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Executive Summary 

Overview	
The Patient Care (PC) department is the largest of five departments in the 
Edmonton North Primary Care Network (“the PCN”). The PC department works with 
family physicians to promote healthier communities through programming focused 
on promoting healthy lifestyles. PC clinical services are targeted at adult 
populations with mental health or chronic disease management needs; thus, the 
department is broken into Mental Health and Chronic Disease Management (CDM) 
programming. 

The PC department developed an evaluation plan with six overarching evaluation 
questions related to: 1) patients’ ability to self-manage; 2) patients’ health status 
and well-being; 3) human resource efficiency; 4) accessibility of services; 5) 
stakeholder needs; and 6) quality assurance and improvement. This report uses the 
2016/2017 fiscal year (April 1, 2016 to March 31, 2017) data to answer those 
evaluation questions. Data was obtained from a variety of sources including: a) PCN 
programming data, b) surveys (patient, physician, staff), and c) focus groups. 

Results	

Do	we	have	a	positive	impact	on	patients’	ability	to	self-manage?	
Overall, close to 90% of patients surveyed in January 2017 agreed to feeling 
confident they could take care of their health. However, additional data is required 
to determine how PC programming impacts patients’ ability to self-manage. Self-
efficacy questionnaires following group appointments were only collected in 
February and March 2017, as such, sample sizes were small and conclusions cannot 
be made from these preliminary results. Continuing to collect self-efficacy data 
after group appointments, and collecting results from self-management goals set 
through the Goal Attainment Scaling (GAS) pilot will further inform this question in 
future reports. 

Do	we	have	a	positive	impact	on	patient	health	status	and	well-being?	
Patients’ mental health was assessed using the Burns Brief Mood Inventory (BBMI). 
This tool assesses a patients’ mood through a series of questions relating to: 
depression; suicidal urges; anxiety; anger; and positivity. Patients showed positive 
improvement in average depression, anxiety, anger, and positivity following mental 
health group classes; however, it is important to note that due to high attrition 
rates in some groups, BBMIs are not collected at the last group and therefore the 
results may not be  representative of all patients.  

Currently, we cannot answer whether there has been a positive impact on overall 
health status and well-being. Health status and well-being will be assessed with the 
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use of EQ5D. The EQ5D tool is currently in the process of being developed with 
Exercise Specialists to trial. 

Are	we	using	human	resources	efficiently?	
How efficiently staff resources are used is dependent on the discipline. Exercise 
Specialists are spending at least 51% of their time with patients, which is meeting 
department targets. Mental Health Practitioners, Registered Dietitians and LPNs will 
need to spend an additional 22 to 39 minutes per day (depending on the discipline) 
if they are to spend at least 51% of their time with patients. However, it is 
important to weigh staff perspectives on resource efficiency. PC department staff 
engagement results and staff narrative from the survey and focus groups showed a 
decrease in satisfaction that may be related to increased workload efficiencies. 

Are	services	accessible?	
Time to Third Next Available Appointment (TNA) was used to measure delay for an 
appointment. Most group classes (Mental Health Matters, Introduction to Physical 
Activity, Living with Diabetes and Pre-diabetes and Why Nutrition Matters) had wait 
times that consistently were ‘very good’ (8 – 14 days) or ‘excellent’ (1 – 7 days); 
Introduction to MEAL was the exception, it consistently had poor wait times (>37 
days). However, the wait times are likely inflated as the Introduction to MEAL 
program was recently piloted, with only two groups offered.  
 
The wait time for an initial appointment with an interdisciplinary team member 
varied according to the discipline. LPN wait times have declined over the year and 
are now ‘very good’. Exercise Specialists have ‘good’ wait times consistently below 
30 days. Wait times to see a Registered Dietitian are generally ‘poor’. Mental Health 
Phone Intake consistently had ‘fair’ or ‘poor’ wait times. Some physicians noted the 
wait times for mental health being too long and noted the “need [for] more mental 
health support”. This was also expressed by staff focus group participants. From a 
patient perspective, overall over 80% of patients surveyed in January 2017 were 
satisfied with the length of time to book an appointment (any appointment type).  

