through the identification of
willing participant(s). This is being done as a patient survey at their
32-34 week visit. We have approx. 200 patients/month participating.

What did you find?
Phase 1
Data collection included ACE scores, number and type of referrals
generated, topics discussed, physician learning needs, patients
experience and physician experience. Results revealed that patients
felt better cared for and thankful to be asked, there was little to no
impact on clinic flow and there was an initial increase in referrals
to the mental health consultant. The physician reported a greater
awareness of the importance of an ACE history, felt better equipped
to support patients, and an increase in job satisfaction.
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What was the issue or problem you wanted to address?

How can this be used or adopted by others?

Oral health data, utilizing a standardized measurement tool (Oral
Health Assessment Tool) once complied, could be useful to inform
future practice of oral care in long term care.

Dissemination of the research findings will be published in a peer
reviewed journal and collaborating sites, where data was collected,
will receive the results of the study.

What was your goal?

How were patients included?

The project aims were to establish a comprehensive description
of oral health status of residents in long term care facilities, and
to assess correlation between Activities of Daily Living (ADL),
ambulatory level and oral health status.

Data from patient charts was collected retrospectively; there was no
direct patient involvement.

What approach did you take?
Oral health of residents in four long-term care facilities was assessed
from 2014-15 by senior dental hygiene students with supervision
by a registered dental hygienist. The oral assessment followed
the parameters of the Oral Health Assessment Tool (OHAT). Data
collection also included gender, age, ambulatory level, and the
ADL assessment. Data was entered into an Excel spreadsheet and
analyzed statistically.

What did you find?
Overall 317 residents were assessed. Gender distribution included
73% females and 27% males. Age ranged from 40-100 years;
average 83.1Â±10. Assessment of independence level of the
residents revealed 45% needed complete assistance for all ADLs
and 35% required two or more staff caregivers for ADLs. Ambulatory
assessment revealed that 64% were in wheelchairs and 8% were
totally not ambulatory. Mouth cleanliness was scored deficient in 77%
of residents. Ambulation and independence were highly correlated
and both were found to be related to lip and tongue associated
issues as assessed by the OHAT. Independence level was correlated
to denture-related complications.
Oral health status among residents in long-term care requires further
attention. Seniors assessed with reduced ambulation and declining
independence require special consideration with regards to daily
mouthcare and monitoring and maintaining oral health.
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Provincial Conservative Kidney Management
Pathway: Living Well Without Dialysis
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What was the issue or problem you wanted to address?

How can this be used or adopted by others?

Alberta’s population is growing rapidly and ageing, with an increasing
prevalence of chronic diseases such as Chronic Kidney disease
(CKD). Older patients with multiple, complex co-morbidities and
poor functional status may not benefit from dialysis. Patients
managed conservatively (without dialysis) may live as long as patients
who elect to start dialysis, with better preservation of function and
quality of life, no burden associated with the dialysis procedure,
fewer admissions to acute care, and could remain in their own
communities.

The CKM project is working to provide the framework for primary
care to effectively and efficiently care for patients who have chosen
CKM, while being able to draw on the expertise and support of
kidney care and palliative care. It is anticipated that the pathway
will reduce burden on acute care facilities as well as enable quality,
efficient, cost-effective and standardized CKM care, regardless of
location. The CKM pathway will also enable greater control for
patients and their families to make decisions regarding dialysis or
CKM consistent with their values and goals.

What was your goal?

How were patients included?

Conservative Kidney Management (CKM) is planned, comprehensive,
patient-centered care for patients with stage 5 CKD, which integrates
palliative care principles with interventions to delay progression of
kidney disease and minimize complications, and excludes dialysis.

In collaboration with multi-disciplinary healthcare providers, patients
and families across Alberta, the CKM project team developed an
innovative, online, clinical pathway for patients who choose CKM.

What approach did you take?
In collaboration with multi-disciplinary healthcare providers, patients
and families across Alberta, the CKM project team developed
an innovative, online, clinical pathway for patients who choose
CKM. The pathway is an interactive resource for patients and care
providers to help in the conservative management of CKD. The
pathway also includes a patient decision aid to provide a structured,
evidence-based platform for staff to engage patients/families in
difficult conversations about treatment options and allow patients to
make choices that align with their preferences and prognosis.

What did you find?
Innovation Collaboratives were held for front-line staff from four CKD
clinics in Northern and Central Alberta to integrate the pathway into
routine care. The workshops brought stakeholders together to drive
change by providing education and resources to develop action
plans, share ideas for improvement and test best practice ideas in
local settings.attention. Seniors assessed with reduced ambulation
and declining independence require special consideration with
regards to daily mouthcare and monitoring and maintaining oral
health.
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Complex Patients — Helping You to Help Them
to Help Themselves

Authors:
Joseph Kwan

What was the issue or problem you wanted to address?

What did you find?

Complex patients are those who struggle to manage their health
and function due to a combination of biological, psychological
and/or social factors. Medical red flags are ruled out and yellow
psychosocial flags are frequently present. These complex patients
are often seen as having failed the system or the system has failed
them.

Between T1 (baseline) and T2 (6 months), we found the following:

Our current health system manages patients well who have mainly
biological or psychosocial complexities, but struggles when all these
factors are inter-related. With this being the case, how can we (ie:
health system) truly help someone help themselves if we do not
understand complex patients ourselves?

What was your goal?
• Utilize Prosci’s ADKAR (Awareness, Desire, Knowledge, Ability,
Reinforcement) model as a pillar for patient and clinician change
management
• Develop a comprehensive biopsychosocial model to help clinicians
better understand where the patient is at (ie: AWARENESS building
for the clinician)
• Utilize findings from the biopsychosocial model to help patients
recognize and understand where they are at (ie: AWARENESS
building for the patient)
• Incorporate Health Change Methodology patient-centered
approach to help patients identify areas for improvement and
allow them to choose where they would like to start the journey
towards better self-management (ie: facilitates patients’ DESIRE and
provides guidance to clinicians as to what KNOWLEDGE to provide)
• Incorporate patients’ learnings and successes into a SelfManagement Care Plan (ie: takes into account patients’ ABILITY and
provides REINFORCEMENT of what worked well)

What approach did you take?
• Held family physician focus groups to define complex patients,
their struggles and tools/interventions that could help
• Accumulated patient comments on what worked and did not work
• Had regular team development meetings to identify our successes
and challenges with complex patients and incorporated this along
with physician focus groups feedback and patient comments to
develop a comprehensive biopsychosocial model approach

EQ5D:
Overall, 53% (48% improved, 5% stayed same) of patients saw
a maintenance or improvement in quality of life across all five
dimensions
PHQ-9:
Overall, 57% patients showed an improvement of their PHQ-9
depression severity scores
EQ-5D & PHQ-9
• There is statistically significant negative correlation between PHQ-9
scores and EQ-5D Index scores and between PHQ-9 scores and
VAS scores.
• Patients with Moderate to Severe depression severity had
statistically significant improvement in their mean VAS Scores

How can this be used or adopted by others?
This model provides clinicians with guidance on how to better
meet complex patients where they are at so that they can better
help them to help themselves. Change management strategies are
key to helping patients move forward with managing their health
and function. A biopsychosocial, patient-centered approach help
clinicians and patients to better meet each other where they are at
and to determine effective next steps forward. Such an approach
enhances patient buy-in, which improves their desire to participate
in the change. This also helps provide clinicians with guidance on
what education to provide to better meet their patients’ needs. A
Self-Management Care Plan helps to pull everything together. It
provides direction to patients by taking into account their abilities
and reinforces positive behaviour based on learnings from previous
successes.

How were patients included?
Yes, patients were involved in this initiative from the beginning.
Guidance from patients in this model development came indirectly
through a patient story, comments accumulated by clinicians during
appointments and through the data they provided on the EQ5D and
PHQ-9 questionnaires..

