CII-CPAR INITIATIVE
FORMATIVE EVALUATION:
EARLY FINDINGS TO INFORM
NEXT STEPS

Summary Report
August 2019

TABLE OF CONTENTS
Acknowledgments ............................................................................................................................................................................................... 3
Introduction ........................................................................................................................................................................................................... 4
Methods ................................................................................................................................................................................................................... 4
Early findings......................................................................................................................................................................................................... 5
From interviews .............................................................................................................................................................................................. 5
From the stakeholder survey .................................................................................................................................................................. 12
From the onboarded clinics survey...................................................................................................................................................... 14
Conclusion............................................................................................................................................................................................................ 16
Appendices .......................................................................................................................................................................................................... 17
Appendix 1: Early advice and suggestions for the CII-CPAR project team ......................................................................... 17
Appendix 2: Early advice and suggestions for clinics and PCNs coming onboard with CII-CPAR in the future . 20

ACKNOWLEDGMENTS
We would like to extend a sincere thank you to all of the primary care and specialist physicians and staff who
have lead the way in adopting CII-CPAR, along with the PCN leaders and staff who took time out of their
incredibly busy days to participate in a short interview. We can only learn by talking to people who are doing the
work to implement CII-CPAR in their PCNs and clinics. Without you there would be no data, and nothing to
report. Thank you also to members of the CII-CPAR implementation team who took the time to speak with us,
and to the stakeholders and participating PCNs and clinics for taking time to complete a short ‘temperature
check’ survey. We hope we have done justice in capturing what all of you have told us.

Kathy GermAnn
Gail MacKean

3

INTRODUCTION
This formative evaluation of the CII-CPAR initiative has two purposes:
1. Inform implementation of CII-CPAR through the ongoing, timely collection and sharing of information
relevant to the implementation process.
2. Document the processes and trajectory of the initiative with a specific focus on capturing lessons
learned that could be applied to future efforts.
This is a summary report highlighting key themes emerging through data collected during the early LPR process.
Working with these few PCNs and clinics during this early ‘beta-testing’ phase of CII-CPAR might be best thought
of as a quality improvement initiative. The evaluation during this period has been particularly intense with the
goal of trying to maximize lessons learned to inform the next phase of this initiative.

METHODS
A number of data collection methods were used in the initial phase of this formative evaluation of CII-CPAR.
First, to optimize learning during the early/LPR phase, clinic and PCN participants were invited where possible
to participate in a short interview at two points in the process:
•

Pre-onboarding: When a clinic has made the decision to participate in CII-CPAR, but before the clinic has
‘onboarded’ and the data is flowing.

•

Post-onboarding: 6 to 12 weeks after the clinic has ‘onboarded’.

A total of 14 interviews were completed with 18 participants through May 24, 2019:
•

11 (pre- and post- onboarding) interviews with 15 participants across four PCNs. This includes a mix of PCN
EDs (n=1), IF’s (n=4), physicians (n=4), clinic manager (n=3), and panel administrators (n=2), and other
(n=1).

•

Of these 11 interviews, six were pre-onboarding and five were post-onboarding.

•

The number of interview participants from each of the four PCNs were: Camrose (n=4); Leduc-Beaumont
(n=3); South Calgary (n=5) and Chinook (n=3).

•

Three post-onboarding interviews were conducted with specialist clinics uploading consult letters, (i.e.,
those using a non-Microquest EMR) including two clinic managers and one specialist.

Second, five interviews were completed with six individuals deeply involved in CII-CPAR implementation, either
playing a governance or operational role, in May 2019. The goal here was to capture key lessons learned through
the early LPR process and to solicit perspectives on key issues and contextual factors to pay attention to moving
forward.
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Third, short surveys were sent out to two groups, with the goal of doing a high level ‘temperature check’ of the
current status of the CII-CPAR initiative, as well as soliciting suggestions and advice for the future.
•

•

Stakeholder survey:
o

A short survey was sent out to 26 key stakeholders directly by the HQCA survey team, and a link was
sent out by the AMA to about 175 PCN Strategic Leadership Forum attendees

o

The number of complete surveys returned was 49 for a response rate of ~25%

Onboarded clinic survey:
o

A similar, short survey was sent out to 32 individuals from 25 clinics participating in CII-CPAR
(including primary care and specialist clinics that had onboarded prior to integration of CII with
CPAR). In addition, Camrose PCN leaders sent the survey to their onboarded clinics.

o

14 usable surveys were returned for an approximate response rate of 20-30%.

