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1. Introduction 
 

In December 2013, the PCN 2.0 Steering Committee released the “PCN Evolution Vision and 

Framework and the Companion Document1” to the Minister of Health and to Primary Care across 

Alberta.  Immediately following that release, the early work of creating a project that would support 

‘the primary care community as they build health homes for all Albertans’ began.   

This report takes a look at the important work preceding 2014 and goes onto the describe the 

partnerships, the challenges, the land mines, and the successes that transpired over the next two 

years and provides recommendations for the way forward for primary care.  

The College of Family Physicians of Canada (CFPC) describes the Patient’s Medical Home as  

“a family practice defined by its patients as the place they feel most comfortable – most at 

home – to present and discuss their personal and family health and medical concerns.  It is 

the central hub for the timely provision and coordination of a comprehensive menu of health 

and medical services patients need.  It is where patients, their families, and their personal 

caregivers are listened to and respected as active participants in both the decision making 

and the provision of their ongoing care2”.    

Since 2005 42 Primary Care Networks (PCNs) have been established across Alberta.  They were 

developed by physicians as Non-Profit Corporations (NPCs) merged into PCNs with Alberta Health 

Services (AHS) as their joint venture partner and were each designed to support local populations of 

Albertans.  Each PCN has been developed with a team-based model of care in mind and efforts have 

been made, regardless of geographic distribution, to provide access to multi-disciplinary teams led 

by a family physician.   

Today, after considerable investment and commitment from nearly 4000 physicians supported by 

1100 allied health professionals as well 

as AHS, AMAs support programs, Alberta 

Health (AH), the Health Quality Council of 

Alberta (HQCA), and other partners, 

health and medical care, quality 

improvement strategies including 

improved screening and chronic disease 

management is being provided to more 

than 3.4 million Albertans through 

Alberta’s PCNs.   

When the PCN Evolution Vision and Framework (December 2013) and supporting Companion 

Document were released, it had become evident that while a strong foundation had been built, 

opportunities to create greater transformation existed.  The past two years have been a time of 

increasing awareness of the potential to improve “how” we work together as partners to achieve 

greater success while co-creating and supporting greater transparency and accountability.  The 

transformative work of continuing what has already been achieved is underway and the future looks 

bright for Albertans.   

 

                                                           
1 Alberta Medical Association.  … December 2013.   
2 College of Family Physicians of Canada. A Vision for Canada. Family Practice: the patient’s medical home, 2011 page 8 

2005 - 2008  

(27 PCNs) 

2009 - 2012  

(11 PCNs) 

2013 - 2014  

(4 PCNs) 
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2. The Evolution of the PCN PMO to Support Primary Care 
 

With the launch of PCN Evolution (PCNe) and the restructuring of the Primary Care Networks Program 

Management Office (PCN PMO), an opportunity arose to think about how to build a more robust 

customer service model for the PMO.  In an effort to meet the Office of the Auditor General (OAG) 

recommendations from the 2012 PCN report, the Alberta Medical Association (AMA) worked in 

collaboration with AH to redefine the purpose of the PMO, and further provided clarity to that new 

purpose through the development of the PCN Evolution Vision and Framework and supporting 

Companion Document (December 2013).  This new focus of PCNe was woven throughout many 

aspects of primary care delivery in Alberta including the PCN PMO grant agreement and operational 

plan.  The structure and purposes of the various primary care governance committees such as the 

PCN Evolution Implementation Committee (PCNEIC), PCN Consultation and even the Primary Care 

Steering committee reinforced the importance of PCNe. Through PCNEIC and the various 

subcommittees under that structure, the PMO was able to provide further support and direction to 

PCNs specifically under the advisement of not just the committees but through the PNCe Senior 

Project Manager, PCNe Medical Director, PCN PMO Program Director and the rest of the PCN PMO 

team. Through this realignment AH created a perfect opportunity to gently redirect primary care 

delivery in the province to a new level of delivery and positive outcomes have started to unfold which 

are evidenced in the PCNe Quarterly Performance Reports (available upon request). This report 

highlights the cumulative success of the many partner programs who the PMO and AH recognized 

were all integral to the success of the project focus. The PMO took the role of project management 

seriously by starting out right by including these partners, and leveraging their unique roles in 

supporting PCNs towards the provincial vision for primary care.  

The goal of the PMO as the oversight group for PCNe was to find strategic ways to enable greater 

collaboration and trust with the PCNs and member clinics which would ultimately help to scale, 

spread, and sustain progress in meeting the objectives of PCNe across the province.  The 

fundamental belief of the PCN PMO team was that they needed to commit the time and energy 

needed to become more recognized and trusted by PCNs and Physicians as a service driven 

organization.  They also believed that it was disingenuous to talk about customer service without 

having a clear understanding of the programs, the people, what services are being delivered and 

how they’re being delivered.  To that end, work began in mid 2014 to set the stage for greater 

opportunities for collaboration.   

1. The importance of all program partners working collaboratively was formalized. Other grant 

funded programs that “lived” inside of the Alberta Medical Association (Practice Management 

Program PMP, Towards Optimized Practice TOP) as well as AHS’ grant funded Access 

Improvement Services (AIM), and AHS’ Primary Care division; all came together under the 

umbrella of the PMO to work collaboratively to fulfill the required support necessary for PCNs and 

other stakeholders. 

2. The PMO’s teams immediately began creating functional “communities of practice” as a way in 

which to increase engagement and awareness:   

¶ Evaluation team 

o Hosts one monthly Community of Practice attended by Evaluators and /or Executive 

Directors from 39 out of 42 PCNs and 

o 2 separate monthly Communities of Practice for collaborative sharing with Evaluators 

and some Executive Directors from 21 PCNs.   

¶ Communications communities of practice   

o Digging deep to leverage the expertise of communicators at the PCNs to work together to 

be more successful in change management at the PCNs and the member clinics. 
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o Monthly calls with PCN Communicators or Executive Directors have seen increasing 

attendance.  In the last year, regular participation on the part of PCN staff members has 

been as high as 18.   

o A yearly communications workshop (held in May each year in Red Deer) is also seeing 

increased attendance and the themes are strongly associated with advancing the 

Patient’s Medical Home (PMH). 

¶ Finance communities of practice  

o The PCN PMO’s finance team has reviewed and provided advice for all AH mandated 

reporting requirements such as the Renewed Business Plan, the Annual Report, and the 

Mid-year Reports. 

o In an effort to support the PCNs with this work, ‘lunch-and-learn’ sessions have been 

scheduled for PCNs with the most recent occurring in November 2015 where a high level 

discussion of expectations took place.  Another lunch-and-learn is scheduled for April 

2016 where the focus of that session will be on the Annual Reports.   

o Ad hoc and frequent support throughout the year is provided to the PCNs with regard to 

Budgets, Business Plans, Business Plan Amendments and Capital Expenditure 

Questionnaires.   

 

 

3. Face to Face visits to PCNs: 

In an effort to re-establish the PMO as a customer driven organization, the Director and members of 

the team (as able) made trips to PCNs across the province.  To date, 30 PCNs (70%) of PCNs have 

been visited.  Learnings have been profound and include the following:   

¶ The face to face visits offered a unique insight into the breadth and depth of complexities 

associated with meeting PCNe goals and objectives.  The nature in which PCNs were established 

provided widespread appeal to local physicians to participate and in less than 10 years there 

were 42 PCNs in place with 4000 physicians involved.  However, the grass roots ideal offering 

flexibility without any specific performance metrics effected a lack of understanding about the 

potential impact of a robust primary health care system on the entire continuum of health care 

which was noted as a weakness in the May 2011 Malatest Report and in the subsequent 2012 

Report from the OAG.  The complexity of creating convergence between grass roots ideals and 

the need for stability, standards and accountability by a widely divergent PCN landscape was 

made clear by the visits and has been the greatest challenge to date.     

¶ No two PCNs are the same.  Each has created business processes and cultures that are based 

on meeting the needs of the local communities, the ideals of the physicians who practice, and 

the people they serve. 

¶ It was clear with every visit that every PCN team is deeply committed to caring for their 

customers and visitors. 

¶ In spite of the fact that PCNs may not yet have gained the wide spread brand identity that is 

needed across the province, they are absolutely embedded in and integral to the communities 

they serve.       

¶ Population health services have been well underway for 10 years in every PCN that was visited.  

Every PCN has found ways to understand the needs of their local communities and reach out to 

work in partnership with AHS to meet those needs.  Whether health promotion or illness / injury 

prevention or other priorities are identified, PCNs have created programs and services to help 

meet those needs.   

¶ Developing multi-disciplinary teams in an effort to create Patient’s Medical Homes has been a 

value for PCN teams from the beginning.  There may be a high degree of variation in maturity and 

progress but PCNe is not “new”.  Many PCN team members were not aware of the terms PCNe or 

PCN 2.0 in 2014 but all PCNs had an awareness of their reason for being – that is to create a 

new and lasting way to deliver team based access to the right care at the right time in the right 
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place by the right providers.  The PCNe Team and the PMO approached the project from the point 

of view that they were supporting PCNs as they continue to build health homes for Albertans.    

  

4. Physician Leads and Executive Director Forums  

After the launch of PCNe and with enthusiastic commitment by the Physician Leaders and 

stakeholders, the Forums (Physician Leads and Executive Directors) were restructured to align with 

the principles of change management and positive deviance along with strategic content designed to 

move the PCNe agenda forward.  Positive Deviance3 is an “approach to behavioral and social change 

that is based on the observation that in any community there are people whose uncommon but 

successful behaviours or strategies enable them to find better solutions to a problem than their 

peers, despite facing similar challenges and having no extra resources or knowledge than their 

peers.  These individuals are known as positive deviants.”  To further guarantee progress in 

leveraging the Forums to support primary care, the PMO hired a full time conference coordinator to 

provide stable and reliable service delivery while being available year-around to collaborate with 

physicians and other stakeholders to anticipate the needs of the environment and progress of the 

PCNe initiative and to better meet customer requirements.  

 

Some of the improvements that occurred through more strategic use of the Forums include:   

¶ Greater opportunities were made available to stakeholders (positive deviants) to share their 

successes with their colleagues. 

¶ Integrating shared messaging between physician leads and PCN EDs has allowed all of the AMA 

programs, AH and AHS programs participating in PCN Evolution to be better able to leverage 

those forums to build relationships and trust across 42 PCNs, 4000 physicians and the AMA 

programs (and partner programs). 

¶ The PMO made a deliberate attempt to include other program partners such as PMP, TOP, AIM 

and AHS provincial Primary Care partners in the strategic planning and delivery of the forum to 

fully impress on stakeholders the value of a team based approach but more importantly to 

ensure tools or programs from all programs could be promoted and shared.   

¶ The level of engagement and participation has consistently increased over the last two years.  

Delegates up to 200 now – 50% more than previous years.  PCNs that have historically not 

attended are now attending.  Awareness and excitement is growing.   

 

 

 

 

 

 

 

 

                                                           
3 PCN Evolution Change Management Strategy, 2014 page 13.  Quote retrieved from the world wide web at: 
(http://en.wikipedia.org/wiki/Positive_Deviance) 
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3. PCN 1.0:4 
 

PCN 1.0 began in 2003 with the development of Joint Venture Agreements between Non-Profit 

Corporations of Physicians (NPCs) and AHS5 where local priorities were identified and the idea of 

developing PCNs was formed.  The initial 5 priorities for the Primary Care Initiative objectives were: 

1. Increase access to primary care 

2. Provide 24/7 access to appropriate health care services 

3. Increase emphasis on health promotion, disease and injury prevention, care of the medically 

complex patients, and patients with chronic disease 

4. Improve coordination and integration with other health care services, including secondary, 

tertiary, and long term care and to 

5. Facilitate optimum use of multi-disciplinary teams (MDTs) 

Between 2005 and 2014, 42 PCNs encompassing approximately 638 clinics and nearly 4000 

physicians were established.  More than 3.4 million Albertans have been enrolled and by the end of 

March 2014, 16 Electronic Medical Records (EMRs) were in use.  At today’s writing, there are now 

19 known EMRs in use across Primary Care in Alberta. 

Clearly tremendous advancement was made during the PCN 1.0 years.  However, in those years, 

PCNs had very little guidance6 regarding what their actual outcomes should be.  While the flexibility 

resulted in successful enrollment by physicians and the building of tremendous infrastructure, the 

wide variation in activities made it very difficult to undertake comparisons between PCNs.  Finding 

any measures to be able to demonstrate success continued to challenge the system.  The lack of 

consistent direction and accountability resulted in difficulty on the part of PCNs in designing 

strategies that would lay a robust foundation for growth, sustainability, and standardization for 

Alberta patients.   

 

 

 

 

 

 

                                                           
4 Section contributor:  Dr. Tobias Gelber.   
5 R. A. Malatest & Associates Ltd. Primary Care Initiative Evaluation: Summary Report.  May 2011. Page 1 
6 Ibid. Page 2-3 
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PCN 1.0.  Primary Care Initiative Progress of Developing PCNs in Alberta: 2005 – 20137 

 

GOVERNANCE

FORMATION

IMPLEMENTATION

ACCESS 
IMPROVEMENT

HEALTH 
PROMOTION

DISEASE & 
INJURY 

PREVENTION

SCREENING

COMPLEX & 
CHRONIC DISEASE 

MANAGEMENT

CARE PATHWAYS

Joint Venture Agreements with Physician NPCs

PCNs formed as physician NPCs joined.  Flexible program delivery 
encouraged participation in PCNs

Information systems development and implementation (EMRs)
Hiring of staff to form Multidisciplinary Teams (MDTs)
Training
Administrative activities

Physicians accepted new patients (attachment)
Walk-in clinic services added (after hours care)
Expanded specialized programs
Partnerships with Health Link
Regional on-call arrangements
Collaboration with AHS and community based services, enhanced referral and navigation services to support improved access

PCN business planning processes were used to identify patient needs and community resources available
Wide range or health promotion and prevention programs such as health living, better self-management, 
routine screening, and injury prevention. 

Alberta Screening and Prevention Program and other 
programs used to support comprehensive screening.
5ÓÅÄ ÔÏ ÉÄÅÎÔÉÆÙ ȬÁÔ-ÒÉÓËȭ ÐÁÔÉÅÎÔÓ

PCNs started developing and using shared care pathways 
and used MDTs to implement and to provide care.  
Facilitated self-management allowed patients to become 
more confident in their ability to manage

2005 2013

 

                                                           
7 R.A. Malatest & Associates Ltd. Primary Care Initiative Evaluation: Summary Report.  May 2011 
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4. PCN 2.0 (PCN Evolution) 
 

PCN 2.0 was the name given to the work that began with the development and release of the PCN 

Evolution Vision and Framework and the supporting Companion Document in December 2013.  With 

that work which was undertaken by a steering committee of all primary care partners, the awareness 

that PCN transformation required a deliberate and more focused effort on the part of all PCNs and 

partner organizations to stabilize the foundation of what had been built and develop strategies and 

measureable performance requirements for primary care going forward was heightened.  In April 

2014 PCN Evolution or PCN 2.0 was launched as a project, with the AMA’s PCN PMO given the 

responsibility to provide the support and oversight to the work.  A Sr. Project Manager and a Medical 

Director were engaged and the work began. 

 

In the last two years through the work of PCNe, efforts have been underway to provide PCNs with 

more focused direction that was pointed out as a barrier to success in the May 2011 Malatest 

Report.  Teams from the PCN PMO, Toward Optimized Practice (TOP) and Practice Management 

Program (PMP) have been working closely with the PCNs and PCNe Working Groups have been 

established.  A significant number of PCNs Networks are now assisting clinics to define their patient 

panels and establish panel management plans. Many have Improvement Facilitators to aid with 

improvement work and foundations are being laid in many PCNs to assist member clinics to move 

toward in a deliberate manner toward practicing as fully mature Patient’s Medical Homes (PMHs).  

With the addition of both structure and more consistent guidance, PCN transformation has 

strengthened.  There is now a more widespread understanding of the need for all PCNs to begin 

moving forward in the same direction with a willingness to conform to standards for Primary Care.   

Goals of PCN Evolution8: 
¶ Albertans are knowledgeable about their PCNs and their health homes. 

¶ Every Albertan has a family physician and a health home. 

¶ Albertans are formally linked to their family physician and the PCN health home. 