• Tested the model in a pilot project with select medical homes
• Utilized EQ5D and PHQ-9 to measure outcomes
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Taking the First Stepps: Modifying TeamSTEPPS
to Suit a Calgary Primary Care Setting

Authors:
Agnes Dallison, BSc, MSc, CE | Yemi Oriri, BSc, MSc | Nicole Phillips, BN, CPCC, ACC

What was the issue or problem you wanted to address?

What did you find?

Team effectiveness is a fundamental component of the success of
any organization. Building effectiveness within the health care team
is essential to the delivery of optimal patient care.

While the tools investigated address different concerns in the
primary care setting, we selected the TeamSTEPPS program as the
foundational tool for the following reasons:

The Government of Alberta has identified enhanced team
effectiveness as a priority in primary care, but to date, there has been
no cost-effective, defined program option that addresses the needs
of the primary care setting specifically.

What was your goal?
• Develop a health care team effectiveness program suitable for the
Canadian primary health care setting
• Demonstrate enhanced team effectiveness by piloting the program
at the Sunridge clinic, a University of Calgary (UC) Department of
Family Medicine (DFM) teaching site

What approach did you take?
With increasing evidence of the benefits of teamwork in healthcare,
a number of team effectiveness programs have been developed.
However, because most of the tools are more applicable to the
acute care setting, we sought to customize a program to fit our
primary care environment. To this end, the work has been done at
the Sunridge Clinic in the following phases:

1)	Cost – it was the most cost-effective of all the tools investigated
while still maintaining program integrity and evidence-based
results
2)	Accessibility – program materials are readily available online for
use without any licensure constraints
3)	Opportunity – the option for future collaboration with other
organizations, Health Quality Council of Alberta and Canadian
Patient Safety Institute, specifically, to adapt TeamSTEPPS to the
Canadian healthcare environment.

How can this be used or adopted by others?
By presenting the considerations and objective criteria used
to determine the suitability of products for enhancing team
effectiveness. Additionally, we will share preliminary findings of the
pilot project.

How were patients included?
Patients were not included.

Complete:
• Review the current programs for measuring team effectiveness to
determine relevance for our purposes
• Tool selection (or hybrid); develop from scratch if none of the
current tools serve the purpose
In progress:
• Preparation of training materials; facilitator training
• Implementation at the Sunridge Clinic
Planned:
• Data collection; post-implementation evaluation
• Lessons learned; scale and spread
• Publication of results, dissemination of findings to key stakeholders
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Improving SCPCN WELLNESS Performance
by Decreasing No-Show and Cancellation less
than 24 Hours Rate-Mental Health and Health
Management Programs

Authors:
Sophie Piroozfar, MSc, BSc, Program Evaluator | Oliver Schmid, Ph.D., Director of Evaluation and IM&T
Sheena Clifford, Program Manager

What was the issue or problem you wanted to address?
Patient no-show and cancellation less than 24 hours appointments
have been recognized as a significant problem in health care. Some
of the main impact of no-show and cancellation less than 24 hours
as appointments can be classified as wasting medical resources,
increasing health-care costs and decreasing provider productivity,
clinic efficiency and patient access to.
The question is how can we decrease the number of ‘no-show
appointments and as a result improving the performance of the
healthcare services/programs based on no-show history of each
patient (in their previous appointments) instead of treating all patients
equally at their no-show appointment.

What was your goal?
Investigating the impact of several factors, which can be categorized
into (i) clinical characteristics, (ii) patient demographics and (iii)
appointment characteristics, on the no-show status of a patient at
our clinic (SCPCN Wellness Centre).

What approach did you take?
We developed a no-show predictive model based on statistically
significant (i) clinical characteristics, (ii) patient demographics and (iii)
appointment characteristics factors.
The goal of this model is to predict the probability of no-show of the
future patients in our clinic (HM/MH programs) based on their noshow historical data since they were visiting our clinic.

appointment,
• The next step was building a no-show predictive model (Regression
Model using R: Programming Language and software for Statistical
Computing, version 3.3.2) using all statistically significant factors to
predict the probability of no-show for the HM and MH patients,
• A calculator has been developed based on the parameters of our
model to calculate (predict) the likelihood of an individual patient
not showing up with the accuracy of 76%,
• Offering a systematic overbooking (which differs from previous
offered random overbooking in various area of health care system)
approach based on the probability of no-show of the future
patients of the clinics (which was calculated by our developed
model).

What did you find?
What we found:
• Several variables that significantly impact the No-Show/C<24 status
of the HM/MH patients
What we developed:
• A predictive model (predicting the no-show probability of the
patients) with 76% accuracy
• A calculator to calculate each patient probability of no-show in
their upcoming appointment (based on the clinical characteristics,
patients’ demographics, and appointment characteristics factors)
• A systematic overbooking approach based on the probability of
no-show of the future patients of the clinics (Under Progress)

For this aim:
• Data has been extracted from our Data Warehouse for Health
Management (HM) and Mental Health (MH) SCPCN Wellness
programs,
• The data includes 4660 records of HM patients appointments and
1592 records of MH patients appointments between Jan 2015 and
Dec 2016,
• Out of all the different available fields of data related to each
patient, 15 factors have been chosen as potentially the most
effective predictive factors of patient no-shows,
-The above 15 factors have been categorized into three groups
(i) Patient Demographics, (ii) Appointment Characteristics and (iii)
Clinical Characteristics,

How can this be used or adopted by others?
This predictive model and overbooking concept can be used in
any health care program/service under the condition that the (i)
clinical characteristics, (ii) patient demographics and (iii) appointment
characteristics factors have been put in to test for that specific
health care program/service (as these factors differ from one
service/program/patient population to another service/program/
patient population) and also the developed model shows the reliable
predictive accuracy

How were patients included?
They will be included in the systematic overbooking step.

• All 15 factors have been entered into a statistical test (Chisquared test: calculated with the R: Programming Language and
software for Statistical Computing, version 3.3.2) to see whether
they significantly impact the status of no-shows for a scheduled

2 0 1 7 Accelerating Primary Care Conference Abstract

40

ABSTRACT 38

Engaging Patients in Their Care – What are
Your Tips And Tricks?

Authors:
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Barbra McCaffrey, BSc Dip Ed | Laurie deBoer, RN BN | Arvelle Balon-Lyon, RN BN | Eileen Patterson, BA MCE PMP
Mark Watt, RN BN | Kylie Kidd Wagner, MSc | Lynn Toon, RN, MSc | Tanya Barber, MA | Lee A Green, MD MPH

What was the issue or problem you wanted to address?

How can this be used or adopted by others?

Transforming how care is conceptualized and delivered (i.e., teambased, patient centered approach) will be key to our journey towards
the Patient’s Medical Home. How teams deliver care to patients living
with chronic diseases is a particular “bright spot” upon which we can
build to secure “early wins” in our transformational journey, a crucial
principle in large-scale change management.

Sharing practical ideas is a great way to spread and foster change
in how the work gets done. Through this interactive poster we will
share the practical tips and tricks that emerged from the study and
ask audience members to share what has worked for them, as both
patients, and providers.

Currently, we lack a broader understanding of the different ways
different teams “do” chronic disease management (CDM) in Alberta.

How were patients included?

What was your goal?

While patients were not interviewed in this study, we hope this poster
will provide a chance for everyone as patients to reflect on how they
would like to be engaged in their care.

Providing the right tools and supports for practices engaging in CDM
requires more than replicating what worked for leading teams; it
requires understanding how different teams conceptualize CDM and
perform the work day-to-day. By interviewing teams who have been
successful with CDM and teams newly engaging in CDM we are
developing valuable insight into strategies and supports that teams
new to this work will find useful.
While this objective was met, this abstract submission will highlight a
subset of our research findings focusing on the practical ways teams
engaged patients in their care – i.e., tips and tricks. In addition, we
hope to provide audience members (as patients and providers) the
opportunity to share and reflect on how the care is delivered.

What approach did you take?
A Cognitive Task Analysis (CTA) technique called Team Knowledge
Audit was used. Facilitators trained in this technique conducted one
hour, one-on-one interviews with 22 practice team members.