Are	we	meeting	the	needs	of	stakeholders?	
Stakeholders include patients, PCN staff and physicians. Stakeholders were 
surveyed to determine whether the PC department is meeting their needs. Patients 
were satisfied with the services they receive from the PC department. Over 95% 
agreed they received everything they need to care of their health. Staff valued the 
importance of their work, but approximately half of staff surveyed were unsatisfied 
with their job. Increased workloads and rigidity in scheduling were concerns that 
staff felt affected the quality of patient care. Physicians reported awareness of PC 
programs, yet physicians were more likely to refer to mental health compared to 
CDM. Of the physicians using PC services, over 80% were satisfied and confident 
that the programs were meeting patient needs. 
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Is	the	Patient	Care	department	engaged	in	quality	assurance	and	continuous	quality	
improvement?	
There is evidence the PC department is engaged in continuous quality improvement 
through the implementation of PDSA cycles. Over the past fiscal year, the PC 
department has initiated five PDSA cycles and completed three. Most initiatives 
involve changes in mental health provision of services and referral processes to 
improve patient wait times.  

Conclusion	
The PC department is providing a broad array of primary care services. Overall, 
staff within the department are providing services efficiently; however, department 
staff satisfaction and engagement declined from previous years, which may be 
related to the increased workload expectations of the organization. Despite this, PC 
department patients report being satisfied with the services they receive; likewise, 
physicians report satisfaction and confidence that the programs are meeting the 
needs of their patients.  

Wait times to group appointments and most other appointments types are good 
(<30 days); however, wait times for initial mental health appointments continue to 
be poor. Despite this, there are some positive mental health findings that show 
improvements in areas related to patients’ mood, particularly anxiety and positivity 
following CBT classes. Additional patient outcome data is limited, which means we 
cannot conclude at this time the difference programming is making to patients’ 
health.  

Data will continue to be collected in 2017/2018 to monitor PC department activities 
and outcomes. Additional data will be collected and reported that will help 
determine the difference PC department programming is making to patients’ overall 
health and well-being.   
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Glossary of Terms 
	

AGM Annual General Meeting 

BBMI Burns Brief Mood Inventory 

CBT Cognitive Behavioural Therapy 

CBTWM Cognitive Behavioural Therapy for Weight Management 

CDM Chronic Disease Management 

ES Exercise Specialist 

GAS Goal Attainment Scaling 

LPN Licensed Practical Nurse 

MHP Mental Health Practitioner 

MEAL Mindful Eating Active Living 

PDSA Plan Do Study Act 

PCN Primary Care Network 

PC Patient Care 

RD Registered Dietitian 

RIC Resource in Clinic 

RN Registered Nurse 

TNA Third Next Available Appointment 

WM Weight Management 
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Patient Care Overview 
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Introduction 
 

The Patient Care (PC) department is the largest of five departments in the 
Edmonton North Primary Care Network (“the PCN”). The PC department works with 
family physicians to promote healthier communities through programming focused 
on promoting healthy lifestyles. PC clinical services are targeted at adult 
populations with mental health or chronic disease management needs; thus, the 
department is broken into Mental Health and Chronic Disease Management (CDM) 
programming.  

Services are delivered in a multi-disciplinary approach and are provided by a team 
of health care providers that includes Mental Health Practitioners (MHPs), 
Registered Dietitians (RDs), Exercise Specialists (ES’), Licensed Practical Nurses 
(LPN), Social Workers, Registered Nurses (RNs) and a Pharmacist. Patients can 
access services through individual and/or group sessions depending on the 
discipline and the needs of the patient. For a list of group sessions from April 1, 
2016 to March 31, 2017 refer to Appendix A. 

Department Activities and Outcomes 
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Evaluation Overview 
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Evaluation Purpose and Use 
 
To understand if the services are effective in improving or maintaining patients’ 
health and providing value to the PCN member physicians. The evaluation will help 
understand which programs are working well, where there are gaps in service 
delivery and how to address those gaps to improve outcomes.  

Evaluation Focus and Questions 
	

	

	

	 	

Patient	health	outcomes
1.	Do	we	have	a	positive	impact	on	patients'	abilities	to	self-manage?

2.	Do	we	have	a	positive	impact	on	patient	health	status	and	well-being?

Resource	utilization
3.	Are	we	using	resources	efficiently?

Access
4.	Are	services	accessible?

Patient,	staff	and	physician	experience
5.	Are	we	meeting	the	needs	of	stakeholders?

Quality	improvement
6.	Is	the	patient	care	department	engaged	in	quality	assurance	and	continuous	

quality	improvement?
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Evaluation Methods 
 

A Patient Care Evaluation Working Group was established in 2015 to create an 
evaluation plan for the department. The working group had representation from the 
PC Manager and Team Leads within the department. The group met regularly from 
June 2015 to September 2015 to: a) update a departmental logic model, and; b) 
develop a departmental evaluation framework. Following these meetings, a data 
dictionary was created to further define the indicators outlined in the evaluation 
framework and to initiate any data collection processes that were not in place. 