¶ Albertans have appropriate access to their family physicians and/or PCN health homes. 

¶ PCN health professionals work to full scope of practice to provide collaborative, comprehensive 

team-based patient care. 

¶ Social and community services for vulnerable populations are effectively integrated with PCN 

primary care services. 

¶ Seamless and efficient transfers exist between primary care physicians and specialists. 

¶ Effective governance structures are in place for accountability at all levels within primary care. 

¶ PCN accountability and effectiveness is clearly understood through the evaluation framework. 

¶ Funding and compensation models are sufficient and appropriate to support PCNM team-based 

care.  

                                                           
8 PCN Evolution Vision and Framework, December 2013. Page 48-51 
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PCN 2.0 Progress (PCN Evolution) 2014-2016:  Based on the Goals/Objectives from the Vision & Framework and Companion Document 

Albertans are knowledgeable about 
their PCNs & health homes

Every Albertan has a family physician 
and a health home

Albertans are formally linked to their 
family physicians and the PCN Health 
Home

Albertans have appropriate access to their 
family physicians and/or PCN health homes

PCN Health Professionals work to full 
scope of pract ice

Social and community services for 
vulnerable populat ions are effect ively 
integrated with PCNs

Seamless and efficient  t ransfers exist  
between primary care physicians and 
specialists

Effect ive governance structures are 
in place for accountability at  all 
levels within primary care

PCN accountability and effect iveness is 
clearly understood through the evaluat ion 
framework

Patient Notification Strategy developed and launched in 2014
Further PCN awareness campaign planning undertaken by the Communications Working Group

PCNs worked together (particularly in the two big cities) ÔÏ ÅÓÔÁÂÌÉÓÈ ȰÆÉÎÄ Á ÄÏÃÔÏÒȱ 
online websites.  The PCN PMO has also worked to improve their web design in order to 
enable better communication for all PCNs.
For those Albertans not actively looking for a physician, marketing and use of social 
media by PCNs has also advanced awareness.
 

The concept of attachment (and the advantages) 
has been promoted extensively.
! Ȱ4ÈÉÓ ÉÓ 0#.Åȱ 6 minute video targeted to 
physicians that describes the advantages of being 
part of a PCN and having attachment processes in 
place has been developed and widely distributed..  
The Panel and Capacity Working Group and 
Toward Optimized Practice have built capacity 
among PCNs and member clinics to improve panel 
identification and management activities which 
will support attachment and many other 
ÓÔÒÁÔÅÇÉÅÓ ÁÓÓÏÃÉÁÔÅÄ ×ÉÔÈ ÃÒÅÁÔÉÎÇ 0ÁÔÉÅÎÔȭÓ 
Medical Homes. 
The Provincial Attachment Policy was approved in 
early 2016 and an implementation strategy is 
under development at this time. 

PCNs continued to expand Walk-in clinic services (after hours care)
4ÈÅ !ÃÃÅÓÓ 7ÏÒËÉÎÇ 'ÒÏÕÐ ÄÅÖÅÌÏÐÅÄ ÁÎ !ÃÃÅÓÓ 4ÉÐ 3ÈÅÅÔ ÆÏÒ ÁÌÌ ÃÌÉÎÉÃÓ ÔÏ ÕÓÅ ÁÎÄ Á Ȱ7ÈÁÔȭÓ ÉÎ ÉÔ ÆÏÒ ÍÅȱ ÄÏÃÕÍÅÎÔ ÆÏÒ ÃÌÉÎÉÃians
The AIM program developed a primary care specific collaborative that was launched in 2015
Further collaboration with AHS and community based services is underway 

PCN Evolution plans to implement a final Working Group known as the 
Ȱ4ÅÁÍ "ÁÓÅÄ #ÁÒÅ ÁÎÄ $ÅÓÉÇÎ 7ÏÒËÉÎÇ 'ÒÏÕÐȱ ÉÎ 2016.  
The background work has been undertaken (summer and autumn of 2015) 
by Toward Optimized Practice and Dr. Rick Ward.  

2014 2016

Funding and compensat ion 
models are sufficient  and 
appropriate to support  PCN 
Team-based care

The AMA Programs and AHS along with PCNs are establishing stronger relationships in order to further 
advance and enable the supports necessary to improving integration of services for social supports, 
community supports and transitions of care between family physicians and specialists. To date, many PCNs 
have been providing programs and services to support vulnerable populations in order to meet local needs.  
IT infrastructure activities are also underway that will support communications between primary care 
physicians and specialists

The Engaged Leadership and Community Involvement Working Group in collaboration with PCNs, the AMA 
programs particularly the Practice Management Program, and AHS has built governance and leadership capacity 
with PCNs.  Greater accountability opportunities are being proposed by way of a partnership with Accreditation 
Canada.

A PCN Evolution Evaluation Framework was developed which provides the necessary structure for evaluating effectiveness of the project 
activities.  The Measurement and Evaluation Working Group (AH and Partners) has been established to support the creation of appropriate 
measures of accountability (System Level Indicators) for PCNs along with development of tool kits and supports for meeting mandatory 
reporting requirements.  

PCN Funding and Physician Compensation proposals have been under development 
since mid 2015. The Joint Venture Council has been actively setting the landscape to 
design a more robust calculation for PCN funding.  Concepts such as tiered funding and 
gain sharing have been proposed.   
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PCN 2.0 (PCN Evolution) Assumptions: 

 

ASSUMPTIONS OUTCOMES TO DATE 

Adequate funding and resources 

will be available to carry out the 

project. 

Resources, both funding and people were constrained 

throughout the PCN Evolution project and this remains a key 

area of concern specifically when all program partners 

contribute to the success of PCNe. Stable funding and ongoing 

ability to collaborate is key. 

Adequate time is available to carry 

out the project’s objectives.  

The project team worked with the PCNEIC to adjust 

assumptions about timelines which were originally believed to 

be inadequate given the complexity and the limited resources.   

There is interest from PCNs to 

support and participate in PCNe 

activities and change management 

strategies. 

PCN engagement and interest has been steadily increasing 

over the past two years with more and more PCNs undertaking 

PCN Evolution (PMH) activities over time. 

PCNs will provide the necessary 

resources to meet the needs of 

PCNe with respect to panel, data 

collection, reporting, and 

Improvement Facilitator training.   

Some PCNs have been tightly constrained and providing 

resources to support some of this work would have required 

cut backs in clinical services.  Other PCNs have available 

resources and have moved forward with panel activities, data 

collection, reporting and improvement facilitator training with 

support from TOP. 

Access to the required data and 

adequate analytic support to 

evaluate the project are available.   

This has had limited success to date.  The PCN PMO’s 

Evaluation Team (4 people) have been providing support to 

PCNs as they request but they are not able to provide 

evaluation services.  Rather, they provide the necessary 

support to PCNs to set up evaluation plans and endeavor to 

provide answers to questions as they arise. 

Change management resources 

will be available consistently 

throughout the life of the project 

and on an ongoing basis.  

The AMA’s programs (PMP, PMO, and TOP) all offer some 

change management support but much more is needed.  One 

example of an ongoing constraint is the need for expanded 

EMR Peer to Peer support beyond what is currently available 

via the Peer to Peer Support Project (funded by Canada Health 

Infoway and TOP) which has only two resources assigned.   

Building capacity for long-term 

success will be a shared 

responsibility. 

Awareness and collaboration is increasing rapidly.  The joint 

effort between the AMA programs (TOP, PMP and PMO) as well 

as between the AMA and AHS Primary Health Care Division and 

the development of the Primary Care Road Map is designed to 

identify and deploy shared resources more effectively.  

Partner in-kind resources and 

contracted resources as needed 

will be available to allow for 

meeting identified commitments.  

All partners have participated by providing resources, 

expertise, consultation and other associated projects to 

support the development of PMHs.  The HQCA has 3 projects 

underway and the Alberta College of Family Physicians (ACFP) 

is working with partners on a Patient Engagement project with 

PCNs.   
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PCN 2.0 (PCN Evolution) Constraints: 

 

CONSTRAINTS OUTCOMES TO DATE 

Time may be a constraint. Perspectives regarding time to achieving progress have been 

addressed and the focus over the past year has been to build 

capacity, strengthen relationships and look for ways to share 

learnings as awareness of the value of PCNe and the PMH 

grows. 

This is a grass roots initiative which 

offers tremendous opportunity for 

collaboration and innovation 

however the lack of mandated 

requirements in each of the 

categories necessary for success 

may create some confusion for 

individual primary care 

organizations. 

Schedule B and the Measurement and Evaluation Working 

Group (MEWG) have provided some requirements for primary 

care organizations which has strengthened opportunities to 

gain a shared understanding of priority setting.   

 

 

 

Complexity of governance 

structures may impact ability to 

achieve timely decision making. 

Governance complexities continue however the development 

of the PCNEIC which provides opportunities for direct 

communication with Alberta Health’s Primary Health Care 

leadership has been helpful. 

Commitments to other projects by 

team members may create project 

delays. 

This has remained a challenge for the better part of the last 

two years.  With grant agreements in place requiring 

performance and reporting to meeting stated objectives, it has 

been difficult to reach consensus regarding “what” the 

priorities are and how to deploy resources to support PCNe.  To 

that end, the development of the Road Map for Primary Care 

allows, in part, the opportunity for all partners (AMA and AHS) 

to identify shared resources and shared priorities (and 

potential duplications) so that other lower priorities might be 

put on hold.   
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PCN 2.0 (PCN Evolution) Dependencies: 
 

1.  IM/IT9  

EMR Dependencies: 

Widespread EMR distribution across Primary Care in Alberta has created an opportunity for teams to 

improve clinical processes and ultimately patient care.  However, wide variation in use is a challenge 

that must be addressed.  Across Alberta, the state of EMR use ranges from basic scheduling and 

billing to more advanced activities such as integrated plans of care and population-wide panel 

management.  Clearly, EMRs offer tremendous value if their potential is maximized.  However this 

effort will require long-term and robust change management support. 

Currently, approximately 3500 physicians are using EMRs10.  According to the Commonwealth Survey 

2015, 85.0% of Alberta physicians are using EMRs but only 32.7% indicate they receive a reminder 

for guideline-based interventions and/or screening tests11. Many of the clinical benefits of EMRs are 

not being leveraged. 

With the considerable investment already made, it’s time to:     

¶ Engage and enable all clinicians and teams in the transformative process. Advancing use of e-

health technologies requires effort but when coupled with practice improvement reaps benefits 

such as better use of team, efficiencies, satisfaction and improved clinical outcomes. 

¶ Demonstrate the value of creating consistent clinical processes.  With accurate problem lists, the 

EMR can make it possible to proactively provide clinical services to patients with a specific 

diagnosis.  Physicians can also then use the EMR to assess their patient panel, look for quality 

improvement opportunities, and ensure that they are managing their practices and their billing 

effectively.12” 

Work is underway to support EMR optimization.  At the present time, the TOP EMR team is providing 

EMR guidance and leading the “Peer-to-Peer EMR Support Project” that is funded by Canada Health 

Infoway and TOP to translate leading EMR practices.  The Peer Project continues until June 2017 but 

further ongoing and consistent investment to sustaining change and building capacity will be needed 

far beyond the end of the current project.  Further efforts to establish a coordinated approach to 

supporting EMR/IT opportunities for primary care are currently in the planning stage13.  The 

EMR/Information Technology (IT) Working Group under PCNe will be leveraged to provide support 

and expertise with this work. 

 

 

 

 

 

                                                           
9 Section Contributor: Barbra McCaffrey.  EMR Lead. Toward Optimized Practice 
10

 POSP Final Report, March 2014 with further supporting data obtained in February 2016 
11

 Canadian Institute for Health Information. How Canada Compares: Results From The Commonwealth Fund 2015 International Health Policy 

Survey of Primary Care Physicians. Ottawa, ON: CIHI; 2016. 
12

 Your EMR: Why achieve meaningful use level 3? BC Medical Journal Vol 56. No 10. December 2014, pg. 517 
13 PCN IM/IT Vendor Engagement Strategy.  March 2016. C. Garland. Consultant, Alberta Medical Association 
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Panel Registry and Secondary Use of Data to Support Primary Care Dependencies: 

PCN EMRs form the data backbone for how primary care is organized and are a rich source of data for 

PCNs. But to use this data to deliver care, to improve continuity of care and to design, evaluate and 

improve services to meet the needs of the population, PCNs need to have the means to extract, analyze 

and report this data. When physicians can demonstrate that they have a validated/verified patient panel 

(or the PCNs can demonstrate that their physicians have such) accessing matched data from AH and AHS 

to enhance their data resources creates considerable opportunities for enhancing decision support and 

advancing the PMH model.  

 

In Alberta, while most PCNs / clinics have EMRs, only a few have fully validated/verified patient 

panel processes and therefore can access AHS data, and even fewer have data management 

systems to make best use of the data on their EMRs.  PCNe Working Groups like Access & Continuity 

and Panel & Capacity Building have recognized the limitations associated with the lack of progress in 

these areas.  A provincial central registry and its associated supporting technologies provide a 

provincial database that registers any Albertan with his/her most-responsible primary care provider.  

This is also known as a central registry, attachment registry or patient registry and would offer 

support to advance initiatives such as:    

¶ New physician compensation systems,  

¶ Future PCN funding models,  

¶ Secondary use data analysis and reporting for: 

o Primary care system improvement 

o PCN-level quality improvement and accountability 

o Practice-level quality improvement and accountability 

¶ Encounter notification systems (e.g. notification of patient presenting to ED) 

¶ Local integrated clinical pathway planning and improvement14 

There are numerous examples of what options may exist for secondary use and how a panel registry 

will enable physicians and PCNs to leverage that data to improving progress toward creating fully 

mature PMHs.  Over the past year, the PCNe teams and partners have identified 7 options15.  They 

include (but may not be limited to): 

1. The Chinook Web-based Portal 

2. The AHS Shared Data Model 

3. The Canadian Primary Care Sentinel Surveillance Network (CPCSSN) 

4. The Provincial Health Analytics Network (PHAN) 

5. The Strategic Pipeline to Accelerate Research and Innovation into Care (SPARC) 

6. The HQCA Panel Reports for Physicians 

7. The Telus Dashboard 

There remains the need to work with partners to create a sequencing and implementation strategy 

for both prioritizing the work and identifying the best solutions that offer scalability while being cost 

effective. 

 

 

 

                                                           
14 Contributed by Dr. B. Bahler, Medical Director for PCNe and D. Stich, Sr. Director Programs and Integration, AMA 
15 An IM/IT Summary Document developed by the EMR/IT Working Group provides further detail and is available upon request.  
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Patient Portals, Physician-to-Physician Secure Communications, and E-Referral Processes 

Many PCNs across Alberta have made tremendous progress in establishing Medical/Health Homes.  

There comes a point when progress becomes limited by the lack of available resources or 

technologies and that lack of support becomes a dependency.  As organizations have reached that 

point, some PCNs and member clinics have created innovative workarounds that include (but may 

not be limited to) the following list of grass roots initiatives:  

Mikkom, Edmonton Oliver PCN 

Edmonton Oliver PCN is comprised of 18 clinics, 140 physicians, and over 80 staff.  The PCN 

cares for approximately 140,000 patients and reported 253,000 patient encounters in 

2013.   The majority of the patients in the network are supported in clinics that embrace a 

medical home philosophy.      

A patient portal through Mikkom, www.mikkom.com a leading provider in the UK for secure, 

innovative and affordable patient access systems, has been in place for nearly three years.  It 

allows secure messaging between the patient and his/her interdisciplinary team which allows 

them to: 

¶ ask health questions,  

¶ book, cancel, or move their appointments,  

¶ obtain support and feedback as needed and to  

¶ receive reminders and notices. 

 

Dr2dr (Microquest & AMA) 

In 2015, Microquest and AMA collaborated in an effort to provide secure, seamless, and timely 

messaging between physicians.  Dr2Dr https://www.dr2dr.ca/welcome  is an example of a 

technology that can enable improvements in the delivery of comprehensive care for patients by 

maximizing the coordination of their care.  At the present time the launch of dr2dr will be to offer 

participating physicians a mechanism for secure messaging.  The long-term plan is to scale the 

solution up to include Pharmacists, Nurse Practitioners, and other health professionals and 

eventually patients in a solution that will support more widespread communications.   