What did you find?
Four thematic categories emerged from the data with regards to
how teams engage patients in their care: 1) relationships, 2) using
time with the patient effectively, 3) approaches during the visit and 4)
tools and resources.
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Improving Patient-Resident Continuity at
Sunridge Family Medicine Teaching Centre

Authors:
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What was the issue or problem you wanted to address?

What did you find?

Improve patient-resident continuity. Standards for Accreditation of
Residency Training programs require residents to have a group of
patients for whom they assume significant responsibility (continuity)
over an extended period of time to observe the natural history of
disease. Patient appointments were previously being booked more
frequently with primary preceptors instead of the residents who were
identified as the responsible provider for those patients. Residents
were not getting enough of the continuity of care required for their
learning as a result of our previous booking process. This process did
not create optimal conditions for patient-resident continuity, or for
resident learning.

We have made several adjustments in principles, process and the
scheduling templates throughout the pilot. We had to ensure the
processes worked with our EMR and allowed for data collection.
Patient-resident continuity and resident panel data were drawn twice
during the pilot. The last time this data was drawn, it was compared
to the patient-resident continuity and resident panel data from
the two other academic family medicine teaching clinics (Central
Family Medicine Teaching Centre and South Health Campus Family
Medicine Teaching Centre). During the pilot phase, there were small
improvements in patient-resident continuity and panel size of the
residents.

What was your goal?

How can this be used or adopted by others?

Our goal was, and continues to be, to improve patient-resident
continuity. We have implemented this at Sunridge by improving
the experience of patients and residents, through initiatives such
as resident-named clinics and resident paneling. We wanted our
patients to recognize the resident as one of their personal physicians,
and that residents are directly responsible for the delivery of care to
those patients with whom they are identified. Our goal is to improve
the process for booking patient appointments with residents.

Others can see what Sunridge has trialed, and learn what worked,
and what did not work for us. They can see the tools we created and
used to improve our process, as well as the patients’ understanding
of the importance of booking with residents and how we are
gathering data to evaluate this initiative.

What approach did you take?
We began by forming a resident scheduling working group
consisting of the site medical lead, site education lead, clinic
manager, physician and resident representatives, clinic scheduler
and reception staff. We developed resident scheduling principles, a
new booking process, scheduling templates, and patient information
cards. The information cards focus on the importance of patients
booking with their resident physician and the role of the primary
physician. These new information cards complement the follow-up
appointment cards, which aid patients to remember the residents
name when booking their follow-up appointment and understanding
reason and time frame of the next visit. Training sessions were
held for physicians, residents and staff. The pilot was rolled out in
successive steps, starting with one physician in microsystem (MS)
2 in July 2016, followed by another physician in MS2 in September,
and then the remaining physicians in MS2 in October. Following this,
one physician from each of the two remaining Microsystems trialed
the new process. In July 2017, the resident scheduling process was
rolled out clinic wide.
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How were patients included?
We have not directly included patients during the process, but this
process has only been successful as a result of patient education
from our staff in reception, and reminders to physicians and
residents to update demographics to reflect which resident is caring
for the patient as a secondary provider and to encourage patients to
book with their resident as a priority.
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Optimizing Preventative Health Care
for Young Adults

Authors:
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What was the issue or problem you wanted to address?
Young adults (18-26) are different from both adolescents and
older adults, yet they often are combined with one or the other in
statistical reporting and research design, as well as in policy and
program classification.
Young adulthood is a crucial developmental period during which
critical tasks in the transition to independent adulthood need to be
completed, including taking responsibility for ones own health. The
process of maturation is not suddenly completed when a young
person turns 18. Cognitive, emotional, and psychosocial maturation
continues well into the mid-20s. Young adults have significantly
lower rates of health care system utilization compared with
other groups, but significantly higher emergency room visit rates
compared with those immediately younger and older than them.
Overall, as compared with other age groups, young adults have
the highest rate of death and injury from motor vehicle accidents,
mental health problems, sexually transmitted infections (STIs), and
substance abuse. The majority of these leading causes of illness and
death among young adults are largely preventable.
The transition into adulthood is a critical period in health. Health
tends to worsen during this period and the higher levels of poor
health in young adulthood tend to set the trajectories into adulthood
with important consequences for future health. What happens
during these years has profound and long-lasting implications for
young adults, and given that many of these young adults are parents
themselves, there are also implications for the next generation.
As such, health care services need to address the specific needs of
this population group and focus on engaging young adults to take an
active role in their health care.

What was your goal?
Given that the majority of health problems during young adulthood
are preventable, we wanted to create a comprehensive, preventionbased primary care program specific to young adults and their
distinct health needs. Serious illnesses and disorders can be avoided
or managed better if young adults are engaged in wellness practices
and screened for early signs of or untreated illness. Increasing
awareness of these issues improves their engagement in their own
health care and empowers them to be more autonomous and to
make health behaviour changes. We also wanted to provide health
counselling and preventative/harm reduction strategies to minimize
the risk taking that is common during these years and can impact
lifelong functioning. Another goal was to enact a smooth transition
from child to adult medical and behavioral health.

Based on the findings from the focus groups, a preventative program
was created within the auspices of an interprofessional team. The
teams consisted of physicians, nurse practitioners, dietitians and
kinesiologists. Continuity of care was important and the patients
were scheduled to see their primary providers for their appointments.
Young adults see their nurse practitioner or physician throughout the
year for any ongoing issues or episodic care. Continual engagement
is made throughout the year to keep them engaged in their health
and to ensure that any new health goals or issues that arise are
managed.

What did you find?
Young adult preventative program has existed for one year now and
a formal review was completed. We found that majority of young
adults have a different pattern of utilizing services than adolescents
or adults. Some do not understand the role of a kinesiologist and
may miss those appointments or come in unprepared to partake
in fitness assessment. Others may deem appointments with
kinesiologist or dietitian unnecessary. Most young adults do not miss
their appointment with the physician or nurse practitioner. Nurse
practitioners are prepared to address nutrition and physical activity,
as well as mental health, risk taking behaviours and provide extensive
counselling. We also found that young adults prefer to connect via
email, telephone or even by skype, and being able to provide these
different modes of health appointments enabled us to improve
young adults access to care.

How can this be used or adopted by others?
Others clinicians can use the information about how we structured
our program, which assessments we use and the template we use to
guide the visits.

How were patients included?
Yes, patients were included in this initiative. They were invited to
focus groups before the program was created so that they provide
their input about what their needs are and what their optimal
preventative program would look like. Their feedback was also
invited when we were evaluating the program after the first year and
further evaluation is planned.

What approach did you take?
Initially, focus groups were conducted with clinicians and with
patients (young adults) to discuss the distinct needs this population
group has, and the best ways to address those needs, i.e. the
program content. Focus groups with young adults were conducted
in Calgary, Alberta, and in Vancouver, BC. Clinicians’ focus groups
were conducted in Edmonton, Calgary, Vancouver and West
Vancouver.
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A Community-Based Outpatient Heart
Failure Clinic Reduced Heart Failure
Related Hospitalizations

Authors:
Pavneet Singh, PhD | Anmol Kapoor, MD

What was the issue or problem you wanted to address?

How can this be used or adopted by others?

Currently, there are 600,000 Canadians living with heart failure (HF)
with 50,000 Canadians being diagnosed every year with HF. HF in
Canada costs over $2.8 billion per year. There is no cure for HF,
and HF patients have long and frequent hospital stays, resulting in
high healthcare costs. Community based heart failure clinics have
been proven to reduce hospitalizations, but Alberta has only one.
The CHARM (Community Heart Failure Assessment, Rehabilitation
and Management) clinic at Advanced Cardiology, Calgary, Alberta is
a community based, charity-run, publically funded clinic providing
outpatient care, which is physician directed but RN managed.