EARLY FINDINGS
From interviews
Culture of clinics and PCNs
One area explored through the interviews was the culture of the clinics and PCNs with respect to innovativeness,
learning, desire to improve the quality and continuity of care? We wanted to understand where early adopter
clinics and PCN’s were in their evolution to the Patient’s Medical Home model. Key themes that emerged are as
follows.
•

The PCNs and clinics involved in this work are clearly champions of the medical home model, and some
have done considerable work over a number of years to advance the evolution of this model (e.g.,
implementation of ASAP screening maneuvers; development of paneling processes).

•

Many describe CII-CPAR as fitting with what they are already doing with respect to advancing the
medical home model. More specifically, CPAR is seen as a logical next step for PCNs and clinics already
engaged in paneling.

•

Many PCNs and clinics have a culture of ‘trying out new things’, so there is already a culture of readiness
for change. Some PCNs described the importance of working closely with and inspiring clinic managers to
come onboard with quality improvement (QI) initiatives, explaining that it’s the managers who implement
everything.

•

Some spoke about there still being a bit of a culture in primary care about the physician owning the
patient information, which in turn may affect willingness to share. Others acknowledged this, but feel this
culture is beginning to shift, noting that many of their physicians are very onboard with the concept of
sharing patient information with other healthcare professionals to support patient care.

•

Some PCNs emphasized the importance of developing a culture of consensus decision-making, where
even though a PCN may come up with an idea or express an interest in moving forward with a new QI
initiative, there is lots of discussion and input before moving forward on anything.
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•

If the culture of the PCN has not evolved to the point where they are aligning with some of the zone and
provincial priorities around the medical home, it is felt that they will struggle with CII-CPAR.

Becoming aware of CII-CPAR and messaging that works
We asked interview participants to describe how they became aware of CII-CPAR, and what suggestions they
had for how to engage other physicians, clinics and PCN in this initiative. What are key messages and
communication strategies that work? Key themes that emerged are as follows.

A potentially “saleable message” suggested by a physician:
“You need to be paneling to get PCN funding, and you couple that
with messaging saying, ‘It's going to help the system, it's going to
help when your patient lands in emerg at 3:00 in the morning’.”

•

Re: becoming aware of CII-CPAR, in some cases the physician champions embedded in the clinic and/or
PCN brought the idea of getting involved in the early phase of CII-CPAR to the clinic manager and/or to the
PCN; sometimes it was championed by a PCN executive director (ED); and in other cases clinics heard about
it from their EMR vendor (e.g., Microquest).

•

The provincial PCN team should continue to embed the messaging about CII-CPAR in the bigger picture
by emphasizing how it aligns with provincial and zone priorities, and how it supports the evolution of the
medical home or neighbourhood, stressing the importance of informational continuity as a pillar, and
explaining how CII-CPAR supports this.

•

It is helpful to be clear about how CII-CPAR will be the enabler of the integration between the EMR and
Alberta Netcare and between Alberta Netcare and Connect Care, and of the access to information that CIICPAR enables, including enabling the ER physician and the hospitalists being able to see the “primary care
stuff”.

•

PCNs may contextualize messaging coming from government, AHS, and PCN leadership so that their
physicians and clinics know what’s expected, how it fits in their particular context, and how it will help
physicians to enhance their practice.

•

Messaging to patients and the public about paneling and information sharing should emphasize the
importance of identifying a single primary care physician, and then ensuring that the patient’s medical
information is easily shared between that physician, the patient and others in healthcare system. Benefits
include not having to repeat your story, being less worried you might forget something, and care that is safer
and better integrated.

•

Re: language, many people at the clinic level don’t spontaneously talk about continuity of care, using that
language; rather they talk about the benefits of patients having ‘one main responsible physician’, as part of
the medical home model. Continuity of care language seems to be more commonly used at the PCN level.
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Re: messaging to community specialists about the consult letters
“The biggest thing to let [others] know is that this is a possibility
and it is not labour-intensive to get it done.”

What people are excited about
We wanted to understand what led these early adopter clinics and PCN’s to get involved in this initial limited
production roll-out phase of CII-CPAR. What where their hopes and expectations? Key themes that emerged are
as follows.
•

eNotifications: Many specifically described how much they are looking forward to having hospital ER,
admission and discharge information downloaded into their EMRs.