The product supports all modern browsers, is centrally hosted to enable secure physician-to-

physician communications and is web-based, providing access from anywhere.  At the present 

time, service development specifics are near completion with testing and limited production roll 

out (LPR) expected to begin in April with the provincial roll out of the tool starting in July 2016.   

EZ Referral  

In December 2013, an Edmonton Physician took an idea for a web based platform to support 

referrals to “Hacking Health Edmonton, 2013”.  The end result was “ezreferral”16.  The 

Edmonton South Side PCN became the launching point for this secure, browser based 

subscription service which allows a physician to move from one facility to the next while retaining 

access to the most current information about patient referrals.  Patients are automatically 

notified of the progress of their referrals via secure messaging to their smart phones which 

allows them the option to confirm the appointment, reject the appointment, or ask for another 

date/time.  Referring physicians receive real time information about the specialist’s field of 

                                                           
16

 http://www.ezreferral.org/about-us/   

http://www.mikkom.com/
https://www.dr2dr.ca/welcome
http://www.ezreferral.org/about-us/
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interest, referral requirements, and progress of the referral.  At the present time the tool is 

enjoying a limited launch in the Edmonton zone.   

Others  

¶ QHR Technologies (Patient Portal) at Glenora Medical Clinic.  

o Patients can book appointments, receive email reminders and review (limited access at 

this time) lab results on line.  

o QHR Technologies owns Jonoke and Accuro.   

¶ Wolf EMR users can implement the Telus Wolf portal 

¶ Telin’s Mediplan has a Patient Portal tool awaiting OPIC approval 

 

2. Information Security/Privacy  

Changes to the landscape of data exchange and sharing was brought to light by the upcoming 

requirements for mandatory reporting of performance indicators (as detailed in Schedule B).  With 

that requirement, there was an increase in the number of PCNs sharing data without appropriate 

security measures in place.  The introduction of patient level data elevated the concern when it was 

noted that current guidelines were outdated and custodians may not actually be meeting their 

privacy obligations.   

The AMA was asked to investigate the issue and provide recommendations for resolving these 

concerns.  Legal counsel was secured and an iterative process of consultation with key stakeholders 

(PCN PMO, AH, AHS, the Office of the Information Privacy Commissioner [OIPC], the College of 

Physicians and Surgeons of Alberta [CPSA], and the Canadian Medical Protective Association 

[CMPA])resulted in the development and distribution of a legal memorandum and development of 

draft tools that would help the PCNs and physicians meet their privacy/security obligations.   

3. Funding – PCN 

The PCN Evolution Vision and Framework identified the importance of creating improvements in both 

PCN funding structures and Physician funding.  It is widely believed that the lack of robust PCN 

funding model, Physician compensation models and stable program funding are limiting progress 

toward achieving greater success in establishing PMHs.   

PCN Funding 

Currently PCNs rely on per capita funding that is based on the 4-cut methodology.  A tiered funding 

model that requires physicians to report validated panel lists as soon as a central registry is in place 

would provide considerable advantages to furthering system improvements.  Tiered approaches to 

funding based on being able to report PCNs progress toward achieving specific goals in established 

timelines will provide a strong motivation for PCNs to engage their member clinics to start producing 

measureable outcomes which in turn will improve patient outcomes.     

Tiered funding will also allow for increased levels of staffing over and above what is currently being 

offered allowing teams to grow and more fully realize the potential that an adequately funded team 

can bring to the delivery of an efficient high quality primary health care system.  Indeed, team based 

care is what the vision for PCNs was based on.     
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Physician Compensation 

Physician compensation in primary care is a complex issue. Currently, most physicians practicing in 

primary care are remunerated on a fee for service basis. The more patients a physician sees in a 

given day, the higher the income that is realized. This is obviously somewhat counter to practising 

medicine in a fully functional medical home where complex patients may require medical counseling 

or where interactions with allied health in a team based care environment is desirable. The AMA has 

been researching the possibility of implementing a blended capitation model to help protect the 

opportunity for a physician to deliver more comprehensive care without suffering from a loss in 

income. Payment enhancement modifiers could be applied in the case of complex case 

management. To date there has been no agreement on a new model however surveys conducted by 

the Section of General Practice (SGP) suggest the majority of physicians practicing this kind of 

medicine would support a blended capitation model in concept with the understanding much more 

work is required to bring this sort of model to life17.  

Program Funding 

The various grant programs are funded through either sole grants, multiple grants or indirectly 

through other funding streams. The issue with this is simply that progression requires the integrated 

and collaborative delivery from all program areas but often programs are at risk of losing funding or 

are distracted by the requirement to apply or pitch for new grant funding. Formal recognition that all 

the current services provide the right amount of support for the capacity building that is required, 

and a solution that stabilizes funding would certainly be instrumental in ensuring the ongoing 

success and greater progress across the province.  

PCN 2.0 (PCN Evolution) Oversight  
 

The Role of the PCN PMO 

 
The PCN PMO has a critical role in PCNe.  The PMO is relied upon to help to strengthen relationships 

between the PCNe partners and between the PCNs themselves and to assist all participants in PCNe 

to coordinate their efforts to fulfill the objectives of PCNe.  The PMO has established relationships 

with and between the PCNe partner organizations (AMA, AH, AHS, ACFP, HQCA, and the PCNs and 

their member clinics) and the various committees.  Communication processes have been developed 

to leverage and enable these partnerships to flourish in order to support the work of PCNe.  

A Sr. Project Manager and a Medical Director provided operational support and oversight to all PCNe 

activities, particularly to the working groups and other PCNe sub-projects and secondary initiatives 

that are underway.  They have worked closely with the PCN PMO and other key stakeholders (AH, 

AHS, PMP, TOP, AIM etc.) supporting PCNs and physicians in their journeys towards the PMH. 

 

There are two levels of coordination.   

¶ The program has worked toward developing an environment of cooperation with individual PCNs 

as they worked to plan and operate their priorities in alignment with the goals / objectives of the 

PMH.  The PCN PMO has used a number of strategies to promote communication between PCNs 

and partners to share successes and challenges.   

¶ The program has built strong relationships between external partner organizations, committees 

and working groups and used a variety of means to capture information regarding their various 

roles and to share learnings in order to help to mitigate the risks associated with duplication and 

to promote greater collaboration.   

                                                           
17 Section Contributor Denise Hill. Director, Primary Care Networks Program Management Office (PCN PMO) 
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The PCN PMO, PCNe and the programs supporting PCNe are all accountable to the following groups:   

 

Alberta Health • The Primary Healthcare Branch and “Alberta’s Primary Health Care Strategy”.  Alberta 

Health provides strategic oversight to PCNe by means of the PCN Evolution 

Implementation Committee (PCN EIC) and other Primary Care oversight committees 

PCN Evolution 

Implementation 

Committee 

• Has been given the authority by the PCN Consultation Committee to act as the 

“steering committee” for PCN Evolution and is known as the PCN Evolution 

Implementation Committee.  PCN EIC is co-chaired by the Executive Director from 

AH’s Primary Health Care Branch and a member of the Physician Leads and its 

membership includes PC Consultation Committee members and non-voting members 

including the Sr. Project Manager, the Medical Director, and the Director of the PCN 

PMO.   

 

PCN Consultation 

Committee 
• Was formed in 2012 and funded via a Master Agreement.  Its membership includes 

the 5 PCN Lead Executive members, AHS representatives, and AH representatives.  

The committee is supported at the AMA.  The role of the Primary Care Consultation 

Committee (PCC) is to provide oversight and recommendations to the Minister on 

PCNs (standards, fees PCN services, etc.). With the formation of the PCN Evolution 

project, the PCC has become an integral role in that it provides direction and 

oversight. 

Primary Care 

Alliance 
• Is supported by the AMA Board of Directors.   This group is responsible to implement 

the strategic direction of the primary care physician stakeholder groups and to liaise 

with and provide advice and support to the AMA Board of Directors on all matters 

related to Primary Care.   

Alberta Health 

Services,  

Provincial Primary 

Health Care 

Division 

• With the multitude of interfaces that AHS has with specialty, primary, community, 

continuing and acute care services, AHS is able to offer supports to assist with 

coordination and integration of work across these services.  Integration of these 

services can be supported and coordinated at both the local and provincial level to 

mitigate the risk of variation in access, quality, and safety across these different 

sources of care.   

• AHS furthers supports PCN Evolution through ongoing engagement and collaboration 

with Primary Care to better understand areas where innovative PHC service delivery 

opportunities exist to continually introduce and promote the change and innovation 

necessary to enhance the quality, safety and accessibility of PHC across the province.   

• AHS provides a number of different PHC programs and services to Albertans, as well 

as the supportive infrastructure that is required to enable productive interactions 

between the frontline providers and their patients. AHS is currently involved in 

governance, integration; inter professional collaborative practice model, health 

planning, evaluation, measurement and reporting, engagement and communication 

and human resource support.  
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PCN 2.0 (PCN Evolution) Operations 
The Working Groups 

Primary Health Care 
Steering Committee

PCN Evolution 
Implementation 

Committee

Panel & Capacity 
Building Working 

Group

Access & Continuity 
Working Group

Engaged Leadership 
& Community 
Involvement 

Working Group

EMR/IT Working 
Group

Project Manager
Medical Director

Minister of Health

Alberta Health

PCN PMO

Provincial Primary 
Health Care

Approved August 7, 2014
Reconfiguration June 12, 2015
Last updated January 21, 2016

Ҟ Ҟ 

√ denotes that these committees are 
currently underway.  

PCN Consultation 
Committee

*Approved by PCN 
Consultation Committee 

Sept 9, 2014

JV Partners
(JV Committee, SCN, 
Others as identified)

Ҟ Ҟ 

Team Leads 
Committee

 (From WGs)

Measurement & 
Evaluation Working 

Group

Communications 
Working Group

Ҟ 

EMR/ IT  Working Group

Team Leads:
Dr. Fraser Armstrong
A. Fuchs, Temp. Team Lead

Team Members: 
Victor Tayler, Assist ED, AMA
Dr. Brad Bahler, Medical Director, 
PCN Evolution
Dr. Mike Donoff, EOPCN
Dr. Heidi Fell, CFPCN
Dr. Tim Winton
Len Frank, LBDPCN
Dr. John Coppola
Barbra McCaffrey, TOP
Angelica Miller, PCN PMO
Dr. Neeraj Bector, EWPCN
Mark Helmak, AHS
Oliver Schmid, SCPCN
Glenda Tower, AHS
Lana DeBoon, PRPCN

Communications Working 
Group

Team Leads:
Dr. Gerry Prince, SGP, RF Delegates
Alexis Caddy, PCN PMO

Team Members: 
Kendall Olson, PCN PMO
Susan Wong-Armstrong, ACFP
Christi Retson-Spalding, AHS
Candy Gregory , AH
Thuy Pade, AH
Adrienne Wanhill, PCN PMO
Annamarie Fuchs, PCN PMO
Micheline Nimmock, ED HPCN

Engaged Leadership & 
Community Involvement 
Working Group

Team Leads:
Dr. June Bergman, SGP
Grant Sorochan, PMP

Team Members: 
Reverdi Darda, AHS
Dr. Keith McNichol, PCN Leads, SGP
Mary Mueller, AHS
Rob Foote, ED Lakeland PCN
Terri Potter, ACFP

Margie Sills-Maerov, AHS

Access & Continuity Working 
Group

Team Leads:
Dr.Allan Bailey, SRM, SGP, RF Delegates
Lorraine Bucholtz, CFPCN

Team Members: 
Dr. Brad Bahler, Medical Director, PCN 
Evolution
Annamarie Fuchs, PCN PMO
Arvelle Balon-Lyon, TOP
Dr. Janet Craig, SGP
Dr. Rob Wedel, SRM, PCN Leads
Dr. Janna Holden, SGP
Tony Mottershead, AIM
Allison Larsen, PCN PMO
Dr. Ernie Schuster, EWPCN

Panel & Capacity Building 
Working Group

Team Leads:
Dr. Brad Bahler, Medical Director, 
PCN Evolution
Arvelle Balon-Lyon, TOP

Team Members: 
Mark Watt, TOP
Eileen Patterson, TOP
Allison Larsen, PCN PMO
Margie Wills Maerov, AHS
Annamarie Fuchs, PCN PMO

 

 

 

Reporting to PCNEIC, the PCNe Working Groups were established to be unit producing (tactical and 

operational) groups so that they would function less like committees or advisory groups and engage 

in creating solutions (tools and processes) that would support the goals and objectives of PCNe.   

Each Working Group was set up with a specific set of responsibilities based on the themes identified 

in the Vision and Framework, the Companion Document and Alberta’s Primary Healthcare Strategy.  

To date there are 5 working groups functioning actively.  They are: 

¶ Panel & Capacity Building 

¶ Access & Continuity 

¶ Engaged Leadership & Community Involvement 

¶ Communications  

¶ EMR/IT 

  

Details regarding the activities and progress of the working groups over the past two years are 

documented starting on page 25 in the measurement and reporting section of this report.    
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PCN and Clinic Readiness Assessments / Understanding Maturity & Capability 

PCNe is a project that is designed to assist PCNs and member clinics to recognize the priorities 

associated with establishing medical homes and find ways to leverage resources across the system 

to support the organizations and they work with their member clinics to make those changes.  It is 

understood that all PCNs and their clinics, many of which have been in place for nearly 10 years, 

would likely have evolved at widely varying stages of maturity.  Developing support models and plans 

for the organizations was therefore dependent on understanding current state / readiness and 

tailoring those plans accordingly.   

 

In an effort to better support PCNs and member clinics in establishing work plans to move forward 

toward creating PMHs the PCNe Project Team established a sub-committee of the Panel and 

Capacity Building Working Group in the summer of 2014 to develop MHAs and a clinic readiness 

assessment tool. This sub-committee is largely guided by the TOP program with their commitment to 

capacity building on panel. By late 2014 tools for both the PCN Level and Practice Level were 

complete and pilot projects to test the tools began in 2015.  Given the constraints on both PCN and 

clinic staff time and the wide variation in practice and available resources across the province, 

progress toward completing MHAs with all PCNs continues slowly but steadily.  For details regarding 

progress please refer to the section of this report starting on page 25. 

 

 

Change Management and Communications 

The first step in organizing a framework for acting on the goals and objectives of PCNe was to 

establish a communication plan and a change management strategy.  Because we believe that the 

change management is only possible with a strong, stable approach that applies all available 

communications techniques, an expert from AHS was seconded to work closely with the PMO’s 

communications team.  What follows are the identified objectives for communications and change 

management and the accomplishments that resulted from that collaboration.   

 

 

Objective #1:  Promote adoption of the Patientõs Medical Home (PMH) in Alberta. 

Identify stakeholders 

¶ Meet with sponsors to identify key stakeholders 

¶ Gather profile information about each stakeholder  

¶ Update and maintain a stakeholder’s issue tracking tool 

¶ Obtain consensus among stakeholders 

¶ Identify stakeholder expectations and support commitment 

Communicate information about the Patient’s Medical Home (PMH) 

¶ Work with key stakeholders on awareness and engagement strategies 

¶ Develop a communication plan, learning matrix and facilitative strategies to provide a roadmap 

for learning and performance outcomes 

¶ Base the above on the already accepted PCNe communication plan and have all deliverables 

supported by the Communications Working Group and associated topic-centric working groups  

¶ Identify and develop key project messages 

¶ Develop a measurement plan to monitor effectiveness and achievement of performance 

outcomes  

¶ Utilize established relationships and networks to disseminate key messages 
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Establish and manage a Change Network and link to the Communications Working Group 

¶ Identify change agents (champions, super users, etc.) 

¶ Define roles and responsibilities 

¶ Network change agents 

¶ Manage actions and issues 

¶ Promote development of a Community of Practice among change agents 

 

Objective #2: Facilitate the move from current state (wide variation in services) to future state 

(PCNe)  where variation is predicted based on the service delivery requirements and options 

available for each clinic based on local needs and appreciation of geographic challenges. 

Assess stakeholder readiness 

¶ Create assessment questions 

¶ Identify assessment participants from the different business areas 

¶ Deploy the readiness assessment(s) 

¶ Assist with collating responses and report back to the change agents 

¶ Revise communication matrix as appropriate 

Identify impacts to identified stakeholders. 