Our findings show the importance of community based clinics in
reducing hospitalization costs. The main goals of CHARM clinic are
to 1) help keep patients in the community and out of the hospital,
which would reduce healthcare costs; and 2) provide assistance
to HF patients with self-management, education and optimizing
medications, which would improve patient outcomes and survival.
Currently, CHARM clinic is working at a bare minimum on a
charitable basis without any funding, and is supported by proceeds
raised from donations and DIL-Walk foundation fundraising events.
We have several other initiatives in the pipeline which would further
reduce HF related hospitalization costs. In conclusion, governments
support of community based clinics could play a significant role in
saving healthcare costs and improving patient outcomes.

What was your goal?
The aim of this study was to identify the healthcare costs saved by
the CHARM clinic in the last one year

What approach did you take?

How were patients included?
N/A

The demographic and clinical data of the patients visiting the
CHARM clinic was extracted from patient charts and from the
NETCARE system. Using the average HF related hospitalization cost
per patient in Canada from previously published literature and from
inflation data from Statistics Canada, we estimate the total healthcare
cost saved by the CHARM clinic in the last one year (Jan 2016-Feb
2017).

What did you find?
Currently, there are a total of 162 HF patients in the CHARM
clinic with an average age of 67.6 years. The patient population
is predominantly male. In the last one year, CHARM clinic has
prevented 68 HF related hospitalizations. In Canada, the average HF
related hospitalization cost per patient is estimated to be $11,600.
Based on this cost, CHARM clinic has saved $788,800 in healthcare
costs over the last one year.
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Demographic and Clinical Data of the
Patients Visiting the CHARM Clinic in
Calgary, Alberta

Authors:
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What was the issue or problem you wanted to address?

How can this be used or adopted by others?

The CHARM (Community Heart failure Assessment, Rehabilitation
and Management) clinic at Advanced Cardiology, Calgary is a
community based, publically funded clinic providing outpatient care,
which is physician directed but RN managed. CHARM clinic, founded
in March 2015, is Alberta’s only community based heart failure (HF)
clinic, and is located in Northeast Calgary, which has a high number
of visible minorities of low socioeconomic status, coupled with
language barriers.

The data will help us identify the needs and medical history of the
patients visiting the CHARM clinic. Using this data, the CHARM clinic
website will be developed, containing patient related resources
focused on HF, with the plan to develop and include more culturally
sensitive patient handouts. We would, therefore, be able to better
serve visible minority patients and patients with English as a second
language. This data will also provide healthcare providers and family
doctors information about the CHARM clinic in order for appropriate
patient referral. Family doctors who are not familiar with the current
evidence based medications for HF would be able to refer their
patients to the CHARM clinic for further management. We will also
use this data to conduct research to determine if patients would
show an improvement in clinical outcomes after visiting the CHARM
clinic.

What was your goal?
The aim of this study was to identify the demographics and clinical
data of the patients visiting the CHARM clinic.

What approach did you take?
The demographic and clinical data of the patients visiting the
CHARM clinic was extracted from patient charts and from the
NETCARE system.

How were patients included?
N/A

What did you find?
A total of 197 heart patents who visited the clinic since its inception.
Out of the 197 patents, 142 were males and 55 were females.
The mean age of the patients was 65.5 years and the mean body
mass index was 26.9. We identified whether the patients had a
history of hypertension, diabetes, hyperlipidemia, renal failure,
COPD, depression and dementia; whether patients suffered
from cardiomyopathy and coronary artery disease; and whether
patients underwent percutaneous coronary intervention, coronary
artery bypass grafting, or were fitted with an implantable cardiac
defibrillator. We also identified the medication history of patients
which included aspirin, beta-blockers, ACE inhibitors, angiotensin
II receptor blockers, sprinolactone, anti-coagulation and Lasix. The
laboratory data was also identified which included hemoglobin,
mean corpuscular volume, ferritin, creatinine, B-type natriuretic
peptide and thyroid stimulating hormone.
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Expanding the Alberta Screening and Prevention
Program through Outreach
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What was the issue or problem you wanted to address?
The Rocky Mountain House Medical Clinic (Clinic) and Rocky
Mountain House PCN (PCN) have worked towards providing
screening opportunities to patients following the Alberta Screening
and Prevention (ASaP) recommended maneuvers since June 2013.
At the end of the 2016/17 fiscal year, the PCN realized that the
number of missed opportunities for screening was 41% and the level
of patient attachment to physicians was a dismal 39%.

What was your goal?
By expanding the Panel Management Program to include outreach
screening of patients with previously scheduled appointments,
the Clinic and PCN would increase the offers of Screening
and Prevention maneuvers to meet that of the Provincial Best
Improvement Average to bring the patient panel in line with those
of our peers in the zone and province; and increase the number
of patients that are informally attached to a physician within the
community for better continuity of care.

What approach did you take?
The PCN expanded on the current preventative screening program
by developing a platform for reaching patients beyond the current
opportunistic approach. These patients were identified by a booked
appointment with their primary provider 3 weeks in advance
and then contacted by telephone. The patients were offered an
opportunity to update their missing evidence based preventative
screening maneuvers by answering verbal questions regarding
assessments and updating the patient’s demographics. They were
also invited to pick up requisitions at the PCN for unmet screening
tests. When patients pick up their own requisitions, any further
opportunistic screening was completed.
The Outreach program was then expanded to include patients that
have not identified a primary provider. Patients were offered the
same opportunity and asked to choose a primary provider that had
room in their panel.

What did you find?
The posting of quarterly results of screening and paneling success,
while identifying areas for improvement, resulted in more engaged
physicians. At the end of the last fiscal year, 6 of the screening
maneuvers met or surpassed the provincial best improvement
average of 64%, one surpassed the provincial baseline of 47% and
the remaining 2 maneuvers began screening in January 2017.
At the end of the first quarter for the new outreach program we saw
7 maneuvers increase in recorded offer rate. The average increase in
offers was 9%. One maneuver that saw a 1% offer increase was the
most difficult to track through the EMR as we have yet to develop a
standardized process that is not free text based.

attributed to an EMR template change that requires a new profile
item be created within the patient chart or a reported date update
which is often missed. The other maneuver showing a decrease has
not shown an identifiable reason for this change.
Patients were happy to have the opportunity to complete screening
that was recommended prior to their physician appointment and
the profile of the PCN has grown as a result. It is increasing the
understanding of the collaborative nature between the Clinic and
PCN.
Patients continue to informally attach to physicians. One particular
finding showed that a large number of patients seek medical care
in the Clinic but are unwilling to identify one particular physician as
the most responsible for their care. Based on the current informal
panel sizes, it has been shown that some physicians have a panel
that exceeds their clinic FTE while some physicians have room for
growth. Notwithstanding, the physician group of Rocky Medical
Clinic has chosen not to close their panels and consider patients to
belong to the clinic group as a whole.
Through happy coincidence we have also found that the increase
in standardization across the practice has decreased the amount of
charting time and physician attachment has increased access to the
primary physician.

How can this be used or adopted by others?
The Panel Management Outreach Program could be integrated into
any clinical setting. We would encourage other clinics and PCNs to
consider this approach and its positive impact on physician practice
and patient partnered care. Standardization is a simple solution for a
very effective program.

How were patients included?
Yes. Our first step was to invite patients to participate in the
EMR cleanup by providing the front-end staff with up to date
demographics using the standardized form which was created in
collaboration with the clinic administrative team and the Office of
the Information and Privacy Commissioner of Alberta. At the same
time, patients were asked to identify their primary provider. This
has been an ongoing process. If a patient was not able to identify
a primary provider responsible for their care it was noted in their
demographics so that we are able to ask them at each encounter.
Our next step that involved patients was the implementation of the
Preventative Screening Program. Patients are given control over their
desire to participate and to what extent. The purpose of designing
the program in this manner was to give patients a voice to be able
to guide how they wanted to manage their health. Currently, we are
implementing a patient experience survey to all patients who were
contacted by the PCN Panel Management Outreach team to assess
their knowledge of the PCN, screening recommendations by Alberta
Health; and usefulness of this preventative screening initiative.

Two maneuvers reported a nominal decrease in offers. One has been
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Path to Care: Alberta Referral Directory

Authors:
Sandra Marini, Senior Access Lead North Zone | Debbie Boudreau, Senior Project Manager
Karen Bachynski, Senior Access Lead | Lisa Beaulne, Acting Director

What was the issue or problem you wanted to address?