Data were collected from the following sources from April 1, 2016 to March 31, 
2017 (see figure below). For additional detail on data collection refer to Appendix B.  

An interim evaluation report was compiled for the first six months of data and to 
provide recommendations for improvement. This report is similar to that report but 
contains data for one fiscal year. Refer to Appendix C for a list of interim 
recommendations and progress made on those recommendations. 

	

	

	 	

PCN Data
•Clinical Manager Reports
•Burns Brief Mood Inventory
•Group session tracking sheets
•PDSA forms
•Self-efficacy questionnaire

Surveys
•Patients
•Physicians
•Staff

Focus Groups
•Staff 
•Team Leads
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Results 
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Evaluation Question 1 

Do we have a positive impact on patients’ ability to self-
manage? 
	

Self-management refers to “the training that people with chronic health conditions 
need to be able to deal with taking medicine and maintaining therapeutic regimes, 
maintaining everyday life such as employment and family, and dealing with the 
future, including changing life plans and the frustration, anger, and depression” 
(Redman, 2004). A tool has been developed to document and track patient’s goals. 
The tool is being trialed by the Registered Dietitians and will capture self-
management related goals. Currently, there is not sufficient data to include in this 
report; however, this data will help inform this question and whether this is an 
appropriate method to answering this question. 

 

Self-efficacy refers to an individual's belief in his or her capacity to execute 
behaviors necessary to produce specific performance attainments (as cited in 
Carey, n.d.). Self-efficacy reflects confidence in the ability to exert control over 
one's own motivation, behavior, and social environment (as cited in Carey, n.d.). 
Clinicians began collecting self-efficacy data with patients in group appointments. 
The tool asks three questions using a ten-point scale and was created loosely based 
on Stanford’s Self-efficacy tool (Appendix B contains additional information around 
data collection methods: 

1. How confident are you that you have the information you need to manage 
your health? 

2. How confident are you that you can apply what you have learned to manage 
your health? 

3. How confident are you that you can access the support you need to manage 
your health? 

	

KEY FINDINGS 

v Currently, there is only two months of data from patients in group 
appointments to show self-reported high levels of confidence across the three 
domains: 1) information to manage health; 2) application of information to 
manage health; and 3) access to supports to manage health. However, close 
to 90% of patients who answered the January 2017 patient survey agreed to 
feeling confident they could take care of their health 

v Patients enrolled in group appointments consistently reported high 
confidence (>8.0) across all three domains; however, few patients completed 
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self-efficacy surveys for group appointments. Therefore, more data is 
required to make any conclusions related to patients in all groups 

 

GROUP APPOINTMENT AVERAGE SELF-EFFICACY SCORES 

Each patient rates their confidence on a scale from 0 (Not confident at all) to 10 
(Very confident). 

 

Do you have the information you need to manage your health? 

	

Can you access the support you need to manage your health? 

	

8.2

8.2

8.6

8.7

9.2

9.8

10.0

Meal Planning (n = 13)

Intro to Physical Activity (n = 11)

Why Nutrition Matters (n = 13)

Craving Change (n = 7)

Heart Healthy (n = 5)

Living with Diabetes (n = 12)

Caring for Feet (n = 4)

Average
9.0

8.5

8.7

8.8

9.3

9.3

9.6

9.8

Intro to Physical Activity (n = 11)

Meal Planning (n = 13)

Why Nutrition Matters (n = 13)

Craving Change (n = 7)

Living with Diabetes (n = 12)

Heart Healthy (n = 5)

Caring for Feet (n = 4)

Average
9.1
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Can you apply what you learned to manage your health? 

	

	 	

 

89%  

of patients surveyed in January 2017 agreed to feeling  
confident they can take care of their health.  
79% of patients agreed in June 2016. 
 

 

 

 

 

 

 

  

8.0

8.1

8.5

8.7

9.2

9.2

9.8

Craving Change (n = 7)

Intro to Physical Activity (n = 11)

Meal Planning (n = 13)

Why Nutrition Matters (n = 13)

Living with Diabetes (n = 12)

Heart Healthy (n = 5)

Caring for Feet (n = 4)

Average
8.8
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Evaluation Question 2 

Do we have a positive impact on patient health status and 
well-being? 
	