•

Specialist consult reports/letters: The value of these were mentioned by many, including hospitalists who
noted that would be interested in being able to see these letters over the past couple of years. Communitybased specialists also appreciate being able to quickly access their own consult letters when they are
working in hospital and don’t have access to their EMR.

•

Paneling as a core component of a patient’s medical home; and panel conflict reports; some physicians and
clinics expressed strong interest in finding out which of their patients are on multiple panels.

•

Patient encounter information: Clinics are interested in this so other in a patient’s circle of care can see
some basic medical information and also reach out to the most responsible family physician to discuss
further, and so they can check on recent encounters for their own patients.

•

Improved efficiency and accessibility to patient health information provided by community- based
healthcare professionals, including a wide range of primary care providers and community-based
specialists.

•

Better integration between community and hospital care, including improved communication. Being
able to talk to hospital-based healthcare providers more often about their patients is viewed as a huge
positive.

•

Ultimately, the exchange of information enabled through CII-CPAR will result in better patient care (i.e.,
higher quality, safer, improved continuity); as their primary care and community-based specialist medical
information will be up in Alberta Netcare for health professionals in the patients circle of care to see.

Participating in CII-CPAR: Concerns and early challenges
Another area explored in some depth through these interviews was the early experiences of PCNs and clinics
with respect to their onboarding and ongoing implementation of CII-CPAR. We were interested in understanding
any barriers or challenges they had experienced. Key themes that emerged are as follows.
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•

Some physicians expressed concerns about:
o Protection of the privacy of their patients’ information.
o How the information is going to be used by the PCNs and government (e.g., to evaluate their work,
affect how they get paid).
o Potential extra work required due to needed changes to “charting practices”, including being more
careful about the language they use.

•

Some interviewees noted that patients’ concerns are primarily related to paneling, in that it may limit their
flexibility in being able access care where and when they want to, including for example, using walk-in
clinics, seeing a female physician for some health issues, and being able to have both an urban and rural
family physician.

•

Both PCN and clinic staff expressed concerns about juggling priority initiatives; for example, some clinics
feel they are just getting going with the medical home and don’t necessarily see the alignment with CIICPAR.

•

Concerns related to paneling and panel management include:

•

o

Some had to wait for the panel ID numbers for physicians which slowed down their first panel
submission

o

One clinic had an issue with specific Privacy Impact Assessment (PIA) numbers and had to resubmit,
and then it didn’t go where it was supposed to go.

o

Following up on panel conflicts can seem daunting (i.e., having conversations with patients about
the concept of a medical home, and the importance of having one primary care physician),
particularly for those clinics or staff new to panel management.

o

The initial panel conflict report is often quite large, and even though there is awareness this is going
to happen it can be overwhelming.

o

Following up and having conversations with patients regarding demographic mismatch reports,
primarily because clinics can feel that patients are often bearing the brunt of system errors, in that it
becomes the patient’s responsibility to get things sorted out which may require a visit to a registry
office; and this seems unfair.

There have been some early challenges around:
o
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Finding and then updating PIAs, which may become more of an issue because of recent changes
made by the OIPC (i.e., new requirements to report any privacy breaches which requires new
policies and an updated PIA).

o

Technical issues, although people expected these in the LPR phase, some expressed surprise at how
long it took to get these resolved (e.g., a month-long delay was seen as a bit much).

o Feeling overwhelmed

" I feel like I'm supposed to be the
quarterback, but I've never been given the
playbook.” - An improvement facilitator

o

Validation testing for the specialist
letters, in that some clinics have
experienced a long delay after submitting
their 3 specialist letters; if the delay is too long, clinics can forget what to do and subsequently don’t
submit their consult letters.

o

The current approach for submitting consult letters in some EMRs requires that there be a booked
patient appointment in a physician’s schedule, meaning they cannot submit letters for urgent
consultations with family physicians conducted over the phone.

Time and resource requirements
We wanted to understand the time and resource requirements required both related to getting onboard with
CII-CPAR and the ongoing implementation. We asked interview participants how much time they spent, and
whether they felt this was reasonable or not. Key themes that emerged are as follows.
•

Overall, many felt that the onboarding went smoothly, and that the workload was reasonable, with most
noting this was in large part because of the responsiveness of the CII-CPAR implementation team.

•

Upfront paperwork requirements associated with onboarding primary care clinics can be considerable,
although there was a range of responses regarding how onerous this is; contributing factors here
include: the degree of familiarity with the language being used in the forms, whether the PIA needs to be
found and updated, and the kinds of information being uploaded (i.e., CED, panel data and/or consult
letters).