¶ Document identified impacts  

¶ Verify impacts with the change agents and project team 

¶ Work with the change agents and project team to identify gaps and to address impacts 

¶ Communicate impacts to applicable areas 

 

Identify learning requirements 

¶ Conduct needs assessments based on learning roadmap and readiness assessment 

¶ Collect new business process information and documented workflows 

¶ Determine learning requirements  

¶ Facilitate learning deliverables 

Create and deploy the learning plan 

¶ Create learning plan including identification of delivery approach 

¶ Provide recommendations to address changes to business processes 

¶ Deploy the learning plan 

¶ Integrate performance outcomes knowledge into a variety of learning strategies (case studies, 

job aids, workshops, etc.) 

 

Objective #3: Provide both internal & external support for the planned change. 

Provide stakeholders with feedback mechanisms 

¶ Integrate into working group meetings 

¶ Provide regularly scheduled information updates 

¶ Create and manage an issues identification log 

¶ Promote a PCNe email inbox for questions and comments from stakeholders 

Provide the business units with support  

¶ Facilitate the development and implementation of  a plan 

¶ Document identified issues 

¶ Establish processes to resolve issues including issue escalation 

¶ Facilitate business units re continuing education opportunities 
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Promote team spirit 

¶ Provide ways to acknowledge and reward stakeholders successes 

 

 

Objective #4: Provide recommendations for maintenance and sustainability. 

Contribute to the development of the maintenance and sustainability plan 

¶ Work with the PCNs and member clinics to develop requirements for on-going communication, 

issue identification and escalation, learning and business continuity 

¶ Provide end user support though the change agents 

¶ Document lessons learned 

¶ Monitor and evaluate the effectiveness of Organizational Change Management 

(OCM) activities 
 

 

Change Management and Communications Accomplishments:   

1. Weekly meetings – Friday scrums 

For the first year, the core team made up of members from the PMO, TOP and PMP met every Friday 

to share learnings, progress, risks, issues and barriers associated with the PCNe goals and 

objectives and to find ways to collaborate more effectively.  In early 2015 those meetings were 

cancelled and more time and resources were committed to supporting the working groups.   

2. The PCNe Portal and Medical Home Connection 

This effort provided a tangible and interactive means of supporting all participants in PCNe as they 

worked to begin reshaping primary care.  It is a place for conversation, sharing of ideas (successes 

and challenges) and a place to provide a direct link to all other activities or supports that are 

provided by partners across the system.   

https://www.pcnpmo.ca/pcn-evolution/Pages/default.aspx 

 

https://www.pcnpmo.ca/pcn-evolution/Pages/default.aspx
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3.  This is PCN Evolution 

This is a 6 minute YouTube video developed in collaboration between the PCNe Project Team and 

AHS, Knowledge Innovation Department of the Primary Health Care Division and Dr. Rob Wedel.  It 

was launched at the Physician Leads Forum in the spring of 2015.  The video is targeted to family 

physicians and offers a description of the value proposition associated with creating a mature PMH.   
https://www.youtube.com/watch?v=7q7hju9arcc 

 

https://www.youtube.com/watch?v=7q7hju9arcc
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4.  Stakeholder Communications 

A Stakeholder Map was developed that outlined the various individuals or groups of people that 

would require engagement support will need to be engaged, directly or indirectly, throughout 

PCNe. This demonstrated how the right people would receive the right information at the right 

time.  Discussions with the Communications Working Group and the various communications 

teams across the AMA programs resulted in the development of an email address for the 

initiative.  It is pcnevolution@albertadoctors.org with the following response processes assigned.    

¶ Accountability processes developed to ensure timely response to all emails and tracking of 

all enquires and issues.   

¶ Stakeholder issues log enables tracking of concerns and issues across populations.  This has 

provided the added benefit of being able to recognize trends for communication to the 

project team and to PCNEIC if need be.  

¶ An interdepartmental PCNe Resource List was also developed to allow stakeholders to easily 

identify and reach out to the appropriate resources.  

 

 

 

5. Interactive Presentation and Handout:  Moving Forward with PCN Evolution.   

This is located on the PCNe Portal.  It provides stakeholders an opportunity to investigate PCNe on 

their own and to have some of their initial questions answered.  

http://pcnevolution.ca/SiteCollectionDocuments/Moving%20Forward%20with%20PCNe/Moving%2

0Forward%20with%20PCNe.swf 

 

mailto:pcnevolution@albertadoctors.org
http://pcnevolution.ca/SiteCollectionDocuments/Moving%20Forward%20with%20PCNe/Moving%20Forward%20with%20PCNe.swf
http://pcnevolution.ca/SiteCollectionDocuments/Moving%20Forward%20with%20PCNe/Moving%20Forward%20with%20PCNe.swf
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6.  PCNe Terms and Definitions 

A glossary of PCNe terms and PMH terms was developed and located on the PCNe Portal, allowing 

program partners and all stakeholders to communicate using more common language.   

7.  Alberta Health Home: 

Is a job aid that identifies key pillars, goals, strategies and working groups that are part of the PCNe 

Project.   

8. The PCNe Support Wheel  

A repository of PCNe Resources grouped according to PMH categories.  This repository includes best 

practices and recommendations for moving forward and is available to everyone.   

http://pcnevolution.ca/SiteCollectionImages/Bubbles%20865.jpg 

http://pcnevolution.ca/SiteCollectionImages/Bubbles%20865.jpg
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9.  Online Practice Level Medical Home Assessment 

This assessment tool was adapted by the PCNe Project’s Panel and Capacity Building Working Group 

and is available for any clinic team or PCN to use.  It provides direction for establishing contact 

(email or phone) with PCNe.  http://www.topalbertadoctors.org/file/pmh-assessment-for-practices--

readiness.pdf 

10.  Patient Notification Strategy 

In 2012 the OAG emphasized the need for patients across Alberta to be informed about PCNs and 

the value that belonging to a Primary Care Network offers to them in terms of improving access to 

family physicians and the advantages of leveraging supports available from multi-disciplinary teams 

(MDTs).  In 2014 the PCNe Communications team at the PCN PMO supported the development of a 

Patient Notification Strategy which included a customizable Patient Notification Flyer and 

accompanying memo, both of which were distributed to PCNs across Alberta.  Copies of those 

documents are available upon request.     

PCN 2.0 (PCN Evolution) Measurement, Evaluation and Reporting 
 

Evaluating PCN performance is outside of the scope of PCNe.  In order to meet the requirements of 

the OAG’s 2012 report related to the need for increased accountability and enhanced performance 

management on the part of the PCNs, AH established the MEWG to “support the implementation of 

the Primary Health Care Evaluation Framework by providing recommendations and advice relating to 

performance measurement and evaluation activities that focus on improving quality and 

outcomes.”18  This group reports to the Primary Health Care Steering Committee and has been 

working since early 2014 on selecting, developing, implementing, interpreting, and updating 

performance measures for all organizations in primary health care, particularly PCNs.  Schedule B 

indicators have been developed and distributed to PCNs with mandatory reporting requirements to 

become part of their annual reporting over a defined schedule. 

 

PCNe however, was tasked with the responsibility to report progress associated with the programs 

and teams working to meet the deliverables as defined in the Vision and Framework, the Companion 

Document and Alberta’s Primary Health Care Strategy.  Demonstrating performance in the progress 

                                                           
18

 Terms of Reference, Measurement and Evaluation Working Group, March 2015.  

http://www.topalbertadoctors.org/file/pmh-assessment-for-practices--readiness.pdf
http://www.topalbertadoctors.org/file/pmh-assessment-for-practices--readiness.pdf
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of a project rather than simply relying on reporting outcomes is considered a critical element of 

project success.  Monitoring project work is the continuous process of assessing the status of project 

as it unfolds.  It helps to ensure performance improvement over time and allows greater likelihood of 

achieving the results that are sought.19   

In mid-2014 the PCN PMO hired a Manager for Evaluation and Quality to support PCNs and more 

importantly, to support the ability of the PCNe team to report progress toward the objectives that 

were stated in the Vision and Framework and the Companion Document.  In late 2014 a PCNe 

Evaluation Framework was developed and in early 2015 stakeholder meetings with the Evaluation 

team began in an effort to develop a comprehensive report that would help to document PCNe 

progress.  In November 2015 the first quarterly report for PCNe was delivered for the reporting 

period of July 1 – September 30, 2015.  That report is available upon request.  In the meantime, the 

PCN PMO delivered a monthly PCNe Project Status Report and a Project Office Report.  Further 

reporting was also undertaken by TOP via their Capacity Building Grant.  Those reports are all 

available upon request. Most recently, the PMO evaluation team has aligned closely with the TOP 

evaluation team to better integrate efforts and plan for the future.  

The PCNe Evaluation Framework was developed to create an environment where inputs from 

Physicians, Clinicians, Clinic Staff, PCN staff, Evaluators, Quality Facilitators (Improvement 

Facilitators) Data Analysts, members of the PCN Evolution Project Team and all appropriate external 

partners (AH, AHS, AIM, HQCA, ACFP and so on) could be leveraged.   Collection tools include the 

EMRs, various databases, the Medical Home Assessment tool for PCNs and Practices as well as the 

Readiness Assessment.  The Evaluation Plan is also supported by the Alberta Quality Matrix for 

Health20 

 

 

 

                                                           
19

 http://www.unep.org/pcmu/project_manual/Manual_chapters/monitoring_reporting.pdf  
20

 http://hqca.ca/about/how-we-work/the-alberta-quality-matrix-for-health-1/  

http://www.unep.org/pcmu/project_manual/Manual_chapters/monitoring_reporting.pdf
http://hqca.ca/about/how-we-work/the-alberta-quality-matrix-for-health-1/
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Logic Model Developed for PCN 2.0 (PCN Evolution)21: 

 

 

Activities 

 

Outputs 

Outcomes 

Short Term Outcomes 

[Year 1-2] 
Indicators 

Intermediate Outcomes 

[Year 2-3] 

Long-term 

Outcomes [Year 

3+] 

Provide orientation 

sessions on panel 

management 

Provide training to 

Improvement Facilitators 

Develop tools, manuals, 

strategies and/or 

resources to support 

physician panel 

identification and 

management 

¶ # of panel training 

sessions for physicians 

¶ # of training sessions for 

facilitators 

¶ # of participants 

¶ # of panel management 

tools/ manuals 

distributed 

¶ # of member clinics with 

Panel Managers/ 

Improvement Facilitators 

¶ # of PCNs providing 

training, resources 

and/or support to 

member clinics for panel 

identification and 

management 

Member clinics, 

supported by PCNs, are 

actively participating in 

Panel Identification. 

¶ #/% of Physicians with an EMR with 

a validated patient panel 

¶ #/% of Physicians with an EMR using 

panel lists for clinical improvement 

projects 

Member clinics, supported 

by PCNs, are actively 

participating in Panel 

Management for the 

purpose of clinical 

improvement (e.g. 

development of condition-

specific registries). 

AQMH22 Dimension: 

Effectiveness 

PCNs and member 

clinics have 

established 

Medical Homes 

that provide 

comprehensive 

care and continuity 

of services to 

patients. 

Provide PCNs with 

support and tools to 

notify patients of PCN 

services 

¶ # of patient notification 

documents/tools 

developed 

¶ # of documents 

distributed by PCNs to 

member clinics 

 

Patients have greater 

awareness of the 

programs and services 

available within their local 

PCN. 

¶ #/% of PCNs with patient notification 

strategies in place 

¶ #/% of member clinics actively 

notifying patients 

Patients have greater 

understanding of services 

within their PCN and 

available through their 

most responsible provider 

AQMH Dimension: 

Accessibility 

Support PCNs in the ¶ # of templates/tools to Attachment ¶ #/% of PCNs identifying unattached 

                                                           
21 Taken from the PCN Evolution Performance and Evaluation Plan.   

22 Alberta Quality Matrix for Health.  http://hqca.ca/about/how-we-work/the-alberta-quality-matrix-for-health-1/  

http://hqca.ca/about/how-we-work/the-alberta-quality-matrix-for-health-1/
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Activities 

 

Outputs 

Outcomes 

Short Term Outcomes 

[Year 1-2] 
Indicators 

Intermediate Outcomes 

[Year 2-3] 

Long-term 

Outcomes [Year 

3+] 

development of tools or 

templates to capture 

unattached patients 

Partner with the HQCA in 

the provision of 

continuity reports 

capture unattached 

patients 

¶ # of strategy 

documents/tools 

developed 

¶ # of HQCA reports 

provided 

¶ # of member clinics able 

to report on continuity 

rates 

patients 

¶ #/% of PCNs with strategies in place 

for accepting unattached patients 

Develop tools for 

implementing the 

Medical Home 

Assessment 

Complete the PCN-level 

Medical Home 

Assessment with all 

PCNs 

Provide training to PCNs 

to implement the 

Practice-level Medical 

Home Assessment with 

all practices 

¶ # of tools (facilitator 

packages, data tracking 

tools, etc.) developed 

¶ # of training sessions for 

PCNs on implementing 

the practice-level 

assessment 

¶ # of participants 

PCNs and member clinics 

have greater awareness 

of the Medical Home 

concept. 

¶ #/% of member clinics that have 

completed the Practice-level Medical 

Home Assessment (distinguish 

between Readiness vs. Phase 1 vs. 

Phase 2) 

¶ #/% of PCNs that have completed 

the PCN-level Medical Home 

Assessment 

PCNs and member clinics 

have integrated plans to 

implement the Medical 

Home concept. 

AQMH Dimensions: 

Accessibility 

Provide information-

sharing sessions/ 

workshops for PCN 

Boards 

Provide tools/ templates 

for Boards to integrate 

members/ committees 

Develop “service 

¶ # of information 

sessions for PCN Boards 

¶ # of participants 

¶ # of Board meetings the 

community member 

attends 

¶ # of Community Advisory 

Committee meetings 

¶ # “service agreement” 

PCNs increasingly involve 

community members in 

decision-making. 

¶ #/% of PCNs with a non-clinical 

voting community member on their 

Board 

¶ #/% of PCNs with a Community 

Advisory Committee (or equivalent 

strategy to integrate the community 

voice) providing support to their 

Board 

¶ #/% of PCNs with a “service 

PCN programs, services 

and policies are 

responsive to the needs of 

the local community. 

AQMH Dimension: 

Acceptability 

PCNs and member 

clinics provide 

health services 

that best meet the 

needs of Albertans. 

 

 

Note: needs to 
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Activities 

 

Outputs 

Outcomes 

Short Term Outcomes 

[Year 1-2] 
Indicators 

Intermediate Outcomes 

[Year 2-3] 

Long-term 

Outcomes [Year 

3+] 

agreement” template 

Support PCNs to deliver 

tools/ resources 

Develop an 

accountability framework 

templates developed 

¶ # of accountability 

frameworks developed 

¶ # of PCNs provided tools, 

templates and 

resources/support 

agreement” in place with all member 

clinics 

include condition-

specific healthcare 

needs; urgent care 

needs; community-

specific needs; 

social service, and 

patient-centred 

care needs. Support PCNs/ member 

clinics in the 

development of 

tools/templates to 

capture data 

Support PCNs in the 

development of strategy 

documents/tools 

Partner with AHS to 

develop strategies to 

integrate PCNs with 

urgent/after-hours 

access 

programs/services 

¶ # of strategy 

documents/tools 

developed 

¶ # of PCNs participating 

in Access Collaboratives 

¶ # of member clinics 

participating in Access 

Collaboratives 

¶ # of PCNs with a 

partnership strategy to 

support access (e.g. 

Health Link; Same-day 

urgent care) 

¶ # of member clinics 

reporting TTNA on a 

weekly basis 

PCNs and member clinics 

improve provider level 

access and coordinate 

expanded primary care 

access options. 

¶ #/% of member clinics that report 

same-day appointments for attached 

patients 

¶ #/% of PCNs that have after-hours 

programs/services/supports 

available to the entire patient 

population 

 

Attached patients are able 

to access primary health 

care services as they are 

required. 

AQMH Dimension: 

Accessibility 

Provide quality 

facilitation training 

sessions (TOP, AIM) 

Train Quality 

Improvement Facilitators 

Develop Quality 

Improvement framework 

template 

Develop other Quality 

Improvement tools, 

¶ # of QI training sessions 

(TOP, AIM) 

¶ # of participants 

¶ # of PCNs using 

Improvement Facilitators 

¶ # of member clinics 

using Improvement 

Facilitators 

¶ # of Quality Frameworks, 

tools or documents 

PCNs are supported in 

their quality improvement 

needs. 

