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ABSTRACT
The Primary Care Initiative (PCI) was an innovative and unique initiative designed to support independent family physicians in the formation of a network, Primary Care Network, (PCN), in collaboration with
Alberta Health Services (AHS) that would identify local primary care strengths and gaps, with a goal of
developing programs and services at the local level that would address such gaps. Through a long-term,
2.5 year evaluation of the PCI, it was found that relative to patients/populations not served by a PCN, the
PCI generated considerable benefits to patients with respect to improved access, management of patients
with complex or chronic medical conditions, coordination of care, and support for the development and
expansion of multidisciplinary teams (MDT). Highlights of the key, important results included:
– the greater reported attachment to a regular family doctor (91% of patients in a PCN vs. 81%
among patients not served by a PCN);
–

less utilization of Emergency Room (ER) services (46 visits per 100 population by PCN patients,
compared to 52 visits per 100 population by non-PCN patients based on Alberta Health and
Wellness (AHW) administrative data, and supported by patient survey through patients’ selfreports);

–

better use of screening tools as part of health promotion and disease and injury prevention initiatives (Toward Optimized Practice (TOP1) data showed PCN physicians, compared to non-PCN
physicians, more commonly screened for smoking (93% vs. 77%), tetanus/diptheria immunization (59% vs. 33%), clinical breast exam (99% vs. 84%), mammography (96% vs. 85%), and bone
density (63% vs. 44%)); and

–

greater patient satisfaction with respect to wait times (PCN patients (75%) were more satisfied
than non-PCN patients (71%) with wait times for routine care) and involvement in treatment
plans (e.g., 66% of PCN patients with depression vs. 58% of non-PCN patients with depression
were given choices for treatment).
The PCI also contributed to the expansion of other health care providers (OHCPs) in Alberta communities,
with 4432 full time equivalent non-physician health care providers now working with family physicians in
the 29 PCNs to provide primary care as a result of the Initiative. This working relationship resulted in the
formation of MDTs that aimed to provide holistic patient care. All 29 PCNs reported having at least one
MDT, with the number of teams within PCNs ranging from one to 11. The PCI also contributed to:
–

increased access to chronic disease management (CDM) (66% of PCNs had CDM MDTs);

–

improved access to primary care, including some specialized services within the primary care
setting as 73% of physicians reported referring patients to PCN MDTs; and

–

PCN physicians having more time to spend with patients (75%) and the ability to use time appropriately (83%) as a result of MDTs.
The extent to which PCNs influenced the delivery of primary care were best exemplified by the very high
proportion (96%) of PCN physicians who indicated that they had changed the way they practiced medicine
as a result of their involvement with the PCN. A few key limitations and challenges of this work included
factors such as administrative data included up to the 2008-2009 fiscal year, while many PCNs were still
in early stages of operation, and data for the non-PCN physicians was based on a small sample size.3 Furthermore, the patient survey did not have the statistical power to detect impacts for sub-groups, such as
at-risk patients or patients with chronic disease. The original evaluation design called for a baseline and a
follow-up survey; however, the evaluation included only one wave of patient survey administration, limiting the ability to show trends in primary care between PCN and non-PCN patients over time.
1 TOP is an independent program, separate from PCI, which supports physician practices and the teams with which they work, by fostering the
use of evidence-based best practices and quality initiatives in medical care in Alberta. http://www.topalbertadoctors.org/
2 As of March 31, 2009 (Source: PCN Annual Reports)
3 The Welch Test was used to test significance between the PCN and non-PCN physicians to account for unequal sample sizes.
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I. EXECUTIVE SUMMARY
Highlighted below are the key findings associated with the Evaluation of the Primary Care Initiative (PCI)
completed by R.A. Malatest & Associates Ltd. during the period from December 1, 2008 to March 31,
2011. The evaluation findings benefit from the use of multiple lines of evidence and are based on substantial data collected from many sources using both quantitative and qualitative research methodologies.

1.1 BACKGROUND
Primary Care Networks (PCNs) were developed as Joint Venture Agreements between Non-Profit Corporations (NPC) of physicians and the AHS who collaboratively identified local priorities and developed programs and services, supported operationally and financially through the PCI, to better meet local needs.
Since their inception, PCNs have built on pre-existing primary care services from local family physicians
and pre-existing community health services from the Regional Health Authority (RHA). The five core PCI
objectives are:
1. To increase access to primary care;
2. To provide 24/7 access to appropriate health care services;
3. To increase emphasis on health promotion, disease and injury prevention, care of medically
complex patients, and patients with chronic disease;
4. To improve coordination and integration with other health care services, including secondary,
tertiary and long-term care; and
5. To facilitate optimum use of multidisciplinary teams (MDTs).
At the time this study was conducted, PCI was seen as a unique structure not existing in other Canadian provinces, involving a Trilateral Master Agreement between Alberta Health and Wellness (AHW), Alberta
Health Services (AHS) and the Alberta Medical Association (AMA). The
Trilateral Master Agreement established the foundation of the PCI – to
improve access to primary care services, to enhance availability to 24/7
care, and to address other critical areas of primary care including health
promotion and management of care for patients with chronic or complex conditions. Fundamental to the PCI was the understanding that local communities were best positioned to examine primary care strengths and gaps and would also be best
positioned to develop required programs and services to meet community needs. The Primary Care Initiative Committee (PCIC) governing PCI oversees delivery of primary care services through the PCNs and has
been composed of representatives from the three partner organizations.
AHW has funded the PCNs through annual per-capita funding ($50 per patient) and through other one
time funding (i.e., Specialist Linkages grants, Pharmacy Integration Pilot grants). AHW also funds the Program Management Oﬃce (PMO) which supports the PCNs. In FY08/09, the total expenditures for the PCI
were approximately $93 million which included per capita payments to 30 PCNs as well as the costs associated with the functioning of the PMO. Given the considerable investment in this health care delivery model, the PCI was subject to an extensive multi-year evaluation that examined process and implementation
issues (Formative Evaluation) as well as outcomes and net impacts (Summative Evaluation). The Formative
Evaluation was completed during the period from April 2009 to March 2010. The Summative Evaluation
was conducted from April 2010, to March 2011. This report synthesizes the key findings associated with
the overall Evaluation of the Primary Care Initiative. The goal of the evaluation was to establish whether
PCNs had met the five core PCI objectives.
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Although the focus of evaluation was to establish whether PCNs represented a better model of primary
care as compared to the model that was in place in Alberta prior to the introduction of the PCI, the evaluation design did not include a cost-benefit analysis due, in part, to the inconsistencies of reporting requirements. Likewise, administrative data was not always available in a consistent format or timeframe which
made comparisons diﬃcult.
The findings presented in this report summarize the key evaluation findings gained as part of a 2.5 year
evaluation of the PCI. The research included an examination of the evolution of the PCI and funded PCNs
over a period of more than 2.5 years. Although PCN level data was collected, the evaluation focused on system level impacts and not the specific outcomes of any particular PCN. The evaluation examined baseline
and follow-up survey data with PCNs (staﬀ, Administrative Leads, other), interviews with key stakeholders
in Alberta’s primary care system and site visits to almost all PCNs in operation between 2009 and 2010.
Furthermore, to provide context as to the extent to which the PCI had contributed to improved primary
care in Alberta, the research also incorporated data and methodologies that facilitated the comparison
of processes/outcomes among patients, physicians and staﬀ served by PCNs as compared to patients and
physicians who were not part of a PCN (non-PCN) defined on the basis of the 4-cut funding methodology4.
These methodologies included a large scale patient survey (PCN patients = 4,805, non-PCN patients =
3,008), surveys of physicians (PCNs and non-PCN), surveys of other health care providers (OHCPs) in PCNs,
focus groups with PCN patients and the analysis of summary statistics and/or administrative data sets
provided by AHW. Data was also provided by Toward Optimized Practice (TOP5).
It should be noted that the evaluation of the PCI was complicated by the roll-out of the Initiative. For
example, some PCNs were approved and implemented during the evaluation period. In this context, the
results could not be construed to reflect the “final” impact of the PCI or PCNs more specifically, as some
networks had only just started operations at the time of the evaluation. In this context, it should be emphasized that as PCNs “mature”, it is anticipated that additional impacts and more robust outcomes will
emerge.
As of March 31, 2011, 39 PCNs were in operation in Alberta providing patient care to more than 2.5 million
Albertans. There were also an additional five PCNs in development, with two having received approval,
while three more were pending. The provincial goal is to have 80% of Albertans receiving primary care
through a PCN by 2011.
The focus of this evaluation was 29 of Alberta’s PCNs operating at the time of the evaluation. Although 30
PCNs were visited during the Formative Evaluation, one PCN did not participate in the Summative Evaluation due to insuﬃcient staﬀ resources. Specifically, it lacked an Executive Director and only had one Physician Lead. The majority of these networks (17) had been in operation since 2005-2006. Eight (8) PCNs had
existed since 2007, while the most recent networks (4) were developed in 2008. As a result of the variable
approval and implementation of PCNs over time and throughout this evaluation, it is important to be cautious in interpreting the results as some PCNs involved were in start-up phase while other PCNs were more
established.

4 Definition provided in Glossary of Terms (Appendix A). Source: Revised Schedule “G” of the Master Agreement Regarding the Trilateral Relationship and Budget Management Process for Strategic Physician Agreements, May 22, 2008.
5 TOP is an independent program, separate of PCI, which supports physician practices and the teams they work with, by fostering the use of
evidence-based best practices and quality initiatives in medical care in Alberta. http://www.topalbertadoctors.org/
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1.2 MAJOR FINDINGS AND CONCLUSIONS
The major findings are organized by the nine key service dimensions identified for the study including:
–

Design and Implementation;

–

Access;

–

24/7 Management of Access;

–

Promotion and Prevention;

–

Complex Patients and Patients with Chronic Disease;

–

Coordination and Integration;

–

Multidisciplinary Teams;

–

System Level Design; and

–

Process Learning.

It should be noted that more detailed analysis of the evaluation findings can be found in the Primary Care
Initiative Evaluation – Summative Evaluation Technical Report, Primary Care Initiative Evaluation – Formative Evaluation Technical Report, and Primary Care Initiative Evaluation – Formative Evaluation Summary
Report.

DESIGN AND IMPLEMENTATION
The “flexibility” in the design and roll-out of the Primary Care Initiative secured a high level of support
and interest among physicians who were interested in forming a Primary Care Network.
The PCI was designed to recognize that diﬀerent communities would have diﬀerent requirements. As noted in the Formative Evaluation, in this context, the PCI did not prescribe the specific programs and services
that each PCN would be required to provide, but rather, prescribed a process which the PCNs would need
to complete to ensure that programs/services developed would be based on significant consultation and
planning. A central premise of the PCI was that the local community was best positioned to identify and
develop required programs and services. This underlying philosophy was generally seen as a key strength
by Formative Evaluation key informants of the Initiative and contributed to the significant and sustained
interest in the Initiative among Alberta physicians, OHCPs, and AHS. Another strength of the Initiative was
the Trilateral Master Agreement, which was seen as an eﬀective vehicle to ensure that the three major
partners involved in primary care in Alberta – namely AHW, AHS and the AMA – could work together to
support a new model of primary care delivery.
Implementation of the Primary Care Initiative could have benefited from templates, best practices and
central support in some key areas.
Notwithstanding the high level of interest and support in the Initiative, it was clear that PCNs that were
approved early in the process could have benefited from the development of templates (e.g., Business
Plan) and possible best practices in business planning process and establishment of operational model.
Such documents/guidelines could have assisted them in the selection/hiring of Executive Directors (for
example, what would be the role of such individual?... what types of competencies would be required for
this position?... which management models worked best for PCNs?, etc.).

3

PRIMARY CARE INITIATIVE EVALUATION

Establishment of a new organizational structure was seen as a challenge for a sector that had traditionally
been characterized by physicians who operated independently or in small group practices. As noted by key
informants in the Formative Evaluation, guidelines as to possible structures, roles and responsibilities, and
reporting requirements could have partially alleviated the start-up frustrations experienced by PCNs which
formed early in the Initiative. Early PCNs reported that templates provided by the PMO were often diﬃcult
to complete, and that the reporting requirements frequently changed in the first few years of the PCI. It
should be noted that the PMO had since developed a range of materials, such as templates and guidelines
for completion of Business Plans, Annual and Mid-Year Reports, Budget documents, templates for forming Joint Venture Agreements, guidelines on Specialist Linkages Funding, PCN insurance considerations,
etc., that can be used by newly forming PCNs to assist in their development and formation. Also impacting
implementation, restructuring of the RHAs into AHS was noted by key informants to have caused confusion and delays in decision-making with respect to PCN operations, including programming development.
The initial Joint Venture Agreements which were with the RHAs, were oﬃcially taken on by AHS on March
31, 2009.
A common issue raised, and still aﬀecting many PCNs, was the limited guidance and support provided in
terms of appropriate Electronic Medical Record (EMR) solutions. PCNs reported expending considerable
time and resources evaluating diﬀerent EMR platforms and coordinating the implementation or management of platforms’ eﬀectiveness among PCN clinics. PCNs felt that this activity could have benefited from
central support or direction from the Physician Oﬃce System Program (POSP)6. It was noted that POSP
provided funding and support to individual physician clinics only, not to PCNs, and the support was limited
in that the POSP mandate stipulated each physician clinic make its own decision on the EMR vendor based
on research and need; thus POSP did not recommend specific vendors. As a result, some PCNs and the
clinics therein waited for more clear direction from POSP prior to investing in EMR. Those that selected
EMR platforms independently at the clinic level experienced information sharing challenges at the PCN
level due to multiple EMR platforms.

ACCESS
The Primary Care Initiative resulted in a marked increase in the proportion of Albertans attached to a
family physician.
A key goal of the PCI was to increase access to primary care services via attachment to a primary care
physician. Analysis of the data strongly supported the positive impact that PCNs had in terms of improving
patient attachment to physicians. Based on the large scale patient survey, it was found that patients served
by a PCN were much more likely (+10%) to self-report that they were attached to a physician (regular family doctor) than were patients with physicians who were not in a PCN.
More than 91% of PCN patients noted that they were attached to a regular family doctor, in contrast to
81% of non-PCN patients who noted that they were attached to a physician.
Primary Care Network patients showed longer attachment to their family doctor as compared to nonPrimary Care Network patients.
Survey results indicated that patients attached to a PCN physician were significantly more likely to be
attached to that physician for five or more years (64%) as compared to patients attached to a non-PCN
physician (55%).
6 POSP is an independent program, separate of PCI, which supports the use of technology in physician clinics to enhance clinic workflow and
patient care. http://www.posp.ab.ca/about-posp.aspx
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The Primary Care Initiative supported considerable expansion of primary care services to Albertans
served by Primary Care Networks.
Data collected as part of the evaluation suggested that increasing patient access to primary care was a priority for almost all PCNs. For example, almost all PCNs (90%) noted that they had implemented programs
or policies designed to decrease the proportion of unattached patients in their catchment areas. Examples
of such activities included creation of unattached registries and the provision of physician lists accepting
new patients to those accessing after-hours care clinics. Furthermore, a similar proportion of PCNs reported the development of strategies to link unattached patients to a primary care physician. Overall, improving access was a priority initiative for a number of PCNs. Across all PCNs when examining expenditures on
“Priority Initiatives”, PCNs allocated, on average, 22% of their initiative funding to access-related activities.
Primary Care Network physicians identified several positive access-related changes as a result of their
involvement in a Primary Care Network.
The survey of physicians conducted as part of the evaluation corroborated the findings experienced by
patients. Specifically:
–
–
–

–

38% of PCN physicians reported that they were able to see more patients as a result of joining
the PCN;
the proportion of PCN physicians who indicated that they were accepting new patients (open
practice) increased from 12% of physicians in 2009 to 16% of physicians in 2010;
among PCN physicians, three-quarters (75%) reported that they had capacity to provide sameday care to patients with urgent care needs. In comparison, only 57% of non-PCN physicians
reported that they could provide the same-day care to patients with urgent requirements; and
non-urgent care was provided within an average of three days among 65% of PCN physicians
and only 51% of non-PCN physicians.

24/7 MANAGEMENT OF ACCESS
Primary Care Networks have done a good job of informing patients of after-hours care alternatives.
The results of the evaluation suggest that PCNs were doing a good job of informing patients of where they
could access primary care services when their physician’s oﬃce was closed. Highlights include:
– a higher proportion of PCN patients (68%) indicated that they knew where to go to access afterhours care, compared to non-PCN patients (53%);
– PCN patients were able to identify alternative (non Emergency Room (ER)) care options to
a greater extent than did non-PCN patients (e.g., walk-in clinic: PCN 57% vs. non-PCN 52%;
Health Link: PCN 10% vs. non-PCN 9%; and urgent care centre: PCN 8% vs. non-PCN 5%);
– PCN patients were also more likely to indicate that they could obtain an after-hours clinic appointment compared to non-PCN patients (PCN 35% vs. non-PCN 31%) and could access care
from an on-call physician (31% vs. 28%);
– physicians who were not members of a PCN were significantly more likely — than physicians
attached to a PCN — to direct their patients to the ER for after-hours care (64% vs. 47%); and
– PCN physicians were participating in the provision of after-hours care at a relatively high rate
(64%); either PCN-based (32%), clinic-based (20%) or regional/hospital-based (22%) afterhours care. In comparison, physicians not attached to a PCN had higher rates of regional/hospital based (43%) after-hours care participation.
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There was strong evidence that the Primary Care Initiative resulted in a reduction in Emergency Room
visits among Primary Care Network patients.
Administrative data summary statistics (FY08/09) supplied by AHW provided insight as to the utilization of
ER services for patients served by a PCN compared to non-PCN patients. Highlights include:
–
–
–

–

the proportion of unique PCN patients who visited an ER in FY08/09 (22.6 patients per 100
population) was lower than that of non-PCN patients (23.5 patients per 100 population);
average number of ER visits made by non-PCN patients (52 visits per 100 population) was
greater than number of visits by PCN patients (46 visits per 100 population);
based on the FY08/09 data, applying the non-PCN ER visitation rate (52 visits per 100 population) to the PCN population of 1,575,275 would have resulted in 819,143 visits which was
95,882 more visits than what was actually recorded in FY08/09 for PCN patients. In this context,
it can be calculated that the net impact of the PCI in terms of reduced ER usage was 95,882
fewer visits in FY08/09; and
over the past six months, PCN patients reported visiting the ER on an average rate of 42 visits
per 100 population. In contrast, non-PCN patients visited the ER at a rate of 49 visits per 100
population. Thus, PCN patients visit or self-report visiting the ER less than do non-PCN patients.

PROMOTION AND PREVENTION
Primary Care Network business planning processes supported the identification and development of appropriate programs and services.
A major strength of the PCI was the allocation of resources to support community planning/consultation
to identify population characteristics, risks and service gaps. This planning process was based upon bilateral agreements between participating physicians and AHS which served to ensure that a system-wide
perspective was obtained in terms of the development of health promotion/prevention programs or services. Findings show that:
–

expenditures on health promotion/prevention programs represented less than 2% of PCN priority funding; and

–

almost all (92%) PCNs did implement or expand one or more health promotion/prevention
programs or services.

It is diﬃcult, however, to estimate full expenditures on health promotion/prevention given that MDTs and
programming focusing on chronic disease management (CDM) also address the area of promotion and
prevention among patients.
Data from the TOP Initiative suggests that PCN physicians were considerably more likely to oﬀer screening tests for a range of risk factors than were non-PCN physicians. Examining the charts for the first ten
adult annual/periodic health exams, three to nine months after physicians began participation in TOP, it
was found that physicians attached to a PCN were significantly more likely to be screening for smoking
behaviour (93% vs. 77%), tetanus/diphtheria immunization (59% vs. 33%), mammography (96% vs. 85%),
and bone density (63% vs. 44%).
PCN patients were more likely than non-PCN patients to note that they had received information from
their physician clinic related to “healthy living”, specifically information about increasing physical activity
(42% vs.39%), improving diet/nutrition (42% vs. 37%), and maintaining healthy body weight (42% vs. 37%).
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However, it was interesting to note that while PCN patients reported greater receipt of such information,
the extent to which they acted upon the information was no diﬀerent from non-PCN patients. When analyzing the data for those most at risk (i.e., smokers, those in fair or poor health), PCNs appeared to do
slightly better than non-PCNs in terms of eﬀecting lifestyle changes for at-risk patients.

COMPLEX PATIENTS AND PATIENTS WITH CHRONIC DISEASES
Multiple lines of evidence suggested that Primary Care Network physicians were more involved in
screening and were more likely to have utilized evidence-based drug therapies to address chronic conditions as compared to non-Primary Care Network physicians.
Consistent with the finding that PCN physicians tended to adopt a more comprehensive screening approach than was the case among non-PCN physicians, the results of the evaluation also suggested that
PCN physicians were also utilizing evidence-based drug therapies to address chronic conditions to a greater extent than that of non-PCN practices. For example, in a data set of individuals covered through the
Alberta Health Care Insurance Plan (AHCIP) and whose Alberta Blue Cross premiums were covered by the
provincial government, a greater proportion of PCN patients were on drug therapies for four out of five
chronic conditions (diabetes with hypertension therapy, diabetes with cholesterol control therapy, hypertension, and congestive heart failure) as compared to their non-PCN counterparts7.
Programs and services that targeted complex patients and/or patients with chronic disease was a priority in most Primary Care Networks.
In FY08/09, PCNs allocated more than one-quarter (26%) of their priority initiative (program) budget to
initiatives/services that addressed complex/chronic disease patients. Furthermore, a substantial proportion of the MDT (29% of PCN priority initiative funding) was also targeted for teams that address complex/
chronic disease patients.
Shared care pathways were common among Primary Care Networks.
The majority of PCNs (93%) noted that they had begun to use shared care pathways in the treatment of
complex and chronic disease patients. In most cases, the shared care pathway was implemented through
the PCN MDT, and included alignment with AHS programs and services such as Addiction and Mental
Health. Importantly, at some sites the shared care pathways were said to encourage the translation of
practice guidelines into local protocols which were then applied to clinical practice.8 Examples of complex or chronic disease programs that used shared care pathways included the Nurse Led Anticoagulation Management Program, Chronic Disease Management Nurse Support Program and nutritional support
programs that included a dietitian.
Primary Care Network physicians were confident of the availability of resources that allowed them to
provide care to diabetic patients.
The evaluation suggested that PCN physicians were more confident than non-PCN physicians that they had
the resources to provide care to diabetic patients that conformed to accepted standards of practice and
allowed them to:
– regularly monitor glycated haemoglobin (HbA1c) when targets were not met or therapy
adjusted (PCN 84% vs. non-PCN 66%);
– educate patients about better self-management (PCN 84% vs. non-PCN 55%);
7 Note: This sub-section of population consists in large part of seniors (age 65+) and Assured Income for the Severely Handicapped (AISH)
recipients.
8 The non-PCN physicians did not have MDTs with which to develop shared care pathways. Thus, the degree to which this was occurring
among non-PCN physicians could not be measured.
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– provide nutritional therapy (PCN 75% vs. non-PCN 60%); and
– assist in engaging in appropriate levels of physical activity (PCN 60% vs. non-PCN 41%).
The patient survey further illustrated the impact of the PCI in promoting patient involvement in treatment
plans. Chronic disease PCN patients were significantly more involved in treatment plan development as
compared to their non-PCN counterparts, with physicians more commonly:
– asking their opinion (arthritis 43% vs. 34%; depression 54% vs.45%; anxiety 51% vs. 43%);
– providing treatment choices (depression 66% vs. 58%; diabetes 58% vs. 50%; asthma 54% vs.
46%);
– working to tailor the plan to the patient’s life (depression 62% vs. 57%, asthma 51% vs. 42%).
The evaluation also indicated that patients with COPD or diabetic conditions in a PCN as compared to
those patients not in a PCN, more frequently had increased level of physical activity (diabetes 65% vs.
56%; COPD 53% vs. 35%), improved diet and engaged in better stress management (diabetes 77% vs. 73%;
COPD 62% vs. 53%).

COORDINATION AND INTEGRATION
The Primary Care Initiative had supported the coordination and integration of primary care service delivery at the community level.
A key aspect of the PCI was to enhance communication and coordination of service delivery across a range
of service providers. The establishment of the Trilateral Master Agreement was instrumental in encouraging the development of appropriate primary care services that recognized regional strengths and/or
service delivery gaps. As noted by key informants in the Formative Evaluation, at the PCN level, the Joint
Venture Agreement between the NPC of physicians and AHS also attempted to ensure that the programs
and services developed did not duplicate existing services, but rather addressed primary care gaps that
were identified through the PCN business planning process.
Evidence of improved coordination and integration was obtained through a number of evaluation measures including high levels of agreement that PCNs had improved information sharing between PCN health
care providers (86% physicians); shared care pathways (100% Physician Leads); and protocols/clinical tools
for sharing patient information (80% physicians). Further, PCN patients were more confident that the
health care provider that saw them at their last clinic visit was aware of their health issues (77% PCN vs.
72% non-PCN). Other positive outcomes in relation to linkages with external health services noted by key
informants included case conferencing with home care, increased access to health care services (e.g.,
rehabilitation/recovery beds, psychiatric support), stronger working relationships between PCN and hospitals/community pharmacists and the development of specialist referral databases/referral coordinators
leading to a streamlined referral process with fewer inappropriate referrals.
Primary Care Networks had developed relationships with health services external to the Primary Care
Network.
To support coordination and integration, PCNs had developed linkages with a wide variety of health care
organizations both within AHS and with external agencies and providers, most notably:
– home care (100%);
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– community mental health (90%);
– community health services (90%) or public health (84%);
– hospitals (84%)/ERs (84%); and
– physician specialists (84%).
The aforementioned organizations are all within AHS (most physician specialist services, some nursing
homes, schools and social services are outside of AHS). Specific examples provided by Physician Leads/
Program Administrators of agencies with which linkages had been made included AHS, nursing homes,
schools and Family and Community Support Services (FCSS).