•

Specialist clinics whose PIAs are up-to-date found the upfront paperwork to be reasonable.

•

Regarding who is doing the onboarding work, this varies:
o

At one end of the continuum, clinics are doing most of this work on their own and at the other end,
the work is being done almost entirely by the PCN.

o

The majority of the work is being done by staff, including clinic managers, panel managers and
improvement facilitators.

o

Most physicians described doing little work, saying most of the work is done by others.

•

Physician perspectives vary: Most feel the effort expended up front has been what they expected, and that
it has been little in comparison with the potential benefits, stressing this is straightforward and easy and
once it’s up and running it doesn’t really impact physicians. For some, however, it’s taking more time than
they expected.

•

Panel management, and particularly dealing with the initial panel conflict reports and the demographic
mismatch reports can be time consuming.
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Changes in primary care practice and un-anticipated consequences
Another area explored in these interviews with clinics, with respect to their early experience with
implementation of CII-CPAR, was what changes they had noticed in their primary care practice (if any), with an
interest in identifying any un-anticipated consequences.
From stakeholder and clinic interviews, most of the challenges were anticipated and include the following.
•

Answering patient questions regarding information sharing posters in the office, which seems to be taking
little time at all.
o Most patients assume their information is already being shared.
o Some patients want a little more information about Alberta Netcare and how secure it is, but once
this is explained, they have no problem with this.

•

Calling patients about panel conflicts and about demographic mismatches.

•

Minor changes to EMR data entry, some changes of EMR fields, and being a little more careful about what is
being put in EMR notes.

•

Some more significant changes to charting practices. One clinic said that their physicians are now writing
more detailed notes (e.g., include a little more detail about the assessment, and what was actually done or
the plan), as they realize that others may now see some of this.

[See the onboarded clinic survey findings for additional information about practice changes resulting from
CII/CPAR]
What success looks like
We felt it was important to capitalize on the early experience of these early adopter clinics and PCNs, both to
help us better understand what some key metrics of success might be and to collect any early examples of
success with respect to improvements in patient care. Key themes that emerged are as follows.
Key metrics of success are aligned with what physicians, clinics and PCNs described as being excited about
with respect to CII-CPAR, and include the following.
•

Beginning to see emergency room physicians, for example, access the patient encounter information and
hear from them that the information has been helpful in informing their care of a patient, and getting emails
or phone calls from hospital physicians asking questions about a patient.
“If my patient eventually ends up seeing a specialist in emerg, and a physician
emails me saying, "Hey, what do I do on this?" That kind of ... Oh, I got an email
from a specialist. Oh my gosh. The middle of the day. What is this? Okay. You
learn quickly, you bill for it, they bill for it, and everybody's happy.”
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•

Being able to do the paneling piece well and easily.

•

Seeing CII-CPAR seamlessly integrated into the day-to-day clinic business, requiring little ongoing support
from PCN improvement facilitators [for a PCN that has chosen to actively do most of the onboarding work,
the estimate is that this transition will take about 1.5 years].

•

“Being able to get information that we’re told we’ll have access to - ER and hospital information (e.g., admission
and discharge info), others’ consult letters/notes. In the longer term (i.e., by the end of this calendar year) we
expect to have eNotifications coming our way that are easy for us to incorporate into our workflow; ideally the
same way we currently get lab results coming into our EMR.”

Early examples of improvements in patient care include the following.
•

Hospitalists working in both the ER and in in-patient settings are accessing and using the patient encounter
data available in Alberta Netcare, describing how useful it is.
“It has been useful with some of the encounters ... The one recent patient I had, was
in the ER with a bit of emotional distress, but it was just useful to see she actually
regularly sees her family doctor, this is something that's been diagnosed before, so
this is not a concerning or a new thing that I have to reinvent the wheel.”

o

The demographic mismatch reports are already helpful; as once the correct demographic information is
verified you are less likely to book the wrong patient or scan the patient information into the wrong chart,
for example, which is hugely positive.

Considerations for moving forward
Drawing on the experiences shared by clinic and PCN participants in the limited production roll-out phase, and
on the lessons learned and reflections shared by key CII-CPAR stakeholders involved in operations or
governance, a few key considerations for moving forward were identified. These are summarized below under
two dominant themes: How can the “valley of death be mitigated” and how can the onboarding process be
ramped up?
How can the “valley of death” (the potential for adoption to stall once all of the early adopters are on
board) be mitigated?
•

Although PCNs have been very responsive to communications about CII-CPAR, it is not entirely clear how
“on board” they are with the initiative.