¶ #/% of PCNs that have participated 

in a quality improvement 

program/process with PCN staff (by 

type: TOP, AIM, Lean, Six Sigma) 

¶ #/% of member clinics that have 

participated in a quality 

improvement program/process (by 

type: TOP, AIM, Lean, Six Sigma) 

 

Member clinics make use 

of quality improvement 

evidence and evaluation 

results for the purpose of 

clinical quality 

improvement. 

AQMH Dimensions: 

Efficiency 

PCNs and 

stakeholders are 

supported to 

participate in and 

monitor PCN 

Evolution activities. 
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Activities 

 

Outputs 

Outcomes 

Short Term Outcomes 

[Year 1-2] 
Indicators 

Intermediate Outcomes 

[Year 2-3] 

Long-term 

Outcomes [Year 

3+] 

documents and 

resources 

Support PCNs in the 

completion of tools and 

templates 

developed 

¶ # of PCNs that integrate 

quality into business 

plans and operations 

¶ # of PCNs provided 

support to complete 

Quality Improvement 

Frameworks 

Contribute to the 

Provincial MEWG 

Provide PCNs with 

workshops, webinars, 

information-sharing 

sessions and working 

groups related to 

evaluation topics and 

the system-level 

indicators 

Host an Evaluator 

Community of Practice 

group to share PCN 

lessons and strategies 

Develop Evaluation 

Framework and Data 

Collection templates 

Develop reporting 

templates 

Support PCNs to 

complete tools, 

templates, Business 

Plans and Annual 

Reports 

¶ # of workshops 

¶ # of webinars 

¶ # of working groups 

developed/supported 

(e.g. EQ-5D; TTNA; 

Screening; Patient 

Engagement) [PCN PMO 

will support PCN working 

groups for information-

sharing and lessons 

learned] 

¶ # of Evaluator 

Community of Practice 

sessions 

¶ # of participants 

¶ # of PCNs supported to 

complete Evaluation 

Frameworks and Data 

Collection Plans 

¶ # of PCNs reporting 

system-level indicators 

to the Province 

¶ # of member clinics 

reporting system-level 

PCNs are supported in 

their measurement and 

evaluation needs. 

Note: as Alberta Health 

will be collecting 

information on the 

system-level indicators by 

way of MEWG, the PCN 

Evolution project will not 

be collecting additional 

information on PCN 

participation in all of the 

activities required to 

measure the indicators. 

¶ #/% of system-level indicators each 

PCN is able to report upon 

¶ #/% of PCNs with a completed 

Evaluation Framework 

¶ #/% of PCNs with a completed Data 

Collection Plan 

Member clinics collect 

data to support PCNs in 

reporting PCN Evolution 

activities and system-level 

indicators. 

AQMH Dimension: 

Efficiency 
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Activities 

 

Outputs 

Outcomes 

Short Term Outcomes 

[Year 1-2] 
Indicators 

Intermediate Outcomes 

[Year 2-3] 

Long-term 

Outcomes [Year 

3+] 

indicators to the PCN 

Provide communications 

support to PCNs 

Develop 

communications 

tools/templates for 

PCNs 

Complete satisfaction 

survey with PCNs 

¶ # of tools/templates 

developed 

¶ # of workshops, 

webinars, or information-

sharing sessions on PCN 

Evolution 

communication/ 

messaging 

¶ # of participants 

¶ # of surveys completed 

All stakeholders are 

supported to use PCN 

Evolution messaging. 

¶ #/% of stakeholders (PCNs, AH, AHS, 

AMA, HQCA) using PCN Evolution 

messaging 

¶ #/% of PCN Leads and Physician 

Leads who are satisfied with 

communication tools and activities 

 

PCNs and stakeholders 

communicate consistent 

messaging to all member 

clinics, stakeholders and 

external organizations. 

AQMH Dimension: 

Efficiency 
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PCN 2.0 (PCN Evolution) Progress23: 

 

1. Medical Home Assessment – PCN Level 

The PCN PMO and PMP have been responsible to support the completion and reporting for the PCN 

Level MHAs while TOP has endeavored to help PCNs to build capacity for the completion of Practice 

Level MHAs and to report progress at the clinic level. At the present time, the Practice Level MHA 

indicator is under construction and data is anticipated in April 2014.  

Some PCNs chose to complete MHAs using their own tools.  The following information is captured 

through conversations and general knowledge and may not entirely represent all of the MHA’s 

completed independently by PCNs as some may have been undertaken without the knowledge (to 

date) of the PCN PMO.    

Cumulative:  Participation in the Medical Home Assessment at the PCN Level   

Medical Home Assessment (PCN) September 2015 December 2015 

PCNs that have completed Medical Home Assessment 

tool (developed by the Panel Working Group for PCNe) 1 2 

PCNs with MHAs underway  6 7 

PCNs that completed MHAs using a different tool 3 3 

PCNS that have not started any MHA process 32 30 

 

2. Panel Activities 

TOP and since 2014, the PCNe’s Panel and Capacity Building Working Group support PCNs to build 

in-house capacity to support their member clinics and physicians.  In order to best support building 

the necessary skills within the variation in capacity, TOP offers a variety of training sessions.  The 

data presented demonstrates the number of events held by TOP and the number of participants who 

attended the workshops (both cumulatively and for the October 1, 2015 – December 31, 2015) 

quarter.  Please note that the total participant counts do not include TOP staff or contractors or 

attendees who attended the same training session more than once.  Descriptors of the training 

sessions are available by requesting the quarterly PCNe Status Reports.   

 

 

 

 

 

 

 

                                                           
23 Information in this section obtained from the PCN Evolution Quarterly Performance Reports, 2015.   
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Cumulative:  Panel Related Activities Delivered at the Clinic and PCNs Levels 

Activity Workshops Attendees 

Panel Workshops for Clinic Teams.   

Progress from September 2014 – December 31, 

2015 

40 1035 

Panelling for Patient’s Medical Home (PMH) Success.  

Progress from May 2014 – December 31, 2015 

26 1128 

Panel in Action 

Progress from June 2014 – December 31, 2015 

33 389 

Improvement Facilitator Training 

Progress from May 2013 – December 31, 2015 

21 171 

EMR Peer-to-Peer Training 

Progress from October 2015 – December 31, 2015 

5 48 

EMR Engagement Activities 

Progress from April 2015 – December 31, 2015 

206 380 

 

October 1, 2015 – December 31, 2015:  

Panel Related Activities Delivered at the Clinic and PCN Levels 

Activity Workshops Attendees 

Panel Workshops for Clinic Teams.   

 

9 376 

Panelling for Patient’s Medical Home (PMH) Success.   0 0 

Panel in Action 

 

3 23 

Improvement Facilitator Training 

 

3 31 

EMR Peer-to-Peer Training 

 

5 48 

EMR Engagement Activities 

 

91 165 

 

This progress would not have been possible without the work of the members of the Panel and 

Continuity Building Working Group and the Capacity Building Project undertaken by TOP to support 

PCNe.  TOP consultants have participated in both the working group and the Capacity Building 

project24 particularly in Phase 1 which was associated with capacity building for panel and to offer 

customized support to PCNs to develop and implement plans around supporting member practices 

in achieving the objectives of the PMH and PCNe.  A great deal of support was provided to PCNs to 

support panel identification, management and maintenance to support success in achieving 

objectives related to these indicators.   

Assistance was also provided to PCNs to develop practice facilitators, quality improvement skillsets, 

physician champions/leaders, panel managers, and EMR leaders as enablers for PCNe.   

 

 

 

                                                           
24 Toward Optimized Practice, Capacity Building Project (2014-2016).  Progress Reports and Proposal are available upon request.   
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Key objectives related to the Capacity Building Project that have had a direct impact on these 

outcomes include: 

1. In coordination with PCNe and AIM, TOP offered a menu of capacity building services to 

PCNs/FCCs for panel identification and management-related activities 

2. Implemented coordinated and customized capacity-building services for PCNs and 

clinics(including FCCs)  

3. Documented leading practices and lessons learned from the clinics and PCNs/FCCs to facilitate 

spread through communities of practice 

4. Supported the development of physician champions for panel identification and management, 

and facilitated their ability to influence other physicians  

5. Evaluated the effectiveness of the implemented capacity-building strategies25 

This work was far more comprehensive than what is stated here. Progress Reports specific to the 

objectives of that Project are available upon request from TOP.   

3. Quality Improvement and Enhanced Access 

Alberta AIM is a provincial quality improvement program that provides support and education to 

teams implementing the PMH.  AIM focuses on building capability and capacity in panel and 

continuity, quality improvement methods and team-based care principles with the goal of 

empowering clinical improvement teams to undertake activities that will enhance access to primary 

care services for Albertans. 

As of January 2016 and using the IHI Breakthrough Series collaborative model, AIM has completed 

24 collaborative’ s with another three currently in progress.  After the 23rd collaborative was 

underway, the curriculum was redesigned to allow a focus specifically for primary care audiences 

and streamlined to reduce out-of-clinic time for attendees.  Of the three collaboratives currently in 

progress, two are PCN embedded.  This option enables PCNs to participate in an innovative mode of 

delivery for participants that better enables their ability to guide member practices through the 

principles of enhanced access.  Although the AIM program has audiences in both AHS specialty 

programs and ambulatory clinic teams, the following table illustrates the reach that the original 23 

collaboratives have had across all PCN stakeholder groups.   

The Art and Science of Innovation and Improvement (ASII) is an applied educational offering 

designed to build capability in participants to lead organizations (PCNs ad AHS program areas) 

through quality improvement related projects.  In its second cohort, this series of workshops is an 

advancement on the IHI Improvement Advisor training that allows participants to be mentored on 

projects of priority to their own organizations.  The following tables indicate the number of PCNs 

represented in the cohorts and the number of PCN participants.   

 

 

 

 

                                                           
25 Building Capacity for Primary Care Transformation Proposal. Toward Optimized Practice, Sept 26, 2014.   
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Cumulative:  Quality Improvement & Enhanced Access Related Activities delivered (Clinic & PCN)  

Activity # of PCNs 

Represented 

# of Clinics 

Represented 

Total Participants 

Non 

Physicia

n 

Physician Total 

AIM Learning Session or 

Workshop 

Since 2007 

29 203* 1001 242 1243 

AIM Booster Session 

Since 2007 22 174* 505 80 585 

AIM-provided AH Panel Reports  

Since 2007 18 111 N/A 313 313 

ASII 

Since 2007 3 N/A N/A N/A 5** 

*Some clinics participated more than once 

**From PCNs only 

 

 

October 1 – December 31, 2015:   

Quality Improvement & Enhanced Access Related Activities delivered (Clinic & PCN)  

Activity # of PCNs 

Represented 

# of Clinics 

Represented 

Total Participants 

Non 

Physicia

n 

Physician Total 

AIM Learning Session or 

Workshop 

 

9 26 181 32 213 

AIM Facilitation Session or 

Workshop 7 N/A 18 N/A 18 

AIM Booster Session 

 0 0 0 0 0 

AIM-provided AH Panel Reports  

 9 18 N/A 80 80 

ASII 

 6 N/A N/A N/A 8* 

Active Users of AIM’s Online 

Measurement Tool** 20 124 N/A 599 599 

 *From PCNs only  

**Data as of January 5, 2016: Tool live on April 1, 2015. Includes only Primary Care Clinics 
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The PCNe’s Access and Continuity Working Group is also providing support to PCNs and member 

clinics to enable teams to put access improvement activities in place.  To date the Access and 

Continuity Working Group has developed: 

¶ A Gap Analysis 

¶ An Environmental Scan 

¶ An Access Improvement Tip Sheet for PCNs and Clinics 

¶ A WIIFM (What’s in it for me) document / tip sheet for physicians and clinicians associated with 

the value proposition associated with deploying access improvement strategies 

¶ A Briefing Note to Alberta Health that describes outstanding barriers/constraints that affects the 

ability of PCNs and member clinics to advance access for Albertans in a significant way.   

4. Governance 

 

The AMA’s Practice Management Program (PMP) and the “Engaged Leadership and Community 

Involvement Working Group” through PCNe  have been supporting PCN governance and leadership 

activities as they work toward building PMHs.   

 

PMP (with support and oversight from the working group) developed and delivered introductory 

workshops on governance, assessment tools to enable boards to identify and manage risk, 

leadership development workshops, and guidance for advancing community engagement activities 

in local communities.  Two guides were developed and distributed across the province. They are:   

¶ Guide: Adding a Public Director to a PCN Board 

¶ PCN Community Advisory Council Handbook 

 

The following information demonstrates both the number of PCNs with one clinic board member and 

those with more than one.  These data are cumulative.  At the time of the writing of this report, PCNs 

have reported concerns with the Alberta Health Policy associated with remuneration of Public Board 

Members.  Further discussion and clarification will be needed before considerable progress can be 

made in establishing public board members on all PCN Boards of Directors.  

 

No public board members in place 26 PCNs 

One public board member in place 5 PCNs 

More than one public board member in place 11 PCNs 

Total number of PCNs 42 PCNs 

 

To examine the degree of progress related to community engagement, PMP consultants created a 

checklist of various community engagement activities that are underway across PCNs.  Those 

activities are widely varied and demonstrate the value in allowing PCNs to meet local needs and to 

leverage local community programs in order to advance their efforts.   
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The following information represents data gathered from 19 PCNs.  Further development of this 

indicator is underway as the programs work toward developing a more comprehensive strategy for 

both reaching additional PCNs and better understanding the progress that is being made. 

 
# of PCNs 

Formal Community Engagement Strategy  

(included in business plan or separate dedicated document) 11 

Informal Community Engagement Strategy  

(not formally written down but general direction is known and/or 

has been discussed) 

6 

Unknown 2 

Total number of PCNs surveyed 19 

 

Examples # of PCNs 

Social Media 5 

TV, Radio Ads, Shows 14 

Citizen Advisory Committees 3 

Workshops 14 

Public Meetings 8 

Surveys 17 

Focus Groups 7 

Open Houses 9 

Websites 19 

Fact Sheets etc. 19 

 

PCN 2.0 (PCN Evolution) Support and Progress from IM/IT Activities  
 

IM/IT is seen as a critical area of focus for PCNe.  According to the PCNe Vision and Framework, 

“many of the strategies for considering with PCN Evolution have significant technological 

connections.  For instance, patient access will benefit from e-referrals and online consultations.  

Population health data, for research and analysis can only be realistically gathered and mined 

through automated data gathering.  The integration of external health care services (such as home 

care, mental health, and pharmacy) into a health home is made smoother if all utilize a common or 

compatible IM/IT infrastructure.”26 As a result, a great deal of time and commitment on the part of 

the Sr. Project Manager and some team members along with collaborative partnerships with AHS, 

the HQCA and others has taken place throughout the two years of PCNe. 

 

It cannot be emphasized enough that timely access to information “can be achieved through the use 

of email, telephone and web-based communications and…a broader use of electronic 

communications to deliver health care services requires further development of appropriate 

supports and processes.”27 

 

 

                                                           
26 PCN Evolution Vision and Framework: Report to the Minister of Health, December 2013.  Page 37 
27 Ibid.  Page 19 
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1. IT Information Infrastructure Committee 

On July 16, 2015 a core group of stakeholders, led by AHS’s Primary Health Care Division, met to 

identify specific opportunities regarding how they might ‘create a provincial information 

infrastructure for Primary Care.’  Data is foundational to achieving the goals and outcomes related to 

Primary Care Transformation (PCNe) and unlocking this potential will rely on the coordination and 

access to provincial data analytics, data sharing, and data standards which will then form the means 

by which we may inform larger provincial processes going forward.  In that first meeting, the purpose 

was to review and verify current state about what is known in 5 key categories and to begin 

establishing a series of priorities for next steps.   