What did you find?

Path to Care is responsible for the successful implementation of AHS
Wait Time Measurement, Management and Reporting of Scheduled
Health Services, Level 1 Policy and Procedures. Supporting Referral
Management practices is a cornerstone of the Path to Care initiative,
informing our commitment to better information sharing between
referral sources and scheduled services across Alberta. A recognized
resource in this goal is sharing available information through the
existence of a referral directory.

• Extensive service representation through consultation with existing
directories

The Alberta Referral Directory (ARD) is a provincially recognized and
valued resource created to improve information sharing, supporting
effective referral management practices, and ultimately improving
Albertans access to scheduled health services.

What was your goal?
The Alberta Referral Directory seeks to be an innovative product
by centralizing referral information for consulting physicians and
scheduled health services, avoiding the need to publish information
in multiple places. Having all referral information in a single, online
source makes finding and selecting the right consultant/service
easier. This means less delays and frustration for all. A complete
and appropriate referral is facilitated by reasons for referral outlined
by each receiving consultant/service, allowing them to process the
referral within the communication targets as outlined in the Referral
Consultation Standards of the College of Physicians and Surgeons of
Alberta.

• Numbers of calls/emails to central feedback line are low indicating
clear communication and intuitive software functionality.
• Marketing to referral sources reaching critical penetration

How can this be used or adopted by others?
The ARD is a resource intended for health care providers who
are sending and/or receiving referrals, ensuring access to
comprehensive referral information for consultants and services
located in Alberta.

How were patients included?
Not this initiative.

Since the ARD is web-based, it avoids paper-based directory safety
issues as information in ARD is updated in real time. An added
feature is the ability to print patient relevant details related to the
appointment.

What approach did you take?
The Alberta Referral Directory team is liaising with specialists/
consultants to create and manage their profile information in the
directory. Service profiles are updated at point of care by designated
individuals within the service. Promotion of directory benefits
and clear explanation will increase understanding of the new
enhancements, and help create referral guideline development and
communication.
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Building Sustainable, Cost-Effective Panel
and Continuity Services for Health Homes
in Calgary Foothills PCN

Authors:
Kara Patterson MSc, MHSc, Program Manager, Evaluation | Dr Heidi Fell MD, CFP, FCFP, Medical Lead, Evaluation

What was the issue or problem you wanted to address?

How can this be used or adopted by others?

Integrating panel manager services for health homes in the absence
of sustainable funding.

Evaluation results from three rotations and available sustainability
results will be presented. Discussion of next steps and emerging
priorities will be included.

What was your goal?
Supporting health homes in panel identification, maintenance and
managements and Schedule B primary care indicators participation.

How were patients included?
Patients were not included.

What approach did you take?
Primary Care Networks have invested in support staff (panel
managers or patient care coordinators) to assist member physicians
for paneling and continuity. There are currently more than 175 FTE
across Alberta, who are embedded in member clinics producing
strong results. In January 2017, the Calgary Foothills PCN (CFPCN)
implemented a model of rotating, temporary panel managers to
intensively identify patient panels, implement a process for panel
maintenance and begin both screening processes as well as disease
management collaboratively with the physician, while building
capacity at the clinic to maintain these processes as a part of the
clinics day to day work.

What did you find?
CFPCN has leveraged provincially endorsed tools developed by a
Pan-PCN committee to measure the panel progress over time and
determine sustainability of panel activities once the rotation has
ended. Excellent sustainability results have been achieved by 6 FTE
of support staff providing services to 197 member physicians in 39
clinics within North Calgary and Cochrane. Average results over
the first two 3 month rotations demonstrate 84,430 patients with
a status change, improvement in validation rates of 37% and 11%
improvement in measured ASaP screening rates. In addition, these
staff have helped Calgary Foothills PCN achieve an 84% participation
rate in measuring and sharing at least 1 Schedule B metric. Physicians
who work with a panel manager are more likely to measure and
share two or three of the health home measurement metrics than
physicians who do not. Member physicians who have worked
with a panel manager have reported substantial value with panel
maintenance, identification and determining screening rates and
physicians report a high satisfaction rate with the service.
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Primary Healthcare Panel Reports: Bringing
the Stakeholders Together for the Betterment
of the Healthcare System

Authors:
Markus Lahtinen, PhD, CRP (Director Health System Analytics)
Dale Wright, MSc, MDE (Senior Lead, Project Management Support)
Jonas Shultz, (Specialist, Human Factors)

What was the issue or problem you wanted to address?

How can this be used or adopted by others?

Evidence demonstrates there are often gaps between the healthcare
patients receive and recommended best practice. In healthcare,
there are variations in practice and in resulting outcomes that cannot
be explained by differences in patients characteristics. The Health
Quality Council of Albertas (HQCA) Provincial Primary Healthcare
Patient Panel Reports (reports) provide primary healthcare providers
and stakeholders across Alberta with meaningful, relevant, and
descriptive clinical information that supports reflective practice and
quality improvement.

Audit and feedback in primary healthcare is an evolving area. The
work of the HQCA and our stakeholders supports efforts to improve
the manner in which information is presented and will expand
knowledge and understanding about the most effective way to
present information and data to physicians, PCNs, and primary
healthcare support staff.

What was your goal?

How were patients included?
The patients voice is vital in informing this work and they are part of
the collaborative process participating in committees and working
groups.

Audit and feedback, and the measurement activities that support
it, are integral to improving professional practice, and thereby
improving the healthcare system in general. While it may be intuitive
that healthcare professionals might modify their clinical practice
based on feedback that is inconsistent with that of their peers or
accepted guidelines, this is in fact not always the case. The HQCA is
designing an improved reporting mechanism, which elicits positive
reactions from the recipients, clearly articulates intended learnings,
and encourages behavior change to positively impact the care
provided to patients.

What approach did you take?
The HQCA engaged patients, providers, and administrators to
collaborate in designing a report that is perceived as important and
useful, and that supports behavior change by assisting report users
in understanding the issues and where they can focus their efforts to
improve patient experience and clinical outcomes.

What did you find?
Although the development of the reports is still in progress, the
collaborative approach and usability testing will help make them
more practical, understandable, and actionable, and will focus the
contents around identified best practice.
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Measuring Return on Investment in the Health
Quality Council of Alberta’s Provincial Primary
Healthcare Patient Panel Report Initiative
Family Physician Reports

Authors:
Jody Pow, MA (Senior Data Manager & Lead, Health System Analytics)
Ryan Reyes, MA (Lead, Health System Analytics)

What was the issue or problem you wanted to address?

What did you find?

Audit and feedback play a positive role in changing family
physician behaviors to in ways that affect patient care and patient
experiences. In designing a report, that provides meaningful and
relevant descriptive, clinical and experiential information, and that
supports reflective practice and quality improvement, the HQCA
is contributing to this change. The HQCA is supporting family
physicians in reducing the gap between the healthcare patients
receive and recommended best practice, and is helping them save
the healthcare system millions of dollars.

Based on the ROI results, the family physicians who received the
reports saved the system millions of dollars and consequently
the HQCA’s 2014-15 reports did support the healthcare system in
saving money. In addition, the reports were well received and were
considered a worthwhile investment of a family physician’s, and their
clinic’s, time. As well, the information contained in the reports were
said to influence family physicians behavior, offer new information
about their patients, and assists with identifying quality improvement
opportunities.

What was your goal?

How can this be used or adopted by others?

Due to the high profile and the high costs associate with producing
the reports, the goal of the return on investment (ROI) analysis
was to ascertain the benefits Alberta’s healthcare system received
through the efforts of all the family physicians who requested the
2014-15 report. In ascertaining a net benefit, the HQCA is supporting
these savings.

The healthcare system can credit and acknowledge the work of the
563 family physicians, who requested the HQCA’s 2014-15 reports,
and helped save the system millions of dollars.

How were patients included?
Patients were not engaged in this initiative.