•

PCNs are at different points in advancing the medical home model generally and paneling specifically.

•

There are clear differences in how PCNs work with their member clinics.

•

Would it be helpful to develop a clearer picture of the landscape that CII-CPAR is crossing into (i.e., the level
of CII-CPAR understanding and support at physician, clinic and PCN levels)? This information might
illuminate other fruitful avenues for engagement.

Ramping up the onboarding process: Getting clinics onboard more quickly
•

Implementing CII-CPAR is a substantial and complex process with multiple moving parts.

•

Even though the PCN improvement facilitators are receiving CII-CPAR training, they will likely require some
hand-holding for their first few clinics.
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o

This could be complicated by the fact that they may need to be familiar with up to five different
EMRs.

o

This “hand-holding” could be resource-intensive.

•

Established adoption targets and timelines are achievable if the process is generally standardized across
clinics, if PCNs are more involved as planned, and if adequate resourcing is in place.

•

The current onboarding process needs to be streamlined and automated; this will take time.

•

In addition to the above concerns, potential challenges/barriers include privacy issues, delays with
contracts, external dependencies, and confusion about Connect Care.

•

Some key enablers include the extensive and collaborative efforts of the AMA and AH to continually refine
engagement and deployment efforts.
o

Extensive outreach, communication and engagement efforts have been effective in increasing
uptake.

o

A comprehensive repertoire of training tools has been developed and more tools are in
development.

From the stakeholder survey
Perspectives on sharing patient information and on CII-CPAR
A series of eleven statements were outlined in the survey, and respondents were asked to indicate how strongly
they agreed or disagreed with each statement.
Statements with higher levels of agreement
•

“The sharing of patient information is necessary for continuity of care” (agree or strongly agree = 100%)

•

“The sharing of patient information enabled through CII/CPAR will lead to better patient care” (agree or
strongly agree = 88%)

•

‘The benefits of CII/CPAR are compelling to me” (agree or strongly agree = 85%)

•

“ can articulate to my colleagues the value that CII/CPAR brings to our healthcare system” (agree or strongly
agree = 76%)

•

“CII/CPAR will provide the required technology infrastructure to support continuity of care” (agree or
strongly agree = 74%)

Statements with lower levels of agreement
•

‘The way PCNs and clinics are being engaged in CII/CPAR is working well’ (agree or strongly agree = 30%)

•

‘The speed at which CII/CPAR is moving to bring clinics onboard is acceptable” (agree or strongly agree =
39%)

•

‘The communication around CII/CPAR will be effective in encouraging clinics to sign up for CII/CPAR” (agree
or strongly agree = 39%)
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•

“I understand how CII/CPAR is connected with other information sharing improvement initiatives currently
underway in Alberta” (agree or strongly agree = 50%)

In summary, there is 100% agreement that the sharing of information is important for better patient care and
continuity of care, and strong agreement (88%) that CII/CPAR is a vehicle for enabling this information-sharing.
When it comes to the implementation of CII-CPAR, however, there is less agreement, particularly with regards to
the effectiveness of communications, the way PCNs and clinics are being engaged in CII/CPAR and the speed at
which CII/CPAR is moving to bring clinics on board. There are also many respondents who do not have a good
understanding of how CII-CPAR is connected with other information-sharing improvement initiatives, and other
primary care initiatives currently underway in Alberta.

Kinds of issues and/or resistance being encountered when trying to encourage own clinic or PCN to get
involved in CII/CPAR
Survey respondents were asked to indicate, from a list of 10 possible options, what kinds of issues and/or
resistance they are encountering when they are trying to encourage their own clinic or PCN to get involved in
CII/CPAR. They had the opportunity to check all that applied, based on their experience. Seven percent of the
respondents indicated they had not tried to encourage their colleagues to get involved with CII-CPAR. Of those
who were trying, by far the most common issues they encounter are: ‘concern about how the data being
collected will be used by Alberta Health’ (33%) and ‘perceived effort of CII-CPAR is believed to be greater than
perceived value’ (23%). No respondents indicated they had encountered the following issues: ‘fatigue about the
number of initiatives’ and ‘concern about the time to onboard.’ See Figure 1.