The categories and their agreed upon definitions were: 

1. EMR/EHR 

¶ Systems designed and implemented to create an environment for supporting transaction 

based work flows and data collection 

¶ Facilitates communication and task delegation among and between primary care teams 

¶ Offers greater functionality that will support 

o Patient self-management  

o Population management 

o Improved team communication and collaboration 

2. Data Sharing 

¶ Primary Use: 

o To share data with patients and other providers and other systems (acute care 

providers is a key example) 

¶ Secondary use: 

o PCNs gather practice data to support QI activities 

o Aggregated and anonymized data for reporting to AH and AHS and for research 

purposes 

¶ To optimize the use of that data, need to create wider opportunities for sharing the data 

 

3. Data Analytics 

¶ Creates the opportunity to close the loop 

o Maximize the quality of care 

o Minimize the costs associated with delivery of care by decreasing variation in clinical 

processes through 

Á Measuring processes 

Á Modifying processes 

Á Feeding metrics and knowledge back into care process models 

4. Data Standards, Data Policy, Health Information, and Data Governance 

¶ Allow us to better understand primary care and its role in the broader health system 

¶ Report on priority indicators and health system performance 

¶ Inform health policy and decision making  

¶ Primary care providers adopt standards for data collection and reporting 

¶ Set the stage for the creation of a data coop 
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5. Processes/Operations 

¶ Structured processes are critical to supporting an integrated system 

o There are many that are not yet identified in our map (meeting #2) 

¶ Panel processes are integral to integrated system support and enable 

o Attachment 

o Continuity 

o Access Improvement 

o Chronic Disease Management and Population Health Management 

6. Databases, Research Projects and other Projects. 

¶ A number of other health projects and databases exist across Alberta that may not have 

formal links to primary care.   

¶ Need to better understand whether there is value to linking primary care to some/all of that 

work 

¶ Need to better understand what learnings from those initiatives can be leveraged to support 

development of a robust information infrastructure for primary care.   

o What systems were used 

o How data is accessed 

o How ethics, privacy, and compliance was achieved 

o What templates, resources, connections might be available 

Upon completion of a series of three consultation meetings with stakeholders, a current state map 

(with the 6 key categories as described above) was developed, socialized and validated.  

Immediately following completion of that work the group agreed the two further priorities worthy of 

further exploration were indicated.  They were identified as: 

V Secondary use of data to support Primary care and 

V How to design a Quality Management System for Primary Care 

 

 

V Secondary Use of Data:  Support to Primary Care28.   

 

PCN EMRs form a central component of how care is organized and is a rich source of data for PCNs. But to 

use this data to deliver care, to improve continuity of care, and to design, evaluate and improve services to 

meet the needs of the population, PCNs need to have the means to extract, analyze and report this data. 

There is also an opportunity for PCNs with a verified patient panel to access matched data from AH and 

AHS to enhance their data resources. In Alberta, whilst most PCNs / clinics have EMRs, only a few have a 

verified patient panel process and therefore can access AHS data, and even fewer a data management 

systems to make best use of the data on their EMRs. For clarity, data available from PCN EMRs, AHS and 

AH for the purposes of improving services is referred to as PCN secondary use data.   The identified options 

included:  

1. The Chinook PCN web-based portal 

2. AHS Shared Data Model 

3. Canadian Primary Care Sentinel Surveillance Network (CPCSSN) 

4. Provincial Health Analytics Network (PHAN) 

 

                                                           
28

 Kennedy, A.,  AHS & Fuchs, A., AMA. 2015 
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5. Strategic Pipeline to Accelerate Research and Innovations into Care (SPARC) 

6. HQCA Panel Reporting 

7. Telus Dashboard 

 

For each option, please refer to the table on page 44 for a summary comparison of benefits and 

challenges. 

 

1. The Chinook PCN web-based portal 

 

Description: 

The Chinook PCN web-based portal is a data management and analytics system for family physicians and 

the PCN. The web-based portal is provided by an external and independent contractor, Five Globes, who 

extract and warehouse the data on behalf of the PCN. It works by remotely extracting patient-level data, on 

a monthly basis, from standardized fields within PCN / clinic EMR systems. By matching this PCN data with 

AH claims data, it enables the PCN to identify and validate clinic and PCN panels. By matching PCN data 

with AHS data on activity and resources (e.g. DIMR data), it creates a data repository that allows physicians 

to examine their own patient specific data to assist them with the evaluation of patient care, quality 

improvement and reporting, and the PCN to interrogate data at a PCN-level to enable population-based 

health care planning.  

 

Implementation & operationalization: 

Before the web-based portal can be implemented, it is first necessary to verify the patient panel. For a 

description of the two-step approach used by Chinook PCN please refer to A Verified Patient Panel Process 

ð a provincial standard for access to AHS data. Chinook PCN report that it initially takes 18 months to 

manually verify the panel using the two-step process. Once implemented, it takes no more than 2 minutes 

to validate a clinic’s panel using matched AH claims data and no more than 30 minutes to perform the 

task for all clinics within a PCN.  

 

Chinook PCN reported that it took 2-3 months working with the vendor Five Globes to write the code to link 

the web-based portal to standardized fields on PCN / clinic EMR systems and develop the algorithms to 

assign patients to a panel. For clinics using the same EMRs as in Chinook PCN the set up time is 

predictable and straight forward. For PCN / clinics using unstandardized EMRs the set up time may take 

longer. Appendix 3 shows a survey of EMRs used in Alberta PCNs. The data suggests that approximately 

80% of clinics are using an EMR that is also used by Chinook PCN and has been successfully linked to the 

web-based portal.  

 

Chinook PCN reports it takes 1 day per month to generate the various reports. This means that the majority 

of effort is focused on the higher value activity of analysis and reporting, and less on the lower value 

activity of panel identification and validation and data collection and data cleansing.  

 

Other requirements: 

¶ Chinook PCN have an IT Lead and 18 staff with a panel manager role to support the implementation 

and operationalization of this system. It is recognized that not all PCNs have this resource, and 

therefore, the initial panel verification and project management may be more challenging for some, if 

not all, PCNs 

¶ Chinook PCN have 2.8FTE data analyst to support the implementation and operationalization of this 

system. It is recognized that not all PCNs have this resource, and therefore, the process of linking the 

web-based portal to PCN / clinic EMRs, matching the system to AH and AHS data, and generating 

monthly reports may be more challenging for some, if not all, PCNs.  
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¶ The PCN must have IMA agreements with AH (for claims data), AHS (for data held by DIMR), each 

participating family physician / clinic (for EMR data) and with Five Globes (who holds the data on 

their server).  

¶ There are also some IT infrastructure requirements for each PCN / clinic (e.g. a secure server with 

firewall to hold reports from data repository). 

2. AHS Shared Data Model 

 

Description: 

The shared data model is an AHS initiative for extracting data from multiple clinical data systems, 

matching, warehousing and sharing clinical data within AHS. To date projects have been completed in 

cardiac sciences, diagnostic imaging, and to a lesser degree of success in critical care. The initiative is led 

by AHS’s Analytics (DIMR) team which supports the implementation of the solution, provides the technical 

expertise and manages the data repository in which data is stored and made accessible for analytics 

purposes. 

 

Implementation & operationalization: 

Although the AHS’s Analytics (DIMR) team supports the implementation of the solution, it is critical that the 

clinical team who own the data also own the data solution and have the capacity and capability to perform 

analytics to suit their need. Where the solution has not been successful, it has been due to the clinical 

team underestimating the time and resources required to build the analytics during the project phase and 

sustain the capabilities after the project is done (including data management, analysis and reporting 

functions). 

 

Based on current experience with AHS clinical teams, it takes approximately 6 months to 2 years, 

depending upon the complexity of the service, from concept to performing analytics to implement the 

solution within a clinical team. It is not yet known how comparable this experience would be to one PCN, or 

indeed the 42 PCNs across Alberta. 

 

Other requirements: 

¶ PCN / clinics will need to have a verified patient panel in order to ensure both parties that the data 

matched from AHS sources is for patients on that panel only. 

¶ PCNs would require IMAs with their participating clinics / family physicians, AHS, and potentially 

AH, to govern the safe, secure and appropriate sharing of data between all parties. 

 

3. Canadian Primary Care Sentinel Surveillance Network (CPCSSN) 

 

Description: 

CPCSSN is a sub-entity of the College of Family Physicians of Canada (CFPC). CPCSSN was launched in 

2005 across Canada offering a means to provide reports back to all primary health care organizations 

regarding chronic disease surveillance. The CPCSSN tool was designed primarily for research and 

development activity.  

 

In 2014, CPCSSN reported that approximately 250 family physicians / nurse practitioners from 30 PCNs in 

Alberta were participating in CPCSSN covering 250,000 patients. This is a quarter of all CPCSSN activity 

across Canada.  

 

De-identified data is extracted by CPCSSN on a quarterly basis from participating family physician’s and 

nurse practitioner’s EMRs. See appendix 3 for list of compatible PCN / clinic EMRs. The data is cleaned, 

processed and standardized into a CPCSSN format and stored securely in a local repository linked to a 

larger national repository. 
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Implementation & operationalization: 

CPCSSN report that no additional work is required of the family physicians / nurse practitioners to 

implement and operationalize the system as data is extracted remotely using pre-determined algorithms 

that pull data from ICD-10 codes and text. Data analytics and reporting is provided by the CPCSSN central 

team and is included in the overall cost. Whilst CPCSSN do support analytics for the purposes of research, 

it is unclear if their support would also stretch to quality improvement and service evaluation and planning. 

However, PCNs/ clinic will be able to use the Data Presentation Tool for these purposes. PCNs will require 

some analytics capacity to operate the Data Presentation Tool and CPCSSN provide training to clinic staff 

to become super users of the Tool. There is also telephone / online access to support provided by CPCSSN. 

 

Other requirements: 

¶ Each individual clinic requires an IMA with CPCSSN to govern the management, storage and access 

to the data. CPCSSN offers facilitation to develop these. 

 

4. Provincial Health Analytics Network (PHAN) 

 

Description: 

PHAN is jointly led by AHS and AH and is planned to include a federated repository that would manage 

various data assets from the AHS DRR (AHS Analytic (DIMR) Warehouse) and the BIE (AH data warehouse). 

The PHAN portal – a single entry point to AHS and AH data – will allow approved users to access standard 

reports and data for the purposes of operational management, quality improvement, the design, evaluation 

and planning of services, and research. Data accessed via the PHAN portal may be analyzed and presented 

using traditional analysis tools (e.g. Excel, SPSS, etc.). It is anticipated that the users of the service will 

include, for example, AH, AHS, HCQA, UoC and UoA.  

 

PHAN is a crucial step forward for both AH and AHS, giving analysts and decision makers access to high 

quality, ready-to-analyze data so that they spend more time creating analytic products and making 

informed decisions and less time searching for data. 

 

 

Implementation & operationalization: 

The PHAN initiative could lead the implementation of the solution for primary health care and provide 

support for PCNs adopting the solution in their areas. The PHAN portal currently provides access to 

aggregated and analyzed datasets and publicly available reports from AH and AHS only, but it is anticipated 

that the PHAN portal will enable access to multiple data assets within the repository from 2016/17. 

Thereafter, and once PCNs / family physicians have had experience with the PHAN portal and AH and AHS 

data, it is feasible that PCN / clinic EMR data could be considered for inclusion. However, it not yet known 

if PHAN would have the capacity to scale up this solution to the 42 PCNs, over 400 clinics and over 4,000 

individual family physicians. It is likely that any plan to roll the solution out to PCNs / family physicians 

would need a phased approach. 

 

PHAN would provide the preparation of the data repository and access to the PHAN portal, but it would be 

up to PCNs to make best use of the data accessed through the PHAN portal. There are, therefore, 

implications for PCNs in terms of their data analytics capacity and capability.  

 

 

Other requirements: 

¶ PCNs / family physicians will require a verified patient panel to match their PCN / clinic EMR data to 

AH and AHS data. There are, therefore, implications for PCNs in terms of their capacity and capability 

(e.g. panel managers) to establish a verified patient panel. 
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¶ PCNs would require IMAs with their participating clinics / family physicians, AHS and AH to govern the 

safe, secure and appropriate sharing of data between all parties. 

 

 

 

 

5. Strategic Pipeline to Accelerate Research and Innovations into Care (SPARC). 

 

Description: 

SPARC is led by Alberta Innovates: Health Solutions (AIHS)  and is similar in vision and design to PHAN in 

that it creates a portal to a repository that extracts data from a wider range of sources to support 

operational management, research and the design, evaluation and planning of services. However, whereas 

PHAN at this moment in time is restricted to AH and AHS data, SPARC intends to have a much wider scope, 

taking in data from, for example, social care, justice, economic and education to create a whole system 

solution. It is intended that the PHAN repository will form the health component of the SPARC solution. 

 

Implementation & operationalization: 

It is anticipated that if the PHAN solution is able to extend into primary health care, the primary health care 

component would automatically become part of the SPARC initiative as PHAN is absorbed into SPARC. 

Alternatively, the existing PHAN solution may evolve into SPARC with the SPARC initiative taking the lead on 

extending the repository and portal into primary health care.  In the latter case, it not yet known if SPARC 

would have the capacity to scale up this solution to the 42 PCNs, over 400 clinics and over 4,000 

individual family physician. 

 

 

6. HQCA Panel Reporting 

 

Description: 

The HQCA has long recognized the importance of primary healthcare in Alberta’s health system.  Their 

initial work is focused on the development of panel reports where individual physician panels are 

identified.  Characteristics of those panels are reported in a way to allow for more tangible panel 

management strategies, enhanced analytic support, and information for the evaluation of PCNs and 

related programs.   To date, the HQCA has generated approximately 2000 panel reports to physicians and 

PCNs.  The refinement of those reports continues in order to ensure that a standard set of measures 

relevant to clinical practice while allowing the opportunity for comparison with peers and continuous quality 

improvement.  That data can also be applied across the province and rolled up to monitor system level 

performance and to support PCN level accountability requirements.   

 

Implementation & operationalization: 

Panel reports are continually refined to meet the needs of participating physicians.  A passive recruitment 

process (voluntary request with completion of a signed request form) is all that is needed for physicians to 

benefit from the receipt of these reports and no further work is required to allow for 100 percent 

penetration to all family physicians.  The HQCA also has capability to offer these reports more often than 

the current yearly schedule.  For those physicians without a validated/verified patient panel, the HQCA 

provides a proxy panel process that is more robust than the 4-cut method.   

 

Other requirements: 

Physicians/PCNs do not need to have a validated/verified panel to participate.   If they do, the HQCA 

will generate panel reports based on VPLs.  Otherwise, HQCA proxy panels are used. 
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7. Telus Dashboard 

Description: 

Telus has a considerable foot print with regard to EMR utilization in Alberta.  At the present time, the three 

EMRs owned by Telus are used by more than 70% of all EMR physicians.  In 2015 Telus developed a 

purpose built quality improvement tool that exists within the EMR.  This tool is designed to offer aggregated 

graphical representations of EMR data to enable clinicians to quickly action any processes.  That 

aggregated data is made available within the EMR (dashboard is embedded) which makes it practical for 

users and provides them with complete control over the sharing of their metrics.   

 

Implementation & operationalization: 

Some PCNs have the Telus Dashboard in place and in use.  Telus Health Solutions reports that at the 

present time, 33 regional projects are focusing on providing data/metrics that support specific 

conditions.  They are: 

¶ Diabetes Management 

¶ Coronary Artery Disease Management 

¶ Congestive Heart Failure Management 

¶ Chronic Obstructive Pulmonary Disease 

Management 

¶ Chronic Pain Management 

¶ End of Life Care Management 

¶ Mental Health Management (Adult + Child 

& Youth) 

¶ Complete Care Patient Care Planning 

Management / CDM Recall Management 

¶ Prevalence Measurement 

¶ Clinical Quality Indicators

 

Other Requirements: 

Physicians and clinics must have a Telus EMR in place in order to take advantage of this option.  It is 

currently not available on all Telus platforms but that work is underway and the vendor plans to 

make it available for all EMRs in the near future.   