MULTIDISCIPLINARY TEAMS
Multidisciplinary Teams’ expansion had been a cornerstone of Primary Care Initiative priority funding.
The establishment and expansion of MDTs had been a key priority for most PCNs. In FY08/09, expenditures
on MDTs represented 29% of total priority initiative funding across all PCNs. Furthermore, 100% of PCNs
reported having at least one MDT, and there was a 10% increase in the number of MDTs operating in PCNs
on a year-over-year basis (2010 vs. 2009). Among the PCN health care providers surveyed, one-half of the
physicians (50%) and most of the OHCPs (80%) worked in at least one of the MDTs in their PCN.
Multidisciplinary Teams’ continue to be well-functioning units within Primary Care Networks.
As highlighted in the Formative Evaluation Technical Report, both PCN physicians and OHCPs were very
satisfied with the operation of their respective MDTs. Furthermore, data collected in the evaluation suggested a continued improvement in terms of PCN physician/OHCP satisfaction with the operation of their
respective MDT. In this context, the maturation of the MDTs reinforced physician/OHCP satisfaction with a
range of MDT characteristics including vision and leadership, shared understanding, role clarity, structure,
communication and professional development.
Multidisciplinary Teams’ members continue to work to their full scope of practice in Primary Care Networks.
As noted in literature, an important component of team-based care is the ability of members to utilize
their expertise in providing patient care. The majority of OHCPs surveyed reported that they were able to
work to their full scope of practice when working within MDTs (86%) and PCNs (85%), suggesting the PCN
MDTs’ health care providers believe there is appropriate utilization of their professional expertise.
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SYSTEM LEVEL DESIGN
The Trilateral Master Agreement and Primary Care Network Bilateral Agreements (Joint Venture)
were seen as critical to the establishment of an innovative primary care service delivery model.
The Trilateral Master Agreement was identified by stakeholders as a unique structure not found in any
other Canadian jurisdiction to support primary care reform. The Trilateral Master Agreement was seen as
an eﬀective vehicle to ensure that the three major partners involved in primary care in Alberta – namely
AHW, AHS and the AMA – could work together to support a new, collaborative model of primary care
delivery.
At the local level, the business planning process that PCNs were required to complete prior to establishing
a PCN was also viewed by Administrative Leads as a promising practice. Having the physicians, who made
up the NPC, enter into formal Bilateral Agreements (Joint Venture) with the RHAs (now AHS) helped ensure that programs/services were not developed in isolation and would better meet the specific primary
care gaps in each community. This innovation, in and of itself, had proven to be eﬀective in supporting
evolution of primary care services in Alberta from governance to operations locally.
Primary Care Networks had an impact on the way Primary Care Network physicians provided health
services.
Overall, 96% of PCN physicians surveyed noted that the introduction of the PCN had changed the way they
provided health care services: 40% of physicians noted the magnitude of the change to be “very much”
(4%) or “quite a bit” (36%). This was consistent with the introduction of MDTs, which provided a new approach to patient care and was supported by evaluation results reported on MDTs.
Primary Care Networks had strengthened the relationship between patients and primary care providers.
The establishment of PCNs has had a significant impact on the ability of PCN physicians and OHCPs to build
relationships with patients. PCN physicians and OHCPs strongly felt that the PCN contributed to their ability to be involved in all aspects of patient care, resulted in improved communication between the health
care provider and patient, enabled the health care provider to spend more time with patient and strengthened the trust between the health care provider and patient.
This perception that the PCN had enabled health care providers to provide better care to patients was also
mirrored in the patient survey. Overall, the proportion of patients who were satisfied or very satisfied with
their primary care overall was higher among patients who were in a PCN (80%) as compared to patients
who were not in a PCN (76%). In comparison, the Health Quality Council of Alberta (HQCA) showed that
only 62% of Albertans who received health services in 2010 were satisfied or very satisfied.
Primary Care Networks had contributed to improvements in Primary Care Network physician retention.
PCNs were also designed to improve working conditions for primary care physicians, which would ultimately lead to the greater retention of family physicians in Alberta. The results of the evaluation suggested
there was a marked impact on physician satisfaction based on a comparison of attitudes between PCN
physicians and non-PCN physicians, especially with respect to professional development and reduction in
administrative burdens.
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The results of the evaluation suggested there was a high degree of loyalty to PCNs among physicians and
OHCPs. For example, only 6% of PCN physicians and 2% of OHCPs indicated a desire to leave their PCN
sometime in the future. This means that most physicians and providers wanted to remain in their current
position.
Program evaluation budgets in Primary Care Networks remained low, suggesting Primary Care Networks had made only limited progress and had limited expertise to self-assess the eﬀectiveness of developed programs/services.
An important component of system level design was noted to be the development of mechanisms that
would support the continuous monitoring and adjustment of programs and services to meet community
needs. Although PCN Administrative Leads emphasized that the normal business planning cycle required
consultations with community organizations as well as various AHS departments and programs to identify
community gaps and available resources, it was also felt that an important element of system level design
should be processes designed to assess and evaluate the eﬀectiveness and outcomes of developed programs with the goal of continuous service improvement. At the time of the evaluation, there were gaps in
the information collected on PCN programs and PCNs were unclear as to why information was collected,
whether it was to inform decision-making at the Initiative level and/or support program modification.
Across all PCNs, evaluation expenditures represented only 1% of total program expenditures with smaller
PCNs having very limited evaluation budgets. While there were several guidelines proposed as to the proportion of expenditures that should have been allocated to evaluation, common practice guidelines suggested that evaluation activities should have represented between 3% to 5% of total expenditures (Health
Canada, 2007). This would suggest that there existed considerable scope to improve evaluation activities
within PCNs.

PROCESS LEARNING
The key challenges that remained in Primary Care Networks revolved around implementation, reporting, information sharing and resource and infrastructure issues.
As noted in the Formative Evaluation, the restructuring of the RHAs into AHS caused confusion among
the PCNs during formation with respect to role clarity, reporting and partnership arrangements. Notwithstanding the considerable improvements made in providing documents and templates, such as for Business Plans, Budgets, Annual/Mid-Year Reports and completion guidelines, to assist prospective new PCNs
forming a network, more information could be provided. A “Lessons Learned” handbook as well as a
“Challenges” or Frequently Asked Questions (FAQ) brochure could provide needed information pertaining
to the development and operation of PCNs. Administrative Leads continued to emphasize the need for a
common EMR system and more comprehensive direction from the POSP Initiative to enable PCNs to coordinate the preapproved requirements of EMR with the needs of individual physician clinics and networks
as a whole, to be able to address their information sharing challenges.
Primary Care Network Administrative Leads continued to note considerable resources required to meet
Primary Care Initiative Committee Trilateral administrative requirements.
As noted in the Formative Evaluation, PCN Administrative Leads felt that participation in the PCI did require considerable time and resources to complete the necessary reports and meet other administrative
requirements. Although the Administrative Leads did note that the frequency in which reports were
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required had declined since the completion of the Formative Evaluation (summer of 2009), Administrative
Leads were still concerned with the administrative burden associated with PCN participation in the Initiative. Some Administrative Leads noted that they would be less critical of the reporting requirements if they
were provided with information/insight as to how such information was used in terms of performance
monitoring and/or PCN outcomes.
Primary Care Network Administrative Leads noted challenges associated with Electronic Medical Record
systems and capital funding restrictions.
The results of the evaluation suggested that the EMR/IT challenges identified in the Formative Evaluation
were not yet resolved for many PCNs. While intra-PCN EMR data sharing became more widespread among
PCNs since 2009, only one-quarter (27%) of physicians noted that their EMR system could share patient
information with health care providers external to the network.
A key challenge identified in the Formative Evaluation Technical Report was the inability to utilize PCN
funding for capital investment. Specifically, many PCN Administrative Leads noted that it was not possible
to initially find suitable locations to co-locate PCN health care and/or administrative staﬀ. While not so
problematic in large urban PCNs where suitable rental space could generally be located within a reasonable period of time, it was more problematic in rural settings where there was a limited supply of suitable
and appropriate space to co-locate a significant proportion of PCN health care and/or administrative staﬀ.
In this context, PCN Administrative Leads advocated that the PCI should have included a capital budget to
allow for the construction and/or modification of facilities to support such co-location.
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The following score card outlines the degree to which the PCI’s performance-to-date met expectations in
each of the nine key service dimensions based on the findings of the Formative and Summative Evaluations.

PCI Scorecard by Dimension
Dimension
Design and
Implementation

Access

24/7 Management of
Access

Result*







Notes
–
–
–
–
–

Trilateral Master Agreement viewed as critical in gaining support for the PCI
Flexibility in PCN design/priorities alleviated physician concerns about joining
PMO had improved materials used to support the formation of PCNs
Very few PCN physicians (6%) or OHCPs (2%) were contemplating leaving their PCN
Joint Venture Agreements were integral in business planning

–
–
–

Patient attachment to a regular family doctor 10% higher in PCNs vs. non-PCNs
90% of PCNs had processes in place to address needs of unattached patients
More PCN physicians (75%) compared to non-PCN physicians (57%) had the capacity to provide
same-day urgent care

–
–

PCN patients knew more (68%) about after-hours care than non-PCN patients (53%)
ER usage was 13% lower among PCN patients compared to non-PCN patients (FY08/09 AHW
data)
Survey data suggested in 2010 PCN patients used ER 17% less than non-PCN patients

–
–
Promotion and
Prevention

Partial Success

–
–
–

–
–
Complex Patients and
Patients with Chronic
Disease



–
–

Coordination and
Integration

Partial Success

Multidisciplinary
Teams





Process Learning

Partial Success

PCNs allocated 26% of priority initiative funding to complex/chronic disease services
PCN patients with complex/chronic conditions were more likely to report engagement in the
development of care plans compared to non-PCN patients with similar conditions
PCN physicians were more likely to be administering evidence-based drug therapy to at-risk
patients as compared to non-PCN physicians
PCNs had expedited access to both routine and urgent care for complex/chronic disease patients as compared to non-PCN physicians for their complex/chronic disease patients

–
–

Joint Venture Agreements viewed as core to developing health services
PCN information and team coordination was still hampered by inadequate/limited EMR/IT linkages with OHCPs outside of the PCN

–
–
–

PCNs spent 29% of priority funding on MDTs
All PCNs had at least one MDT
PCN physician/OHCP satisfaction with MDTs remained high

–

PCI Trilateral Master Agreement was seen, by stakeholders, as a unique, innovative and eﬀective framework to support the restructuring of primary care delivery in Alberta
Joint Venture Agreements eliminated service duplication and ensured service programs/service met specific primary care gaps in each community
PCNs had strengthened physician-patient relationships
PCNs had contributed to positive human resource impacts for health care providers
PCN patients were more satisfied with their primary care overall (80% satisfied or very satisfied) compared to non-PCN patients (76% satisfied)

–
System Level Design

PCNs spent a relatively small portion (2%) of priority initiative budget on health promotion and
prevention initiatives
PCN physicians were more likely to be engaged in appropriate screening activities
PCN patients were more likely to receive health promotion/prevention information compared
to non-PCN patients; however, there was no diﬀerence in changes in behaviour among PCN
patients and non-PCN patients
“At-risk” PCN patients were more likely to implement positive lifestyle changes than were nonPCN at-risk patients

–
–
–
–
–

Level of documentation and central supports for prospective PCNs had improved
PCN challenges remained in the area of EMR, capital funding and sustainability

*Note:
 denotes that substantial success was achieved in this dimension.
Partial success denotes that improvements in this dimension were not universal across PCNs and tended to suﬀer from barriers and challenges
to implementation and/or operations.
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II. PROJECT BACKGROUND
2.1 PRIMARY CARE IN ALBERTA
Primary care has been the subject of attention throughout Canada for decades. Findings of the 2001-2002
Commission on the Future of Health Care in Canada highlighted the potential benefits of a health system
that attached considerable importance to the delivery of primary care services: “no other initiative holds
as much potential for improving health and sustaining our health care system,” (Commission on the Future
of HealthCare in Canada, 2002). This potential lies in the fact that the majority of health care takes place
at the primary care level - there are approximately 400 million patient encounters each year in Canada
(Canadian Medical Association [CMA], 2010). Research into the delivery of quality primary care9 services
supported a focus on primary care with two critical findings:
– that an orientation to primary care resulted in better population health (Macinko, Starfield, &
Erinosho, 2009); and
– that attachment to a primary care practice decreased the total cost of patient care for high
needs patients (Hollander, Kadlec, Hamdi, & Tessaro, 2009).
Planning for primary care reform across Canada was the subject of First Ministers’ meetings held in 2000
and 2003. The Health Care Transition Fund ($150 million, 1997-2001), which funded initiatives and research on primary care as one of its top priorities, was augmented beginning in 2000 with the $800 million
Primary Health Care Transition Fund. This funding, to improve the primary care evidence base, aligned
with the establishment of the 2003 federal Health Care Accord and the 2004, Ten-Year Plan to Strengthen
Health Care, both of which identified primary care as an important target for system change.
Consistent with national primary care developments, the Province of Alberta embarked on an ambitious
plan in the early 2000’s to strengthen primary care delivery. Central to primary care reform was the development of the PCI, an eight-year initiative with a mandate to provide enhanced comprehensive primary
care services to populations across the province.
Primary care has been recognized as a fundamental and essential component of a high-performing health
care system (CMA, 2010). AHW has prioritized the enhancement of primary care at the community level
to create a more coordinated and accessible system (Alberta Ministry of Health and Wellness Business
Plan 2010-2013). As well, it has been recognized and set out as a goal that all Albertans should have access
to primary care services through multidisciplinary primary care teams (Minister’s Advisory Committee
on Health, 2010), and that all Albertans should have access to a primary care physician or team member
within two days (AHW, 2010).

2.2 PROGRAM RATIONALE AND HISTORY
The PCI was introduced in 2003 and was designed to provide resources and supports to PCNs that would
ultimately result in better patient access to quality care. PCNs were approved on a network by network
basis, and networks had considerable latitude to develop solutions that reflected local needs and requirements. Oversight of the PCI is guided through the innovative Trilateral Master Agreement - an agreement
between AHW, Alberta’s RHAs (now AHS10) and the AMA. The PCI, through the PMO, supports the development of PCNs.
9 The term “primary care” is the term used in Alberta whereas “primary health care” is the term used across Canada.
10 As of April 1, 2009, Alberta Health Services Board replaced Alberta’s nine Regional Health Authority Boards, the Alberta Mental Health
Board, Alberta Cancer Board and Alberta Alcohol and Drug Abuse Commission (AADAC).
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The PCI is governed by the PCIC, which oversees delivery of primary care services through the PCNs and is
composed of representatives from the three partner organizations. PCNs receive annual per-capita funding of $50 per patient, based on the patients enrolled with participating physicians, as well as other onetime funding (i.e., Specialist Linkages grants, Pharmacy Integration Pilot grants) to support implementation, program development and operations. In addition, the PCNs also receive central support through the
PMO. Funding approvals for PCNs occurred on a “rolling basis” since FY05/06. For example, 17 PCNs were
approved in FY05/06, 8 PCNs were approved in FY06/07 and 4 PCNs were approved in FY07/08.
As of November 2010, there were 39 PCNs operating in Alberta. It was estimated that approximately 75%
of Alberta’s physician workforce was associated with a PCN, while an estimated 64% of Alberta’s population was served by physicians who were attached to a PCN (AHS, 2010). For the purposes of this evaluation, analysis was limited to 29 PCNs that were operating during the period of the evaluation (2008-2010),
although for some indicators, administrative data did utilize data from as early as 2005/06. Given the variable stage of development – caution is warranted – some PCNs involved in the evaluation were brand new
and some had several years of experience.

2.2.1 PRIMARY CARE INITIATIVE OBJECTIVES
Primary health care reform in Alberta has been guided by the 2003 Trilateral Master Agreement among
AHW, Alberta’s RHAs (now AHS) and the AMA. The Trilateral Master Agreement was developed to contain four strategic physician agreements, one of which was the Primary Care Initiative Agreement. This
agreement between AHW, AHS and AMA provided incentives to physicians to form a formal partnership and work with AHS to develop PCNs, in turn providing comprehensive primary care services to
defined patients populations. The other three agreements developed under Trilateral Master Agreements were: the Physician Services Agreement, which was formed to deal with compensation both
fee for services and alternative ways of paying physicians; the Physician On Call Agreement formed to
provide compensation for required physician and AHS on-call programs; and the Physician Oﬃce System Program, an innovative program allowing government and physicians to cost-share the computerization of physicians’ oﬃces. The Trilateral Master Agreement was unique in Canada marking the first
time that health regions (AHS) were included as partners in an agreement between the Alberta government and the AMA to compensate physicians, expand primary care services and support technology for physician oﬃces. According to the 2003 Trilateral Master Agreement, the PCI agenda is to:11
–
–
–

–
–

increase the number of Albertans with access to primary care services;
manage access to appropriate around-the-clock primary care services;
increase the emphasis on:
o

health promotion;

o

disease and injury prevention;

o

care of patients with medically complex problems; and

o care of patients with chronic disease.
improve coordination of primary health services with other health care services including hospitals, long term care, and specialty care services; and
foster a team approach to providing primary care.

11 http://www.albertapci.ca/AboutPCI/Pages/default.aspx

15

PRIMARY CARE INITIATIVE EVALUATION

Operationally and locally, PCNs were developed as Bilateral Joint Venture Agreements between NPC of
family physicians and AHS. Both parties collaboratively identified local priorities, developed programs and
services, and were operationally and financially supported through the PCI, to better meet local needs.
Individual physician’s practices within a PCN remain autonomous under these partnerships. However, collaboration of a MDT of health professionals in the provision of patient care was noted to be a key feature
of the PCN model.

2.3 EVALUATION OF THE PRIMARY CARE INITIATIVE
Given the investment in the PCI, the Initiative was structured to allow for a comprehensive evaluation,
including a review of implementation and processes (Formative Evaluation) as well as an analysis of the
impacts on outcomes associated with the PCI (Summative Evaluation). This report highlights the results of
both evaluation studies. The evaluation focused on system level impacts and not the specific outcomes of
any particular PCN. The goal of the evaluation was to establish whether PCNs represented a better model
of primary care as compared to the model that was in place in Alberta prior to the introduction of the PCI.
The PCI evaluation, which was overseen by the PCI Evaluation Advisory Committee (EAC), was divided into
three phases: a Design phase, a Formative Evaluation and a Summative Evaluation phases. At each phase
of data collection, the evaluation framework was examined and revised as necessary. The final evaluation
framework included an examination of nine major primary care dimensions including:
–
–
–
–
–
–
–
–
–

Design and Implementation;
Access;
24/7 Management of Access;
Promotion and Prevention;
Complex Patients and Patients with Chronic Disease;
Coordination and Integration;
Multidisciplinary Teams;
System Level Design; and
Process Learning.

The evaluation focused on the PCI at the macro-level, rolling up micro- and meso-level evidence as appropriate.12 This evaluation speaks directly to the impact of the PCI, as implemented through the PCNs,
on Alberta’s health care system and the provincial population. It does not speak to meso- or micro-level
impacts of individual PCNs.

2.3.1 EVALUATION METHOD
This report summarizes the evaluation findings for the period from FY08/09 to FY10/11. Multiple lines of
evidence were collected during the evaluation. Data was collected and analyzed from a variety of primary
and secondary data sources. A major strength of the evaluation is that the evaluation drew upon multiple
data sources which were utilized to present a comprehensive picture of the operations and outcomes associated with PCNs. There were, however, limitations to the research activities completed for the evaluation; these are outlined in Section IV: Conclusions.
12 Meso-level refers to organizations’ “development of middle or ‘meso’ level organizations with strong primary health care orientations that sit
between the micro levels of the system where clinical care for individual patients is delivered, and the macro levels of the system where national
policy, funding and public health infrastructure activity occurs.” (Glasgow N J, Sibthorpe B, Gear A. Primary Health Care Position Statement: A
Scoping of the Evidence. Australian Primary Health Care Research Institute, 2005).

16

PRIMARY CARE INITIATIVE EVALUATION

Six primary data sources used for the evaluation included patient survey and focus groups, team survey,
survey with physicians not practicing in a PCN, site visits/case studies and key informant interviews. Each
of the data collection methods are described in more detail below:13
—

Patient Survey: This survey was completed during the Summative Evaluation phase. Surveying via
contract with the AHS Call Centre occurred between August 17, 2010 and December 20, 2010. In total, 17,938 names were used to obtain 7,813 survey completions, for a completion rate of 43.6%. By
physician attachment (4-cut method), 4,805 PCN patients and 3,008 non-PCN patients completed the
survey. This data source was used to establish the impact of the PCI by measuring the experiences of
these patients attached to a PCN physician against patients attached to physicians not belonging to a
PCN. A survey sample of 7,813 has a margin of error of +/-1.1% 19 times out of 20. The results of the
patient survey were analyzed using a t-statistic with testing at the 0.05 testing level.

—

Patient Focus Groups: PCN patients involved in PCN core initiatives such as those aimed at chronic
conditions, were asked to discuss their experiences with continuity, coordination, and comprehensiveness of care with respect to the Initiative. In total, 26 patients from five PCNs participated in patient
focus groups.14 Patient focus groups were conducted during the Summative Evaluation phase.

—

Team Survey: Invitation letters were distributed by PCN Administrative Leads inviting PCN team
members to participate in an online survey. Two waves of the team survey were conducted. The
first wave was completed during the Formative Evaluation phase, during a period of August 10,
2009 to September 27, 2009. In total, 540 survey completions were attained, including completions from 261 physicians, 98 administrative staﬀ, and 181 OHCPs. The second wave of PCN team
survey was carried out during the Summative Evaluation phase, from July 2, 2010 to October 29,
2010, and resulted in 916 survey completions overall: 184 with PCN administrative staﬀ (48% response rate), 231 with OHCPs attached to a PCN (50% response rate) and 501 with physicians15
(27% response rate). The results of the team survey were analyzed using a t-statistic with testing at
the 0.05 testing level.

—

Survey with Physicians Not Attached to a PCN: Through the Alberta Family Physician Research Network (AFPRN), letters were distributed to member physicians inviting those not attached to a PCN to
participate in an online survey. This process yielded 47 completions by non-PCN physicians. As this
process was controlled by AFPRN, information regarding response rates was unavailable. Of the 476
physicians both working in and independent of a PCN belonging to AFPRN, 79 physicians not belonging
to a PCN indicated to AFPRN that they were willing to participate in the research. During follow up with
Malatest, only 47 physicians completed the survey. This survey was conducted during the Summative
Evaluation phase from October 5, 2010 to December 31, 2010. The results of the non-PCN physician
survey were analyzed using t-statistic with testing at the 0.05 testing level. Due to small sample size, a
Welch Statistic was applied to test significance between the PCN and non-PCN physicians to account
for unequal sample sizes. Reporting was at the 0.05 testing level.16

—

Site Visits/Case Studies: Site visits were completed in both the Formative and the Summative Evaluation phases. In the Formative phase, the Consultant visited 30 PCNs from July 3, 2009 to September
28, 2009. In the Summative phase, 29 PCN sites were visited between June 22, 2010 and October 19,
2010. Site visits included document/data reviews (when information was provided by the PCN) and
one-on-one and/or group interviews with physicians, OHCPs and administrative staﬀ.

13 Copies of all Research Protocols can be found in the Appendix Sections of the Formative and Summative Evaluation Technical Reports.
14 A limited number of focus groups were conducted due to AHW restriction on public consultations during a portion of evaluation.
15 The Consultant received 508 completions from the PCN physicians. However, due to oversampling of physicians at one of the sites, the physician data was weighted.
16 Caution must be applied to the interpretation of these results due to small sample size for the non-PCN physicians.
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—

Key Informant Interviews: Key informant interviews were completed in two waves (Formative and
Summative) and were conducted primarily during the site visits. For the Formative phase, three key
informant guides were developed: one for the PCN Administrative Leads (Executive Directors, Business Managers, etc.); one for Physician Leads/Program Administrators; and one for current and former
members of the PCI EAC. During the Formative Evaluation, a total of 96 interviews were completed,
including 32 with Administrative Leads, 55 with Physician Leads/Program Administrators and 9 with
EAC members. For the Summative Evaluation phase, two key informant guides were developed, one
for PCN Administrative Leads and one for Physician Leads/Program Administrators. In total, 122 interviews were completed, including 29 with Administrative Leads and 93 group or individual interviews
with PCN Physician Leads/Program Administrators. The focus of the interviews was PCN programming
and how such programming had supported the MDT approach, coordination of care, patient outcomes, and system level outcomes.

The secondary data sources used for the evaluation included a document review and an analysis of administrative data.
—

Document Review: PCNs’ reporting documentation submitted to the PMO was reviewed including the
Business Plans, Mid-Year Reports (October 1, 2006 to March 31, 2007, April 1, 2008 to September 30,
2008, and April 1, 2009 to September 30, 2009 (latest PCIC approved and released report at the time
of the evaluation), Annual Reports (April 1, 2007 to March 31, 2008, and April 1, 2008 to March 31,
2009), and Annual Budgets (April 1, 2008 to March 31, 2009, and April 1, 2009 to March 31, 2010).

—

Administrative Data Review: Three types of administrative data were used: Blue Cross drug utilization
data for Alberta seniors (65+) and individuals on Assured Income for the Severely Handicapped (AISH),
Toward Optimized Practice data and Emergency Room and Hospitalization Data from AHW.

18

o

Drug Utilization Data: Data illustrating prescription patterns for the PCN and non-PCN patients (i.e., alignment with evidence-based drug therapy) provided by AHW was reviewed.
The indicators for which AHW data was examined included patients with Congestive Heart
Failure (CHF) diagnosis who were using Angiotensin Converting Enzyme (ACE) inhibitors,
patients with acute Myocardial Infarction (MI) who were using Beta Blockers, diabetic patients being treated with cholesterol-lowering medication, diabetic patients being treated
with anti-hypertension medication and asthmatic patients who had received an influenza
vaccination. This administrative data was provided only for the population sub-group covered by the provincial health plan, namely seniors (65+) and individuals on AISH.

o

Toward Optimized Practice: Data was provided that enabled the assessment of the extent
to which appropriate screening practices were utilized by PCN and non-PCN physicians for
identified risk conditions. TOP analysis was based on chart reviews that were completed
outside of this evaluation.

o

Emergency Room and Hospitalization Data: AHW provided the summary statistics on ER
and hospital usage for PCN and non-PCN patients for FY08/09. This data covered the entire population of Alberta for which PCN aﬃliation or non-aﬃliation could be established
(n = 1.575 million PCN patients and n = 1.448 million non-PCN patients).
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The key findings of the evaluation are presented in this Summary Report by the nine evaluation dimensions detailed in the evaluation framework17: Design and Implementation, Access, 24/7 Management of
Access, Promotion and Prevention, Complex Patients and Patients with Chronic Disease, Coordination
and Integration, Multidisciplinary Teams, System Level Design and Process Learning. More detailed information pertaining to the evaluation can be found in the Primary Care Initiative Evaluation – Summative
Evaluation Technical Report, Primary Care Initiative Evaluation – Formative Evaluation Technical Report,
and Primary Care Initiative Evaluation – Formative Evaluation Summary Report.
In each of the following sections, relevant background literature that supports the primary care dimensions is first presented. The literature review is followed by a presentation of the key evaluation findings,
which are discussed in the context of “best practices” identified in the literature.