Figure 1: Kinds of issues and/or resistance being encountered when trying to encourage own clinic or PCN to get involved
in CII/CPAR (%)
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From the onboarded clinics survey
•

Comfort with sharing patient information. Almost all respondents indicated they are comfortable
sharing information with other healthcare providers (93%) and with Alberta Health for the purposes of
planning and quality improvement (93%).

•

Perception that CII/CPAR will lead to better patient care. 100% of respondents agreed or strongly
agreed with the statement that the sharing of patient information through CII/CPAR will lead to better
patient care.

•

Experiences with onboarding CII/CPAR.
o Resource-intensiveness. Responses to the question about the resource-intensiveness of the
onboarding process were mixed, with 5 (39%) respondents strongly agreeing or agreeing the
process was indeed resource intensive, and six (46%) disagreeing or strongly disagreeing that it
was resource-intensive. Further analysis of data revealed that all of those who indicated
onboarding was not resource-intensive were from clinics that submit consult letters only.
o Adequacy of supports provided by PCNs for onboarding. 77% of respondents agreed with
the statement that their PCN had provided adequate support for onboarding with CII/CPAR.
One person disagreed that their clinic received adequate support from their PCN in this regard.

•

Practice changes resulting from implementation of CII/CPAR. From the onboarded clinic survey, five
(38%) respondents indicated that information is being entered in their EMR differently now. Four (27%)
indicated they are having more conversations with patients about the medical home concept. Three (23%)
indicated they are using CPAR panel reports to identify panel conflicts; and three (23%) indicated they are
using panel reports to improve patient care. Two (15%) respondents said there have been no practice
changes in their clinics as a result of CII/CPAR. See Figure 2.

Figure 2. Practice changes resulting from CII/CPAR (%; n=13)

The two who responded, “other” made the following comments:
o

14

“With the uploading of our consult notes, the information is available much sooner and to more of
those involved in the patient’s care.”

o

“Just after faxing [the consult] letters, we ensure the upload box is completed before closing the
file.”

Survey respondents were also asked if any of these practice changes were overly burdensome or difficult to
make. Of 13 responses to this question, 11 (85%) indicated, “No”; and 2 (15%) indicated “Yes”. See Figure 3.

Figure 3. Of the practice changes you listed above, were any overly burdensome or difficult to make? (%; n=13)

Four respondents added comments. One person said their clinic was new to the process and it was too early to
comment on workflow changes. Another said that they had been trying to get going for two months and there
have been hold ups in the process. Another noted their clinic now has a full-time panel manager to review and
oversee CII/CPAR operations. Another simply stated, “one extra click”:
•

Perceived improvements to patient care as a result of CII/CPAR. More than half of respondents said
they were “not sure” if they had experienced any instances of improved patient care due to CII/CPAR. Two
said it was too early to tell. Nevertheless, two respondents indicated they had experienced improvements,
one of whom reported that their clinic is not getting as many calls requesting consult notes and that they can
access them directly.

•

Perceptions on participating in CII/CPAR. 86% of respondents agreed with the statement, “I am glad we
made the decision to participate in CII/CPAR”.

•

Encouraging other colleagues to participate in CII/CPAR. The majority of participants (72%) agreed or
strongly agreed that they are encouraging their colleagues to participate in CII/CPAR. However, one
respondent disagreed with the statement, and two neither agreed nor disagreed.

•

Resistance encountered in encouraging colleagues to participate in CII/CPAR. Survey respondents
were asked to indicate, from a list of 10 possible options, what kinds of issues and/or resistance they are
encountering when they are trying to encourage their colleagues to get involved in CII/CPAR. They had the
opportunity to check all that applied, based on their experience. One respondent indicated they had not tried
to encourage their colleagues to participate; and 4 (31%) said they had encountered no issues. The two
issues selected most often were “concern about updating their clinic’s PIA” (31%), and, “concern about how
the data being collected will be used by Alberta Health” (31%). See Figure 4.
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Figure 4. Issues and/or resistance encountered when encouraging colleagues to get involved in CII/CPAR (%; n=13)

CONCLUSION
Theses interviews and surveys yielded considerable valuable learning to inform the next phase of the CII-CPAR
implementation process. The interview participants and survey respondents both generously shared advice and
suggestions for the CII-CPAR project team. (see Appendix 1) The CII-CPAR project team is carefully reviewing
this advice and actively using these evaluation findings as they move forward with the next phase of CII-CPAR.
Finally, the clinic and PCN interview and survey participants also kindly shared some advice and suggestions for
clinics and PCNs coming onboard in the future (see Appendix 2).