 



45 | P a g e  
 

Supporting Graphic for Secondary Use of Data to Support Primary Care  

Themes Chinook PCN web-
based portal 

AHS Data Sharing 
Solution 

CPCSSN PHAN SPARC HQCA Panel 
Reporting 

Telus Dashboard 

Functionality ¶ Multiple entry points to 

multiple systems 

reduced to a single 

entry point to data 

¶ System designed for 

operational 

management, service 

evaluation & planning, 

but could be adapted 

for research purposes 

¶ Data extracted from 

PCN / clinic EMRs and 

matched to claims / 

billing data from AH 

and activity data from 

AHS. Wider dataset 

and range of reports 

(e.g. secondary care 

use) 

¶ Multiple entry points to 

multiple systems 

reduced to a single 

entry point to data 

¶ Additional agreement 

would be required to 

match to AH 

claims/billing data 

¶ Access to full dataset 

of items on PCN / 

clinic & EMRs, and 

potentially AH 

claims/billing data 

means significant 

opportunity for 

research but no 

national data 

¶ Data extracted from 

PCN / clinic EMRs & 

matched to claims / 

billing data from AH 

and activity data from 

AHS. Wider dataset 

and range of reports 

(e.g. secondary care 

use) 

¶ A single entry point 

to PCN / clinic EMR 

data, but data is de-

identified and may 

be matched to AHS / 

AH data & therefore 

multiple entry points 

remain 

¶ Opportunity to 

access national 

datasets to perform 

research 

¶ Data extracted from 

PCN / clinic EMRs 

only & focused on 

11 conditions only.  

¶ Would require 

further work with 

CPCSSN to match 

AHS & AH data in 

particular as 

CPCSSN extract de-

identified data would 

require patient 

identifiable data to 

match with AH and 

AHS 

¶ Provides analytic 

support & generates 

reports for research 

purposes.  

¶ Multiple entry points 

to multiple systems 

reduced to a single 

entry point to data 

¶ Access to full 

dataset of items on 

PCN / clinic and AHS 

EMRs and AH claims 

means significant 

opportunity for 

research but no 

national data 

¶ Broad range of data 

accessed from AHS 

EMR and AH claims 

systems. However it 

is assumed that data 

matching with PCN / 

clinic EMR data 

would enable a 

repository 

comparable to that 

of the Chinook web-

based portal 

¶ Multiple entry points to 

multiple systems 

(including data on wider 

determinants of health) 

reduced to a single entry 

point to data 

¶ Access to fullest dataset 

of items on PCN / clinic & 

AHS EMRs, AH claims & 

other dataset (e.g. social, 

justice, economic, 

education) means 

significant opportunity for 

research but no national 

data 

¶ Broadest range of data 

accessed from AHS EMR, 

AH claims systems & other 

systems (e.g. social, 

justice, economic, 

education).  

¶ It is assumed that data 

matching with PCN / clinic 

EMR data would enable a 

repository of the widest 

set of data & availability of 

reports 

¶ The HQCA provides the 

analytics such as patient 

characteristics, chronic 

conditions, and health 

service utilization.  

¶ The metrics used in the 

report are updated yearly 

and current work is 

expanding into a wider 

range of data (on 

feedback from 

physicians) 

¶ As provincial custodian 

with legislated mandate, 

HQCA has access to or 

can get access to the 

majority of healthcare 

databases in Alberta 

including Claims Data, 

Hospital, Ambulatory; 

and other AHS Data 

available in the AHS 

DRR. 

¶ For physicians who do 

not have 

validated/verified patient 

panels, the HQCA proxy 

panel algorithm is used. 

Reports based on 

validated panels are 

provided with VPLs, 

where DSAs are in place.  

¶ Potential shift to 

interactive E-reporting 

¶ Telus EMRs have the 

capability to have an 

embedded 

dashboard 

¶ EMR data related to 

specific conditions is 

aggregated and 

provided back to the 

use in the EMR 

¶ The metrics are used 

to provide 

opportunities for 

quality improvement 

projects and to 

enable decision 

support for 

physicians and other 

team members 

¶  

Current use ¶ Solution in place in 

one PCN in Alberta. 

¶ Solution in place in 

AHS clinical teams only 

¶ Solution in place 

across 250 family 

physicians / nurse 

practitioners in 

Alberta. 

¶ Interim solution in 

place – access to 

aggregated and 

analyzed datasets 

only – access to full 

dataset in 2016/17 

¶ No solution in place ¶ 2000 Physicians 

currently receiving via 

entirely voluntary request 

process (Passive 

Recruitment). Hence 

extensive penetration 

with Alberta PHC 

physicians.  

¶ At the present time, 

not all EMR platforms 

owned by Telus have 

this capability but 

that is soon to 

change.   

¶ Some PCNs (numbers 

are unknown at this 

time) in Alberta are 

using 
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Supporting Graphic for Secondary Use of Data to Support Primary Care  

Themes Chinook PCN web-
based portal 

AHS Data Sharing 
Solution 

CPCSSN PHAN SPARC HQCA Panel 
Reporting 

Telus Dashboard 

Scalability ¶ Will require significant 

scaling up by the 

vendor, Globe 5 

¶ AHS capacity unknown 

to scale up to all PCNs 

/ clinics across Alberta 

¶ CPCSSN capacity 

unknown to scale up 

across Alberta 

¶ PHAN capacity 

unknown to scale up 

to all PCNs / clinics 

across Alberta 

¶ SPARC capacity unknown 

to scale up to all PCNs / 

clinics across Alberta 

¶ Scalable to include all 

family physicians 

¶ Telus plans to scale 

this tool to be 

available by all EMRs 

for use 

PCN / 

Provider 

Requirements  

¶ PCNs will require 

analysts to provide 

data analytics and 

generate reports. 

¶ PCNs will require 

change management 

capacity 

¶ PCNs will require 

capacity (i.e. panel 

managers) in order to 

establish a verified 

patient panel to access 

AHS data 

¶ PCN will need IMAs 

with each participating 

clinic, AH, AHS, and the 

vendor to govern the 

safe and secure 

transfer and use of 

data 

¶ PCNs will require 

analysts to provide 

data analytics and 

generate reports. 

¶ PCNs will require 

change management 

capacity – supported 

by AHS 

¶ PCNs will require 

capacity (i.e. panel 

managers) in order to 

establish a verified 

patient panel to access 

AHS data 

¶ PCN will need IMAs 

with each participating 

clinic, Ahs, and 

potentially AHS, to 

govern the safe and 

secure transfer and 

use of data 

¶ CPCSSN will lead the 

implementation of 

the solution 

¶ CPCSSN does not 

match with AHS data 

so a verified patient 

panel is not required 

– however PCNs may 

wish still to access 

AHS data and will 

need capacity (i.e. 

panel managers) to 

establish a verified 

patient panel. 

¶ PCN / clinics will 

need IMAs with 

CPCSSN to govern 

the safe & secure 

transfer & use of 

data (but only with 

AH and AHS if 

accessing matched 

data 

¶ PHAN provide access 

to the data and 

reports but PCNs will 

require analytic 

capacity and 

capability to make 

best use of the data 

¶ PHAN will lead the 

implementation of 

the solution 

¶ PCNs will require 

capacity (i.e. panel 

managers) in order 

to establish a 

verified patient 

panel to access AHS 

data 

¶ PCN will need IMAs 

with each 

participating clinic, 

AH and AHS to 

govern the safe and 

secure transfer and 

use of data 

¶ SPARC will provide access 

to data and reports but 

PCNs will require analytic 

capacity and capability to 

make best use of the data 

¶ PHAN then SPARC will 

lead the implementation 

of the solution 

¶ PCNs will require capacity 

(i.e. panel managers) in 

order to establish a 

verified patient panel to 

access AHS data 

¶ PCN will need IMAs with 

each participating clinic, 

AH, AHS, and AIHS to 

govern the safe and 

secure transfer and use of 

data 

¶ Physician must sign a 

request form; and if 

validated panel is used, 

a data sharing 

agreement is completed. 

This work is covered by 

an accepted Privacy 

Impact Assessment.  

¶ Metrics are 

aggregated and 

embedded in 

dashboard format 

right in the EMR 

¶ PCNs may require 

training and change 

management support 

to enable optimal use 

¶ By aggregating 

metrics and not 

patient data, data 

privacy issues are 

addressed.  

¶ Patient data is not 

shared.  Only 

population statistics 

are shared  

Data Capture ¶ Data capture enabled 

from only 5 types of 

PCN / clinic EMRs 

¶ No experience of data 

capture from PCN / 

clinic EMRs 

¶ Data capture 

enabled from 

approx. 13 types of 

PCN / clinic EMRs  

¶ No experience of 

data capture from 

PCN / clinic EMRs 

¶ No experience of data 

capture from PCN / clinic 

EMRs 

¶ No experience of data 

capture from PCN / clinic 

EMRs 

¶ Data (metrics, not 

patient specific data) 

capture is entirely 

from the EMR.   

Data Housed:  ¶ Data is held by an 

independent third 

party. 

¶ The repository is 

hosted by AHS. It is 

understood that family 

physicians may prefer 

an independent host 

for their PCN / clinic 

EMR data 

 

 

 

 

¶ Data is held by an 

independent third 

party. 

¶ The repository is 

hosted by AHS. It is 

understood that 

family physicians 

may prefer an 

independent host for 

their PCN / clinic 

EMR data 

¶ Data is held by AHIS, an 

independent third party. 

¶ Data held at the HQCA, 

as a provincial custodian 

under the HIA. 

¶ Data housed on a 

central server 
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Supporting Graphic for Secondary Use of Data to Support Primary Care  

Themes Chinook PCN web-
based portal 

AHS Data Sharing 
Solution 

CPCSSN PHAN SPARC HQCA Panel 
Reporting 

Telus Dashboard 

Frequency of 
Data Extraction 
/ Reporting 

Data extracted monthly 

and reports produced as 

and when required. 

Data could be extracted 

monthly and reports 

produced as and when 

required. 

Data extracted 

quarterly and so 

available quarterly on 

Data Presentation Tool 

but CPCSSN reports 

produced bi-annually 

Routine extractions of 

data, sometimes 

nightly, enables timely 

analysis, reporting and 

decision making 

Routine extractions of data, 

sometimes nightly, enables 

timely analysis, reporting and 

decision making 

Yearly, but can be scaled to 

be more frequent. 

Unknown at this time 

Benchmarking 

capability 

¶ Benchmarking data 

comparing individual 

physicians, clinics and 

PCNs could be 

produced if all 

participating 

physicians agree, but 

no national 

benchmarking data 

available 

¶ Benchmarking data 

comparing individual 

physicians, clinics and 

PCNs could be 

produced if all 

participating 

physicians agree, but 

no national 

benchmarking data 

available 

¶ Benchmarking data 

available comparing 

individual physician 

/ nurse practitioner 

to peers and at 

clinic, area, Province 

and national levels 

¶ Benchmarking data 

comparing individual 

physicians, clinics 

and PCNs could be 

produced if all 

participating 

physicians agree, but 

no national 

benchmarking data 

available 

¶ Benchmarking data 

comparing individual 

physicians, clinics and 

PCNs could be produced if 

all participating physicians 

agree, but no national 

benchmarking data 

available 

¶ Benchmarking across 

Physicians, PCNs and 

Zones 

¶ By sharing of 

statistics, peer to 

peer comparisons 

can be available.   
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V A Quality Management System for Primary Care 

 

A Quality Management System is: 

éõa system that enables a set of coordinated activities to direct and support an organization in order 

to continually stimulate improvements in the effectiveness and efficiency of its performance.õ 

 

At the present time progress in primary care toward implementing a quality management system 

remains unfulfilled.  It is hampered by widely disparate systems and expectations, missed 

opportunities, and inefficiencies in embedding quality management into business processes.  We 

recommend that there be agreement and commitment by all stakeholders to articulate a problem 

statement in an effort to arrive at a process or processes that will support the co-creation of 

sustainable solutions29.    

 

Principles for IM/IT: 

¶ We will support a collaborative effort inclusive of the key stakeholders within the Primary 

Health Care system (i.e. patients / public; family physicians / PCNs; PCN PMO / AMA; AHS; AH). 

¶ We will take a modular approach, making best use of existing people, organizations and IM/IT 

infrastructure and align them in a simple framework that strived to meet the needs of all 

stakeholders. 

¶ We will commit to creating no more and no less than what is required to build an effective 

Quality Management System. 

¶ We will commit to a cost effective set of solutions that consider and adapt to current 

infrastructure with a view toward sustainability and capacity building. 

¶ The solution will be co-created by all stakeholders and valued by all stakeholders who provide 

input into and make use of the data.    

¶ The Quality Management System will support the strategic directions for Primary Health Care 

(i.e. PHC Strategy & Action Plan; PCNe; Call to Action, others as identified). 

¶ The System will link with other external systems (i.e. CPCSSN; HQCA). 

¶ The system will be built on a framework where continuous quality improvement, quality 

management, and quality control are its lifeblood. 

¶ The System will match data to priorities, processes, outcomes and experience. 

 

 

 

 

                                                           
29 Kennedy, A., AHS & Fuchs, A., AMA, 2015 
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CUSTOMERS /  
SYSTEM USERS

DATA REPOSITORIES

DATA SYSTEMS

Patients and 
Caregivers

Pharmacists
Family Physicians, 
Clinic staff, PCNs

AHS AH AMA

Pharmacy Data 
Information System

DIMR + DAP = 
PHAN SPARC

Billing /  Claims Data
HQCA

CPCSSN

Population Health /  Public Health Data, Surveillance Data

AH/ AHS Personal 
Health Portal

Dr 2 Dr Secure 
Messaging for 

Physicians
Clinic EMRs Alberta NetCare

Data Portal 
(Chinook is e.g.)
EMRs (potential) 

Considered current state.  
The Chinook Data Portal might be considered a working model for a quality management 
system for primary care.  

CUSTOMERS /  
SYSTEM USERS

DATA REPOSITORIES

DATA SYSTEMS

PARTNERS

ENABLERS

Quality Management System for Primary Care 
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2. EMR to EHR Meaningful Use 

On July 28, 2015, an ad hoc EMR Meaningful Use Working Group (Co-Chaired by Dr. Heidi Fell and 

Prof. Denis Protti) was established to deliver a comprehensive report to the Negotiations Committee 

(senior representatives from AMA, AH and AHS) by August 30, 2015.  Because all information 

infrastructure development decisions contribute both dependencies and constraints affecting the 

potential for PCNe success in achieving fully mature PMHs the Sr. Project Manager was asked to 

participate.  The Medical Director for PCNe was also an ad hoc contributor to this work.  The report 

that was ultimately presented to the Negotiating Committee offered recommendations that would 

inform Schedule 1 (Secure Messaging) and Schedule 2 (EMR to EHR).  All recommendations 

provided were designed to offer a focus on quality and assurance and ultimately directionally 

support the framework and foundation for a provincial Clinical Information System (CIS) which 

provides Albertans with “one patient, one record” as well as to ensure that data is used to drive 

improvements in quality care for the delivery of enhanced primary care in Alberta30.   

The report is divided into three domains.   

¶ Part A:  Data Acquisition 

o Consists of two chapters that explore the Secure Messaging and EMR2EHR Data 

Exchange to Netcare initiatives. 

¶ Part B: Data Analysis  

o Consists of three chapters that explore the concepts associated with a Physician 

Cooperative, Analytics (Quality and Comparative Reporting) and an AHS EMR Information 

Sharing Framework 

¶ Part C: Supporting Processes  

o Consists of chapters regarding the importance of developing a Change Management 

Program and a Data Literacy Program to ensure capability, sustainability, and growth.   

Each section and chapter contains a set of recommendations with associated rationale.  

The report provides recommendations with regard to:   

¶ Potential use of EMR data for clinical analytics (e.g. clinical performance management), 

operational analytics (e.g. service utilization), and health system analytics  

¶ Functional specifications / requirements to enable desired use of EMR data 

¶ Assessment of options for providing data analytics capability against established criteria  

¶ Assessment of how to leverage and / or align currently existing assets in the system 

¶ Plan for integrating EMR data analytics functionality with AHS, AH, and other data sets 

¶ Plan an operational model for change management and adoption of data analytics functionality 

¶ Itemized cost estimate for solution build, ongoing maintenance, and change management 

¶ Recommendations on implementation plan (including resource requirements, timelines, roles 

and responsibilities, clearly articulated uses and exclusions if any, etc.) 

¶ Recommendations to include an initial data set and recommendation on additional sharing.   

 

  

 

 

                                                           
30 A copy of the EMR to EHR Meaningful Use Proposal, August 2015 is available upon request.  
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PCN 2.0 (PCN Evolution) Support from External Partner Projects: 

 

In 2015 the HQCA advanced their support for Primary Care and PCNe by undertaking the following 

projects with a coalition of engaged clinicians across the province.   