17 Evaluation Logic Model, as well as both Formative and Summative Evaluation Frameworks can be found in the Appendix section of this
report.
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III. KEY FINDINGS
3.1 DESIGN AND IMPLEMENTATION
Background Literature: Design and Implementation
Moving to a model of “community-based primary care” has been identified as having significant positive impacts with respect to primary care. In
1983, the US Institute of Medicine listed six attributes that were deemed
to be essential to primary care: accessibility; comprehensiveness; coordination; continuity; accountability; and community focus. These attributes
have more recently been supported by McMurchy (2009) who suggests
that “primary care practices that provide comprehensive and coordinated
quality primary health care confer the most benefit to their patients.”

Unfortunately, while health care literature contained considerable insight/
findings related to the importance of primary health care reform, there
was little information regarding “best practices” with respect to how governments and/or other organizations should support the reform of primary health care service delivery models. In this context, there was little
information to assess what governance structures should have been established to promote the formation and eﬀective functioning of PCNs. While the literature was generally supportive of primary care service models that addressed access, coordination of care, health promotion and
injury prevention, and the establishment of MDTs, there was a paucity of data that detailed what worked
best in terms of supporting the formation of such community-based PCNs.

Summary of Findings: Design and Implementation
Governance
o The Joint Venture Agreements between the NPC of physicians and AHS
helped to ensure that the proposed PCN programs/services did not duplicate existing services and addressed community service gaps.
Formation
o The flexibility in program delivery encouraged physicians to join PCNs
and resulted in significant interest in a new primary health care model(s).
Implementation
o Many of the implementation challenges that existed in 2009 have since
been addressed. Other PCNs still reported challenges in terms of administrative requirements and ability to recruit suﬃcient numbers of
OHCPs.
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Supporting Findings: Design and Implementation
3.1.1 GOVERNANCE
Examination of the structure and underlying philosophy suggested that the PCI strongly aligned to the attributes identified as being essential to primary care. Furthermore, recognizing that change in health care
delivery could not be implemented without significant support from various stakeholders, the Trilateral
Master Agreement represented a unique “made in Alberta” approach by which the key stakeholders involved in primary care in Alberta – namely, AHW, Alberta’s RHAs (now AHS), and the AMA – could jointly
design and support a new model of primary care delivery in Alberta.

3.1.2 FORMATION
Encouraging physicians to join a PCN was recognized as a challenge to PCN formation. To overcome potential reluctance to join such networks, the PCI adopted a flexible service delivery model for PCNs. This
model allowed PCN members the ability to develop programs/services that they deemed necessary to
support primary care delivery in their local community. Extensive consultation with local health care providers during PCN Business Plan development also enhanced health care professional support of the PCN
model. However, PCN service delivery models were not developed in isolation, as PCNs were required to
engage in extensive community consultation to ascertain the level of existing programs/services, as well
as to identify primary care gaps. The Joint Venture Agreements between the NPC of physicians and AHS
(formerly RHAs) attempted to ensure that the proposed PCN programs/services would not duplicate existing services and would address areas in which community stakeholders felt that there were service gaps.
As initial Joint Venture Agreements were developed between the NPC of physicians and the local RHAs,
the restructuring of the RHAs into AHS initially hindered PCN development and impacted PCN operations.
PCN formation was also impeded by the availability and accuracy of data used to define the PCN patient
catchment and patient populations.18

3.1.3 IMPLEMENTATION
Notwithstanding the considerable proportion
of family physicians in Alberta who, at the time
of the evaluation, belonged to a PCN (79% in
March 2011)19, the establishment of PCNs has
not been without diﬃculty. As noted in the
Formative Evaluation Technical Report, early
PCNs lacked access to appropriate templates,
were required to respond to significant administrative requests and also struggled to develop
appropriate operational structures that would
best support their networks.

“ Prior to the advent of PCNs, the primary way
to engage was through hospital medical staﬀ,
which have under-represented primary care.
The number of type of docs who carefully maintained hospital privileges were small in number
and had little clout. PCNs provide clout with the
health system that never worked before. When
I look at the PCN, I look through clinical service
eyes, but also health policy/political eyes. It
probably has brought more primary care community representation than ever before in Canada...[PCNs are] organized voices with pretty
strong foundations in terms of being able to
represent 60,000 – 80,000 people. These [are
the] voices that never existed before in Canada’s
health system.”
- Key Informant

18 Source: PCN Key Informant Interviews: Formative Evaluation Technical Report, Section 5.1.1
19 PCI Website: http://www.albertapci.ca/AboutPCNs/Pages/Albertans.aspx
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PCNs also had operational issues to overcome. The lack of central direction and support for EMR systems
was seen as problematic and funding constraints meant that PCNs could not invest in buildings or structures that would facilitate co-location of physicians and OHCPs. In the Formative Evaluation, many PCNs
also reported diﬃculty in recruiting staﬀ as the introduction of the Initiative resulted in numerous organizations trying to recruit OHCPs from a relatively limited pool of available professionals. To deal with gaps
in the availability of health care professionals, PCNs commonly built programs around existing community
health care providers such as community pharmacists or dietitians.
Restructuring of the RHAs into AHS was additionally noted by key informants to have caused confusion
and delays in decision-making with respect to PCN programming.20

3.2 ACCESS
Background Literature: Access
Appropriate access to primary care is a crucial
dimension in any well-functioning primary care
system. It was noted that those with a regular
source of primary care tended to receive more
appropriate preventative care, had their health
problems recognized, received fewer diagnostic
tests and prescriptions, obtained more accurate
diagnoses and had lower costs of care compared
to those individuals without a regular provider
(Starfield, 1998). Conversely, people without a
regular primary care provider were noted to be
more likely to delay visiting a physician in the presence of symptoms, receive care in emergency departments, and to be hospitalized (especially for ambulatory care sensitive conditions [ACSCs]), resulting in
higher health care costs (Starfield, Shi, & Macinko, 2005).
Literature has shown that once patients are attached to a primary care practice, a number of best practices
in primary care delivery are associated with improving their access to their family physician both during inand after-hours. Murray (2007) highlighted the need to actively manage patient access through the collection of baseline data on patient demand, practice capacity, panel size, and the time-to-third-next-available
appointment to determine the overall demand and supply for the practice. Murray further stressed that
improved access to primary care required the willingness of physicians to support changes in the way that
they manage patients and the ongoing support and leadership of management and administration.
After-hours care could be provided through extended or staggered oﬃce hours, evening and weekend
clinics and telephone or e-mail advice (Haggerty et al., 2008; Leong, Gingrich, Lewis, Mauger, & George,
2005). Patient access could also be improved with the use of more collaborative and shared care, including
nurse practitioners and OHCPs to provide primary care to patients and free up physician time to see more
complex patients (The Primary Care Wait Time Partnership, 2008; Hansen-Turton, Ryan, Miller, Counts, &
Nash, 2007). In addition to expanded service hours, providing clear information on what after-hours services were available and how such after-hours services were to be used, was also found to be an important
best practice (Richards, Pound, Dickens, Greco, & Campbell, 2007).
20 Source: PCN Key Informant Interviews: Formative Evaluation Technical Report, Section 3.2.2
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Operational agreements with other health care organizations/providers for service provision and to allow
information sharing were also noted to support improved after-hours access (Haggerty et al., 2008).
Access to the services of various health care providers had also been recognized as an important factor
in high-quality primary care. Barbara Starfield’s conceptual framework on primary care suggested that
access to well-coordinated, comprehensive primary care could have an important impact on a population’s health, and that providing comprehensive primary care required eﬀective referrals to other primary,
secondary, tertiary, and community services (Starfield, 1992). Murray (2007) and others also stressed that
increased access to referred services would have to include service agreements and well-established linkages between primary care providers and referral services, which had to work together to streamline referral processes and clearly define roles and responsibilities between primary care providers and referral
services (Primary Care-Family Practice Wait Times Expert Panel, 2007).
Patient wait times were also noted to be an important part of the patient experience. Sanmartin, Berthelot, & McIntosh (2007) indicated that the key drivers of satisfaction with wait times were not only the
length of wait times (patients waiting longer tend to be less satisfied) but also the eﬀect that waiting was
perceived to have on a patient’s life.
Thus, patients who waited for non-emergency procedures were more tolerant of longer wait times as
compared to patients waiting for specialist visits and diagnostic tests. Weingessel, Richter-Mueksch, &
Vécsei-Marlovits (2010) and Carr, Teucher, Mann, & Casson (2009) echoed this observation, suggesting
that patients who were less satisfied with their wait times had more pronounced health diﬃculties and
were more dissatisfied with their symptoms or complex health problems.
Furthermore, patients with more complex health problems tended to report less satisfactory experiences with the coordination of their care (Burgers, Voerman, Grol, Faber, & Schneider, 2010). Patel et al. (2011) and Robling, Pill, Hood, & Butler (2009) suggested that in addition to reducing wait times, practices would also have to endeavour to enhance patient-provider
communication and the management of expectations around wait times, as well as actively involve
patients in decision-making in order to impact patient satisfaction and assessment of their well-being.
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Summary of Findings: Access
Service Development and Expansion
o PCNs have implemented programs and services aligned with best
practices in improving patient access.
o A variety of other activities, initiatives, programs and services could
also have impacted patient access (e.g., Access. Improvement.
Measures. (AIM) Initiative - 62% of PCNs have physician clinics that
participate in AIM). PCNs had provided some of the infrastructure
needed for physicians and programs to enable access to and
participation in related projects, initiatives and activities.
Attachment to a Primary Care Physician
o 91% of PCN patients self-reported attachment to a physician, compared
to only 81% of non-PCN patients.
o The majority of PCNs (90%) had programs in place to identify and
accept unattached patients.
o More than one-third of PCN physicians (38%) believed their
participation in a PCN had increased their capacity to see patients.
In-hours Care, Referred Care and Wait Times
o More PCN physicians, compared to non-PCN physicians, had the
capacity to provide same-day urgent care (75% compared to 57%).
o PCN patients were significantly more satisfied with their access to
routine and urgent care than patients attached to non-PCN physicians.
Availability of After-hours Care
o PCN-linked (PCN-supported, or provided independently by PCN
physicians) after-hours care, excluding AHS regional on-call, was
available through 79% of PCNs.
o In urban PCNs, most (63%) physicians directed patients to PCN-staﬀed
after-hours clinics for care.

Supporting Findings: Access
3.2.1 SERVICE DEVELOPMENT AND EXPANSION
Access can be conceptualized in three ways: 1) access or attachment to a primary care physician; 2) access to the services of a family physician once you are attached, including after-hours care; and 3) access
to referred services. PCNs had generally taken steps to address access issues at all levels. In line with best
practices, PCNs reported the following activities which impacted patient access including attachment of
unattached patients, access for attached patients, after-hours access and referral access.121
21 Note: These activities were both initiated and expanded by the PCNs over the course of the PCN existence and are currently evolving.
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Table 3-1: PCN Activities to Increase Patient Access
Type of Access

PCNs Reporting (%)

Attachment of Unattached Patients (overall)

90%

PCN has physicians who are accepting new patients (either in partially closed or open practices)

90%

Provide walk-in clinics/services for unattached patients (includes all unattached patients)

38%

PCN demonstrating solutions for patient attachment (i.e., unattached patient registries)

28%

Access for Attached Patients (overall)

100%

Use of PCN-based MDTs and OHCPs

100%

Expansion/development of specialized programs (i.e., CDM and mental health)

100%

Participation in AIM22

62%

Walk-in clinics/services or same-day appointments availability for attached patients

48%

Development/utilization of patient registries (PCN or regional)

41%

After-hours Access (overall)
PCN Initiated23 or Expanded24

93%
(66%)

Urban*

Rurban**

Rural***

[n=10]

[n=10]

[n=9]

PCN partnerships with Health Link

(37%)

17%

17%

3%

PCN after-hours clinics

(35%)

21%

7%

7%

PCN partnerships with urgent care centres or other health care facilities

(35%)

7%

21%

7%

Regional on-call arrangements supported by PCN

(31%)

7%

17%

7%

On-call (telephone) arrangements provided through PCN

(17%)

7%

7%

3%

PCN organized expansion of regular oﬃce hours (beyond Monday to Friday 9am to 5pm: evenings
(7%)
and weekends)

7%

--

--

Independent of PCN involvement (clinic/physician-based)

(48%)

Urban

Rurban

Rural

Expansion of regular oﬃce hours/after-hours services (beyond Monday to Friday 9am to 5pm:
evening and weekends) (predates PCN or independent of PCN)

(34%)

10%

17%

7%

Regional on-call arrangements independent of PCN

(17%)

7%

--

10%

Referral Access (overall)

100%

MDTs/specific health care providers in place in PCN

100%

Collaboration with AHS (i.e., programming, supports, local health facilities)

100%

Collaboration with community resources or services

79%

Linkages with specialists (established relationships with physician specialists for specialized
patient care

66%

Enhanced referral and navigation services within PCNs and to other regional/community programming and
66%
specialists
n=29; Note: Percentages will not add to 100% due to multiple responses. Responses represent % of PCN that oﬀer these services. Source: PCN
Annual (April 1, 2008-March 31, 2009), Mid-Year Annual Report (April 1, 2008-September 1, 2008), & Mid-Year Report (April 1, 2009-September
1, 2009): Summative Evaluation Technical Report, Section 4.7, Table 4-11 – Base % PCNs; PCI and PCN websites (2010), & Summative Evaluation
Administrative Lead Key Informant Guide Initiatives Tables *Urban: PCNs serving metropolitan areas (urban cores, secondary urban cores and
urban fringes) with minimum population concentration of 1,000 persons and a population density of at least 400 persons per square kilometer.
**Rurban: PCNs serving geographic areas which include small to mid-size metropolitan centres with population concentration of 1,000 or more
and a population density of 400 or more persons per square kilometer, as well as large rural areas outside these metropolitan centres. ***Rural:
PCNs serving sparsely populated areas located outside urban and rurban centres with population concentration of less than 1,000 and population
density of less than 400 persons per square kilometer.

22 Participation in AIM Initiative helped to enhance access for both attached and unattached patients; see www.albertaaim.ca for program
description.
23 Activity developed by PCN; did not exist prior to PCN development.
24 Activity pre-dating PCN and further developed/enhanced by PCN.
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Programs, initiatives and services oﬀered by organizations
external to PCNs, but commonly accessed by PCNs were
many and included Alberta AIM, TOP, and many local PCNdriven programs, initiatives and services. These other programs, initiatives and services could have all had an impact
on patient access to primary care.

3.2.2 ATTACHMENT TO A PRIMARY CARE
PHYSICIAN

“Advanced access is not sustainable if patient demand for appointments is permanently greater than
physician capacity to oﬀer appointments; ensuring each physician has
a panel size that is manageable,
based on his or her scope of practice, patient mix and time spent in
the oﬃce is key to implementing
improved access.”

The PCNs appeared to be positively impacting patient attachment in Alberta. The results of the patient survey
showed that patients assigned to a PCN physician were
much more likely to self-report being attached to a physician than patients assigned to a physician not practicing
within a PCN. As highlighted in Graph 3-2:

- Key Informant

–

among individuals identified as belonging to a PCN (via the 4-cut method), 91% indicated that they
were attached215 to a physician;

–

a much lower proportion of non-PCN respondents (81%) indicated they were attached to a regular
family doctor; and

–

unattached patients reported accessing care most frequently through Medicentres and clinics
(i.e., clinics with multiple general practice doctors that are not a Medicentre).

Graph 3-2: Access to Primary Care

100%

91%++

PCN

81%- -

80
Non-PCN

60
40
20

10%
4%

0%

Physician

Attached

3%

Medicentre

6%

Clinic

1%

2%

Hospital

2%

2%

No Primary

Not-Attached but can Access Primary Care

n=4,805 for PCN and 3,008 for non-PCN
Source: Patient Survey B1, B2a & c, n=4,805 for PCN and 3,008 for non-PCN
Note: Clinic is defined as a health care clinic with multiple general practice doctors that is not a Medicentre.
++- -: Denotes a statistically significant diﬀerence, p<.05

25 Attached: meaning having a regular care provider (Pan-Canadian Primary Health Care Indicators Report 1, Volume 2:Pan-Canadian Primary
Health Care Indicator Development (2006) Canadian Institute for Health Information.
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Patient attachment to a primary care physician was generally for a longer period when the physician was
working as part of a PCN. Patients attached to a PCN physician were significantly more likely to be attached
for five or more years compared to patients attached to a non-PCN physician (64% compared to 55%)226.
The majority of PCNs had some program in place to attach unattached patients. Improvements in unattached patient access had been achieved by introducing or expanding services in the areas of both
non-urgent, regular-hours care (56%), and after-hours care (60%)27. These services included PCN-staﬀed
after-hours or walk-in clinics/services in physician clinics for unattached patients (38%) and PCN initiated
solutions for attachment of unattached patients (28%), such as development of unattached patient registries, provision of lists of physicians accepting new patients to unattached patients, and attaching patients
that visited the after-hours or walk-in clinics28. Importantly, the proportion of physicians with open practices had increased by 4% (from 12% to 16%) since first measured one year prior.29
The introduction or expansion of services for unattached patients was not the only method by which
PCNs addressed patient attachment. Improved patient flow, achieved through such activities as centralized booking and the use of MDTs for patient care and follow-up, was also noted to increase availability of
primary care services, including physician availability. Innovative examples of improving access for unattached patients in selected PCNs included:
— Mom Care Initiative: focused on First Nations patients who received minimal or no pre-natal
care; physicians traveled to the reserves to hold pre-natal clinics in conjunction with well-baby
clinics;
— Suburban Rural Sustainability Program: unattached patients admitted to a long-term care facility
were attached to PCN physicians; and
— Primary Care Centre: PCN had established an unattached patient registry to better understand
the unattached population in their catchment area. A PCN multidisciplinary clinic provided services to these patients and then attached them to a PCN physician builing a family practice.
The impact of such PCN activities was evident at the clinic level as 38% of physicians surveyed in the
team survey agreed that they were able to see more patients in their primary care setting as a result of
joining the PCN.23 0

3.2.3 IN HOURS CARE, REFERRED CARE AND WAIT
TIMES
Wait times were commonly viewed as a critical measure of patient access to health care. Wait times31 could not however be
easily measured. Reporting of wait times commonly diﬀered
from patient to physician, while satisfaction with wait times
could also be aﬀected by variables unrelated to the length of
wait (Sanmartin et al., 2007; Weingessel et al., 2010; Patel et
al., 2011). The evidence from the Summative Evaluation, in conjunction with Formative Evaluation data, suggested that PCN

“I have noticed a diﬀerence
since the implementation of
the PCN. Instead of booking
months down the road to see
my primary physicians, it is a
couple of weeks. The doctors
seem to be more organized
with the scheduling”
- Focus Group Participant

26 Source: Patient Survey: Summative Evaluation Technical Report, Section 3.1, Figure 3-3 – Base % Patients
27 Source: PCN Site Profile: Formative Evaluation Technical Report, Section 3.1.3, Figure 3-1 – Base % PCNs
28 Source: PCN Annual Report (April1, 2008-March 31, 2009), Mid-Year Report (April 1, 2008-September 1, 2008), & Mid-Year Report (April 1,
2009-September 1, 2009): Summative Evaluation Technical Report, Section 4.7, Table 4-11 – Base % PCNs
29 Source: Team Survey: Formative Evaluation Technical Report, Section 3.1.3, Table 3-4 – Base % Team Members; Summative Evaluation Technical Report, Section 3.6, Table 3-10 – Base % Physicians
30 Source: Team Survey: Summative Evaluation Technical Report, Section 3.6 – Base % Physicians
31 Definition: Time patients wait for the next-third-available appointment to see their health care provider.
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activities had improved patient access. Patient access had been improved in a number of ways including
increased access for patients during regular oﬃce hours and increased access to referred care, provided
either within the PCN by MDTs or health care providers external to the PCN. Key drivers of these improvements reported by PCNs included:

“One of the advantages for physicians is they can send the most complex and chronic patients they have
to the MDT. Ideally in sending those
patients that take a lot of time in
their oﬃce, it frees up time for them
in their clinics to then spend that
time either with existing patients….
or ideally take on more patients.”
- Key Informant

— introduction of MDTs to improve seamless transition
between providers (100%);
— collaboration with AHS in program delivery, partnerships with local health facilities and/or resource
sharing (100%);
— collaboration with various community resources or ser vices (79%);
— linkages with specialists (66%);
— enhanced referral and navigation to services within
PCN and or other regional and/or community programs and specialists (66%)32; and
— processes to improve patient coordination and flow
(80%)33.

Examples of community resources included not-for-profit organizations, educational institutions, municipal governments and First Nations communities.
Looking specifically at referred care, both within and external to the PCN, and access to in-hours care,
there was preliminary evidence that access and wait times had been improved through such processes as
same-day booking and monitoring, measuring and goal-setting to improve access:
—

Compared to physicians not practicing within a PCN, PCN physicians surveyed reported shorter wait
times for patients seeking urgent and non-urgent care from their clinic2434. When urgent care was required, three-quarters (75%) of PCN physicians had the capacity to provide care the same day compared to only 57% of non-PCN physicians35. Non-urgent care was provided within an average of three
days among 65% of PCN physicians and only 51% of non-PCN physicians36. By comparison, in the 2007
National Physician Survey, which surveyed primary care physicians throughout Canada, only 51% of
all family physicians (both PCN and non-PCN) in Alberta estimated that they were able to provide
urgent care within the same day. It should be noted that at the time of the 2007 National Physician
Survey (NPS), approximately 34% of physicians surveyed were attached to a PCN in Alberta.

—

AIM is a program independent of the PCI, currently supported by a grant from AHW and the Health
Workforce Action Plan (HWAP) that is designed to help physicians and their teams reduce or eliminate wait times while also improving eﬃciency and clinical care. Sixty-two percent (62%) of the 29
PCN Administrative Leads indicated the PCN had introduced AIM, in some or all clinics, and in doing
so measured and monitored the time-to-third-next-available appointment among a family of measures around access and eﬃciency. They stated that the process had positively impacted wait times
within the PCN37.

32 Source: PCN Annual Report (April1, 2008-March 31, 2009), Mid-Year Report (April 1, 2008-September 1, 2008), & Mid-Year Report (April 1,
2009-September 1, 2009): Summative Evaluation Technical Report, Section 4.7, Table 4-11 – Base % PCNs
33 Source: PCN Guide: Formative Evaluation Technical Report, Section 3.1.2 – Base % PCNs
34 Care is required in interpreting these findings due to the size of the non-PCN physician sample (n=47).
35 There was a significant eﬀect for PCN/non-PCN physician, Welch (1, 48) = 9.796, p = .003, with PCN physicians receiving higher scores than
non-PCN physicians.
36 Source: Team Survey & Non-PCN Physician Survey: Summative Evaluation Technical Report, Section 3.8, Table 3-14 & 3-15 – Base % Physicians and Non-PCN Physicians
37 Source: PCN Annual Report (April1, 2008-March 31, 2009), Mid-Year Report (April 1, 2008-September 1, 2008), & Mid-Year Report (April 1,
2009-September 1, 2009): Summative Evaluation Technical Report, Section 3.8 – Base % PCNs
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Among the 18 PCNs participating in AIM, four provided
data on wait times and all demonstrated a reduction in
referred and family physician wait times over the 2009 or
2010 calendar years. The provincial evaluation of Alberta
AIM found that more than 55% of participants reported
a substantial reduction in wait times (measured by TTNA)
as a result of participating in AIM (Alberta AIM 2010).
It should be noted that AIM Initiative was only recently
(200738) available to physicians, including the PCN physicians and teams, thus the full impacts of this program
may not yet have been achieved.

“I think it is a time factor….your
doctor has so much time to spend
with you, whereas every month I
go to my primary care nurse and
she is there for as long as I want
to talk to her”
- Focus Group Participant

— Approximately one-half (47%) of PCN-physicians surveyed in the team survey estimated that the
availability of referred appointments with OHCPs within the PCN had increased.39
— Physicians surveyed estimated that patient wait time for a referred care apppointment, either
internal or external to the PCN, had improved (28%) or stayed the same (62%).40
It should be noted that the 2009 Wait Time Alliance Report Card showed that among 11 national specialties, the majority of its patients had wait times exceeding targets, suggesting that a 28% improvement in
wait times for referred care is a positive step. Despite physician estimates, however, PCN patients estimated that they waited the same or slightly longer for referred care than non-PCN patients. This apparent
misalignment of physicians’ and patients’ perceptions suggests that further research may be needed to
ascertain a much clearer understanding of this issue.
The results of the patient survey further underscored the impact that the introduction of PCNs had on
wait times. While PCN and non-PCN patients reported waiting approximately the same length of time to
receive services, the results of the survey suggested that PCNs were doing a better job of managing patients while they waited. For example, when examining patient satisfaction with wait times, PCN patients
were more satisfied with wait times for care than were individuals who were not attached to a PCN. For
instance:
— routine care (75% satisfied vs. 71% satisfied);
— urgent but minor health problems (e.g., sprained ankle) (63% satisfied vs. 58% satisfied); and
— urgent health problems (e.g., high fever) (61% satisfied vs. 56% satisfied).41

“When my doctor goes on
holidays…I can always go and
see another doctor while he’s
away.”
- Focus Group Participant

In spite of the public perception that access to primary care
In spite of the public perception that access to primary care
physicians was deteriorating in Alberta, the results of the
physicians was deteriorating in Alberta, the results of the papatient survey suggested that few PCN patients had noticed a
tient survey suggested that few PCN patients had noticed a dedecline in their access to a health care provider. Ten percent
cline in their access to a health care provider. Ten percent (10%)
(10%) of PCN patients felt that their ability to get help through
of PCN patients felt that their ability to get help through their
their primary care provider had declined in the past year comprimary care provider had declined in the past year compared
pared to 13% of non-PCN patients who noted that they felt
to 13% of non-PCN patients who noted that they felt their
4225actheir access to their primary care provider had decreased.
42
cess to their primary care provider had decreased.