16

APPENDICES
Appendix 1: Early advice and suggestions for the CII-CPAR project team
From interviews
Given the QI focus of this early LPR phase, participating clinics and PCNs were asked if they had any advice for
the CII-CPAR project team moving forward. They described the CII-CPAR implementation team as being very
helpful; with many saying they couldn't have done it without them and/or it would have taken much longer.
They generously shared some suggestions and advice for consideration.
•

Consider hiring more CII-CPAR implementation team personnel to support the improvement facilitators;
this was felt to be particularly important in the earlier phases of the general roll-out. “The first few times, you
need a person to fill out the forms with you. I don’t think an instructional video will be enough, unless they were
filling out each form step by step.”

•

Provide current PIAs and pORAs to clinics, so they don’t have to spend a lot of time trying to find them
online.

•

Continue to try and streamline paperwork; forms should be fillable using Macs as well as PCs.

•

Continue to work on the development of an easy to follow step-by-step process, and supporting
materials in a variety of formats (e.g., printed manual, videos), and include making it clear which forms
need to be completed in what order. This will be key for clinics coming onboard in the future, where they
may not have the same kind of support. Given the challenging language, a glossary of terms would be helpful
to include as a resource.

•

Even with all these resources and tools, however, there will still need to have someone to contact with
questions; having someone close who’s gone through it, to ask questions of, etc. would be helpful. “You
might consider setting up a peer support network so that experienced improvement facilitators and clinic
managers can help walk others through the onboarding process.”

•

Consider providing more information outlining the argument about why CII-CPAR is helpful; people like
what they’ve seen, but some indicated they would like more. Continue to reinforce that this work involves a
change process, and “to expect bumps along the way”.

•

Consider encouraging one person to “quarterback” the process for the entire PCN, particularly for
smaller PCNs. Knowing that the CII-CPAR implementation team has one person per PCN to connect with
will make it much easier, particularly in the general rollout phase when things will get much busier.

•

Consider advocating to have some zone council resources put in place to support PCNs. “CII-CPAR is a
good fit with the PCN “transitions in care” priority; The reason we have a zone council, is for the AHS and PCNs
to work closer together, and CII-CPAR is an area where we need to be working together.”

•

Have one point person on the implementation team handling all question for a particular clinic or
improvement facilitator, when possible.
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•

Consider having someone visit clinics in order to comprehend their current workflow, and then
determine whether there can be some adaptation, so all the changes don’t have to come on the clinic side.

•

Being able to physically show physicians what information actually shows up in Alberta Netcare will
help them understand more quickly and decrease any fear.

From stakeholder survey
General advice
•

Target clear and effective communication and education to patients and the public, physicians, clinics and
PCNs

•

Provide more tangible support, particularly at the family physician and clinic level

•

Streamline the PIA process and fix the PIA issues

•

Have ways to verify that the panel work is on track

•

“Have it feel less forced and build more organic interest”

•

Keep going

From the onboarded clinic survey
•

“Try on working and making this as easy for clinics as possible.”

•

“Provide the same guidance and assistance to other clinics who were not a part of the Beta.”

•

“Keep up the AMAZING work and support.”

•

“I think the big win is having a reliable system where the PCP is attached to an Albertan. Panels need to be
updated and curated on a daily (point of care) basis. i.e., panel validation occurs whenever you check into the
reception desk of a clinic).”

•

“Inform the public to 'ask their doctor if they are using CII/CPAR.”

Potential challenges the CII-CPAR project team should be looking out for
•

Initiative and change fatigue in primary care, and clinics’ capacity for change

•

Lack of support and resources
–

Not enough resources (staff/time/money) for small, rural PCNs and clinics to fully participate in the
numerous initiatives province-wide

•

Family physicians are burning out and “drowned in clinical responsibilities”; some physicians see this
meaning more work for them, and therefore less time for patient encounters

•

Panel readiness has been grossly over-estimated; physicians are concerned about the work involved with
panel clean-up, validation and reconciliation
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•

The PIA bottleneck

•

Uncertainly with how this aligns with other primary care initiatives and the multiple information initiatives
underway

•

Still more emphasis on flowing information out of primary care, in comparison with flowing information
back to primary care

From the onboarded clinic survey:
•

“Uptake”, and the “Valley of death” after initial on-boarding of early adopters.”