What approach did you take?
Healthcare service utilization, and the corresponding costs, for
patient panels of the family physician who requested the 201415 report (N=563) were compared to the patient panels of family
physicians who have never request a report (N=3,136), and those
who had request reports previously but not the 2014-15 report
(N=604). The comparisons included controlling for differences in
the panels’ age, social and material deprivation, burden of illness,
and physician continuity. In addition, the 563 family physicians were
surveyed to gather feedback on the reports as well.
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Health In-Season; Community Garden
Workshop Series

Authors:
Krista VanEgmond, RN BScN CDE | Cori Bryant, BSc (OT) MSEd | Elisa D’Andrea BSc, MPH, RD

What was the issue or problem you wanted to address?

How can this be used or adopted by others?

Connecting with the North Hills community.

Primary health care does not have to be solely delivered in a clinic
setting. When expanding into different avenues of health you have to
explore new locations and meeting people where live, work or play.

Reaching for integration beyond the health care system.
Exploring new avenues of health care.

What was your goal?
New community connections through organizations and meeting
people in their community.
Bringing evidence based information to people in a non-traditional
method.

How were patients included?
For this pilot we did not include a patient. Our future plan would be
to include the patients in prepping and maintenance of a garden
in their community. This could create a social interaction amongst
community members and provide a location to learn new food
related skills.

Providing education on what to do with in-season local produce.

What approach did you take?
Formed linkages with community groups, became a member of the
community association and participated as both an agency and as
a community member. Health promotion and prevention through
developing a workshop series.

What did you find?
Success was measured by the number of people who attended the
workshop and the number of agencies we collaborated with.
Verbal feedback from participants during and at the end of the event.
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FOCUS on Primary Healthcare: Developing
a Patient Focused Primary Healthcare
Reporting Tool

Authors:
Jeanette Jackson, PhD

What was the issue or problem you wanted to address?

How can this be used or adopted by others?

Information about how Albertans use their healthcare system is
currently limited and we believe that transparency fosters trust in the
healthcare system. Albertans would benefit from a public reporting
tool that presents information about how their healthcare system is
functioning, in a way that engages patients, healthcare professionals,
and administrators in conversations to improve their healthcare
system.

This online tool can be used to identify gaps and areas of success
in primary healthcare. The tool will assist patients, providers,
and administrators to use a common language when having a
conversation about what is working well and what needs to im

What was your goal?
FOCUS (Fostering Open Conversations that Unleash Solutions) on
Healthcare is an online tool that provides Albertans with information
about their healthcare system, includes patient experience data, is
accessible to all audiences, and puts data/measures in the context of
quality and the overall healthcare system. In March 2017, we began
work on the primary healthcare arm of this program, called FOCUS
on Primary Healthcare. The goal of this tool is to report to Albertans
about what patients are experiencing; using measures that patients
identified as meaningful.

How were patients included?
Patients have been engaged at every step and will present this work
alongside project leads. To ensure this tool was informed by the
patient voice, we started the development process with a Patient
Consultation Day. This provided a snapshot of how patients seek and
receive basic healthcare, and what they expect and experience as
outcomes when doing so. This information was then brought to our
stakeholders to guide the development of the online tool. Patient
representatives were also included at our stakeholder meetings and
as members of the project working groups.

What approach did you take?
We engaged stakeholders, including patients, to assist us to
identify primary healthcare measures. These measures reflect what
individuals wanted to know about how their primary healthcare
system is functioning. The measures are presented as graphs,
and are paired with a narrative, with the goal of fostering open
conversations about primary healthcare.

What did you find?
Twenty-four measures were identified and will be presented as part
of a publically accessible reporting tool.
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Successful Knowledge Transfer for PCN
Group Programs

Authors:
Lorna Milkovich, RN, BN, MBA | Bev Whitmore, Bsc RD, MBA

What was the issue or problem you wanted to address?

How can this be used or adopted by others?

RDPCN has developed the Alberta Happiness Basics Program, the
Alberta Anxiety to Calm Program and the Alberta Health Basics
Program. PCNs and other health organizations across Alberta have
requested training for their own health care providers in order to
offer the programs in their organizations.

This information would be of interest to those who are considering
scaling up programs that they have developed and ways to keep in
contact with those organizations that have had staff trained in the
programs.

What was your goal?
Provide training for these mental health and lifestyle programs to
others through both face-to-face and online training.

How were patients included?
Patient feedback on the need for a shorter course in the Alberta
Happiness Basics program was the stimulus for the creating of a
4 week program. PCNs and other health care organizations have
found these evidence-based programs appropriate for their residents.

What approach did you take?
Training programs and coaches manuals were created for the
programs by RDPCN and offered through training sessions, often
at the site that requested the programs. Training and coaches
information was hosted by the PMO on their website.

What did you find?
Success has been measured through the collection of statistics
on the number of programs, number of participants, percent that
graduated, and number of coaches trained. These results suggest
that the programs are widespread, affecting Albertans across the
province. PCNs and organizations voluntarily provide additional data
on their programs, such as the EQ-5D health quality of life results
and general program evaluation information.
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The HQCA’s Primary Care Patient
Experience Survey

Authors:
Roland Simon, MA | Jeanette Jackson, PhD | Maeve O’Beirne, MD PhD | Vladislav Degtiarev | Markus Lahtinen, PhD

What was the issue or problem you wanted to address?

What did you find?

While there are numerous surveys designed to capture patient
experiences in primary care, each is best suited to a different
environment. The HQCA set out to develop and refine an instrument
and process that could provide actionable information to Alberta
primary care providers, including the patients’ feedback in the
development of the instrument.

Our psychometric testing of the survey instrument showed
numerous areas in which the instrument could be improved,
particularly where potential information was being lost because of
imprecision. Furthermore, cognitive testing interviews with patients
showed that a number of questions could be improved with different
wordings. The interviews also identified topics that resonated with
patients. The third pilot test is being evaluated to establish our
success in these areas.

What was your goal?
The development of a survey instrument and process that reliably
captures patient experience in primary care at the level of the
individual care provider. Furthermore, develop a meaningful and
actionable reporting process to provide information back to
providers and those involved in improving the care they provide.

What approach did you take?
The HQCA began with an extensive review of existing, validated
primary care patient experience surveys, including consultation
with stakeholders and literature reviews. This lead to our first pilot
test (spring 2016), using the CAHPS Clinician & Group survey,
with some modifications, in a paper-based survey. Following that
we conducted extensive psychometric testing of the instrument,
uncovering areas where the instrument could be improved in the
Alberta context. Our second pilot test (early 2017) evaluated two
electronic distribution methods: email and SMS text messaging.
Parallel to the second pilot test we conducted cognitive testing
interviews with patients at primary care clinics, to get the patient’s
perspective on the questions that can best convey their experiences.
Finally, a third pilot test (summer-fall 2017) incorporated both the
extensive changes to the survey instrument and the processes.

2 0 1 7 Accelerating Primary Care Conference Abstract

How can this be used or adopted by others?
In early 2018 the HQCA will invite physicians and clinics to to
participate in the patient experience survey, providing provider-level
information across Alberta, improving patient care through feedback
to care providers and those involved in improving patient care.

How were patients included?
Patients are an inherent part of this work. The primary objective is
to provide patients’ experience information back to providers, and
develop an ongoing program of measuring and reporting patient
experience in Alberta primary care..
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Social Support and Peer Counseling Perceived
as Useful in Promoting Behavior Change Among
Women with a Previous Gestational Diabetes
Mellitus Pregnancy

Authors:
Meghan Ingstrup, MA | Lisa A Wozniak, MA | Nonsikelelo Mathe, PhD | Abdulrhman, Alghamdi, BSc | Lauren Cormier, BSc
Sonia Butalia, MD | Margie H Davenport, PhD | Jeffrey A Johnson, PhD | Steven T Johnson, PhD

What was the issue or problem you wanted to address?

What did you find?