38 Does not include the initial grant and activities completed in access and eﬃciency in the former Chinook Health Region, where AIM had its
initial development.
39 Source: Team Survey: Summative Evaluation Technical Report, Physicians: Summative Evaluation Technical Report, Section 3.8, Table 3-17 –
Base % Physicians
40 Source: Team Survey: Summative Evaluation Technical Report, Physicians: Summative Evaluation Technical Report, Section 3.8, Figure 3-16 –
Base % Physicians
41 Source: Patient Survey: Summative Evaluation Technical Report, Section 3.9, Table 3-18 – Base % Patients
42 Source: Patient Survey: Summative Evaluation Technical Report, Section 3.10, Figure 3-20 – Base % Patients
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3.2.4 AVAILABILITY OF AFTER HOURS CARE
PCNs had made substantial strides in improving after-hours coverage overall, since the Formative Evaluation reported one year prior. In the summer/fall of 2010, the majority (93%)43 of PCNs oﬀered some form
of after-hours care coverage, either PCN initiated or expanded (66%), or predating/independent of the
PCN (48%), with after-hours coverage having increased by 19% since it was first measured in 2009.44
PCN activities in the area of after-hours greatly impacted patient access to after-hours care. The majority of the PCN patient population (82%, or 53% of Alberta’s entire population)
had access to after-hours care as a result of the services oﬀered
through/within their PCN2645, although services available for
after-hours coverage varied across PCNs and the geographic
areas they broadly cover. Key methods used by PCNs included:

“With the addition of the walk-in
clinic, it has made a huge diﬀerence
in accessing after-hours care.”
- Focus Group Participant

— partnerships with Health Link (37%);
— after-hours clinics (35%);
— PCN partnerships with urgent care centres or health facilities (35%);
— PCN staﬀ involved in regional on-call arrangements through the hospital (31%); and
— on-call (telephone) arrangements provided through the PCN (17%).
In urban centres, PCNs had more commonly developed after-hours clinics and partnerships with Health
Link, while in rurban2746 centres there was a greater tendency to develop PCN partnerships with AHS urgent
care centres or other AHS health care facilities to cover patients’ after-hours care needs (See Table 3-3).
Examples of AHS health care facilities with which rurban PCNs developed partnerships included community urgent care centres and local hospital emergency departments.2847 In keeping with PCN increases in
patient access to after-hours care, the majority (91%) of PCN physicians were aware of the availability of
after-hours coverage within their PCN.
PCN physicians were participating in the provision of after-hours care at a relatively high rate (64%), either
PCN-based (32%), clinic-based (20%) or regional/hospital-based (22%) after-hours care.4928 In comparison,
physicians not attached to a PCN had higher rates of regional/hospital-based (43%) after-hours care participation.3049
How physicians at the clinic level managed after-hours care aligned with PCN provided after-hours care
services. At the clinic level, physicians most commonly directed patients to Health Link, PCN staﬀed afterhours clinics and 24/7 medical telephone advice for after-hours care.5130 Physicians not attached to a PCN
were significantly more likely than PCN physicians to direct their patients to the emergency department
for after-hours care (64% vs. 47%).5231
43 Source: PCN Annual Report (April1, 2008-March 31, 2009), Mid-Year Report (April 1, 2008-September 1, 2008), & Mid-Year Report (April 1,
2009-September 1, 2009): Summative Evaluation Technical Report, Section 4.7, Table 4-11 – Base % PCNs
44 Source: Site Profile: Formative Evaluation Technical Report, Section 3.1.1 – Base % PCNs
45 Source: Administrative Lead Key Informant Guide Initiative Tables, Supplemented with April 1 – September 30, 2009 Mid-Year Reports: Summative Evaluation Technical Report, Section 3.4 – Base % PCNs
46 Rurban: defined as a PCN serving a geographic area which includes small to mid-size metropolitan centres with populations concentration
of 1,000 or more and a population density of 400 or more persons per square kilometer, as well as large rural areas outside these metropolitan
centres.
47 Source: PCN Annual Report (April1, 2008-March 31, 2009), Mid-Year Report (April 1, 2008-September 1, 2008), & Mid-Year Report (April 1,
2009-September 1, 2009): Summative Evaluation Technical Report, Section 4.7, Table 4-11 – Base % PCNs
48 Source: Team Survey: Summative Survey, Physicians: Summative Evaluation Technical Report, Section 3.4 – Base % Physicians
49 Source: Non-PCN Physician Survey: Summative Evaluation Technical Report, Section 3.4 – Base % Non-PCN Physicians
50 Source: Team Survey: Summative Evaluation Technical Report, Section 3.4 – Base % Physicians
51 There was a significant eﬀect for PCN/non-PCN Physician, Welch (1, 55) = 5.418, p = .024, with PCN physicians receiving higher scores than
non-PCN physicians.
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Provision and management of after-hours services was greatly impacted by PCN maturity and PCN location. PCNs in operation for four or more years more commonly had PCN after-hours clinics available to
patients352. Additionally, as shown in Table 3-3, PCNs in rural locations had less access to after-hours clinics.
Utilization of the ER as a method of after-hours care provision was therefore directly linked to the rural or
rurban location of a PCN clinic.
Table 3-3: Patient Access to After-Hours Care by Location
Total
[all areas]

Rural

Directed to Health Link

62%

56%

58%

65%

After-hours clinic - PCN staffed

49%

12%--

29%--

63%++

Directed to the emergency department

47%

80%

55%

39%

24/7 medical telephone advice (with or without access to patient
medical records) (physicians on-call)

41%

29%

34%

44%

After-hours clinic/walk-in clinic – not staffed by PCN or clinic physicians

24%

11%

16%

29%

Extended office hours

21%

12%

21%

23%

After-hours clinic – clinic physician staffed

18%

11%

12%

18%

Method of After-Hours Care Available Through Physician’s Clinic

Rurban Urban

n=501
Source: Team Survey: Physicians, B3b
++ --: Denotes statistically significant diﬀerence, p<.05

3.3 24/7 MANAGEMENT OF ACCESS
Background Literature: 24/7 Management of Access
Access to after-hours care has been shown to have
positive benefits on health service utilization and
patient satisfaction. Use of after-hours care was
found to be associated with: increased patient
satisfaction (Reid et al., 2003; Grol, Giesen, & van
Uden, 2006); reduced rates of hospitalization (Worrell, & Knight, 2011; Cheng, Chen, & Hou, 2010);
and decreased ER visits (Howard, Goertzen, Kaczorowski, Hutchison, Morris et al., 2008; Philips,
Remmen, De Paepe, Buylaert, & Van Royen, 2010;
Racine, Alderman, & Avner, 2009). However, provision of after-hours care without eﬀective follow
up could undermine gains typically experienced
through after-hours service provision.
52 Source: Team Survey (Summative Evaluation) – Base % Physicians and Administrators
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Philips et al., (2010) and Racine et.al, (2009) have stressed that eﬀectively managed access would typically
include informing patients of after-hours care availability and information sharing between after-hours
care and a patient’s primary care physician, including follow-up after ER visits. A failure to provide information about the services oﬀered by after-hours care could result in their under-utilization and continued
inappropriate use of ER departments. Philips et al., (2010) have stressed that it was, therefore, incumbent
upon primary care providers and after-hours care clinics/centres to work together to share knowledge
and information about how to access after-hours care and about when it was appropriate to access afterhours care versus the ER (Gould, West, & Mancuso, 2009). The importance of patient education had been
underscored by research suggesting that patients tended to choose after-hours care with which they had
the most experience and to which they had the easiest access (Philips et al., 2010).

Summary of Findings: 24/7 Management of Access
PCN Processes to Support After-Hours Care Management
o PCNs were sharing information between after-hours care and the
patient’s family physician using EMRs, informal communication
between physicians, and patient encounter reports.
PCN Patient Experience and Utilization of After-Hours Care
o PCN patients had greater awareness of non-ER after-hours care options
and were more confident that they could receive after-hours care
through their family physician’s oﬃce than were non-PCN patients.
o Non-PCN patients more commonly cited the ER and used the ER as a
form of after-hours care.
o The 2010 patient survey was consistent with the administrative data
findings in that non-PCN patients tended to use the ER to a greater
extent than did PCN patients.
o The average number of visits for those who visited an ER was also
higher among non-PCN patients as compared to PCN patients.

Supporting Findings: 24/7 Management of Access
3.3.1 PRIMARY CARE NETWORK PROCESSES TO SUPPORT AFTER HOURS CARE
MANAGEMENT
Managing access that moves beyond traditional oﬃce hours is essential in enhancing the continuity of
care for patients’ experience. To support the management of 24/7 access, PCNs developed linkages with
external after-hours care providers, developed processes to share patient after-hours care information
with their regular health care provider and began monitoring after-hours service utilization:
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— Linkages with external after-hours providers were
most commonly with Health Link (37%) and/or AHS
urgent care centres or other AHS health care facilities to provide after-hours care (35%). Not all PCNs,
however, required linkages to external after-hours
care providers; as many (66%) provided PCN-based
after-hours care. Linkages with AHS external providers occurred more frequently in rurban settings, owing to the availability of the alternate care facilities,
such as urgent care centres and local Emergency
43
Rooms. 53

“When I’ve been in emergency, my
doctor always knows. When I went
to the bigger walk-in clinic because
my clinic was closed, she knew I
had been there when I went to see
her later.”
-Focus Group Participant

— Over one-half (59%) of PCNs had developed formal processes by which information was shared
between after-hours care and the patient’s family physician. These processes included: utilization of EMRs; informal communication between physicians; and utilization of patient encounter
reports which were faxed back to the PCN family physician. 5453

3.3.2 PRIMARY CARE NETWORK PATIENT EXPERIENCE AND UTILIZATION OF AFTER
HOURS CARE
The evaluation found evidence that PCNs supported centralized access to 24/7 care. Patients attached
to a PCN family physician tended to be aware of, and satisfied with, their access to after-hours care. PCN
patients were also generally confident that their family physician’s clinic could support their after-hours
care needs.
Significantly more PCN patients (68%) indicated they would know where to go to access care after their
physician’s oﬃce had closed (other than the ER) compared to non-PCN patients (53%).3655 Thinking of where
they would access care in cases when their family doctor’s oﬃce was closed, PCN patients were more likely
to cite:
— a walk-in clinic (PCN 57% vs. non-PCN 52%); or
— an urgent care centre (PCN 8% vs. non-PCN 5%).5736
Patients not attached to a PCN were, conversely, more likely to cite the ER as a potential source of afterhours care (non-PCN 49% vs. PCN 43%).5837
Rural non-PCN patients were much less aware of where to access after-hours care. Those patients residing
in a rural area with a non-PCN primary care physician were the least likely to be aware of how to access
after-hours care. When this group did access after-hours care, it was most commonly through the ER.5938

53 Source: PCN Annual Report (April1, 2008-March 31, 2009), Mid-Year Report (April 1, 2008-September 1, 2008), & Mid-Year Report (April 1,
2009-September 1, 2009): Summative Evaluation Technical Report, Section 4.7, Table 4-11 – Base % PCNs
54 Source: Administrative Lead Key Informant Interviews: Summative Evaluation Technical Report, Section 4.5 – Base % Administrative Leads
55 Source: Patient Survey: Summative Evaluation Technical Report, Section 4.1 – Base % Patients
56 Source: Patient Survey: Summative Evaluation Technical Report, Section 4.1, Figure 4.1 – Base % Patients
57 Source: Patient Survey: Summative Evaluation Technical Report, Section 4.1, Figure 4.1 – Base % Patients
58 Source: Patient Survey: Summative Evaluation Technical Report, Section 4.1 – Base % Patients
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Table 3-4: Patient Awareness of After-Hours Care by Location and PCN Attachment
PCN Patients

Non-PCN Patients

Total PCN
n=4715

Rural
n=549

Rurban
n=1085

Urban
n=3081

Total Non-PCN
n=2902

Rural
n=315

Rurban
n=393

Urban
n=2194

68%

41%--

60%

76%++

53%

36%--

56%--

55%--

n=3217

n=224

n=648

n=2345

n=1543

n=113

n=219

n=1211

Visit walk-in clinic

57%

32%--

58%

59%++

52%

27%--

46%--

55%

Go to ER

43%

59%++

43%

41%--

49%

62%++

54%++

47%

Call Health Link

10%

15%

++

--

++

Go to urgent care centre

8%

Visit family doctors afterhours clinic

2%

Awareness of after-hours
care
Care Location

5%

10%

9%

9%

12%

8%--

9%

6%

8%++

5%

1%

2%

6%

2%

2%

2%

2%

1%

2%

2%

Source: Patient Survey, C6 and C7
++ --: Denotes statistically significant diﬀerence, p<.05

In addition to being more aware of where to access non-ER based after-hours care, PCN patients were
more confident that their after-hours care needs could be met through their family physician’s clinic. Specifically, PCN patients were more likely to believe that they could obtain an after-hours clinic appointment
(PCN 35% vs. non-PCN 31%) or care from an on-call physician (PCN 31% vs. non-PCN 28%) through their
physician’s oﬃce compared to non-PCN patients.5049
Administrative data provided by AHW was used to examine whether or not PCN patients used ER services
to a greater or lesser extent than did non-PCN patients. As highlighted in Graph 3-5, while the proportion
of patients (per 100 population) who visited the ER was generally equivalent between PCN and non-PCN
patients (22.6 patients per 100 population among PCN patients vs. 23.5 patients per 100 population for
non-PCN patients), non-PCN patients had much higher utilization of the ER, as the average number of visits
per 100 population was 52 among non-PCN patient population vs. 46 visits per 100 population among PCN
patients.6140
Graph 3-5: ER utilization Trends – FY08/09
(Per 100 Population)

Source: AHW Administrative Data (FY08/09)
59 Source: Patient Survey: Summative Evaluation Technical Report, Section 4.2, Table 4-2 – Base % Patients
60 It should be noted that diﬀerences in ER usage could not be attributed to demographic diﬀerences between PCN and non-PCN populations.
Based on data supplied by AHW, both PCN and non-PCN populations had equivalent proportions of their populations in rural regions (PCN –
14%, non-PCN – 13%), although PCN patients had a higher proportion of population aged 65+ (14%) relative to non-PCN patients (11%).
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To estimate the impact of the PCI on ER usage in Alberta’s patient population overall, the rate of ER visits
by PCN and non-PCN patients was used to calculate the rate of utilization among Alberta’s population as
a whole (either attached or unattached to a PCN). Based on the FY08/09 data, applying the non-PCN ER
visitation rate (52 visits per 100 population) to the PCN population of 1,575,275 would have resulted in
819,143 visits which was 95,882 more visits than what was actually recorded in FY08/09 for PCN patients.
In this context, it can be calculated that the net impact of the PCI in terms of reduced ER usage was 95,882
fewer visits in FY08/09.
Table 3-6: ER Visit Metrics – FY08/09
ER Visit Metrics – AHW Administrative Data (FY08/09)
Patient Population

Unique ER
Patients

ER Patients/ 100
Population

Total ER Visits

ER Visits/ 100
Population

Non-PCN Patients

1,447,631

340,253

23.5

747,493

52

PCN Patients

1,575,275

356,668

22.6

723,261

46

Source: AHW Administrative Data (FY08/09)

The patient survey conducted as part of the evaluation also measured diﬀerences in ER usage using patient recollection of ER visitation. Patient survey data was consistent with the administrative data findings
in that non-PCN patients tended to use the ER to a greater extent than did PCN patients. Additionally, the
average number of visits for those who visited an ER was higher among non-PCN patients as compared
to PCN patients. Over the past six months, PCN patients reported visiting the ER on an average rate of 42
visits per 100 population. In contrast, non-PCN patients visited the ER at a rate of 49 visits per 100 population person.

3.4 HEALTH PROMOTION AND DISEASE AND INJURY PREVENTION
Background Literature: Health Promotion and Disease and Injury Prevention
The term health promotion has been used to describe programs that
encourage people to make healthy living choices such as smoking cessation, healthy food choices or regular exercise. A considerable body
of evidence suggested that health promotion and prevention activities
not only had a positive impact on patients, but could produce considerable cost savings for health systems when future health care costs were
taken into account (Rappange, Brouwer, Rutten, et al, 2010). The “invisible” (Adams, 2009) costs of many poor health habits – including poor
stress management, smoking and habits contributing to a greater risk
of chronic disease – have had a significant impact on health care costs.
While calculating the cost-eﬀectiveness of health promotion and prevention is a diﬃcult task (Health Council of Canada, 2009) involving consideration of numerous factors, including the impact that prolonged life
may have on future health care costs (Rappange, Brouwer, Rutten, et al,
2010), research has consistently demonstrated the cost-eﬀectiveness of
evidence-based health promotion and prevention activities.
It was noted that health promotion and prevention activities ranging from programs to prevent or control
diabetes (Li, Zhang, Barker, et al, 2010), programs to promote physical activity (Cobiac, Vos, & Barendregt,
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2009), and lifestyle interventions to reduce cardiovascular risk and risk of diabetes (Eriksson, Hagberg,
Lindholm, et al, 2010) not only impacted health and quality of life outcomes of patients, but were also
demonstrated to be cost-eﬀective. However, the benefits of health promotion and prevention work may
have been diﬃcult to demonstrate up-front, given that they construed longer-term, system-level cost benefits that were not immediately visible (Health Council of Canada, 2009, Rappange, Brouwer, Rutten, et
al, 2010).
Moreover, it should also be stressed that “[sweeping] statements about the cost-saving potential of prevention...are overreaching” (Cohen, Neumann, & Weinstein, 2008). The cost-eﬀectiveness of prevention
and promotion activities focusing on risk factors associated with preventable causes of death (e.g., smoking, stress management, physical activity, etc.) has been consistently demonstrated; however, promotion
and prevention activities that were broader and shown to be less eﬀective (i.e., have less impact on the
health or quality of life outcomes of patients) generally were not cost-eﬀective (Cohen, Neumann, & Weinstein, 2008). This necessitates that health promotion and prevention activities must be evidence-based
– that is, based on previous research which indicates that similar interventions have had an impact on
patients and have been cost-eﬀective.
The World Health Organization (WHO) has defined health as a resource for living which represents a “complete state of mental, physical, and social well-being.” This approach to health – first put to paper by the
WHO in the Preamble to its Constitution (1946) – highlights the importance of health promotion and
disease prevention and the empowering characteristics that encourage individuals to take more responsibility for their own health, including community self-reliance and self-determination. Proponents of this
approach to health recognized that lifestyle, social and physical environment, genetics, and the quality
and availability of health care contributed to a person’s health in complex, interacting ways (WHO 2005,
Mustard, & Frank, 1995).
Alberta’s (and indeed Canada’s) health care system was noted to be still largely based on a “curative model,” in which clinical treatments and care were focused on those with disease and/or infirmities. Since
the Ottawa Charter for Health Promotion (1986), there has been increased discussion about the need for
health promotion. However, there are few examples of this model being fully implemented. Together, the
WHO’s definition of health and the Ottawa Charter’s emphasis on health promotion as a process of enabling people to increase control over and to improve their health, highlight the importance of promotion
and prevention to achieve a holistic approach to health and health care.
Primary prevention programs refer to programs that help people avoid or remove the root cause of a
health problem before it arises. Secondary and tertiary prevention includes screening, rehabilitation, effective chronic disease management and other follow-up interventions. Screening allows for the early
diagnosis of conditions and can ensure timely treatment and/or provision of health information to enable
patients to better manage their health risks. Together, promotion and prevention activities support health
care processes that systematically identify those at-risk and support illness prevention, health promotion,
treatment, and rehabilitation.
In order to develop appropriate programs and policies, eﬀective health promotion and prevention programs are guided by the following principles:
— knowledge and understanding of patient needs/characteristics;
— development of appropriate strategies that target specific at-risk sub-groups, including the use
of screening tests; and
— program implementation including the provision of adequate support services.
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Summary of Findings – Health Promotion and Disease and
Injury Prevention
Knowledge and Understanding of Patient Needs/Characteristics
o PCN business planning processes served to identify patient needs and
PCN and community resources were available to meet such needs.
o PCNs, through participation of primary care physicians, facilitated more
in-depth understanding of patient needs and characteristics as well as
the ability to target resources.
Utilization of Screening Tests to Identify At-Risk Patients
o PCN physicians tended to use screening more than non-PCN physicians
for patients with identified risk factors (TOP data).
Health Promotion and Disease and Injury Prevention Programming
o PCNs provided a wide range of health promotion and prevention programs that targeted patients by encouraging healthy living, better selfmanagement, routine screening and injury prevention. Even though
more than 90% of PCNs reported having health promotion/prevention
programs, the total share of expenditures formally allotted to this activity was found to be only 2% of priority initiative funding.
o Patients in PCNs consistently received more health promotion and preventative information on increasing physical activity, improving diet
and nutrition, maintaining a healthy body weight, reducing or eliminating smoking and alcohol consumption than did patients not in PCNs.
The extent, however, to which they acted on such information was no
diﬀerent than that of non-PCN patients.
o Data suggested that PCNs had been more eﬀective in modifying lifestyle
factors for those in fair/poor health or smokers compared to reported
lifestyle changes for the similar at-risk groups not in PCNs.
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Supporting Findings: Health Promotion and Disease and Injury Prevention
3.4.1 KNOWLEDGE AND UNDERSTANDING OF PATIENT NEEDS/CHARACTERISTICS
“The PCN has worked with
AHS Population Health to
gather information on the local health needs of the community….so services were
planned with an understanding of the needs of the population served by the PCN.”

Developing appropriate health promotion and prevention programs is predicated upon a clear understanding of the characteristics and risk factors of the patient population in the respective community or catchment area. Building eﬀective health
prevention and promotion requires an in-depth understanding
of not only population needs but an understanding of available
community resources to prevent overlap and duplication.

As noted in the Formative Evaluation, PCNs tended to utilize
a system-wide approach to identify at-risk populations, to de- Key Informant
termine existing community capacity to deliver health promotion/prevention policies, and to develop appropriate programs
and services to address delivery gaps or service limitations. A
critical element of the development of appropriate programs and services was the PCN business planning
process, at which time PCN physicians/administrators would discuss community or population health challenges and develop appropriate solutions to address these challenges. The involvement of AHS brought to
the planning process broader regional health needs and experience and lessons learned from previously
established health promotion and prevention programming. The planning process was further facilitated
through Executive Director/Business Manager meetings with AHS program leaders/administrators and
community groups. The key informants identified that formal and informal meetings strengthened PCN
partnerships with other community stakeholders. In some cases, the relationships built led to service
agreements between the PCN and OHCPs, and programming was strengthened by the multiple and collaborative activities.
As detailed in Table 3-7, and noted in the Formative Evaluation, almost all PCNs (90%+) initiated or expanded programs or services associated with health promotion or prevention, despite there being a nominal
investment in their business plan. It is important to note that promotion and prevention activities are integrated into the care encounter and within the management of other health care issues. This is evidenced
within PCNs by a high proportion of at-risk patients receiving promotion and prevention information from
their regular family physician (See Table 3-10). Programming in the area of promotion and prevention
commonly reflected the needs of the local community.
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Table 3-7: PCN Health Promotion and Prevention Service Provision Initiated or Expanded
Program/Service

Initiated

Expanded

Total Change

No Response

Healthy eating habits

16 [59%]

9 [33%]

92%

2 [7%]

Managing psychosocial stress/mental health

14 [52%]

10 [37%]

89%

3 [11%]

Tobacco use

10 [37%]

14 [52%]

89%

3 [11%]

Physical activity

12 [44%]

12 [44%]

88%

3 [11%]

Cancer screening

6 [22%]

15 [56%]

78%

6 [22%]

Injury prevention

5 [19%]

11 [41%]

60%

11 [41%]

Alcohol use

5 [19%]

10 [37%]

56%

12 [44%]

Immunizations

3 [11%]

11 [41%]

52%

13 [48%]

Safe sexual practices

6 [22%]

7 [26%]

48%

14 [52%]

Drug use

4 [15%]

8 [30%]

45%

15 [56%]

Other (e.g., hypertension and diabetes screening)

2 [7%]

2 [7%]

14%

23 [85%]

Source: PCN Site Profile, Section 5, n=27, Formative Evaluation
Note: Totals may not add to 100% due to rounding.

In general, the results of the Formative and Summative phases of the evaluation suggested that the PCI
had supported the planning of health promotion/prevention programs and, as detailed in Section 3.4.3,
it appears that, within PCNs, a higher proportion of “at-risk” patients participated in health promotion/
prevention programs relative to patients who were not in a PCN.
To accomplish the goal of providing holistic comprehensive primary care services, PCNs focused on health
promotion, disease/injury prevention and the management of common mental health conditions and
chronic diseases. In order to address health promotion and disease prevention, PCNs established processes to gain knowledge and insight into their target populations, to implement recommended preventative
care guidelines, and to provide primary, secondary and tertiary prevention services to reduce health risks.
Most PCNs had undertaken health promotion and disease/injury prevention activities for their defined target populations. At the time of the evaluation, most PCN patients (87%) reported having access to health
promotion and disease and injury prevention programs oﬀered through their respective PCN. In addition,
a greater proportion of PCN patients had preventative screening tests than non-PCN patients.

3.4.2 UTILIZATION OF SCREENING TESTS TO IDENTIFY AT RISK PATIENTS
Screening is viewed as an important component of preventative care. The early diagnosis of conditions can assist in the
development of treatment and/or provision of health information to enable patients to better manage their health risks.
While the sample sizes were small, data from the TOP Initiative
suggested that PCN physicians were considerably more likely
to utilize screening tests for a range of risk factors than were
non-PCN physicians.