•

Potential complications with EMRs
-

“Projected complications with EMRs”
“EMR updates - ensure they are not moving the fields around too much - that messes up the data.”

•

“Calming the nerves of physicians who feel that ‘big brother’ is always watching”:
- “If there is a way to calm the nerves of the physicians that feel that 'big brother' is always watching and
judging but rather drive home the message that it is for planning health care only and the information
is too high level to be specific enough to point out a particular clinic or provider.”

•

“Implementation in AHS clinics with no EMR”

•

“The only problem I foresee is patients being unhappy that additional information is being provided to other
providers.”

•

“Masking of pt data needs to be documented in a step by step way.”

Potential opportunities that the CII-CPAR project team should be looking out for
•

Ensure there is enough capacity to reach meaningful uptake of CPAR in a timely manner to ensure continued
engagement with the project; the more people you have onboard, the higher likelihood it will be useful

•

Be proactive with respect to alignment with other primary care and information management initiatives,
including how this will interact with Connect Care

•

Be proactive with respect to unusual situation (e.g., Lloydminster – situated in two provinces; Indigenous
peoples)

•

Ensure that PCNs are able to use the data to support programming, operations and business decisions

•

“Capture learnings from localized implementations that achieve a high (or complete) level of adoption”
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Appendix 2: Early advice and suggestions for clinics and PCNs coming onboard
with CII-CPAR in the future
Again, given the QI focus of this early LPR phase, participating clinics and PCNs were asked to reflect on what
they had learned, and whether they had any advice for clinics and PCNs who would be coming onboard in the
future. They generously shared some suggestions and advice for consideration. It is recognized that what will
work best is likely to be context dependent.
From the interviews
•

Start with small clinics, and/or clinics that PCNs already have a good working relationship with, as it’s
likely there will be some hiccups with the first clinics you work with.

•

Embed panel administrators in each clinic, and/or have PCN panel administrators supporting clinics.

•

Re PIA: It’s easier if you have one custodian per clinic, which needs to be a physician.

•

Work with the EMR vendor ahead of time to ensure they know that any needed changes to fields are made.

•

Be panel ready, which requires working on the EMR too.

•

The people doing the work in the clinic need to attend the CII-CPAR webinars and in-services.

•

A simple tip regarding specialist consult letters: remember to push the “submit” button, one interviewee
said, she just had a sticky note on her computer that said, “remember to push the button”. She has also
integrated into her everyday routine a “spot check” where she looks at the day’s clinic list and selects a few
patients and goes into Alberta Netcare to see that the reports actually have been uploaded: “It’s really
become old-hat to me; it’s just what’s done now”.

•

If you are a PCN, consider trying to do as much of the work for the clinics as you can. This means that the
improvement facilitators will need to be well supported to do this work; they currently rely heavily on the
CII-CPAR implementation team to walk them through the process with their clinics.



Sometimes there is some reservation about who is rolling CII-CPAR out; it can be more motivating for
people if they have the clinic manager onboard and excited about it, and/or clinic-based physician
champions. Having a physician champion(s) can be hugely helpful in getting other physicians onboard.
Having a clinic manager who is able to communicate effectively with physicians, and who has their trust, is a
big asset.

•

Some clinics, however, may need little support from their improvement facilitator; for example, those
clinics who have champions, are tech savvy, and are already doing paneling. However, the need for
improvement facilitator support may be greater when the CII-CPAR implementation team is no longer
available to walk clinics through the process.

•

The onboarding can be a bit daunting, so draw on the Alberta Health CII-CPAR team for support [while
you still can]; as one improvement facilitator said: “That high level setup and paper work. When you don’t do
that every day, there is language that’s hard to understand.
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From the clinic survey
The overall sentiment seemed to be, “just do it”; take it step-by-step and use your team; set dedicated time
aside, tackle the paperwork all at once, and have a “great clinic manager”:
-

“This will make it so much easier to review information and get information out to others involved in patient
care.”
“Just do it - it's a breeze with lots of support and no major change in workflow during the implementation or
afterwards.”
“Take it step by step, use your team to implement new processes so everyone in your clinic is aware of the 'why',
which provides motivation for success.”
“You need a great clinic manager. We are lucky. Ours is awesome and you can't have her.”
“Set dedicated time aside, don't try to do this off the side of a desk.”
“Tackle the paper work at once - don't do it in bits and pieces it’s too confusing.”
“Update clinics as much as you can.”
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