Current literature suggests that there is little support for women
with a gestational diabetes mellitus (GDM) pregnancy once they
are discharged from their pregnancy care team (Rees et al. 2016).
To address this, we implemented an intervention for women who
recently experienced a GDM pregnancy: Healthy Eating and Active
Living for Diabetes Gestational Diabetes Mellitus (HEALD-GDM). This
intervention was based on an effective 24-week walking program
led by an exercise specialist to promote physical activity and healthy
eating. Additionally, trained peer counselors volunteered to support
women through weekly peer counseling sessions via telephone
during the intervention. We investigated the role and usefulness
of social support, including peer counseling, to promote behavior
change among women with a previous GDM pregnancy.

We found that social support can promote behavior change
when rapport is established and barriers, such as lack of time and
geography, are mitigated.

How can this be used or adopted by others?
Future interventions should consider hiring peer counselors,
providing in-person counseling to better establish rapport, and
grouping participants by geographic location to better support each
other (e.g., form walking groups).

How were patients included?
N/A.

What was your goal?
This study looked to describe the role and perceived usefulness
of social support including peer counseling to promote behavior
change during the post-pardum period of GDM.

What approach did you take?
We used a qualitative descriptive approach. We purposefully sampled
women who had participated in at least 25% of peer counseling
sessions and one session with the exercise specialist as well as peer
counselors to elicit their experiences. We used content analysis
to analyze the data until saturation was reached. We conducted
interviews with 9 women and 2 peer counsellors. The majority of
participants (66%) were age 35 or older, had 2 or more children (55%)
and 18 months or more since their last GDM pregnancy. Participants
identified multiple sources of social support in promoting behavior
change including, peer counselors, the exercise specialist, family,
friends, and coworkers. Participants reported that peer counseling
was more effective when rapport was established. Participants
discussed receiving support from their partners, family members,
friends, and co-workers in addition to or, in some cases, in place of
support from peer counselors, particularly when rapport was not
established. Additional barriers included geography (e.g., difficulty
supporting other HEALD-GDM participants because they lived far
apart), and the women and peer counselors struggling to find time to
participate.
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Data Sharing Standards in Primary Health Care

Authors:
Nataliia Slobodianyk, Senior Advisor Business Intelligence, Applied Research & Evaluation Services,
Primary Health Care, Alberta Health Services

What was the issue or problem you wanted to address?

What did you find?

Currently data sharing processes in primary health care are complex
and there is a lack of support for physicians and PCNs who want to
make use of aggregate and patient-level data for secondary use to
improve care for their patients. Alberta Health Services (AHS), Alberta
Health (AH) and the Health Quality Council of Alberta (HQCA) hold
a wide range of valuable data on how Albertans use and experience
the healthcare system, and we would like to share this data with
physicians and PCNs to support Patient-Centred Medical Home
implementation. We believe high quality data is a foundation for
improving patient care through evaluation, quality improvement and
panel management.

We have been successful in engaging a wide range of stakeholders
who are committed to this journey of using data to improve patient
care. Our stakeholders have reported that our work to date has
clarified and simplified the process of data sharing in primary health
care. Our success will be measured in the number of new requests
for data sharing / data matching by physicians and PCNs, and how
this data is used to advance primary health care in Alberta. The
poster presents various data sharing initiatives that are guided or
aligned with the data sharing standards work.

What was your goal?

We welcome all stakeholders to join the debate on all aspects of
data sharing in primary health care, and learn about the Data Sharing
Standards Guide, the FAQs, privacy tools and implementation
framework. We welcome any questions, feedback or requests from
our stakeholders on any facet of data sharing and matching for
secondary use purposes. We welcome any stakeholders to come
are share their stories of success with data sharing / data liberation
to help us increase awareness and collaboration among different
organizations.

The goal of this work is to de-mystify data sharing and data matching
processes. We do this by outlining nine pillars of a data sharing
framework to guide and support physicians, PCNs and various
provincial data sharing initiatives for secondary use of data purposes
(business planning, quality improvement, internal evaluation, etc.).

What approach did you take?
The poster overview data sharing requirements and aligned with
them data sharing initiatives across the province. The work is
developed and supported by Advisory Committee, Privacy and
Implementation groups that consists of multi-organizational
stakeholders (AH, AHS, AMA (TOP, PCN PMO), HQCA, OIPC, AIM,
PCNs, and physician leads.) Based on input from the groups, the
Data Sharing Standards Guide, supporting privacy documents and
templates, and implementation framework documents have been
developed. The Guide describes a process and privacy requirements
to enable secure data sharing between custodians in order to
provide aggregate or patient-identifiable data for primary care
providers/teams and their PCN authorized representatives. The Data
Sharing Standards implementation framework outlines 9 pillars that
guide the implementation work: Leadership / Data Governance;
Information & Privacy; IT Support; EMR Support; Data Use; Data
Literacy; Communication; Paneling; Practice Improvement.
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How can this be used or adopted by others?

How were patients included?
Patients will have access to aggregated data via the Health Analytics
Portal (HAP) and other data sharing initiatives to learn about health
care system and secondary use of data. Patients’ feedback and
questions related to data sharing standards and developing initiatives
can be submitted to the implementation support team on ongoing
basis.
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Alberta Screening and Prevention Plus (ASaP+):
Engaging Primary Care Patients in Addressing
Lifestyle Factors

Authors:
Emily McKenzie MSc | Mia Cavanaugh RN Q Med | Sandra Johansen PhD | Joe MacGillivray MSc
Barbra McCaffrey BSc Dip Ed | Grace Odusote BScN | Wanda Truong MSc | Mark Watt RN BN | Elizabeth McGregor PhD

What was the issue or problem you wanted to address?

What did you find?

Lifestyle factors such as tobacco and alcohol use, physical activity,
fruit and vegetable consumption, and weight management
contribute to approximately 40% of cancers and chronic conditions.
Evidence supports the effectiveness of screening, documenting and
addressing lifestyle factors in primary care. The challenge is seamless
implementation into practice workflows. ASaP+ is a patient-centred,
systematic approach to identifying, offering and following patients’
progress towards goals related to lifestyle.

We developed a curriculum, resources and tools to be implemented
by TOP Improvement Advisors as part of ASaP training. A formative
evaluation will assess the implementation process and outcomes
at pilot practices, with results and recommendations used to revise
ASaP+ and determine sustainability and feasibility for spread to other
Alberta primary care settings.

What was your goal?

Key Lessons:

Our goal was to develop a curriculum and associated resources for
primary care teams to enable them to support patients wishing to
take action on lifestyle factors. ASaP+ and Patients Collaborating
with Teams (PaCT) use the same shared decision-making care
plan. ASaP+ supports a broad cross-section of panel patients who
prioritize lifestyle factors in their care plan. Resources include the
Goals and Action Plan which ensures targeting of goals of most
relevance and concern to the patient. We incorporated evidencebased lifestyle intervention strategies, including HealthChange™.
An additional resource, the ASaP+ Programs and Resources Quick
Referral List, may help practices link to PCN and community-based
programs to support patients.

How can this be used or adopted by others?
• Work with others to supplement and extend existing programs (e.g.,
ASaP) to help increase acceptability to primary care.
• Patient-centred (versus disease specific) approaches can address
needs of a broad spectrum of panel patients.
• Work with patients as partners in planning their care to address
“what’s important to them”.

How were patients included?
A patient representative was included on the PaCT Care Plan
Development Task Group, and patients participated in a focus group
review of the ASaP+ curriculum and associated resources.

What approach did you take?
We worked closely with our Toward Optimized Practice (TOP)
partners to develop the ASaP+ curriculum and resources. ASaP+,
designed to support and extend ASaP work and leverage TOP’s
learnings and expertise, is modelled on the 5As framework and
incorporates existing programs (e.g., pcnACT) where possible.
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Implementing an Evaluation Framework and
Appropriate Measurement at Sherwood Park
PCN: Sharing our Experience and Lessons
Learned

Authors:
Meghan Black, MSc | Tammy MacDougall, LPN | Michael Wagar

What was the issue or problem you wanted to address?

How were patients included?