“….with a nurse involved, doctors became better able to get
onto the proper testing cycle in
accordance with best practices
in diabetes testing/monitoring.”
- Key Informant
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Using a baseline (pre-checklist use) and post-checklist (during checklist use) review of charts for the first
ten adult annual/periodic health exams completed by physicians enrolled in TOP, diﬀerences between the
use of screening tests were identified for several conditions on the basis of PCN or non-PCN aﬃliation.
Care should be taken in interpreting the results due to small sample sizes.
Table 3-8: Toward Optimized Practice Data on Use of Screening Tests
Assessment

Pre-Checklist Use
PCN
++

Smoking behaviour assessment

71%

Blood pressure

98%++
++

During Checklist Use

Not in PCN
--

PCN

Not in PCN

50%

++

93%

77%--

94%--

100%

100%

2%

++

59%

33%--

--

Tetanus/diptheria immunization

9%

Clinical breast exam

94%++

82%--

99%++

84%--

Fasting glucose

93%++

90%--

97%

93%

Mammography

92%

89%

96%++

85%--

Fetal occult blood testing

41%

43%

56%--

74%++

Colonoscopy

27%++

20%--

38%

35%

Bone density

43%

42%

63%++

44%--

Source: Preliminary data from Toward Optimized Practice records for the Health Screen in ACTION Campaign for the period of
June 1, 2007 to January 31, 2010
Note: For the not-in-PCN data, 59 physicians’ patient charts were
reviewed for the “pre-checklist use” period and 10 physicians’ patient charts were reviewed for the ”during checklist” period. For
the PCN data, 439 physicians’ patient charts were reviewed for
the “pre-checklist use” period and 174 physicians’ patient charts
were reviewed in the “during the checklist use” period.
++ --: Denotes statistically significant diﬀerence, p<.05

3.4.3 HEALTH PROMOTION AND DISEASE AND INJURY PREVENTION PROGRAMMING
Consistent with PCI’s goal to focus on health promotion and prevention, most Physician Leads/Program
Administrators interviewed (81%) indicated that their PCN oﬀered health promotion and injury prevention
programs to their patients. The commonly mentioned programs were AHS wellness and lifestyle programs
such as the Living Well Program. Many patients in focus groups noted the presence of coordinators to assist in lifestyle activities. Examples included programs with a wellness coordinator who showed them how
to exercise properly and how to make healthy food choices. Other programs focused on patient self-management. Within these programs health care staﬀ discussed a variety of topics with the patients— from
diet and exercise to medication and lab test results— in order to support them in attempts to improve
their overall health.
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A few PCNs had specific injury prevention (e.g., farm safety) or fall prevention programs (e.g., for seniors who had fallen once). Harm reduction
programs and smoking cessation programs were also available in some
PCNs. In addition to targeting patients, some PCNs targeted caregivers,
assisting them to navigate the system and focus on the specific needs of
the people they were supporting.
The results of the evaluation suggested that PCNs were eﬀective in increasing the amount of information provided to patients regarding lifestyle factors. As highlighted in Table 3-9, while a greater proportion of
PCN patients reported receiving more information about lifestyle issues
relative to non-PCN patients, the proportion of patients who actually reported making lifestyle changes based on the information received was
no diﬀerent between the two groups.
Table 3-9: Proportion of Patients Receiving and Acting Upon Information on Lifestyle Factors –
Provided at their Physician’s Clinic
Physician’s Clinic Provided Information on Lifestyle Factors
Patient Type

Received

Acted Upon
Non-PCN

PCN

Non-PCN

PCN

Increasing physical activity levels

42%++

39%--

52%

48%

Improving diet or nutrition

42%++

37%--

63%

63%

++

--

37%

62%

60%

Maintaining a healthy body weight

42%

Managing stress

28%

26%

66%

65%

Quitting or reducing smoking

57%*

49%*

35%

31%

Drinking alcohol

34%*

29%*

25%

27%

n=PCN 4,715, and Non-PCN 2,902
Source: Patient Survey, E1 and E2
Note: * Not applicable removed
++ --: Denotes statistically significant diﬀerence, p<.05

While PCNs may not yet have had an appreciable impact on the general patient population in terms of
health behaviors, it is interesting to note that among those individuals most at risk, those in poor health,
or those who were smokers, there were marked diﬀerences in the proportion who noted that they received information and the proportion who noted that they actually made lifestyle changes on the information received.
As shown in Table 3-10, a larger proportion of PCN patients who smoked or were in poor health reported
that they received information on all lifestyle factors measured. Statistical diﬀerences were found for the
lifestyle factors of increasing physical activity levels, improving diet and nutrition and maintaining body
weight than those not in PCNs. Although not statistically significant, the proportion of PCN patients who
smoked or were in poor health, that acted upon the health information, was higher for all types of information provided.
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Table 3-10: Proportion of Patients who Smoke and Patients in Poor Health Receiving and Acting Upon
Information on Lifestyle Factors – Provided at their Physician’s Clinic
Physician’s Clinic Provided Information on Lifestyle Factors for Smokers and Patients in Poor Health
Patient Type

Information Received
PCN
Non-PCN

PCN

Increasing physical activity levels

60%++

56%--

58%

++

--

Acted Upon
Non-PCN

++

52%

52%

73%

66%--

52%--

69%

65%

Improving diet or nutrition

57%

Maintaining a healthy body weight

57%++

Managing stress

42%

39%

66%

65%

Quitting or reducing smoking

72%

67%

43%

38%

Drinking alcohol

42%

37%

47%

43%

Source: Patient Survey, E1 and E2
Note: * Not applicable removed. For PCN ‘Received’, the “n” varied from 520 to 1,092 and for Non-PCN ‘Received’ the n varied
from 355 to 701. For PCN ‘Acted Upon’, the n varied from 153 to 558 and for Non-PCN ‘Acted Upon’, the n varied from 91 to 336.
++ --: Denotes statistically significant diﬀerence, p<.05

3.5 COMPLEX PATIENTS AND PATIENTS WITH CHRONIC DISEASE
Background Literature: Complex Patients and Patients with Chronic Disease
Interventions aimed at managing and preventing chronic disease were
noted to be of critical importance to primary care in the 21st century. The
aging of Canada’s population, along with continuing medical advances that
turned life-threatening, acute illnesses into chronic diseases, were also noted to contribute to increasing the burden on health systems across Canada
(Morgan, Zamora, & Hindmarsh, 2007). Eﬀectively managing and preventing chronic disease, therefore, would lessen the burdens on health systems
in Canada and would contribute to better long-term health outcomes.
Interventions aimed at managing and preventing chronic disease in primary care settings have been shown to be eﬀective and have a positive impact on reducing the use of secondary and emergency care (PeytremannBridevaux, Staeger, Bridevaux, Ghali, & Burnand, 2008) and reducing the
length of waiting lists (Health Council of Canada, 2005). As well, because
many patients with chronic disease were noted to have several co-morbid
chronic diseases (e.g., obesity and diabetes), a coordinated approach to managing patients with complex
disease – along with the support of a MDT (Matthias, Parpart, Nyland, Huﬀman, Stubbs, et al., 2010;
Bodenheimer, Chen, & Bennett, 2009) – was found to help eﬀectively address a patient’s multiple chronic
diseases (Lee, Cigolle, & Blaum, 2009). Evidence suggests that complex patients who had received primary
care in a MDT environment tended to be more satisfied with their care than those in more conventional
primary care environments (Canadian Health Services Research Foundation (CHSRF), 2007) and tended to
receive more enhanced services (i.e., more engagement in self-care (2007), more preventative programming (2007), and felt a greater sense of involvement in their care plan (Pirkis, Livingston, Herrman, et al.,
2004)).
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There are numerous benefits to eﬀectively managing chronic disease. Research has demonstrated improved clinical outcomes associated with CDM (Bodenheimer, Lorig, Holman, & Grumbach, 2002), including reductions in symptoms of depression in patients with co-morbid conditions (Keaton, EHB, Von Korﬀ,
et al., 2010), improved exercise capacity in patients with COPD (Peytremann- Bridevaux, 2008), reduction
in symptoms of depression (Klinkman, Bauroth, Fedewa, Kerber, Kuebler, et al., 2010), and reduction in
symptoms of children with severe asthma (Morgan, 2007). Further research suggested that CDM improved
patients’ self-assessments of their quality of life (Chen, Baumgardner, & Rice, 2011).
Critical elements identified for ensuring high-quality CDM were: 1) the development and use of clinical
pathways, protocols and guidelines and the provision of evidence-based care; 2) inter-professional teams
and collaboration among providers; 3) improved screening and disease control; 4) involving patients in
their care; 5) integration, coordination and continuity of care; 6) providing care in the least intensive setting; and 7) longitudinal clinical records shared among providers (Dolovich, Pottie, Kaczorowski, et al.,
2008; Health Council of Canada, 2005).
Although CDM programming specifically has proven benefits, some experts have suggested that these
benefits cannot be wholly attributed to CDM practices. Starfield has maintained that the impact of primary care on mortality and morbidity could be somewhat attributed to a person-centred focus in primary care settings rather than simply the management of a particular disease (Starfield, Shi, and Macinko,
2005). She has argued against single-disease management models, advocating for management in the
context of ongoing, comprehensive primary care accompanied by close coordination between generalists
and specialists (Starfield, Lemke, Bernhardt, Foldes, Forrest, and Weiner, 2003). As stated by Deber (2006),
the evidence on prevention and CDM would indicate, therefore, that targeting population most likely to
benefit, including the most vulnerable, would likely construe the most benefit (McMurchy, 2009).
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Summary of Findings: Complex Patients and Patients with
Chronic Disease
Improvements in Shared Care Pathways
o PCNs had developed shared care pathways, implemented through
MDTs, to provide care to complex and chronic disease patients.
o Shared care pathways had improved continuity of care and utilization
of professional skills, and reduced service duplication.
o PCN physicians were more confident than non-PCN physicians that
they had the resources necessary to provide diabetic care that conforms to accepted standards.
Facilitation of Self-Management in Patients with Chronic Health Conditions
o PCN chronic disease patients were confident in their ability to manage
their own health.
o When connected to a PCN, patients with depression and asthma had
greater participation in treatment plan development than those seeing a physician who was not connected to a PCN.
o PCN patients with COPD and diabetes were more likely to modify
their behaviour in response to physician information than non-PCN
patients.
Care Provision for Chronic Disease and Complex Patients
o The use of pharmacological treatments for ischemic heart disease,
diabetes, hypertension, and congestive heart failure were generally
more prevalent in PCNs compared to non-PCNs.
o PCN patients, as compared to non-PCN patients, with arthritis, asthma, COPD and congestive heart failure had shorter wait times for care.
o Hospitalization data provided by AHW for FY08/09 indicated that the
hospitalization rate among PCN patients was similar to that of nonPCN patients. Length of stay in hospitals for PCN patients was slightly
less than that of non-PCN patients. However, it was not possible to
identify the extent to which hospitalization data could be used to support PCN outcomes as detailed information was not available.
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Supporting Findings: Complex Patients and Patients with Chronic Disease

3.5.1. IMPROVEMENTS IN SHARED CARE PATHWAYS
In an eﬀort to provide the highest quality of care, PCNs generally agreed that management of complex patients and
patients with chronic disease was a priority. At the time of
the evaluation, all PCNs had developed some service or program for complex patients or for those with chronic disease.
These approaches generally conformed to best practices in
that they sought to involve the patient as well as a wide
range of OHCPs and utilized shared care pathways.61

“Shared care pathways reduce duplication and clarify roles when patients need to move to diﬀerent levels. There’s fewer mixed messages
and clear communication. It’s a
fuller picture of patient’s life and
needs….It’s a holistic approach.”

Specifically, the majority of PCNs (93%) noted that they
- Key Informant
had begun to use shared care pathways in the treatment
of complex and chronic disease patients. In most cases, the
shared care pathway was implemented through the PCN
MDT. Importantly, at some sites the shared care pathways were said to encourage the translation of practice guidelines into local protocols which were then applied to clinical practice. Examples of complex or
chronic disease programs that used shared care pathways included the Nurse Led Anticoagulation Management Program, Chronic Disease Management Nurse Support Program and nutritional support programs that included a dietitian. PCN Administrative Leads noted the positive outcomes of shared care
pathways to include:4262
—
—
—
—
—
—
—
—
—

consistency of care delivery across chronic disease and complex patients;
improved continuity of care among physicians and OHCPs in the provision of patient care;
better utilization of professional skills;
partnering and program implementation with AHS resulting in a reduction in service duplication;
clarification of health care provider roles for patients;
more timely patient follow-up;
increased understanding of patient needs;
better management of patient medication; and
improved communication across PCN health care providers.

Improved communication across health care providers was also evidenced by chronic disease patients’
greater satisfaction with information sharing between health care providers both within and external to
the PCN. As highlighted in Table 3-11, PCN chronic disease patients were more satisfied that their health
care provider, was aware of their health issues than those without a chronic disease and those attached
to a non-PCN provider.

61 Structured multidisciplinary care plans which detail essential steps in the care of patients with a specific clinical problem.
62 Source: Administrative Lead Key Informant Interviews: Summative Evaluation Technical Report, Section 6
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Table 3-11: Chronic Disease PCN Patients’ Satisfaction with Information Sharing
PCN Patients With
Chronic Disease
(n=1982)

PCN Patients
With No Chronic
Disease
(n=2733)

Non-PCN Patients With
Chronic Disease
(n=1133)

Non-PCN Patients
With No Chronic
Disease
(n=1769)

Provider aware of health issues

82%++

73%--

79%++

67%--

Did not repeat information
to internal provider

69%++

63%

65%

61%--

Source: Patient Survey, F1a,b
++ --: Denotes statistically significant diﬀerence, p<.05

As would be expected with shared care pathways in place, PCN physicians were generally more confident
than non-PCN physicians that they had resources to provide care to diabetic patients that conformed to
accepted standards of practice and allowed them to: 4363
— regularly monitor glycated haemoglobin (HbA1c) when targets were not met or therapy adjusted
(PCN 84% vs. non-PCN 66%);
— educate patients about better self-management (PCN 84% vs. non-PCN 55%);
— provide nutritional therapy (PCN 75% vs. non-PCN 60%); and
— assist in engaging patients in appropriate levels of physical activity (PCN 60% vs. non-PCN 41%).

3.5.2 FACILITATION OF SELF MANAGEMENT IN PATIENTS WITH CHRONIC HEALTH
CONDITIONS
PCNs assist complex and chronic disease patients in self-management of their conditions. PCN patients
were generally confident that they were able to manage their own health (78%) and that their health care
provider gave them the help they needed to manage their own health (83%).464 Patients attached to physicians not working in a PCN were equally confident in managing their own health and receiving support
from their physician.
Additionally, analysis of the patient survey showed that, among patients with a chronic disease, there
were statistically significant diﬀerences in the way they received and experienced their care depending
on whether or not they were attached to a PCN. In relation to the tools that complex and chronic disease
patients would need for self-management, patients with depression, diabetes, asthma and COPD had:
— greater participation in treatment plan development; and
— were more likely to modify their behaviour in response to health information provided at their
family physician’s clinic.
Thus for treatment plan development, patients with depression were more often asked their opinion,
given treatment choices, and worked with the physician to develop a plan that was specific to the patient
(Table 3-12).
63 Source: Team Survey & Non-PCN Physician Survey: Summative Evaluation Technical Report, Section 6.3, Table 6-1 and 6-2 – Base % Physicians and Non-PCN Physicians – significant using Welch test statistic at p>.001 to p>.021. Note: Care is recommended in interpreting these findings given the small size of non-PCN physicians.
64 Source: Patient Survey: Summative Evaluation Technical Report, Section 6.5, Figure 6-6 – Base % Patients
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Table 3-12: Chronic Disease Patient Participation in Treatment Plans (PCN vs Non-PCN)
Chronic Disease Patient Satisfaction with Care Organization
Worked with physicians to
develop treatment plan that
can be used in life

Asked opinion on
treatment plan

Given choices for
treatment

PCN

Non-PCN

PCN

Non-PCN

PCN

Non-PCN

Arthritis
(PCN n=315, Non-PCN n=204)

42.5%++

34.3%--

54.6%

52.0%

56.5%

57.4%

Depression
(PCN n=365, Non-PCN n=203)

54.2%++

44.8%--

66.0%++

58.1%--

61.9%++

56.7%--

Anxiety
(PCN n=230, Non-PCN n=150)

51.3%++

42.7%--

62.2%

61.3%

57.4%

58.7%

Diabetes
(PCN n=318, Non-PCN n=196)

43.7%

41.8%

57.5%++

49.5%--

67.0%

62.8%

Asthma
(PCN n= 409), Non-PCN n=220)

41.1%

37.7%

54.3%++

45.5%--

50.6%++

41.8%--

PCN compared to Non-PCN

Source: Patient Survey D2a,b,f
++ --: Denotes statistically significant diﬀerence, p<.05

PCN attachment also had a positive impact on the self-management behaviours of COPD and diabetes
patients, as they were much more likely to have increased physical activity levels, improved diet and nutrition (COPD only), and had taken steps to better manage their stress in response to information provided
by their PCN physician’s clinic. Conversely, COPD add diabetic patients in the non-PCN care setting were
less likely to make these behavioural changes.
Table 3-13: COPD and Diabetes Patients Follow-Through on Promotion and Prevention Information
Follow-through by COPD and Diabetes Patients
PCN compared to Non-PCN

Increased level of physical
activity
PCN

Non-PCN
++

--

Improved diet and
nutrition

Taken steps to better manage
stress

PCN

Non-PCN

PCN

Non-PCN

COPD (PCN n=58, Non-PCN n=37)

52.6%

35.1%

62.1%

52.9%

71.8%*

57.7%*

Diabetes
(PCN n=263, Non-PCN n=145)

65.2%++

56.2%--

77.2%++

73.1%--

66.0%

67.4%

Source: Patient Survey E2c,d,e
++ --: Denotes statistically significant diﬀerence, p<.05
*Note : No statistically significant diﬀerence is found due to small sample size (i.e., “n”) for this patient sub-group.

3.5.3 CARE PROVISION FOR CHRONIC DISEASE AND COMPLEX PATIENTS
Physician Leads/Program Administrators expressed confidence that PCN programs had positively benefited the health outcomes of complex patients and patients with chronic disease by:
— increasing the time available with health care providers;
— increasing patient follow-up;
— the introduction of proactive preventative screening and disease registries;
— improving patient’s self-management skills; and
— increasing collaboration between health care providers.
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“I think the quality of my care
has changed, with the care nurse
that I have. She gives me a lot
of things that I probably never
would have known before.”

Consistent with the finding that PCN physicians tended to
adopt a more comprehensive screening approach, the results of the evaluation also suggested that PCN practices
were utilizing drug therapies to address chronic conditions
to a greater extent than that of non-PCN practices.

The evaluation used administrative data provided by AHW
to examine the extent to which evidence-based pharmacological treatments were being provided for specific chronic
- Focus Group Participant
conditions. It should be noted that data was available only
for those individuals covered through the AHCIP and whose
Alberta Blue Cross premiums were covered by the provincial government, namely those over the age of 65 years, those in receipt of AISH and social assistance
recipients. As detailed in Table 3-14, for the five chronic conditions identified in this study, PCN practices
showed modestly higher rates for four of the five conditions.
Table 3-14: Proportion of Identified Target Group on Evidence-based Drug Therapy – by Condition
Proportion of Identified Target Group on Evidence-based Drug Therapy – by Condition
% of PCN on Evidence-based Drug
Therapy

% of non-PCN on Evidence-based Drug
Therapy

Ischemic Heart Disease

45%

44%

Diabetes (hypertension therapy)

44%++

41%

Diabetes
(cholesterol control therapy)

33%++

30%

Hypertension (anti-hypertension)

48%++

46%

Congestive Heart Failure
(CHF therapy)

70%++

67%

Condition

Source: Alberta Health Care Insurance Plan (AHCIP) Registry database for 2005-2006, 2006-2007, 2007-2008, 2008-2009
Note: Drugs by disease identified by the EAC.
++ --: Denotes statistically significant diﬀerence, p<.05

While the evaluation confirmed that a higher proportion of PCN patients were on evidence-based drug
therapy relative to non-PCN patients (for four of the five identified conditions), it was interesting to note
that in PCNs that had specifically identified chronic disease as a major initiative, presence of evidencebased drug therapy practices for this population sub-group did not diﬀer significantly from the practices of
other PCNs that did not identify chronic diseases as a priority area.
Also related to health outcomes, PCN patient access appeared to have improved for some types of chronic
disease. Specifically, when attached to a PCN, patients with arthritis, asthma, COPD and congestive heart
failure self-reported waiting less time for either/or both urgent and routine care relative to their non-PCN
counterparts.6545 PCN patients with arthritis and COPD were also more satisfied with the wait times for both
urgent and urgent but minor care as compared to non-PCN patients.
Hospitalization data provided by AHW for FY08/09 indicated that the hospitalization rate among PCN patients was similar to that of non-PCN patients. Length of stay in hospitals for PCN patients was slightly less
than that of non-PCN patients; whether this diﬀerence was a result of PCN eﬀorts could not be concluded
from the research and the relative impact of PCN involvement was uncertain given the
65 Source: Patient Survey: Summative Evaluation Technical Report, Section 6.7.1 – Base % Patients
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complexity of hospital-based care. It was not possible to identify the extent to which hospitalization data
could be used to support PCN outcomes as detailed information was not available. Furthermore, a large
number of variables are known to be involved in the admission of patients to hospital in the acute care
system. Further research would be required to isolate the rationale and reasoning behind individual admissions.

3.6 COORDINATION AND INTEGRATION
Background Literature: Coordination and Integration
Literature has shown that providing patients with the right care at the
right time leads to both the desired health outcomes and patient satisfaction. When the right care was provided by diﬀerent levels of care and
by a variety of health care providers, the continuity of that care became
essential. In this way, the care provided had to be perceived by the patient as coherent with a seamless transition across providers, settings
and time (Biem, 2004).
Haggerty et al. (2003) have described three types of continuity of care:
informational continuity (where shared information is the common
thread linking providers); management continuity (where management
of a disease from several providers must be done in a complementary/
timely manner); and relational continuity (a link to future care). Continuity of care occurs between a patient’s primary physician and other
members of the primary care team, as well as hospitals and specialists
or OHCPs.
Continuity of care was noted in many ways to be dependent upon coordination and integration. Without the eﬀective coordination and integration of care, discontinuities and inconsistencies could result
which could negatively impact patient health (Bell, Schnipper, Auerbach, et al., 2009). Hofmarcher, Oxley,
& Rusticelli, (2007) stated that coordination and integration of care referred to “policies that help create
patient-centred care that is more coherent both within and across care settings and over time.” A number
of attributes were found to contribute to eﬀective care coordination including collaborative team-based
care (Edwards, Davies, Ploeg, Virani, & Skelly, 2007), eﬀective communication, standardized referral processes, continuity of patient information, and EMRs with system-to-system interoperability (McMurchy,
2009; Hofmarcher et al., 2007; O’Malley, Tynan, Cohen, Kemper, & Davis, 2009). For care coordination to
be eﬀective, supporting capacity had to be built in primary care settings (Hofmarcher et al., 2007).
Well-coordinated care could lead to — among many things — lower hospitalization rates and resource use
and to higher patient satisfaction (Talbot-Smith, Gnani, Pollock, & Gray, 2004; Feachem, Sekhri, & White,
2002; Hasselback, Saunders, Dastmalchian, Alibhai, Boudreau, et al., 2003). It was also found to be associated with improved adherence to prescribed screening and treatments, better recognition of previously
unidentified health problems, and better immunization outcomes (Reid et al., 2003; Reid, Haggerty, &
McKendry, 2002; Grol, Giesen, & van Uden, 2006). Moreover, when acute and chronic care was provided
at the primary care level, patients relied less on specialist interventions and emergency services. When
specialist care was required, referral from a primary care physician with previous knowledge of the patient
could result in better continuity of care and health outcomes (Starfield, Shi, & Macinko, (2005)).
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Summary of Findings: Coordination and Integration
Joint Venture Agreements
o PCN and AHS programming partnerships were noted by key informants
to have contributed to the reduction of duplication of services, addressed primary care gaps identified through PCN business planning
process, and improved role clarity across organizations.
Coordination within the PCN
o Care coordination in PCNs was supported through MDTs, clinical care
coordinators, and standardized clinical tools.
o Physicians were developing joint care plans with OHCPs; this occurred
most frequently when the OHCP was a nurse, pharmacist or occupational/physiotherapist.
o Shared training and physical co-location of health care providers supported coordinated care in the PCN.
o Physicians (86%) felt information sharing between health care providers
in the PCN had improved as a result of participating in the PCN.
o Patient survey data further underscored the extent to which PCNs had
supported the coordination of care. Compared to non-PCN patients, PCN
patients were more likely to indicate that the last health care provider
they saw was aware of their health issues (77% PCN, 72% non-PCN).
Coordination and Integration with health services external to the PCN
o With the goal of reducing wait times to a referred service, PCNs had
introduced patient referral navigator/coordinators, specialists’ linkage
programs and centralized protocols, such as referral databases and referral forms.
o Linkages with external health care services, such as AHS or contracted
services, improved PCN physician understanding of community services,
reduced inappropriate referrals, and increased PCN patient access to
health services.
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Supporting Findings: Coordination and Integration
3.6.1 JOINT VENTURE AGREEMENTS
Collaboration between the NPC of physicians and AHS at the zone level (through the Joint Venture Agreement) attempted to ensure that the programs and services developed did not duplicate existing services,
but rather addressed primary care gaps that were identified through the PCN business planning process.
As noted by Administrative Leads, linkages between the PCN and existing AHS programs/services had
resulted in reduced service duplication and role clarification across programs. Through joint planning and
collaboration, some programs developed by PCNs were integrated with regional programs or adopted as
an operational arm of existing AHS programs to fill service delivery gaps. Specific examples of some AHS
programs that PCNs identified as collaborating with or adapted for the specific needs of their patient
population included:
— Healthy Beginnings Postpartum Program – provided home nursing services including health
assessment up to the first two months after birth and hospital discharge;
— Regional Mental Health Program – AHS oﬀered community-based programs designed to help
adults, seniors and children regain their mental health or cope with schizophrenia and depression;
— AHS’ Weight Wise Program – initiative designed to address obesity which increased access
to programs and services while increasing activity levels and improving overall health;
— Regional Palliative Care Program – provided palliative care support in the home and in regional
health care institutions; shifted the main area of end-of-life care from acute care to home and
hospice;
— Collaborating with AHS in a Cervical Cancer Screening Program – encouraged and facilitated
cervical screening among “unscreened” women residing in Calgary and Lethbridge regions; and
— Alignment with Home Care – AHS home care nurses aligned their care load with PCN patient
panels.