 

Project #1: 

HQCA Primary Care Measurement Coalition – Innovator Group 

 

A group of ‘innovator physicians’ committed to work with the HQCA to develop a scalable and 

sustainable measurement program in which primary care measurement data provided by the HQCA 

was used by physicians to inform improvements in their practices that would have tangible outcomes 

for patient care while offering opportunities for system level impact.  The deliverables included the 

following: 

1. Development of key metrics using administrative data sets that would be used to assist with 

panel management 

2. Demonstration of practice improvement through the use of key metrics and patient identifiable 

data provided by the HQCA 

3. Development of a strategy for spread 

4. Development of a method of gathering data and reporting on key economic indicators that would 

demonstrate the value of primary care services to the system. 

 

Project #2 

HQCA Primary Care Measurement Coalition – Minimum Data Set. 

 

One of the impediments to useful clinically relevant measurement within Primary Healthcare, despite 

the existence and wide-spread adoption of EMR tools, is the establishment of a Minimum Data Set 

and associated standard data definitions for application within EMRs.  Also fundamental to this is a 

process for systematic reporting of metrics from these data back to PHC providers, with appropriate 

peer to peer and over time reporting back to providers for the purpose of quality improvement, as 

well as aggregated / anonymized reporting at a higher PCN, Zone, or system level. The establishment 

of standards, and reporting are linked because the commitment to systematically capturing such 

data is contingent on its clinical relevance and usefulness to the PHC providers who must change 

their practice to collect it. 

 

While overall, activities such as paneling must be completed as a priority prior to broad engagement 

in this work, it is critical to work towards these standards in parallel, and working with PHC practices 

who are ready for this.  Likewise it will be important to connect this work with other activities in the 

province such as the proposed PHC data collaborative, work with CPCSN, potential government 

reporting requirements such as schedule B (PCN), and ongoing work to establish a common EMR / 

E.H.R. platform in Alberta. Ultimately - reporting of the resulting EMR based metrics should be 

combined with other reporting.  Deliverables for this project included the following: 

1. Establish a core set of primary care data and related metrics (in collaboration with leading 

physician practices and other stakeholders) that are clinically relevant and valid targets for 

ongoing clinical management and quality improvement at the practice level 

2. Refine operational definitions for data elements and key metrics 

3. Assess EMR potential and processes that would facilitate standardized capture and extraction of 

these data 

4. Development of a key metrics reporting format and platform (contingent upon available human 

resources to support) 
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Project #3 

HQCA – Panelling Support 

 

Panelling is a prerequisite to being able to use system level metrics for panel management and to 

stimulate practice improvement. Toward Optimized Practice (TOP) and some PCNs have approached 

the HQCA to support the paneling process by providing proxy panel lists to member clinics that are 

ready to begin paneling. In addition, TOP has suggested that a streamlined key metrics report in 

conjunction with an education program would be helpful to move more practices towards paneling.  

The deliverables associated with this initiative were: 

1. Establish a paneling process supported by patient identifiable data provided by the HQCA based 

on the proxy panel algorithm that addresses ethical issues around sharing and use of patient 

health information.  

2. Develop and provide a proxy panel report and data needed to support the paneling process by 

PCP who are ready to initiate paneling.  
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PCN 3.0 – the Road Map 
 

PCN 3.0 is what we believe will be the way forward for PCN transformation in Alberta.  That is 

beginning to be take shape in the form of a detailed Primary Care Road Map which is a collaborative 

effort on the part of the AMA programs (PCN PMO, TOP, and PMP) and AHS Primary Health Care 

Division.   

The Road Map to date (March 31, 2016)31 

Since 2013, the AMA and AHS along with AH and partners such as the HQCA, ACFP, and others, have 

supported PCNe which has been a grass roots initiative in an effort to realize the goals and 

objectives found within the Vision and Framework32 and Alberta’s Primary Health Care Strategy33 to 

assist PCNs and member clinics to create PMHs.  While there has been progress, it is clear that 

levers for change in one sector often lead to perceptions of barriers in others34 and the time has 

come to establish a road map for Primary Care that is blind to issues related to organizational 

structures and processes and seeks to better support PCNs in two ways: 

 

1.  Meet PCNs and member clinics where they are at with respect to PMH maturity. 

2.  Provide continuous and effective geographically zone-based support to PCNs and member 

clinics.   

 

In early November 2015, the Primary Care Alliance (PCA) asked for the AMA and AHS to strike a 

working group to develop a road map for Primary Care.  That working group is currently comprised of 

members of the AMA’s PCN PMO, PMP, TOP and AHS’s Primary Health Care Divisions and AIM.  At 

those first meetings, the Medical Director and the Sr. Project Manager for PCNe worked with the 

team to arrive at the following calculation that describes, at a high level, some assumptions for 

success: 

 

 

 

                                                           
31 Draft Conceptual Road Map for Primary Care. Presented to the Primary Care Alliance Board, March 21, 2016 
32

 PCN Evolution Vision &Framework: Report to the Minister of Health. Primary Care Alliance Board, December 2013 
33

 Alberta’s Primary Health Care Strategy.  http://www.health.alberta.ca/documents/Primary-Health-Care-Strategy-2014.pdf 
34

 Levesque, j., Haggerty, J., Hogg, W., et al. (2015). Barriers and facilitators for primary care reform in Canada: Results from a deliberative 

synthesis across 5 provinces.  Healthcare Policy, Vol 11 No2, page 56.  

Clinic end-
state informed 
by the patient's 

vision 

Provincial 
program 

reorganizaiton 

Team 
collaboration 

strategy 

Policy & 
funding 
changes 

Accountability 
expectations 
embedded 

ROAD 
MAP 



Page 54 of 58 
 

Road Map Approach 

The transformation to the PMH requires changing the way primary care is delivered.  PCNs play an 

essential role in this transformational journey and will need to support practices with their evolution. 

Both AMA and AHS Primary Health Care Division recognize their services need to align to leverage 

the skills and resources necessary to best support PCNs in their role as supports to member 

practices.  

To define the work the programs would focus on together, the working group chose to make use of 

the eight priorities, identified in the Clinic Level Medical Home Assessment as "implementation 

objectives" (See Appendix 2), to build the framework for the road map. The eight priorities include: 

 

¶ Leadership 

¶ Quality Improvement 

¶ Panel and Continuity  

¶ Team Based Care  

¶ CDM Planning 

¶ Patient Centered Interactions  

¶ Enhanced Access 

¶ Care Coordination 

 

The Medical Home Assessment was developed with the 10 Pillars of the PMH35 in mind, and is 

meant in part to assist clinics with measuring there progress toward “Medical Home-ness”. 

Anchoring the collaboration between AMA and AHS Primary Health Care Division to objectives 

identified in this assessment defines the scope of the work deployed together in a series of carefully 

orchestrated activities that are supported by these eight priorities.  

 

The purpose then of this road map is to clarify and convey to our stakeholders:  

¶ A vision for a PMH and  clinic end state (informed by the patient’s journey) 

¶ PCN supports required to achieve end state 

¶ Program supports available to PCNs as they work toward achieving  end state 

 

The framework created by the eight priorities provides the opportunity for the programs to be specific 

about the work they will do together in support of the PCNs, as well as to identify linkages to other 

activity out-of-scope, and better align their current resources.  

Working within this framework focuses resources in an efficient way, allows for collaboration on key 

messages and communications to share with PCNs and member clinics, and mitigates confusion 

about the supports and services available.   

 

 

 

 

 

 

 

 

 

 

                                                           
35

 PCN Evolution Vision &Framework: Report to the Minister of Health. Primary Care Alliance Board, December 2013 
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Principles 

1. We will ensure that the vision for our primary care Road Map is wholly patient centered and 

influenced by the patient’s journey across the continuum of care. (See Appendix 1) 

2. We are committed to consultation and collaboration between stakeholder groups; to work 

together to develop a shared understanding of the value of an Integrated Primary Care Road Map 

to the physician members, the PCNs and the Alberta Health Care System.  

3. The scope of our work together will focus on supporting the activities needed to ensure 

continued progress toward evolution of PCNs and the development of PMH, as articulated by the 

eight priorities.   

4. The 10 Pillars of the PMH will also influence our work at every level. We will include Population 

Health as the “11th Pillar” 

5. We will continue to engage and communicate key messages internally to our teams and 

stakeholders, as well as externally to PCNs and physician members, ensuring inclusion by each 

group as members of this collective work.  

6. Our role is to identify the gaps in the system and take the opportunity to realign our resources if 

we see a need our programs can fill, or support and inform at the micro/meso/marco level to fill 

gaps outside our scope. 

7. Collectively we will identify milestones, develop a framework to evaluate and measure our 

success, and hold ourselves and each other accountable, taking time to celebrate achievements.  

8. We will adhere to our agreed upon scope and recognize that all of the great work we’re doing in 

our programs may not be part of the Road Map.  We will also acknowledge that because the work 

may be outside the scope of this initiative does not suggest that it is not valuable or should not 

be done.  The work of the “Road Map” needs to be coordinated, prioritized, and focused.   

9. We need to consider the foundational work as the ground work to the larger objectives of the 

PMH.  

10. Time is needed to manage expectations and consider project life cycles. 

11. Flexibility and adaptability is crucial.  

 

Key Messages 

1. Currently our health care system is organized to manage acute and episodic care, which 

unintentionally limits the ability to provide comprehensive and coordinated primary health care 

services. With the initial launch of PCN Evolution and Alberta’s Primary Health Care Strategy, 

work is progressing on strengthening a primary health care system to ensure all Albertans have 

access to the right care, at the right place, at the right time, by the right provider, and in doing so 

reduce the demand on other areas of the system. More investment and alignment in to our 

system by leveraging resources and building on successes of PCNs and other partners in primary 

care is key. 

2. Change at multiple levels will be required in order to shift the current paradigm to focus on the 

primary health care system. To support system transformation, a common vision is required 

between the organizations that support the delivery of primary care as well as the delivery teams 

themselves.  PCNs, primary care physicians, and their health care teams, are being asked to play 

a major role in leading this transformation.  With support from the AMA and AHS (and other 

external partners) PCNs will be enabled to deliver care in a way that will ensure the system is 

able to evolve to better support Albertans. 



Page 56 of 58 
 

3. The Patient’s Medical Home (PMH) framework introduces the opportunity for a systematic 

approach to change by organizing patient care, emphasizing team work, coordinating care 

services and introducing evaluation and measurement principles to support multi-level decision 

making. 

4. The primary care roadmap to the PMH is a commitment made by the AMA and AHS’s Primary 

Health Care Division to continue developing a shared understanding of the key elements and 

supports necessary to implement, scale, and spread the PMH.  To accomplish this, the AMA and 

AHS Primary Health Care Division will work collaboratively with PCNs and external partners to 

develop processes and a structure that will support the Patients Medical Home (PMH) 

implementation.  

 

Team Approach 

The joint AMA/AHS working group has established a vision for how the two organizations will work 

together.  The team has agreed to the importance of:    

¶ Sharing Priorities: based on the eight priorities within the PMH.  

¶ Creating òOneó Shop: coming forward to and addressing system challenges together as “one 

shop” with the recognition of each organization’s resources, skills, and unique strengths 

¶ Enabling and Supporting the System:  and to support primary health care organizations with 

implementing initiatives to support the PHM. 

 

At its heart this model will be designed to recognize the influence of the patient’s journey in their 

efforts to support primary health care organizations as they implement initiatives that support the 

creation of the PHM. 

 

Matrix for Decision Making and Priority Setting 

There is a wide degree of variation between the PCNs and their member clinics with regard to 

maturity toward establishing medical homes and many if not all of the elements associated with it.  

Examples include EMR competence, panelling, measurement and evaluation, implementation of 

access strategies, and so on.  When discussing how to best support PCNs going forward, a variety of 

mechanisms have been tried.  All of those mechanisms have seen some success but all have had 

difficulty creating sustainability and spread.   

The working group has developed a zone-based team strategy that recognizes and honors the skills 

and resources available to PCNs from the AMA programs and from AHS’s Primary Health Care 

Division, and more.  Further opportunities exist to leverage supports from external partners such as 

the HQCA, AIHS, and the Universities.   

In order to develop and launch an operational matrix for decision making and priority setting relative 

to delivering supports to PCNs, more work needs to be done and this working group recognizes that 

upon endorsement by PCA for this strategy, the next priorities will include:    

¶ List the priority actions within each of the eight priorities of the Medical Home Assessment. 

¶ Define the functions of each team and list a basket of services that each team will deliver. 

¶ Identify membership (and required skill sets) on each team. 

¶ Describe the tools needed by each team and team member in order to meet PCN requirements. 

¶ Identify performance criteria (goals, objectives, milestones) for 2016, 2017, and beyond.   

¶ Develop a delivery structure that is blind to programs and organizations.  Instead, create a zone 

based leadership team that the members will be accountable for reporting. 

¶ Develop a regular, standardized and measurable reporting structure that all teams will adhere to. 

¶ Ensure transparency with regard to reporting. 
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Parking Lot and Next Steps: 

The following questions will be addressed in subsequent meetings following endorsement from PCA: 

¶ What are the actions in each of the priority areas that have been identified? 

¶ How will the programs work together to deliver on those actions?  

¶ How will success be measured? 

¶ What gaps exist (that we are aware of) at this time?  

¶ How will we consistently engage others in this work? 

¶ How will engage each other and work together regardless of program loyalties? 

¶ How will we ‘go out’ together to meet the customers’ needs? 

¶ What are the macro level conditions that may create risk with regard to our delivery of the work?   

¶ How do we manage or mitigate those risks? 

¶ What resourcing will be required? 

¶ What work will we say “no” to for now in order to prioritize this work? 

¶ How will we create a transition plan to enable PCNs to take over and own the work when they’re 

ready? 

¶ How will we know and how will the PCNs know that they are ready to take over?   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Page 58 of 58 
 

Conclusion and Recommended Next Steps  
 

Throughout the 2 years that PCNe has been underway there was awareness by all stakeholders that 

the most effective deployment of resources to support PCNs to continue the work of transformation 

would require tremendous coordination across programs, organizations, and partners.  Programs of 

the AMA and AHS are privileged to have wide ranging expertise available to support all of the stated 

objectives for primary care.  In addition, other external partners such as the HQCA, ACFP and others 

also have important contributions to make to system improvements.  However, to deliver large and 

sustainable improvements, organizations need to be willing to overcome both the real and artificial 

boundaries that exist because of differences in structure and function.  Initial steps in developing the 

Primary Care Road Map (PCN 3.0) are focusing on designing new ways of working together in order 

to maximize resources and expertise to provide support to PCNs and their member clinics in a zone 

based fashion across Alberta.   

As PCNS continue to transform to fully mature PMH’s the following recommendations for success 

include:   

1) Move ahead with support from AH to develop a concrete plan for robust governance and 

continued resources to ensure stable delivery of services to meet 

¶ Change management requirements 

¶ Capacity building requirements for increasing quality improvement activities and reporting 

¶ Requirements necessary to ensure the design and delivery of appropriate team-based care. 

 

2) Review all core provincial Primary Care directional documents.  Identify trends and themes in an 

effort to create a fundamental set of objectives and deliverables that are clear and consistent in 

order to ensure accountability by all programs, partners, and stakeholder groups to work together 

and to report on progress toward achieving specific performance outcomes over time.  The recently 

developed “Five Strategic Directions for Primary Care” (available upon request) should also be 

incorporated into this work when appropriate.   

3) With the tremendous growth that has resulted in primary care across Alberta in the last 10 years it 

is time to provide ongoing and reliable support to PCNs and member clinics by incorporating greater 

integration of population health activities. 

4) Provide resources to PCNs and Member Clinics to continue their efforts to further enhance team-

based care. 

5) While there has been significant progress with regard to EMR integration across the system, 

consistent and optimal EMR competency and a comprehensive primary care IM/IT strategy remains 

largely incomplete. Resources to develop the following are badly needed: 

¶ Change Management and education to support continued EMR optimization 

¶ Consistent EMR vendor engagement strategy aligned with an… 

¶ IM/IT Strategy for Primary Care 

6) Further incorporate the principles of PCNe into operations by infusing specific accountabilities and 

time-based deliverables into business planning templates, grant agreements, and formal 

agreements with PCNs. 

7) All partners will continue to collaborate toward creating a more comprehensive strategy for 

delivery of support services to primary care that acknowledges the skill sets and expertise across all 

programs and ensures appropriate delivery of those services.  Efforts to formalize roles of program 

partners and stabilize funding will ensure this happens. 