Implementing an evaluation framework and appropriate
measurement at Sherwood Park PCN to move towards the medical
home model and improve patient outcomes.

Patient engagement and the measurement of patient outcomes
ensures that patients continue to be at the center of the SPPCNs
medical home model. While they were not directly involved with the
implementation of the evaluation and measurement structures in the
PCN, the evaluation framework and logic models were developed
with the patient at the center. Key measurement tools included the
annual patient experience and satisfaction survey and the quarterly
patient experience and satisfaction surveys.

What was your goal?
The end goal was to build internal evaluation capacity at SPPCN so
that they were able to use evidence to make informed decisions and
improve their programs and services, as well as report on patient
outcomes. Creating the ability to measure patient outcomes and
quality improve through evidence-informed decision was the primary
goal of this capacity building.

What approach did you take?
SPPCN engaged the Evaluation Team at the PCN PMO to assist
them in reaching their evaluation goals. The Evaluation team
utilized a collaborative, intensive support model to help the PCN
reach their goals. In particular, an evaluation consultant was onsite
at the PCN once per week for four months and provided support
and guidance to collaboratively develop an evaluation framework,
logic models, evaluation plans, measurement strategies, data
collection and analysis plans, and assisting with reporting. Setting
up the appropriate, inclusive evaluation framework allowed for the
measurement and reporting of patient-related outcomes.

What did you find?
In a relatively short period, the SPPCN developed and implemented
an evaluation framework to guide PCN-level evaluation work,
program-level logic models; began measuring, collecting and
analyzing data from the EQ5-D, TNA, patient surveys, screening
data, and EMR data extractions. The PCN now has a small evaluation
team and is better able to monitor and quality improve its services to
ensure positive patient outcomes.

How can this be used or adopted by others?
Building and implementing an evaluation framework from scratch
was a fruitful yet challenging endeavor. Sharing the SPPCN
experience, difficulties and lessons learned from this experience
would be beneficial for other PCNs as they consider embarking on
their own evaluation journeys.
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PleXus: The New Frontier in Medical
Home Innovation

Authors:
Oliver Schmid PhD | Amanda Keller MA | Mehdi Komaei MeBA | Jen Vowels | Sam Malone MEd

What was the issue or problem you wanted to address?

How can this be used or adopted by others?

The SCPCN supports the provincial focus on creating patientcentered medical homes. Evaluation of the impact of the program
is essential to the strategys success. Therefore, collecting data from
multiple clinics and EMRs in a secure, scalable and efficient way was
a challenge.

The Plexus platform was designed to be rolled out to other
interested PCNs in the future. We also learned that our clinics
Owning the process of data submission improved our relationship
them.

What was your goal?
The goal of creating the SCPCN Plexus system was to develop a web
based, multi-EMR, secure, scalable EMR data collection and double
Panel validation platform with real-time reporting. Plexus provides
physicians with data they did not previously have access to in a
dynamic fashion. Plexus also provides physicians with real-time data
for key metrics, including TNA, multi-panel patients, EQ-5D-5L, ASaP
and Patient Experience.

How were patients included?
Patients have not been formally involved in the development
of Plexus, but strategies to include them in the future are being
considered..

What approach did you take?
SCPCN firstly developed a Medical Home implementation strategy,
then developed Plexus to enable the PCN to automate as many
processes as possible and scale these to the whole PCN (or
province) in a cost effective fashion.

What did you find?
The biggest challenge was addressing EMR data quality and varying
data structures across multiple EMRs. We needed to develop a
flexible system that was able to identify what data to expect from
which clinic/EMR.
Success was measured through feedback from physicians and clinic
staff in how easy they found it to use and how helpful having access
to all this information was for them. Furthermore, we managed to do
this for 40 physicians covering 50,000 patients (to be extended to
230 physicians and 250,000 patients) with minimal staffing.
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Undertaking Medical Home Assessments
in SASPCN Member Clinics, and
Actioning Results

Authors:
Shelby Corley MA, CE | Dr. Jon S. Hilner | Dr. Wayne Daviduck | Dr. Peter Newnham | Dr. Shameem Shaker

What was the issue or problem you wanted to address?

How can this be used or adopted by others?

The St. Albert and Sturgeon Primary Care Network has 16
member clinics, each operating within their own unique context.
Understanding the varying degrees of progress toward the Patient’s
Medical Home was challenging without a consistent framework to
apply in all member clinics.

Undertaking Medical Home Assessments on this scale may not be
feasible for all PCNs, but we believe there is great value in supporting
clinics to participate.

What was your goal?

The missing piece in this activity was the patient; patients were not
included in any of the clinics or in the PCN level assessment. While
the process suggested by TOP does not explicitly include patients,
and patients may not have much understanding of the business
processes addressed in the assessments, this process has shown that
our patients are very much missing from Patient’s Medical Home
planning.

SASPCN wants to support teams of member physicians, staff and
PCN clinicians to advance the Patient’s Medical Home in the way
that is best suited for their own unique contexts. Additionally, to
inform business planning, the PCN needs to understand its members
priorities and where practices can benefit from PCN support.

How were patients included?

What approach did you take?
SASPCN chose to use the Patient’s Medical Home Assessment as
developed by TOP to understand the current state and members’
priorities. Of the 16 clinics, 14 completed Phase 1 of the assessment
and 10 continued on to complete Phase 2. All participating clinics
selected their priorities and created action plans, with the support
of a facilitator provided by the PCN. Several member physicians and
staff also participated in the PCN level Medical Home Assessment,
facilitated by PMO.

What did you find?
Our high participation rate was one indicator of success, but
member feedback was just as convincing. Physicians and staff
reported that the process of meeting and discussing the items in
the assessments was illuminating, and the questions themselves
helped them to better understand the actionable components of
the Patient’s Medical Home. From the PCN’s perspective, both the
variation and similarities in results across clinics have been used in
providing direction for business planning, both long-term and shortterm.
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What was the issue or problem you wanted to address?

What did you find?

Receiving feedback is a critical component of improving
performance. Physicians often have limited opportunities to receive
direct and relevant feedback related to adherence to current best
practice guidelines. In order to provide family physicians with an
opportunity to review, understand and use individualized data to
self-reflect on their practice, we developed a unique and innovative
learning workshop offered to all Primary Care Networks (PCN’s).
We aimed to support physicians in developing and implementing
practice change plans to improve patient care. Partnerships
among participating PCNs, the Physician Learning Program (PLP),
Toward Optimized Practice (TOP), and Choosing Wisely Alberta
(CW), along with Alberta Health Services and the Health Quality
Council of Alberta (HQCA) provided participating physicians with
detailed individualized practice reports to help them evaluate the
appropriateness of their screening and ordering of tests related to
three CW recommendations on pap smear testing, bone mineral
density scans, and lumbar spine imaging.

During the first 15 months, 5 PCNs enrolled 207 physicians and 60
allied health/quality improvement professionals. 182 individualized
data reports were delivered directly by PLP, and over 2,500 via a
partnership with the HQCA. Participant feedback has been positive;
97.5% would recommend the program to a colleague, 87.8% felt the
program directly supported the PCNs improvement initiatives, and
91.2% thought the program helped them set and evaluate personal
improvement goals.

What was your goal?

N/A

How can this be used or adopted by others?
The program continues to facilitate physician learning, self-reflection
and help practitioners improve the quality of care they provide
patients. By seeking patient and physician input, our program will add
additional topics related to areas of health care that matter the most.

How were patients included?

Increased awareness of Choosing Wisely recommendations and
improved appropriateness of clinical care.

What approach did you take?
Our workshop is a CFPC Mainpro+ certified multi-faceted event
comprising: (1) didactic lecture where subject matter experts
share the latest guidelines and evidence-based best practices; (2)
participants receive and review their own individualized practice
reports; (3) facilitated small group discussions identify barriers and
enablers to achieving best practice; and (4) development of action
plans and strategies for improvement. Action plans incorporate
system resources to reduce the demand on individual practitioners,
and to connect patients and providers to quality improvement
programs already available.
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