3.6.2 COORDINATION WITHIN THE PRIMARY CARE NETWORK
PCNs had addressed coordination of patient care through a wide variety of methods, including the establishment of MDTs (all 100% PCNs had at least one MDT)466, formal administrative coordinating committees
(72%), formal clinical coordinating committees (66%), standardized clinical tools (68%), and formally designated positions for coordination of care (67%).67
PCNs had established MDTs in the areas of care of complex problems, screening/chronic disease prevention, care of chronically ill patients, and geriatric and obstetrical care.68 The PCN model allowed patients
to receive more specialized care within primary care when required, while remaining part of an integrated
system with the primary care physician. Depending upon the type of health care provider on the MDT, coordination of care may have been further supported through the development of joint care plans between
the physician and the other provider within the PCN. Physicians showed a high degree of collaborative
care. Eighty-one percent (81%) of PCN Administrative Leads estimated that within the PCN, physicians and
nurses were working together to develop joint care plans.6947
66 Source: PCN Annual and Mid-Year Reports, PCN Websites, Administrative Lead Key Informant Interviews: Summative Evaluation Technical
Report, Section 4.7, Table 4-11 – Base % PCNs
67 Source: PCN Survey: Formative Evaluation Technical Report Section 7.1.2, Table 7-5 – Base % PCNs
68 Source: Administrative Lead Key Informant Interviews, Annual and Mid-Year Reports and PCN Business Plans: Summative Evaluation Technical Report, Section 8.1, Table 8-1
69 Source: Administrative Lead Key Informant Interviews: Summative Evaluation Technical Report, Section 7.7, Table 7-6 – Base % PCNs
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Although less common, approximately one-half or more of the Administrative Leads also indicated that
joint care plans were being developed between physicians and pharmacists (57%), mental health professionals (53%), kinesiologists/exercise physiologists (50%) and occupational/physiotherapists (66%)70.
Just under one-half of all physicians (43%) and OHCPs (49%) also agreed that they were involved in shared
decision-making or joint development of a patient care plan when working with the PCN-based MDTs.71
Administrative Leads commonly noted that certain methods of supporting coordination of care between
PCN health care providers had been eﬀective. These included:72
— Shared training: The training, usually open to all PCN health professionals, included training on
how to communicate with, access and work with OHCPs and agencies; and
— Physical co-location of staﬀ: Whenever possible, PCNs attempted to co-locate health professionals within a PCN. This commonly meant nurses or OHCPs worked directly out of physician
clinics or all OHCPs were co-located in a central oﬃce. The goal was to improve communication
between health professionals, and increase patient perception that MDTs were part of the
physician practice.
A lack of physical space was said to be a significant barrier to PCNs. Many Physician Leads/Program Administrators, as well as Administrative Leads, stressed that available physical space in PCNs was limited.
Depending upon the PCNs’ preferred operational model, either co-located or decentralized, the physician
clinics were often too small or the PCN centralized oﬃce not structured in a way that accommodated colocation of OHCPs.
Improved coordination and integration within the PCN was evidenced through a number of evaluation
measures including high levels of agreement among:
— physicians (86%) that information sharing between health care providers in the PCN had
improved; 73
— Physician Leads/Program Administrators (100%) that PCN programs had improved shared care
pathways;
— PCN team members (physicians, OHCPs and administrators) that protocols and standardized
clinical tools for sharing patient information (80%) and for coordinating care within the PCN
(76%) were eﬀective; 74
— PCN patients who reported that the health care provider they saw at their last clinic visit was aware of
their health issues (77% among PCN patients, versus
72% among non-PCN patients)75; and
— Physician Leads/Program Administrators reported
that MDTs improved patient access to specialized
care, as well as allowed patients more time with
health care providers. This was evidenced by

“Even with being referred to a
specialist I didn’t have to go to
two or three diﬀerent specialists... I got it in one thorough
visit and it saved a lot of time
and eﬀort.”
- Focus Group Participant

70 Source: Administrative Lead Key Informant Interviews: Summative Evaluation Technical Report, Section 7.7, Table 7-6 – Base % PCNs
71 Source: Team Survey: Summative Evaluation Technical Report, Section 8.6, Figure 8-13 – Base % Physicians and OHCPs
72 Source: Administrative Lead Key Informant Interviews: Summative Evaluation Technical Report
73 Source: Team Survey: Summative Evaluation Technical Report, Section 7.4, Table 7-3 – Base % Physicians
74 Source: Team Survey: Formative Evaluation Technical Report, Section 7.4.1, Table 7-12 – Base % Team Members
75 Source: Patient Survey: Summative Evaluation Technical Report, Section 4.6, Figure 4-9 – Base % Patients
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increased patient referral in PCN clinics, as PCN patients were significantly more likely to have
been referred to OHCPs (either internal or external to the PCN) during their last visit to their
family physician compared to non-PCN patients (18% vs. 15%).7648

3.6.3 COORDINATION AND INTEGRATION WITH HEALTH SERVICES EXTERNAL TO THE
PRIMARY CARE NETWORK
PCNs had also attempted to address the issue of care coordination between levels of care when
a patient had to be referred outside of the PCN for appropriate care. To support coordination and
integration, PCNs had developed linkages with a wide variety of areas within AHS, most notably home care (100%), community mental health (90%), community health services (90%), public health (84%), hospitals/emergency departments (84%) and physician specialists (84%)77.
Specific examples provided by Physician Leads/Program Administrators of agencies with which linkages
had been made included AHS, nursing homes, schools, FCSS and specialist physicians.
The development of linkages or referral relations was sup“Development of an online
ported through a variety of methods, including patient
referral navigator/coordinators, specialist linkage funding,
database (4yrs) updated by
partnerships with AHS, and promotion of the PCN through
Referral Coordinators has ascommunity education and networking. Referral relationsisted with ensuring we share
ships were also supported through PCN centralized protothe most up to date informacols, such as referral databases, including community retion to ensure our referrals are
ferral databases or referral forms. Referral databases were
handled as quickly and eﬃsaid to contain information not just on physician specialties
ciently as possible.”
but also wait times for specialists. Nurses were also used to
- Key Informant
navigate patients through the referral process.78 EMR, NetCare, regular meetings between agencies or health delivery
teams and information sharing agreements with hospitals
were most commonly used by PCNs to support communication between the PCN and external health care
providers. However, despite reliance on EMRs, lack of interoperability between EMRs and restricted personnel access, had continued to impede information sharing.
In some PCNs, linkages had occurred at the PCN level, while in others these occurred at the clinic level.
Positive outcomes noted by Administrative Leads and Physician Leads/Program Administrators during
interviews from these linkages included:79
— increased patient access to health services such as
rehabilitation/recovery beds and psychiatric support;
— strong working relationships between hospital/
community pharmacists and PCN physicians or PCN
pharmacists;
— development of specialist referral databases and
online databases for referral coordinators;
— streamlining of the referral processes, including reduction in the amount of time physicians were spending setting up appointments with OHCPs;
76
77
78
79

“Professional relationships with
other professionals lead to less
medication error. It’s a win-win,
patients win for sure. Patients
know physicians are in direct
contact with their pharmacist,
there’s higher patient confidence.”
- Key Informant

Source: Patient Survey: Summative Evaluation Technical Report, Section 8.3 – Base % Patients
Source: PCN Survey: Formative Evaluation Technical Report Section 7.1.1, Table 7-1 – Base % Administrative Leads
Source: Administrative Lead Key Informant Interviews: Summative Evaluation Technical Report, Section 7.0
Source: Administrative Lead Key Informant Interviews: Summative Evaluation Technical Report, Section 7.0
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— reduction in the number of inappropriate referrals;
— networks of physicians providing care in languages other than English;
— improved alignment of operational hours (between PCN and external service providers);
— case conferencing with home care;
— improved care pathways for diabetes, including improved acute care follow-up and management
by PCN health care providers; and
— improved physician understanding of community services.
The impact that improvements in care coordination had on referred wait times for PCN patients was unclear, as may be expected given the complex relationship between primary care and community and specialized care. While there was a strong sense, among PCN Administrative Leads, that referral wait times
had declined, limited data were available to confirm these observations. While some PCNs had data on
current wait times, they noted a lack of baseline data for comparison purposes. However, the data could
be forthcoming as 62% of the PCNs were participating in AIM to track and monitor access and eﬃciency
measures such as time-to-third-next-available appointments. Promising data available from a few PCNs
and the provincial AIM evaluation (Alberta AIM 2010) indicated a decline in referral wait times.
Since joining the PCN, most PCN physicians (90%) indicated that wait times for referred services provided
either within the PCN by MDT or health care providers external to the PCN, had decreased (28%) or stayed
the same (62%).8049PCN patients, however, reported longer mean wait times for referred care than patients
attached to non-PCN physicians.81 Given the trend toward longer wait times for care, a 28% decline in referred wait time is promising.

3.7 MULTIDISCIPLINARY TEAMS
Background Literature: Multidisciplinary Teams
Inter-professional care is the provision of comprehensive
health services to patients by multiple health care professionals who work collaboratively to deliver care. When functioning well, it includes partnerships, collaboration and a team
comprised of multiple disciplines in health care. MDTs can
have a number of positive outcomes for providers and patients and are considered a key element in successful health
system integration (Suter, Oelke, Adair, & Armitage, 2009).
For providers, there was evidence showing that MDTs could
improve job satisfaction, inter-professional communication
(including information sharing), perceptions about the roles of other health care practitioners, and their
knowledge and skills (Lavis, & Shearer, 2010). Additionally, MDTs could change practice behaviours (e.g.,
referral patterns, follow up, preventative care, etc.) (Barrett, Curran, Glynn, & Godwin, 2007). An important consideration in inter-professional or MDT functioning was found to be the professional scope of
practice of health care providers. This was particularly true when there is a role overlap between providers
or “shared practice boundaries.” (Scholes, & Vaughan, 2002). MDTs were also thought to be a mechanism
by which health professionals’ scope of practice can be improved.

80 Source: Team Survey & Non-PCN Physician Survey, Section 3.8, Figure 3-16 – Base % Physicians and Non-PCN Physicians
81 Source: Patient Survey: Summative Evaluation Technical Report, Section 3.7, Table 3-13 – Base % Patients
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(Dennis S, May J, Perkins D, Zwar N, Sibbald B, Hasan I, 2009). It is important to note, however, that the
health professionals often held inconsistent definitions of scope of practice, meaning that, for some, scope
of practice meant professional competencies while, for others, it would relate to components of the clinical parameters of practice (White, Oelke, Besner, Doran, McGillis, et al., 2008).
For patients, inter-professional collaborative practice models may improve care processes by providing a
broader range of services, using resources more eﬃciently, creating improved service access, shortening
wait times, and providing improved coordination and comprehensiveness of care (Barrett, et al., 2007).
Patients may be able to spend more time with their primary care physician and access health care professionals like pharmacists or mental health practitioners who may have previously been diﬃcult to access
(2007). Literature also showed eﬀective inter-professional collaboration could allow one provider to report eﬀectively to another about a patient’s condition, could increase the likelihood of detecting an error,
and lead to more eﬀective implementation of evidence-based decisions related to patient care (Zwarenstein, & Reeves, 2006).
Moreover, multidisciplinary care has been shown to improve the quality of care of patients with chronic and complex disease and increase adherence to evidence-based guidelines in caring for complex and
chronic disease (Callahan, Boustani, Unverzagt, et al., 2006; Hogg, Lemelin, Dahrouge, Luddy, Armstrong,
Legault, et al., 2009; Chin, Cook, JL, et al., 2004; The Health Professions Regulatory Network, 2008; Lavis,
& Shearer, 2010). There is also evidence to suggest that MDTs can improve some clinical outcomes of patients (Bayliss, Bhardwaja, Ross, Beck, & Lanese (2011), Gilbody, Bower, Fletcher, et al. (2006)).

Supporting Findings: Multidisciplinary Teams
3.7.1 IMPORTANCE/PREVALENCE OF MULTIDISIPLINARY TEAMS
PCNs had developed a wide variety of MDTs. All PCNs reported
having at least one MDT, with the number of teams within PCNs
“There’s definitely a team
ranging from one to 11. This was a 10% increase in the proporapproach in the physician’s
tion of PCNs that reported MDTs one year ago8052. On average,
clinic; there’s two nurses
MDTs represented a significant proportion (29%) of PCN priorwho basically take care of all
ity initiative expenditures in FY08/09. MDT expenditures, as a
your needs.”
share of priority initiative expenditures, were the highest of any
- Focus Group Participant
initiative (CDM was the next highest at 26% of priority initiative
spending); please see Graph 3-20, Section 3.8.3. MDT expenditures typically included provision of funding for OHCPs. In fact,
it was determined that, among total PCN expenditures in FY08/09, one-third (33%) of total expenditures
were allocated to OHCPs – many of whom were working in MDTs (see Table 3-19, Section 3.8.3)8153. As well,
AHS team members were often aligned and functioned as part of PCN MDTs in the provision of patient
care, as was evident from the review of PCNs’ Annual and Mid-Year Reports.

3.7.2 STRUCTURE AND FUNCTIONING OF PRIMARY CARE NETWORK MULTIDISCIPLINARY
TEAMS
The care focus of MDTs most commonly reported or observed was:5284
— chronic disease management (66%);
— obstetrical care (55%);
82 Source: Administrative Lead Key Informant Interviews (Formative and Summative Evaluation)
83 Source: PCN Annual Reports (April 1, 2008 – March 31, 2009), Schedule 3: Staﬃng Summary (Direct Care Provider Staﬃng and Clinical Support Staﬃng)
84 Source: Administrative Lead Key Informant Guide MDT Tables, Annual Reports (April 1, 2008 – March 31, 2009); Mid-Year Reports (April 1 September 30, 2008 & April 1 – September 30, 2009); PCN Business Plans (2006 – 2010): Summative Evaluation
Technical Report, Section 8, Table 8-1 – Base % PCNs
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— care of complex patients (52%);
— health promotion (41%); and
— mental health care (38%).
MDTs were composed of physicians, OHCPs, administrative and support staﬀ (e.g., referral coordinators).
Among OHCPs, the type of provider was dictated by the care focus of the MDT, with registered nurses (RN),
licensed practical nurses (LPNs), pharmacists, dietitians and social workers most commonly working within
the team. Among the PCN health professionals surveyed, one-half of the physicians (50%) and most of the
OHCPs (80%) worked on at least one of the MDTs in their PCN.85 From the length of time physicians and
OHCPs had worked on MDTs, it was estimated that PCNs took approximately one to two years of operation
before the MDTs were fully staﬀed. Additionally, newer PCNs appeared to have been building the MDTs
more quickly than pioneering PCNs (Graph 3-15).

85 Source: Team Survey: Summative Evaluation Technical Report, Section 8 - Base % Physicians and OHCPs
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Summary of Findings: Multidisciplinary Teams
Importance/Prevalence of MDTs
o All PCNs reported having at least one MDT in operation as of FY10/11.
These was a 10% increase in the number of MDTs in operation between
FY09/10 and FY10/11.
o On average, MDTs represented a significant proportion (29%) of PCN priority initiative expenditures in FY08/09. MDT expenditures as a share of
priority initiative expenditures were the highest of any initiative (CDM
was the next highest at 26% of priority initiative spending).
o MDT expenditures typically included provision of funding for OHCPs. In
fact, looking at total PCN expenditures in FY08/09, one-third (33%) of total expenditures were for OHCPs – many of whom would work in MDTs.
o AHS team members were often aligned with and functioned as part of
PCN MDTs in the provision of patient care.
Structure and Functioning of PCN MDTs
o The most common care focus of MDTs was chronic disease management.
o PCNs took approximately 1 to 2 years of operation to fully staﬀ MDTs.
o Physicians had the greatest shared decision-making and patient care
planning with CDM and mental health MDTs.
o Team members were increasingly satisfied with MDT functioning.
Patient Information Sharing within the PCN
o Team members had formal information mechanisms in place and were
satisfied with these mechanisms.
MDTs’ Contribution to Comprehensive Care
o PCNs increased the time physicians had available to spend with patients.
o Team members believed they were working to full scope of practice.
o MDTs increased patient access to specialized care within the PCN.
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Graph 3-15. Involvement in an MDT
Proportion of Health Care Providers
Reporting Involvement in MDT

100%

98

100

99

98

Physicians Established PCN

80%

Physicians Newly Operating PCN

72

60%

OHCPs - Established PCN
38

40

40%

37

29

12

1

5

OHCPs -Newly Operating PCN

29

19

20%
0%

63

57

13

2

3

4

5

PCN Years of Operation
n=254 Physicians, and n=184 OHCPs
*PCNs Operating 2-3 Years; **PCNs Operating 4-5 Years
Source: Team Survey: Physicians and OHCPs, D4

Team survey results showed that services provided by the MDTs had been well-utilized, as 73% of physicians referred patients to other MDT members at least once per week. This was corroborated by findings
from the patients’ survey where PCN patients were more commonly referred to OHCPs by their family
physician than was the case for non-PCN patients. About 1 in 10 PCN patients had been referred to OHCPs
or specialists.
The manner in which physicians typically interacted with the MDTs was correlated with the care focus of
the team and the OHCPs on the team. As Table 3-16 shows, when the MDT was providing chronic disease
management, the physician and OHCPs were commonly working together to develop a patient care plan
and included shared decision-making more than 40% of the time. Whereas with mental health MDTs, physicians were primarily referring to the OHCPs with no further involvement.
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Table 3-16: Physician Team Involvement by Care Focus of the MDT
Physician Identified Participation in Patient Care Provided through the MDT

Care focus of the MDT (typical OHCPs)

Refer
Only

Shared
Decision
Making

Patient
Care Plan

No
Involvement

Chronic Disease Management (CDM) (e.g., RN, LPN, NP, pharmacist,
kinesiologist, dietitian, diabetes educator, social worker, mental health
therapist, behavioural health consultant)

24%

43%

23%

23%

Pharmacist Team (e.g., RN, LPN, pharmacist)

26%

40%

17%

30%

Primary Care Team (e.g., RN, nurse educators, pharmacist, social workers, dietitian, behavioural consultant, mental health therapist, referral
coordinators)

26%

34%

24%

28%

Women’s Health Team (e.g., RN, NP, nurse educators, midwife, dietitians)

35%

19%

5%

42%

Health Promotion Team (e.g., NP, RN, LPN, physical therapist, kinesiologist, behavioural health consultant, mental health therapist)

37%

28%

13%

28%

Mental Health Team (e.g., behavioural health consultant, mental health
therapist, social workers, psychologists, psychiatrist)

40%

38%

12%

16%

Complex Care Team (e.g., RN, NP, nurse educator, pharmacist, dietitian)

44%

25%

11%

27%

Obstetrical Care Team (e.g., RN, dietitian, midwife, lactation consultant)

50%

14%

15%

25%

n=501
Source: Team Survey: Physicians, D2

PCN physicians and OHCPs continued to be very satisfied with how the MDTs functioned. The majority
of PCN team members expressed satisfaction with MDT culture. Physicians and OHCPs also expressed
high and improved satisfaction (since measured in 2009) with team members’ understanding of goals and
team member belonging, acceptance and recognition. Looking more specifically at issues of role clarity,
decision-making processes, shared understanding of team objectives, team structure and communication,
both physicians and OHCPs showed increased satisfaction in team functioning across these measures.
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Table 3-17. MDT Member Satisfaction with MDT Characteristics (2010/2009)
MDT Member Satisfaction with MDT Characteristics
Physician Satisfaction

OHCP Satisfaction

Change in Satisfaction
2010 minus 2009

2010 Mean

2009 Mean

2010 Mean

2009 Mean

Physicians

OHCPs

Decision-making

4.28

4.30

4.32

4.21

-0.02

+0.11

Vision and leadership

4.15

4.10

4.13

4.08

+0.05

+0.05

Shared understanding

4.19

4.11

4.23

4.05

+0.08

+0.18

Role clarity

4.17

4.09

4.23

4.09

+0.08

+0.14

Structure

3.94

3.79

4.09

4.00

+0.15

+0.09

Communication

4.09

3.90

4.03

3.83

+0.19

+0.20

Professional development

3.96

3.88

4.08

4.02

+0.08

+0.06

n=254 (Physicians); n=184 (OHCPs) 1 = Very Poor; 5 = Very Good
Source: Team Survey: Physicians and OCHPs, D7
Note: Mean is based on a composite scale (i.e., combining individual characteristics in each category and averaging their overall
mean).

3.7.3 PATIENT INFORMATION SHARING WITHIN THE PRIMARY CARE NETWORK
A well-functioning primary care team shares information eﬀectively. Information sharing between
team members is best supported through formal communication processes. Survey results indicated that more PCN physicians (76%) and OHCPs (76%) than non-PCN physicians (68%) had formal processes to ensure medication and problem lists were recorded in patients’ charts.86 In addition, significantly more PCN physicians used EMRs within their clinic than non-PCN physicians.87
Overall, OHCPs (75%) and PCN physicians (52%) were very satisfied or satisfied with the way patient
information was shared within the PCN; however, there continues to be room for improvement.88

3.7.4 MULTIDISCIPLINARY TEAMS’
CONTRIBUTION TO COMPREHENSIVE CARE
As suggested by the literature, the presence of MDTs appears to have had positive impacts on patient level outcomes (quality of care coordination) and provider level
outcomes (e.g., satisfaction and retention).
The addition of MDTs allowed physician access to OHCPs
such as mental health professionals who provided expertise and knowledge to both patients and PCN physicians.

“….It saves time and knowledge sharing, which is a huge
factor. Nurses can take a lot of
the load from physicians, same
with home care. Physicians give
guidance. Time is saved and
knowledge is shared.”
- Key Informant

86 Source: Team Survey & Non-PCN Physician Survey: Summative Evaluation Technical Report, Section 8.5.1 – Base % Physicians, OHCPs and
Non-PCN Physicians
87 There was a significant eﬀect for PCN/non-PCN Physician, Welch(1, 51) = 24.324, p = .000, with PCN physicians receiving higher scores than
non-PCN physicians.
87 There was a significant eﬀect for PCN/non-PCN Physician, Welch(1, 51) = 24.324, p = .000, with PCN physicians receiving higher scores than
non-PCN physicians.
88 Source: Team Survey: Summative Evaluation Technical Report, Section 8.5.3 – Base % Physicians and OHCPs
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Findings from team survey supported the opinions expressed by Physician Leads/Program Administrators and Administrative Leads in key informant interviews; most physicians reported an improvement in
both the amount of time available to spend with patients (75%) and the ability to use time appropriately
(83%).89
Administrative Leads also suggested that MDTs had improved the provision of comprehensive care by:9056
—

completing patient assessments and providing care recommendations directly to the physician;

—

increasing patient access to specialized primary care
services and education;

—

increasing patient compliance and outcomes;

—

providing professional development and education
to health care providers;

—

enhancing patient self-management skills;

—

promoting best practice guidelines;

—

reducing redundant appointments for patients; and

—

supporting OHCPs in working to their full scope of
practice.

“It’s all about appropriate
scope of practice. If each of
the health disciplines works
to their full scope of practice
in a coordinated fashion, you
are receiving optimal care
which, in turn, should provide
you optimal outcomes.”
- Key Informant

An important component of team-based care is the ability of members to utilize their expertise in providing patient care. The majority of OHCPs surveyed reported that they were able to work to their full scope
of practice when working within MDTs (86%) and PCNs (85%) overall, suggesting that they were utilizing
their professional expertise appropriately.91

3.8 SYSTEM LEVEL DESIGN
Background Literature: System Level Design
The recognition that primary care could and should be restructured
from a single practice model involving limited or no integration with
other health care providers to a “community-based” model has existed
in medical research since the early 1980s. In a landmark discussion completed in the United States in 1983, the US Institute of Medicine published research relating to the reorganization of primary care. The study,
Community Oriented Primary Care: New Directions for Health Service
Delivery, 1983, listed six attributes that were deemed essential to primary care: accessibility; comprehensiveness; coordination; continuity;
accountability and community focus. The study further notes:
“… where Community Created Primary Care (COPC) has existed in its
“pure form”, and/or where significant elements of it seem to have been
present and tested, there appears to be an improvement in the health of
populations served. There is some evidence of reduction in infant mortality rates, in prevalence of conditions (hypertension, smoking, overweight) shown to be highly correlated with severe, debilitating diseases,
and in costs of hospitalization resulting from preventable diseases.”
89 Source: Team Survey: Summative Evaluation Technical Report: Physicians, Section 8.9, Figure 8-17 – Base % Physicians
90 Source: Administrative Lead Key Informant Interviews: Summative Evaluation Technical Report, Section 8
91 Source: Team Survey: Summative Evaluation Technical Report: OHCPs, Section 8.8, Table 8-16 – Base % OHCPs
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A key finding that was identified in the study was that Community Oriented Primary Care required a mechanism to link and promote the “co-mingling” of people with a variety of backgrounds and expertise – including health care providers (physicians, nurses, other) with other important partners such as epidemiologists, social workers and administrators. The study also identified the need to:
“look to the community for guidance and advice when diagnosing the community problems, designing and implementing treatment modalities, and evaluating its worth.”
Canadian research was generally found to be consistent with that of the United States and other jurisdictions. Recent research published in Canada (Lamarche, Beaulieu, et al, 2003) identified elements of
primary care health delivery models that should be adopted where possible. These identified elements
included:
— innovative funding models with an emphasis on per capita funding rather than fee for service basis;
— promotion and support of multidisciplinary approach for primary care delivery; and
— promotion and support of integrated information management systems to help plan and manage
the delivery of primary care.
The organization of primary care into a community-based model based upon the development of PCNs has
been shown to expand primary care service capacity, improve the delivery of primary care services and
contribute to overall cost savings for the health system overall.
The use of multidisciplinary care teams has been associated with the development of primary care infrastructure and increased capacity to deliver primary care services (Borkan, Eaton, Novillo-Ortiz, et al, 2010).
As previously discussed, evidence suggests that MDTs contribute to increased access and positively impact
both patients and providers; they are a fundamental part of primary care system design.
Decentralized primary care92 was also associated with reduced overall health system costs (Borkan, Eaton,
Novillo-Ortiz, et al, 2010). Decentralized primary care has been shown to reduce the rate of hospitalization (Macinko, et al, 2010); research suggested that more than 25 per cent of all ER visits could take place
at an after-hours clinic or centre – like those currently in place across many PCNs – which could result in
significant cost savings to Alberta’s health system (Millwood, Weinick, Burns, et al, 2010). These reduced
health system costs have been found to be associated with a greater emphasis on health promotion and
prevention activities (Rappange, Brouwer, Rutten, et al, 2009) and improved access to in-hours and afterhours care.
Continuing medical education (CME) was found to be a key part of improving providers’ capability to deliver primary care services. Research has suggested that, in a primary care setting, specific CME in areas such
as mindful communication (Millwood, Levinson, Lesser, 2010) and patient-centred care (Krasner, Epstein,
Beckman, et al, 2009) have all contributed to improved physician and team functioning.

92 In this context, “decentralized primary care” refers to “community based” model.
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System Level Design
System Design and Governance
o The Trilateral Master Agreement was seen as a unique structure that
included all key partners to foster/encourage the development of new
models of primary health care delivery.
o Within the PCNs, the Bilateral Joint Venture Agreements attempted to
ensure that appropriate programs/services were developed to meet
community needs without duplicating services.
Impact on Patient-Physician Relationships
o Introduction of the PCI had a significant impact in terms of how PCN physicians provided health care services, most notably through increased
use of MDTs.
o PCNs had a significant impact in terms of supporting enhanced patientprovider communication.
o PCN patient satisfaction with their overall primary care (80% satisfied or
very satisfied) was higher than that of non-PCN patients (76% satisfied
or very satisfied).
PCN Funding
o The bulk (75%) of PCN funding had been used to support priority initiatives.
o There was limited funding directed to technologies and/or evaluation.
Capacity Building
o PCNs had supported improved professional development.
o PCNs had facilitated a mechanism to support ongoing community planning for primary health care services.
o PCNs improved physician work life and overall quality of life – which
should support improved retention.
o PCN budgets for evaluation (1%) remained well below recommended
standards although evaluation budgets are increasing.
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Supporting Findings: System Level Design
3.8.1 SYSTEM DESIGN AND GOVERNANCE
Although many of the design and implementation issues associated with the introduction of the PCI were
identified in the Formative Evaluation, it is useful to reflect upon the PCI in terms of the extent to which
the PCI represents a viable, eﬀective and eﬃcient mechanism to support the delivery of primary care in
Alberta.
It should be emphasized that the evaluation did not include a mechanism to compare or contrast the
Alberta model (i.e., establishment of PCNs) to other primary care models in development across Canada,
such as the use of Family Health Teams (FHT) in Ontario or the establishment of Integrated Health Networks (IHNs) in British Columbia. The goal of the evaluation was to establish whether PCNs represented
a better model of primary care as compared to the model that was in place in Alberta prior to the introduction of the PCI. In this context, both the Formative and Summative Evaluations have provided clear
evidence that PCNs represented a marked improvement in terms of how primary care was delivered in
Alberta relative to regions/patients that were not part of a PCN.
The Trilateral Master Agreement was identified by stakeholders, including PCN Executive Directors and
current/former members of the EAC, as a unique structure not found in any other Canadian jurisdiction
to support primary care reform and externally seen as an innovative approach to primary care delivery
(Scott, Hofmeyer, 2007). The Trilateral Master Agreement was seen as an eﬀective vehicle to ensure that
the three major partners involved in primary care in Alberta – namely AHW, AHS and the AMA – could
work together to support a new model of primary care delivery.
At the local level, the business planning process that PCNs were required to complete prior to establishing
a PCN was also viewed as a best practice. Having the physicians, who made up the NPC enter into formal
agreements (Bilateral Joint Venture Agreements) with AHS helped ensure that programs/services were
not developed in isolation and would better meet the specific primary care gaps in each community. This
innovation, in and of itself, has proven to be eﬀective in supporting evolution of primary care services in
Alberta, from governance to operations locally.

3.8.2 IMPACT ON PATIENT PHYSICIAN RELATIONSHIPS
The results of the evaluation suggested that the PCI did contribute to an expansion of primary care services available to
“The main nurse that I see has
Albertans. As noted previously, a key finding in terms of enbeen a lifesaver for me because
hancing primary care services in Alberta was the significant
she helps both me and my husdiﬀerence in attachment to a primary care physician among
band, who is incapacitated,
patients in a PCN (91% reported that they had a regular docwhich will ultimately be helping
tor) as compared to only 81% of patients in non-PCNs who
me.”
reported that they had access to a regular doctor. In addition, not only had the PCI supported the enhanced relation- Focus Group Participant
ship between patients and physicians, it had also strengthened the capacity of physicians/OHCPs to provide care for
those patients associated with a PCN. Overall, among PCN physicians surveyed, 96% noted that the introduction of the PCN had changed the way that they provided health care services; 40% of physicians noted
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the magnitude of the change to be “very much” (4%) or “quite a bit” (36%)5893. The change in health care
service provision by PCN physicians is reflected in a greater proportion of PCN patients reporting referrals
to OHCPs (18% PCN vs. 15% non-PCN) and greater satisfaction among PCN patients, as compared to nonPCN, with follow-up on test results (66% vs. 63%), reminder call for physical check-ups (55% vs. 52%), and
the way care is organized between their family physician and OHCPs (62% vs. 59%).
The establishment of PCNs also had a significant impact in terms of enhancing the relationship between
patients and PCN health care providers (relational continuity). As highlighted in Table 3-18 on a net basis
(% Agree less % Disagree), the impact of PCN participation had been positive in terms of allowing health
care staﬀ to be involved in all aspects of care, improved communication with the health care provider
and patient, additional time that could be spent with the patient, and improvement in the level of trust
between the health care provider and the patient.
Table 3-18: Impact of PCN Participation on Relational Continuity in Care
PCN Participation Impact on Relational Continuity in Care
Physicians
Agree

Disagree

Enabled you to be involved in all aspects of
care

55%

15%

Improved communication between you and
patient

47%

Increased time available to see patients
Improved trust between you and patient

Diﬀerence**

OHCPs

Diﬀerence**

Agree

Disagree

+40

84%

7%

+77

16%

+31

82%

5%

+77

45%

26%

+19

76%

8%

+68

38%

15%

+23

78%

4%

+74

n=501 (Physician), n=231 (OHCPs)
Source: Team Survey: Physicians and OHCPs, C2
** % Agree/Strongly Agree less % Disagree/Strongly Disagree
Note: Totals may not add to 100% due to rounding.

Furthermore, patient survey results showed that 80% of patients reported being more satisfied (satisfied
or very satisfied) overall with their primary care services, as compared to non-PCN patients (76%).

3.8.3 PRIMARY CARE NETWORK FUNDING
In FY08/09, the total expenditures for the PCI were approximately $93 million which included per capita
payments to 30 PCNs, as well as the costs associated with the functioning of the PMO. While the evaluation collected information as to how PCNs utilized provided funds, it was beyond the scope of this evaluation to assess the cost savings associated with better access/provision of primary care services. Future
evaluations could potentially address the question as to the cost-eﬀectiveness of the PCI model.
Analysis was completed to identify the allocation of resources at the PCN level. Based on information
available through Annual and/or Mid-Year Reports, it was possible to construct an expenditure profile for
PCNs, although it must be emphasized that the actual expenditure profile for any individual PCN could be
substantially diﬀerent from the average profile reported below in Table 3-19.

93 Please note, physicians were not asked to specify in what way they have changed provision of health care services to their patients since
introduction of the PCN.
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As highlighted in Table 3-19, based on Annual Reports submitted by 29 PCNs whose total expenditures in
FY08/09 consisted of $90.55 million, it appears that the bulk (75%) of PCN funding was used to support
priority initiatives such as MDTs, chronic care initiatives and other initiatives such as health promotion. It is
interesting to note that, within this group, a significant proportion of expenditures were directly attributed
to support physicians and/or hire and employ other health professionals (70% of the total budget). PCN
administration costs accounted for approximately 22% of the total budget. While this amount may seem
high, this could reflect the level of eﬀort needed to develop coordinated primary care within each PCN
across a number of service providers, and included general administration, fundraising expenses, centralized administrative medical expenses, financial and personnel services, human resources, accountants,
lawyers, oﬃce, rent, lease, utility expenses, insurance, bank charges, travel, etc.
Program administration costs as a proportion of total PCN expenditures (22% In FY08/09) did represent a
significant proportion of total PCN expenditures. While it was not possible to compare administrative costs
to other similar initiatives, it would be expected that PCNs would incur considerable costs to “manage”
PCN operations. PCN staﬀ would be involved in the coordination of MDTs, and would also facilitate business planning processes. Furthermore, a goal of the PCNs was also to reduce the administrative burden
on physicians to enable physicians to concentrate on patient care, so it could be assumed that some of
the administrative activities done by the PCNs would reduce the burden for participating physicians (this
appears to be supported by the physician surveys which demonstrated that PCN physicians were much
more satisfied with their level of administrative responsibilities as compared to non-PCN physicians or all
Alberta physicians as measured by the National Physician Survey (see Section 3.8.4 of this report)).
Table 3-19: Expenditure Profile of PCNs 2008/2009
Expenditure Profile of PCNs 2008/2009
Category
Priority Initiative (e.g., MDTs, chronic care, health promotion)

$M

% of Total

68.01

75%

– expenditures for physicians*

33.0

36%

– expenditures for OHCPs

30.2

33%

– other expenditures

4.8

6%

PCN administration costs**

14.66

16%

PCN Lead (Executive Director, other)

2.89

3%

Other management costs

1.12

1%

Amortization***

1.03

2%

Evaluation

1.01

1%

Support Services and other misc.****

0.97

1%

Information Technology costs (EMR, other)*****

0.86

1%

Total

90.55

100%

Subset

n=29 Note: Based on PCN Annual Reports, April 1, 2008 to March 31, 2009, Table 1 – Statement of Operations. Data is for 29
PCNs. *Includes categories of expenses: Clinical (direct patient care & interaction with MDT members), Administrative (governance and PCN related activities including program development) and other (including availability stipends not covered by Prov.
On-call Programs, professional development etc.) **Includes corporate & general administration, fundraising expenses, centralized administrative medical expenses, financial and personnel services, human resources, accountants, lawyers, oﬃce, rent,
lease, utility expenses, insurance, bank charges, travel, etc. ***Includes renovations to start up clinics
****Includes services that support health service delivery to patients, residents, clients and research (e.g., communication,
education, housekeeping, patient health records, etc.) *****IT expenses not covered by POSP (e.g., related to the provision of
services to design, develop, implement and maintain eﬀective management support facility systems in the area of data processing and systems engineering)
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Further analysis was completed to identify the distribution of resources across the key priority areas. Recognizing that, in some instances, funding could encompass or overlap with two or more priority areas, it
should be emphasized that the data presented in Graph 3-20 represents an approximation of PCN expenditures of key priority areas.
The bulk of priority initiative spending appeared to be for MDTs, followed by spending on complex/chronic
care programs and programs to improve patient access to primary care. As highlighted in the graph, PCNs
devoted just more than one-quarter (26%) of their priority funding to addressing the needs of patients
with complex or chronic conditions. The other category represented 1% of priority expenditures and typically included initiatives to link PCN physicians with specialists.
Graph 3-20: Distribution of Priority Initiative Funding by Priority Area FY08/09

30%

20%

10%

e

0%
% of Total Priority Initiative Expenditures
n=29
Source: PCN Annual Reports (April 1, 2008 to March 31, 2009)
Note: Represents the distribution of funding based on the $68.01 million allocated to Priority Initiatives in FY08/09.
Note: Data should be viewed as approximate expenditure allocations due to overlap across some priorities.

Given the focus on MDTs by most PCNs, it was of interest to examine the extent to which PCNs allocated
funding of other “non-physician” resources to assist in either MDT and/or other priority initiatives. As
highlighted in Graph 3-21, more than one-half (17) of PCNs spent more than one-third of their total PCN
budget on the hiring of non-physician staﬀ. As detailed in the graph, 11 PCNs reported that resources for
non-physician health care providers/other support represented between 33% to 50% of their total PCN
budget. In addition, six PCNs reported that they spent more than one-half of their PCN budget on nonphysician health care providers.
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Graph 3-21: Proportion of Total PCN Budget Spent on OHCPs FY08/09

Number of PCNs

12
10
8
6
4
2
0
Proportion of Total PCN Funding on OHCPs
n=29 PCNs
Source: PCN Annual Reports 2008/09

It should be further noted that PCNs reported over time that the proportion of funds allocated to priority initiatives would represent an increasing share of total funding. For example, PCN projections for
2010 indicated that the proportion of funding allocated to priority initiatives would increase from 75% in
2008/2009 to 79% in 2009/2010. This likely reflects the maturation of PCNs and reduced requirements to
support organizational planning/systems development.
In terms of sustainability of the PCNs, it was noted that among the stakeholders interviewed, the additional funding was critical to the start-up and maintenance of PCNs. Most stakeholders felt that, in the
absence of dedicated funding from AHW, many of the initiatives implemented by individual PCNs could
not be supported or sustained.

3.8.4 CAPACITY BUILDING
The evaluation identified several areas in which the PCI increased community capacity to deliver primary
care. These included:
— Improved working conditions for physicians: The PCNs were also designed to improve working
conditions for primary care physicians which would ultimately lead to greater retention of family
physicians in Alberta. The results of the evaluation suggested a marked impact on physician satisfaction based on a comparison of attitudes between PCN physicians and non-PCN physicians.
— Increased capacity for training/professional development: Almost two-thirds (61%) of Physician
Leads/Program Administrators noted that the introduction of the PCI improved professional
development, especially with respect to MDTs.
— Improved planning and coordination of care at the local level: As noted in the Formative Evaluation, PCNs were obligated to develop business plans based on dialogue and discussion with a
range of stakeholders associated with health care delivery in their region. This discussion/
dialogue served to identify gaps in health care delivery and, as a result, PCNs often developed
specific programs/services to address identified gaps in health care delivery.
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As highlighted in Table 3-22, PCI appeared to have contributed to very high levels of satisfaction among
both PCN physicians as well as OHCPs who worked in the PCN.
Table 3-22 PCN Physician and OHCP Overall Work Satisfaction
Overall Work Satisfaction
Physician

OHCP

Both

n=501

n=231

n=732

Mean

Mean

Mean

Being a physician/OHCP

4.0

4.6

4.2

Frequency of working under time pressure

3.9

3.5

3.7

Ability to provide continuity of care

3.8

4.3

4.0

Current income

3.7

3.8

3.8

Overall quality of work life

3.7

4.3

3.9

Opportunity to fully utilize skills

3.7

4.0

3.8

Amount of family time

3.3

4.2

3.6

PCN involvement aﬀecting services provided

3.1

--

--

Physician

OHCP

Both

Mean

Mean

Mean

Ability to achieve overall PD goals within current practice

3.9

3.9

3.9

Quality of working relationships among physicians/OHCPs

3.4

4.0

3.6

Plan to increase involvement in PCN

3.4

4.4

3.9

Physician

OHCP

Both

Mean

Mean

Mean

4.1

3.4

3.8

Work Satisfaction

Workplace Satisfaction

Practice Issues

Amount of paperwork processed is reasonable – physicians/OHCPs
Source: Team Survey: Physicians and OHCPs, E1-8
Note: Totals may not add to 100% due to rounding.
Note: Mean is based on a scale of 1 to 5; 1 = Not Satisfied; 5 = Very Satisfied.

The relative impact of the PCN on physician satisfaction was best measured through a comparison to the
opinions of non-PCN physicians. As highlighted in Table 3-23, it appeared that in terms of work satisfaction, both PCN and non-PCN physicians showed similar levels of overall satisfaction; however, marked
statistical diﬀerences emerged when examining professional development opportunities and amount of
administrative duties (paperwork) that physicians were required to complete. Care needs to be taken
when interpreting these results given the small non-PCN physician sample size.
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Table 3-23: PCN Physician and Non-PCN Physician Overall Work Satisfaction
Overall Work Satisfaction
Work Satisfaction

PCN Physician

Non-PCN Physician

Mean

Mean

Being a physician

4.0

4.0

Frequency of working under time pressure

3.9

3.8

Ability to provide continuity of care

3.8++

3.6--

Current income

3.7

3.8

Overall quality of work life

3.7

3.7

Opportunity to fully utilize skills

3.7

3.7

Amount of family time

3.3

3.3

Workplace Satisfaction

PCN Physician

Non-PCN Physician

Mean

Mean

Ability to achieve overall PD goals within current practice

3.9

3.6

Quality of working relationships among physicians in PCN*

3.4--

3.9++

Practice Issues

Amount of paperwork processed is reasonable – physicians

PCN Physician

Non-PCN Physician

Mean

Mean

4.1++

2.7--

n=457 for PCN Physicians and n=47 for non-PCN Physicians
Source: Team Survey: Physicians & Non-PCN Physician Survey, E1-8
Note: Totals may not add to 100% due to rounding.
Note: Mean is based on a scale of 1 to 5; 1 = Not Satisfied; 5 = Very Satisfied.
++--: There was a significant eﬀect for PCN/non-PCN Physician, with ability to provide continuity of care, Welch (1, 50) = 5.306,
p = .025, ability to achieve PD goals Welch (1, 50) = 5.306, p = .025

Given the relatively small sample for the non-PCN physician group, it was important to compare PCN
physician satisfaction against other provincial/national standards. Using the most recent (2007) National
Physician Survey594, it was possible to compare PCN physician perspectives to that of the broader Alberta/
Canada physician opinion as of 2007. It should be noted that the data was not directly comparable due to
wording diﬀerences between the two surveys. However, as highlighted in the table, it appeared that PCN
physician satisfaction in several key areas was higher than that of all Alberta and Canadian physicians, both
specialists and family doctors.

94 2010 NPS data is due to be released in the Spring of 2011.
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Table 3-24: Comparison of Physician Opinion (2010) with all Alberta and National Family Physician
Data (2007) – Selected Issues (% Satisfied/Very Satisfied)
Comparison of Physician Opinion with all Alberta and National Family Physician Data
2007 NPS Survey

PCN Survey

2010 PCN Physician
Survey

Alberta

Canada

Sample size

501

1,033

10,270

Amount of family time you have

65%

51%¹

56%¹

Opportunity to fully utilize your skills

73%

70%²

72%²

Working relationships among physicians in your PCN
(% satisfactory, good, excellent)

86%

82%³

81%³

Opportunities to achieve professional development goals
(% moderate, a lot, very much)

86%

70%4

70%4

Satisfaction with:

¹NPS Q41b. The balance between your personal and professional commitments
²NPS Q41c. Your opportunity to use your skills to their full extent
³NPS Q41d. Your relationship with family physicians
4
NPS Q41l. The availability of CME/CPD opportunities to meet your needs

Overall, the results of the evaluation suggested that the PCI had contributed to system-level impacts by
improving the working conditions for PCN physicians. In comparison to non-PCN physicians, the PCI had
significantly improved access to professional development and reduced the administrative burden for
PCN physicians. Furthermore, comparison of the PCN physician survey data with that of the NPS further
confirmed the impact that the PCI has had in terms of improving the work and personal situation of PCN
physicians, perhaps decreasing overtime as well.
A key finding of the team survey was the relatively high level of commitment to the PCN. As depicted in
Graph 3-25, only 6% of PCN physicians and 2% of OHCPs indicated a desire to leave their respective PCN.
Graph 3-25: Health Care Provider Intent to Remain in the PCN

23%

Physicians

71%

89%

6%

2%

OHCPs

9%

20%
Strongly Agree/Agree

40%

60%

Neither Agree Nor Disagree

80%

100%

Disagree/Strongly Disagree

n=501 (Physicians); n=231 (OHCPs)
Source: Team Survey: Physicians and OHCPs, E6
Note: Totals may not add to 100% due to rounding.
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As noted previously, an important component of system level design was the development of mechanisms
that would support the continuous monitoring and adjustment of programs and services to meet community needs. Although PCN Administrative Leads emphasized that the normal business planning cycle
required community consultation to identify gaps in services and available community resources, it was
also felt that an important element of system level design had to be processes designed to assess the effectiveness of developed programs with the goal of continuous service improvement.
To measure how PCNs were meeting the challenge of adapting/modifying programs to meet community
needs, it was possible to analyze the proportion of PCN budgets that were being used to support program
evaluation. As noted in Table 3-19, across all PCNs, evaluation expenditures represented only 1% of total
program expenditures. While several guidelines have been proposed as to the proportion of expenditures
that should be allocated to evaluation, common practice guidelines suggested that evaluation activities
should represent between 3% to 5% of total expenditures (Health Canada, 2007). The WHO suggested
that health promotion projects should have an evaluation budget equivalent to 10% of the project budget
(WHO, 1998).
As detailed in Graph 3-26, PCN expenditures at the time of the study were well below that advocated
by Health Canada and the WHO. As highlighted in the chart, in FY08/09, 14 PCNs reported that they had
no expenditures on evaluation although, for FY09/10, the proportion of PCNs reporting no expenditures
declined to only six PCNs. In contrast, the proportion allocating more than 2% of their budget to program
evaluation increased from two PCNs in FY08/09 to nine in FY09/10, suggesting that, as PCNs began to
mature, there was a realization for the need for evaluation and performance monitoring. However, as
depicted in the chart, no PCN allocated more than 5% of their budget to program evaluation in either
FY08/09 or FY09/10 (largest evaluation budget in FY09/10 was 3.4% of total PCN expenditures).
Graph 3-26: Program Evaluation Spending as Proportion of Total PCN Expenditures
# of PCNs with Evaluation Budgets
14

14

14

FY08/09

13

12

FY09/10
10
9

8
6

6

4
2

2
0

0

0
0%

1% - 2%

3% - 5%

>5%

n=29
Source: PCN Annual Budgets (FY08/09 and FY09/10)

A recent shift in the PCN operational procedures required by PCIC included a requirement of an evaluation budget.
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3.9 PROCESS LEARNING
The challenges associated with the design and implementation of the PCI were documented in the Formative Evaluation Technical Report. Through the course of the Summative Evaluation, it was possible to
reconfirm the extent to which the key issues indentified in the Formative Evaluation Technical Report
remained as challenges as of Spring/Summer 2010. Information presented in this section is intended to
highlight the key challenges in the Formative Evaluation and to describe progress made, if any, in terms of
addressing the identified challenges.

Summary of Findings – Process Learning
Implementation Challenges
o Relative to early stages of the PCI, there had been a marked improvement in the quantity/quality of materials to assist stakeholders in forming a PCN.
o Some scope exists to include materials related to “Lessons Learned” and
likely challenges to be faced by PCNs.
Reporting Requirements
o PCN Administrative Leads reported an improvement in the “stability” of
report requirements, although some PCNs still felt that reports required
considerable time and resources to complete.
Information Technology Challenges
o PCNs and PCN physician clinics were moving to EMR systems for intraPCN sharing of information, but paper sharing of files was still done by
81% of PCN physicians with health care providers outside of the PCN.
o EMR implementation and lack of central support was identified as a
challenge for PCNs.
Resource and Capacity Issues
o Inability to utilize PCI funding for capital projects meant that co-location
of PCN health care and/or administrative staﬀ —where this was a PCN’s
preferred operational model—could not always occur due to lack of appropriate rental space (problematic in rural communities).
o PCNs reported challenge in terms of staﬃng as there was intense competition for the limited supply of OHCPs.
o PCNs reported that while they had made considerable progress, more
could be done with additional and sustainable funding.
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3.9.1 IMPLEMENTATION CHALLENGES
As noted in the Formative Evaluation Technical Report, PCNs that were included in the PCI in the early
stages reported a general lack of templates, limited guidance from the PMO and considerable changes in
reporting requirements and/or operational requirements. However, it was noted in the Formative Evaluation that the PMO had made considerable progress in terms of standardizing reporting templates and providing appropriate guidance to assist proponents in developing proposals to assist in the establishment of
a PCN. For example, the PCI website contained numerous documents which clearly explained the process
of establishing a PCN and included templates for development of agreements and other documentation
pertaining to operating principles and guidelines for funding.

3.9.2 REPORTING REQUIREMENTS
A major issue identified in the Formative Evaluation Technical Report was the amount of reporting required as part of the PCI. Although the PMO had developed report templates (i.e., Annual Report, MidYear Report), a review of these documents as part of the Summative Evaluation identified inconsistencies
in the level of detail provided and in the consistent use of definitions/classifications. In addition, while the
reports provided key financial information, it appeared that they contained little information as to the
outcomes (i.e., number of patients served, impact of investment in priority areas) associated with PCN
investment in various priority areas. Although not extensively researched as part of the Summative Evaluation, it would appear that PCNs were more comfortable with the current level of reporting, although several Administrative Leads still questioned as to what purpose(s) the information was being used to inform
decision-making and/or support program modification.

3.9.3 INFORMATION TECHNOLOGY CHALLENGES
Information collected as part of the Formative Evaluation Report noted that PCNs generally lacked appropriate and comprehensive information management systems. While some PCNs and PCN physician
clinics had invested in EMR information systems,
in many cases PCNs still reported limited ability to
share information with health care providers outside
of the PCN. This challenge was further highlighted in
the team survey. Whereas, two-thirds (68%) of PCN
physicians noted that they utilized an in-clinic (56%)
or PCN-based EMR (12%) system to share patient information within the PCN, a much lower proportion
(27%) noted that their clinic or PCN EMR could share patient information with AHS or non-PCN health care
providers external to the network. In fact, 81% of PCN physicians noted that the sharing of paper files was
a primary method of sharing of patient information with health care providers outside of the PCN.
As noted in the Formative Evaluation Technical Report, PCN Administrative Leads noted that they would
have benefited from central direction/support in the evaluation and assessment of alternative EMR platforms available in Alberta. Many expressed frustration that there was limited provincial direction as to preferred platforms. Furthermore, PCN stakeholders felt that any decision as to an appropriate EMR should
also have included a review of compatibility with hospital and/or other health care organization (community care, long-term care, other) information systems.
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The expenditures associated with these Information Technology (IT) challenges were not covered by the
POSP Initiative.

3.9.4 RESOURCE AND CAPACITY ISSUES
A key challenge identified in the Formative Evaluation Technical Report was the inability to utilize PCN
funding for capital investment. Specifically, many PCN Administrative Leads noted that it was not possible
to initially find suitable locations to co-locate PCN health care and/or administrative staﬀ. While not so
problematic in large urban PCNs where suitable rental space could generally be located within a reasonable period of time, it was more problematic in rural settings where there was a limited supply of suitable
and appropriate space to co-locate a significant proportion of PCN health care and/or administrative staﬀ.
In this context, PCN Administrative Leads advocated that the PCI should have included a capital budget to
allow for the construction and/or modification of facilities to support such co-location. Although co-location of PCN health care and/or administrative staﬀ did not always reflect the operational model chosen by
PCN, the availability of physical space was still cited as an issue by PCN stakeholders.
Other challenges identified in both Formative and Summative Evaluations were human resource issues.
Although PCI funding was rolled out on a gradual basis, PCN funding did result in considerable competition
for limited health care resources such as nurses, nurse practitioners and occupational and speech therapists, to name a few. Stakeholders noted that, as the PCI required the hiring of considerable numbers of
new staﬀ in Alberta, consideration should have been given as to whether or not the supply of such staﬀ
would meet demand. In the future, stakeholders felt that any similar initiative must include linkages with
the “supply side” to ensure that the education
and training system could be alerted as to the
“In a climate of questioning, understandcurrent and future demand for OHCPs.
ably, value for money spent, our PCNs
An overarching concern among PCN Adminhave grown up in a limited timeframe that
istrative Leads was the sustainability of fundwe know by 2011 or 2012 that everything
ing. It was noted that the uncertainty of future
needs to be renegotiated. There is some infunding meant that other health care staﬀ
security across the province – that the gains
were more likely to accept employment in
made might be for naught if leaders revert
other organizations where base funding was
to a strict business model where you pay for
not in jeopardy. In addition, PCNs noted that
it on our own. We need to think about the
many of the initiatives that were implemented
implication for our hospitals if the docs are
could not be sustained in the absence of PCN
expected to pay for the professional supfunding as there would be limited or no other
port/teams that are part & parcel of modsource of funds to support programs. Furtherern day health service provision...Surgeons
more, stakeholders also noted that while the
can’t pay for all the things they need – staﬀ
PCN represented a significant improvement
and
space. So why might we revert to that
over previous primary care delivery models,
old model, which was problematic since the
more could be done if additional and sustaininception of medicare.”
able funding was directed to PCI.

- Key Informant
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IV. CONCLUSIONS: EVALUATION FINDINGS
The Primary Care Initiative was established to meet five broad objectives as defined below:
— To increase access to primary care;
— To provide 24/7 access to appropriate health care services;
— To increase emphasis on health promotion, disease and injury prevention, care of medically

complex patients, and patients with chronic disease;
— To improve coordination and integration with other health care services, including secondary,
tertiary and long-term care; and
— To facilitate optimum use of MDTs.
The evaluation provides insight as to the extent to which the PCI has supported the attainment of these
broad objectives. Highlighted below are the findings relative to the aforementioned overarching objectives.
The Primary Care Initiative has contributed to improving access to primary care in Alberta.
Overall, there were several indicators to suggest that the PCI has contributed to increased access to primary care in Alberta:
— approximately one-third of PCN budgets have been used to hire additional health care

professionals, who, working with primary care physicians, have helped improve access and
patient satisfaction with their access to primary care providers;
— the patient survey suggested that patient access to a regular doctor in a PCN (91%) was much
higher than that of patients who are not in a PCN (81%);
— PCNs also appeared to foster more stable relationships between patients and their doctor(s), as
the proportion of PCN patients who reported being attached to their regular doctor for
five or more years (64%) was much higher than that of non-PCN patients (55%); and
— among physicians, data also suggested that a much higher proportion of PCN physicians could
provide same-day urgent care to their patients (cited by 75% of PCN physicians) as compared
to non-PCN physicians (only 57% of non-PCN physicians reported that they could provide
same-day treatment for urgent cases).
These findings were also mirrored in the patient survey in that PCN patients expressed considerably greater satisfaction than did non-PCN patients with respect to wait times associated with routine care, urgent
but minor health problems or urgent health problems.
The Primary Care Initiative has improved 24/7 access to appropriate health services.
The ability to obtain timely primary care is important for maintaining health, for preventing health
emergencies and reducing the inappropriate use of services. Key aspects of good quality, 24/7 care
include ensuring patients are aware of the services available and continuity of care through eﬀective
records management and information sharing.
Evaluation findings demonstrated that PCN patients had greater awareness of non-ER after-hours care
options and were more satisfied with their access to after-hours care. More appropriate use of 24/7 care
by PCN patients (i.e., use of after-hours clinics rather than the ER) was suggested by the finding that nonPCN patients more commonly cited the ER and used the ER as a form of after-hours care than did PCN
patients.
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ER usage as available through AHW administrative data for FY08/09 indicated that:
— the proportion of unique PCN patients who visited an ER in FY08/09 (22.6 patients per 100

population) was lower than that of non-PCN patients (23.5 patients per 100 population);
— average number of ER visits made by non-PCN patients (52 visits per 100 population) was
greater than number of visits by PCN patients (46 visits per 100 population);
— based on the FY08/09 data, applying the non-PCN ER visitation rate (52 visits per 100 population)
to the PCN population of 1,575,275 would have resulted in 819,143 visits which was 95,882 more
visits than what was actually recorded in FY08/09 for PCN patients. In this context, it can be
calculated that the net impact of the PCI in terms of reduced ER usage was 95,882 fewer visits in
FY08/09; and
— over the past six months, PCN patients reported visiting the ER on an average rate of 42 visits per
100 population. In contrast, non-PCN patients visited the ER at a rate of 49 visits per 100 population person. Thus, PCN patients visit or self-report visiting the ER less than do non-PCN patients.
Other findings contained in this evaluation suggested that the PCI had been eﬀective in providing 24/7 access to primary care. For example, while more than two-thirds (68%) of PCN patients were knowledgeable
about where to go to access after-hours care, only one-half (53%) of non-PCN patients were knowledgeable about their after-hours care options.
The Primary Care Initiative has supported eﬀorts to improve health promotion, disease and injury prevention and care of complex patients.
Results of the evaluation suggested that physicians in PCNs were more likely to be engaged in health
promotion/prevention activities as compared to their non-PCN counterparts. At the physician level, the
evaluation identified that PCN physicians were more likely to be engaged in appropriate screening activity
(based on TOP data) for defined at-risk patients.
PCN patients were more likely than non-PCN patients to note that they had received information from
their physician’s clinic relating to “healthy living.” However, it was interesting to note that while PCN patients reported greater receipt of such information, the extent to which they acted upon the information
was no diﬀerent between the two groups. It should be noted that when analyzing the data for those most
at risk (i.e., smokers, those in fair or poor health), the PCNs did slightly better than non-PCNs in eﬀecting
lifestyle changes.
Evidence suggested that the Primary Care Initiative has strengthened coordination and linkages to other
health care sectors.
As noted in the Formative Evaluation Technical Report, PCNs had made eﬀorts to improve coordination
and integration, improve patient flow and support communication and information sharing. Coordination
had been improved by linkages with external, non-PCN health care providers (i.e., AHS), developing communication and coordination protocols with external and internal health providers, improving the sharing
of patient information and working to integrate physician practices across the PCN.
Generally, PCNs had begun establishing linkages with other AHS services, such as:
— home care (100%);
— community mental health (90%);
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— community health services (90%) or public health (84%);
— hospitals (84%)/emergency departments (84%); and
— linkages were also made with physician specialists (84%).
The infrastructure to support linkages had also been developed, typically including formal committees to
oversee administrative and clinical matters (72%), a care coordinator (67%) and standardized clinical tools
(68%).
Most PCNs (93%) also noted that they had established shared care pathways to aid in the treatment of
complex and chronic disease patients. Under such models, PCN chronic disease patients were more likely
than their non-PCN chronic disease counterparts to report better information sharing across their various
health care providers.
Despite eﬀorts, barriers still existed that hampered the coordination process. High workloads remained
an impediment to PCN members maintaining regular meeting attendance, an activity viewed as central to
the development of linkages with both external and internal health care providers. In addition, PCNs emphasized that information challenges such as a lack of shared EMRs (34%) and information confidentiality
or access issues (32%) prevented sharing of patient information and, thus, compromised coordination of
care.
The Primary Care Initiative continues to support and promote the use of MDTs to provide comprehensive
care.
Significant resources had been utilized by PCNs to introduce and/or strengthen the use of MDTs. Approximately one-third (33%) of total PCN expenditures were used to hire OHCPs, many of whom worked as part
of a MDT(s).
Not only were MDTs common across PCNs, it appeared that MDTs were functioning well in the PCN environment. For example, the majority of OHCPs reported that they were able to work to their full scope of
practice when working within MDTs (86%) and PCNs (85%), strengthening the team-based approach. MDTs
also presented an opportunity to better appreciate the skills of OHCPs. Overall, the majority of physicians,
OHCPs and administrative staﬀ were able to use their professional skills to their satisfaction (> 82%).
An additional component of integrated and multidisciplinary delivery of primary care noted was high levels of physician and other health professional participation or engagement. And thus, most PCN physicians
(71%) and OHCPs (89%) planned to continue or increase their level of involvement within their PCN, providing future support and opportunity for continued integration.
Evaluation Limitations.
It should be noted that there were a few challenges and limitations that were experienced through the
course of the evaluation, such as:
— there were some concerns with regards to the accuracy of the 4-cut method used in
determining the designation of patients to a PCN or a non-PCN provider for the patient survey;
— summary statistics of the administrative data received from AHW was only available for
FY08/09. During this timeframe, some PCNs were only in operation for a period of 1 year;
thus, the results may not highlight the true picture of current impacts, and positive impacts,
may be stronger over time;
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— access to actual AHW administrative data was not possible for the Consulting Team who
were provided with high level tabular summaries only. Thus, further analysis of the drug
therapy and ER usage data was not possible;
— the Consulting Team did not have control to recruit and encourage the provision of responses among the non-PCN physicians. Thus, the data collected was limited (n=47). However,
Welch Test was used to test the significance when comparing PCN and non-PCN physician
responses to increase reliability of the results;
— despite the large overall sample size for the patient survey, sample sizes for sub-groups, such
as patients with specific chronic diseases or other at-risk patients, were often too small to
detect statistically significant diﬀerences during the data analysis;
— PCNs involved in the evaluation were in variable stage of development, with some being
brand new and some having had several years of experience;
— the evaluation did not include a cost-benefit analysis due to the inconsistencies of reporting
requirements; and
— administrative data was not always available in a consistent format or timeframe which
made comparisons diﬃcult.

4.1 THE FUTURE OF PRIMARY CARE INITIATIVE POTENTIAL EVALUATION ISSUES
The result of the PCI Evaluation confirms that PCNs have made a diﬀerence in the delivery of primary care
in Alberta. The evaluation of the PCI could, however, benefit from additional analysis, including:
–— Cost-benefit analysis: Where possible, it would be of interest to identify the characteristics
of PCN service delivery that were associated with overall system-level health care cost savings, cost-eﬀectiveness or benefit. In completing such analysis, it would be possible to identify
whether or not the investment in PCNs also contributed to net health care cost savings while
also improving patient outcomes. For example, it may be possible to discern PCN characteristics associated with reduced ER usage. Similarly, certain PCN models may generate cost savings due to reduced hospitalization. Other models may contribute to reduced drug costs and/
or specialist referrals.
–— Examination of PCN characteristics and alternative outcomes: Further research could be completed to classify PCN service delivery into diﬀerent models for the purposes of sub-analysis. This
could, therefore, allow policy-makers a better insight regarding types of models that yield diﬀerent types of outcomes. For example, some PCN models may have a significant impact on patient
access, whereas other models may impact hospitalization among complex/chronic disease patients or may generate better working conditions for physicians and lead to their increased retention in family practice. In this context, further analysis of the PCN service delivery structure may
yield insights as to “relative best practices” across the various PCNs.
–— Longitudinal work and more research on the areas displayed: More comprehensive data and
data over longer periods of time is needed to truly discern the impact in key areas. Supporting
micro level work that aggregates to macro or meso work is needed. Findings from the micro
level could be integrated with knowledge obtained in the Formative and Summative evaluations.
As stated in the report, this study did not examine the extent to which the PCI represented an improved
model to deliver primary care relative to other models across Canada. It would be of interest to identify whether the Alberta PCI outcomes compare favourably to primary care models being designed and
implemented in other provinces across Canada.
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The following score card outlines the degree to which the PCI’s performance-to-date met expectations in
each of the nine key service dimensions based on the findings of the Formative and Summative Evaluations.

PCI Scorecard by Dimension
Dimension
Design and
Implementation

Access

24/7 Management of
Access

Result*







Notes
–
–
–
–
–

Trilateral Master Agreement viewed as critical in gaining support for the PCI
Flexibility in PCN design/priorities alleviated physician concerns about joining
PMO had improved materials used to support the formation of PCNs
Very few PCN physicians (6%) or OHCPs (2%) were contemplating leaving their PCN
Joint Venture Agreements were integral in business planning

–
–
–

Patient attachment to a regular family doctor 10% higher in PCNs vs. non-PCNs
90% of PCNs had processes in place to address needs of unattached patients
More PCN physicians (75%) compared to non-PCN physicians (57%) had the capacity to provide
same-day urgent care

–
–

PCN patients knew more (68%) about after-hours care than non-PCN patients (53%)
ER usage was 13% lower among PCN patients compared to non-PCN patients (FY08/09 AHW
data)
Survey data suggested in 2010 PCN patients used ER 17% less than non-PCN patients

–
–
Promotion and
Prevention

Partial Success

–
–
–

–
–
Complex Patients and
Patients with Chronic
Disease



–
–

Coordination and
Integration

Partial Success

Multidisciplinary
Teams





Process Learning

Partial Success

PCNs allocated 26% of priority initiative funding to complex/chronic disease services
PCN patients with complex/chronic conditions were more likely to report engagement in the
development of care plans compared to non-PCN patients with similar conditions
PCN physicians were more likely to be administering evidence-based drug therapy to at-risk
patients as compared to non-PCN physicians
PCNs had expedited access to both routine and urgent care for complex/chronic disease patients as compared to non-PCN physicians for their complex/chronic disease patients

–
–

Joint Venture Agreements viewed as core to developing health services
PCN information and team coordination was still hampered by inadequate/limited EMR/IT linkages with OHCPs outside of the PCN

–
–
–

PCNs spent 29% of priority funding on MDTs
All PCNs had at least one MDT
PCN physician/OHCP satisfaction with MDTs remained high

–

PCI Trilateral Master Agreement was seen, by stakeholders, as a unique, innovative and eﬀective framework to support the restructuring of primary care delivery in Alberta
Joint Venture Agreements eliminated service duplication and ensured service programs/service met specific primary care gaps in each community
PCNs had strengthened physician-patient relationships
PCNs had contributed to positive human resource impacts for health care providers
PCN patients were more satisfied with their primary care overall (80% satisfied or very satisfied) compared to non-PCN patients (76% satisfied)

–
System Level Design

PCNs spent a relatively small portion (2%) of priority initiative budget on health promotion and
prevention initiatives
PCN physicians were more likely to be engaged in appropriate screening activities
PCN patients were more likely to receive health promotion/prevention information compared
to non-PCN patients; however, there was no diﬀerence in changes in behaviour among PCN
patients and non-PCN patients
“At-risk” PCN patients were more likely to implement positive lifestyle changes than were nonPCN at-risk patients

–
–
–
–
–

Level of documentation and central supports for prospective PCNs had improved
PCN challenges remained in the area of EMR, capital funding and sustainability

*Note:
 denotes that substantial success was achieved in this dimension.
Partial success denotes that improvements in this dimension were not universal across PCNs and tended to suﬀer from barriers and challenges
to implementation and/or operations.
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APPENDIX A: TERMS AND REFERENCES
Glossary of Terms:
Alberta AIM (www.albertaaim.ca) – Alberta AIM assists physicians and their teams focus on access, eﬃciency and clinical care improvements. AIM helps physicians and their teams reduce wait times by predicting and managing patient demands and uses a collaborative model of learning.
Alberta Blue Cross – Alberta Blue Cross is an independent, not-for-profit organization that provides supplementary health and dental benefit programs, as well as health programs for provincial, territorial, and
federal governments.
Alberta Health Care Insurance Plan (AHCIP) – Through Alberta Health & Wellness, AHCIP provides residents of Alberta with full coverage for medically necessary physician services as well as specific dental and
oral surgical health services provided by dentists.
Alberta Health Services (AHS) – AHS is a province-wide, fully-integrated health system that delivers health
care services and programs to Albertans. AHS brings together 12 formerly separate health entities in the
province including nine geographically based health authorities, Alberta Alcohol and Drug Abuse Commission (AADAC), Alberta Mental Health Board and Alberta Cancer Board.
Alberta Health and Wellness (AHW) – AHW is a Government of Alberta ministry whose purpose is to
set policy to lead, achieve and sustain a responsive, integrated and accountable health system. AHW also
provides strategic direction to Alberta Health Services in regard to its role in delivering health services
throughout the province.
Alberta Medical Association – AMA is the membership organization for physicians practicing within Alberta. It advocates for its physician members and provides leadership and support for their role in the
provision of quality health care.
Alberta Netcare (www.albertanetcare.ca) – Alberta Netcare is the single name for all the projects and
activities related to Alberta’s Electronic Health Record (EHR). Alberta Netcare is a large and multi-faceted
program involving many groups of health service providers across the province and the development of
many interrelated components, programs and services. The result is one integrated province-wide electronic health record solution.
Ambulatory Care Sensitive Conditions (ACSCs) – Conditions that could have been treated in the community, such as diabetes, hypertension and asthma.6096
Attachment – Patients that identify with a single primary health care provider for the provision of their
primary care.
Chronic Diseases – Chronic diseases are conditions that are continuous or persistent over an extended
period of time and are not easily or quickly resolved.6197 Chronic diseases include diabetes mellitus, asthma,
congestive heart failure, coronary artery disease, hypertension, mental health disorders, smoking, and
drug addiction or illicit drug use problem.6298
Complex Conditions – Complex health conditions may have short, medium, or long-term durations. They
generally involve more than one body system that requires the involvement of more than one health professional and coordination and integration with services by other sectors (e.g., education, social services).
A complex patient consultation or visit requires that the physician spend 20 minutes or more on management of the patient’s care.
96 Source: http://www.cihi.ca/cihi-ext-portal/internet/en/document/factors+influencing+health/environmental/release_14oct10
97 PCI Policy Manual, 2008, p. 39
98 Program Evaluation Framework (PEF), 2006, pp. 20-24.
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Continuity – Continuity measures the likelihood that patients see their own provider for their visit. This is
a retrospective measure (measured by the month and not any more frequently) and is best done by the
EMR, not by individual count. The panel size/caseload is used to calculate continuity. Continuity is measured from the patient’s, not the provider’s perspective. In other words, it is a measure of how often a
patient is able to see his/her own doctor, not a measure of how often a doctor is able to see his/her own
patients.9369
Electronic Medical Record (EMR) – An EMR is a computerized medical record used by an organization that
delivers health care, including a hospital or physician’s oﬃce.
Emergency Room (ER) – Hospitals and other health care facilities that provide twenty-four hour diagnostic
and treatment services for people who have acute, life-threatening injuries or severe illnesses.
Family and Community Support Services (FCSS) – Family and Community Support Services (FCSS) is an
80/20 funding partnership between the Government of Alberta and municipalities or Métis Settlements.
Under FCSS, communities design and deliver social programs that are preventive in nature to promote and
enhance well-being among individuals, families, and communities.
Family Health Team (FHT) – FHTs are used in the province of Ontario. An FHT is an approach to primary
health care that brings together diﬀerent health care providers to co-ordinate the highest possible quality
of care. Designed to give doctors support from other complementary professionals, most FHTs will consist
of doctors, nurses, nurse practitioners and other health care professionals who work collaboratively, each
utilizing their experience and skills so that patients receive the very best care.
Formative Evaluation – This initial phase of the Evaluation of the Primary Care Initiative project involved
surveying, visiting and speaking with physicians and other PCN staﬀ to hear how the process of establishing a PCN works and how it can be enhanced for future development.
Four (4) Cut Method – The “four cut” method allows patients to be assigned to the panel of a single provider. The method works as follows for a reference period (e.g. three years):
(a) Patients whose encounters are with a single provider are assigned to the patient panel of that
provider;
(b) Patients not assigned to a panel after step (a) are assigned to the patient panel of the provider
with whom they have had the most encounters;
(c) Patients still not assigned to a panel after steps (a) and (b) are assigned to the patient panel of the
provider who completed the last physical exam on that patient; and
(d) Remaining patients are assigned to the patient panel of the provider with the last recorded encounter for that patient.64100
Health Link (www.healthlinkalberta.ca/default.htm) – A 24 hour a day, 7 day a week nurse telephone
advice and health information service that Albertans can call from anywhere in the province. Registered
nurses provide Albertans with advice and information about health symptoms and concerns that they or a
member of their family may be experiencing. Health Link can also help Albertans find appropriate services
and health information.
Health Promotion – Health promotion is aimed at enhancing the provision of whole person, comprehensive primary health services, including acute, episodic and ongoing care, with increased emphasis on
health promotion, disease and injury prevention, management of common mental health conditions and
99 www.albertaaim.ca
100 Source: Revised Schedule “G” of the Master Agreement Regarding the Trilateral Relationship and Budget Management Process for Strategic
physician Agreements, May 22, 2008
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chronic diseases.65101 Staying healthy through wellness promotion and illness and injury prevention is the
principal emphasis, with a balance between health promotion/prevention and illness management.
Health Quality Council of Alberta (HQCA) – HQCA is an independent organization that gathers and analyzes information and collaborates with Alberta Health Services, Alberta Health and Wellness, health professions, and other stakeholders to translate that knowledge into practical improvements to health service
quality and patient safety in the health care system.
Injury Prevention – Eﬀorts to prevent or reduce the severity of preventable injury in all age groups. Injury
prevention characterizes injury as a public health problem and indentifies solutions that can be applied
to reduce preventable injuries, such as poisoning, drowning, and trauma from motor vehicle crashes. The
belief underlining injury prevention is that injuries are primarily caused by a lack of knowledge or preventable measures and thus do not occur by chance.
Interdisciplinary Team – A group that consists of specialists from several fields combining skills and resources to present guidance and information (Mosby’s Medical Dictionary, 2008).
Inter-professional Health Care Team – A dynamic process involving two or more health care professionals with complementary backgrounds and skills, sharing common health goals and exercising concerted
physical and mental eﬀort in assessing, planning, or evaluating patient care. This is accomplished through
interdependent collaboration, open communication and shared decision-making, and generates valueadded patient, organizational and staﬀ outcomes (Xyrichis, & Ream, 2008).
Joint Venture – The agreement between non-profit corporations of physicians and the AHS who have collaboratively identified local priorities and developed programs and services, supported operationally and
financially through the PCI to better meet local needs.
Multidisciplinary Health Care Team – A group of health care workers who are members of diﬀerent disciplines, each providing specific services to the patient (Mosby’s Medical Dictionary, 2009).
Other Health Care Practitioner (OHCP) – OHCPs are health care practitioners including nurses, nurse practitioners, pharmacists, occupational/physical therapists, dietitians, and mental health therapists that work
with physicians in delivering health care.
Primary Care – Primary care is the first point of contact a person has with the health system – the point
where people receive care for most of their everyday health needs. Primary care is typically provided by
family physicians, and by nurses, dietitians, mental health professionals, pharmacists, therapists, and others. Primary care includes the prevention, diagnosis, treatment and follow-up of various health conditions.
It also includes referrals to specialists and diagnostic services such as laboratory tests or X-rays.
Primary Care Initiative (PCI) – The Primary Care Initiative (PCI) is a far-reaching health program aimed at
improving primary healthcare in Alberta. Established in 2003 by Alberta Health and Wellness, the Alberta
Medical Association and Alberta’s Regional Health Authorities (now Alberta Health Services), the PCI represents an innovative approach to providing primary healthcare services by enabling local communities to
define primary healthcare priorities, and providing the resources to facilitate the establishment of “health
networks” that could better serve the patient populations encompassed within a Primary Care Network’s
boundaries.
Primary Care Networks (PCNs) – The Primary Care Initiative supports the development and ongoing
work of Primary Care Networks (PCNs) throughout the province. In a Primary Care Network, a group of
family doctors work with other health professionals such as nurses, dietitians, social workers and more,
as well as Alberta Health Services staﬀ to coordinate the delivery of primary health services for their
patients.
101 PEF, 2006, p. 18
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A PCN can be comprised of one clinic with many physicians and support staﬀ, or several doctors in several
clinics in a geographic area. PCNs provide a wide variety of programs and services to their patients to better meet local needs. Each network has the flexibility to develop programs and to provide services in a
way that works locally to meet the specific needs of patients. This is done within the provincial Primary
Care Initiative framework.
Program Management Oﬃce (PMO) – The PMO is the operational arm of PCI. It provides support for the
various steps involved in forming a PCN, from application to implementation, including funding for a project manager. Also, it manages communications and marketing initiatives, knowledge transfer and evaluation on behalf of the Primary Care Initiative.
Summative Evaluation – This phase of the Evaluation of the Primary Care Initiative project looked at the
outcomes and impacts of Primary Care Networks on patients, health professionals and other key stakeholders.
Toward Optimized Practice (TOP) (http://www.topalbertadoctors.org) – Helps Alberta physicians implement clinical practice improvements in their clinics using measurement and evidence with the goal of
improving both patient care and clinical management. TOP provides clinical practice guidelines, decision
support tools and resources, quality improvement tools and resources, and support from clinical process
advisors.
Trilateral Master Agreement – An agreement among Alberta Health and Wellness (AHW), the Alberta
Medical Association (AMA) and Alberta’s Regional Health Authorities (now Alberta Health Service (AHS)).
The Master Agreement contains four strategic physician agreements, one of which is the Primary Care
Initiative Agreement. This agreement between AHS, AMA and AHW provides incentives to physicians to
form alliances and work with AHS to develop Primary Care Networks, which in turn will provide comprehensive primary care services to defined patients populations. The other three agreements under Master
Agreements are: the Physician Services Agreement, which deals with compensation, both fee for services
and alternative ways of paying physicians; the Physician On Call Agreement that provides compensation
for required physician and AHS on-call programs; and the Physician Oﬃce System Program, an innovative
program that allows government and physicians to cost-share the computerization of physician’s oﬃces.
Unattached Patients – Individuals who require and/or desire a family physician for ongoing medical care
but who currently do not have a therapeutic relationship with one are called unattached patients.1602
References are provided by section of the report to enable easy correlation between supporting evidence
and evidence generated by this evaluation.
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Assumptions
The summative evaluation framework has been designed with the following assumptions.
The majority of the assumptions include the availability of data. The summative framework
assumes the information/recommendations listed here will be available/implemented.
1. Alberta Health and Wellness (AHW) will provide names of PCN and non-PCN patients to the
Consultant for the purpose of surveying. If the names cannot be provided, AHW will allow
a general population survey. The respondent’s physician names will then be provided to AHW
for matching to PCN and Non-PCN. PCN patients will be identified by individual PCN to allow
analysis by length of time the PCN has been in operation.
2. The Team Surveys will be divided into three surveys one for each of the following: physicians,
other healthcare providers and administrative staﬀ).
3. The Consultant will have direct access to PCN staﬀ to conduct team surveys, through the
provision of contact information by PCNs or AHQ.
4. AHW will provide the names on non-PCN physicians for the physician contol survey.
5. Administrative information from Alberta Health and Wellness will be provided to the
Consultant.
6. Administrative information from Alberta Health Services will be provided to the Consultant.
7. Administrative information from the Alberta Medical Association will be provided to the
Consultant.
8. Information indentifyig PCN and non-PCN aﬃliated physicians and clinics will be available to
the HQCA by AHW.
9. Completed Annual Reports for will be available to the Consultant from all PCN sites in early
July.
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