The Burns Brief Mood Inventory (BBMI) is given to patients pre and post mental 
health group appointments (Cognitive Based Therapy, Assertiveness, Relaxation, 
Managing Emotions, and Cognitive Based Therapy for Weight Management) to 
determine any changes to patients’ mental health. The tool assesses patients’ mood 
by asking a series of questions related to: a) Depression (5 items), b) Suicidal 
urges (2 items), c) Anxiety (5 items), d) Anger (5 items), and; e) Positivity (10 
items). Participants are asked to rank how they feel on each item using a scale of 0 
to 4, with zero equaling ‘not at all’ and 4 being ‘extremely’. For more information 
regarding methods see Appendix B. 

 

Health status and well-being will be assessed through the use of EQ5D. EQ5D is a 
standardized measure of health status that will capture changes in clients’ health-
related quality of life. Currently a process is being developed with Exercise 
Specialists to trial the EQ5D. 

 

KEY FINDINGS  

v Findings from the BBMI show there is a positive improvement in the average 
depression, anxiety, anger, and positivity scores when patients were asked to 
score themselves before and after attending mental health group classes. 
However, there were many patients who did not complete a post BBMI and 
were therefore excluded from the analysis. Logistic regressions did not reveal 
any significant difference in age or gender of those who completed a pre and 
post BBMI compared to those who only completed at pre BBMI (p > 0.05), 
which means we can have greater confidence that selection bias did not 
influence the results. 

v The largest proportion of people with an improvement of one or more points 
in their mental health, were those attending the CBT classes (excluding the 
suicide domain). Over 80% of CBT patients had improvements in their 
anxiety and positivity scores; this is similar to the Managing Emotions 
groups.  

v Over 70% of patients in CBT and Managing Emotions had an improvement in 
depression scores; over 70% of Managing Emotions patients also had 
improvements in Anger scores. The remaining groups had a smaller 
proportion of patients (<70%) with an improvement in scores and may 
require further review to ensure patients’ needs are met. 
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v We cannot answer whether there has been a positive impact on overall 
health status and well-being until results from the EQ5D are obtained. 
 

	

PROPORTION OF PATIENTS WITH IMPROVED MOOD SCORES  
The greatest proportion of patients had a positive change in anxiety and 
positivity after attending CBT and Managing Emotions group appointments 
	

	

Poor 
<50% 

 

Fair 
50 – 69% 

 

Good 
70% - 79% 

 

Very Good 
80% -89% 

 

Excellent 
(>90%) 

 
     

	

  Depression Suicide Anxiety Anger Positivity 

CBT (n=64) 70.3% 12.5% 82.8% 67.2% 81.3% 

Assertiveness (n=33) 57.6% 15.2% 57.6% 39.4% 63.6% 

Relaxation (n=83) 49.4% 3.6% 57.8% 32.5% 56.6% 

Managing Emotions 
(n=28) 75.0% 25.0% 89.3% 71.4% 89.3% 

CBTWM (n=23) 47.8% 4.3% 60.9% 43.5% 60.9% 

	
*The number of participants represents the number completing pre- and post scores and not the 
actual number of participants who registered or attended sessions. 
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PRE- AND POST-BURNS BRIEF MOOD INVENTORY SCORES  
(by domain and class) 
	

	 Post	Score	 	 Pre	Score	
	
	

A decrease in score (movement to the left) means an improvement in self-reported scores 
	
	
DEPRESSION 

	
	
SUICIDE 
 
The average pre and post scores were zero. 
	
	
ANXIETY 

	

	
	
 

8

8

4

8

3

5

6

2

4

2

CBT

Assertiveness

Relaxation

Managing Emotions

CBTWM

9

7

5

8

4

5

5

3

5

2

CBT

Assertiveness

Relaxation

Managing Emotions

CBTWM
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ANGER	

	

	

	 Post Score 	 Pre Score 
	

An increased score (movement to the right) means an improvement in self-reported scores 
	
	
	
POSITIVITY 

	

	

	 	

5

4

3

5

2

3

4

2

3

1

CBT

Assertiveness

Relaxation

Managing Emotions

CBTWM

13

15

10

13

11

20

19

13

21

16

CBT

Assertiveness

Relaxation

Managing Emotions

CBTWM
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Evaluation Question 3 

Are we using human resources efficiently? 

Clinicians track their time at work. The goal is that 75% of their available work time 
(7.75 hours) be allocated to patient activities and 25% to non-patient activities. 
Patient activities are the activities that involve the delivery of services to or on 
behalf of a registered patient. Patient activities can be further broken down into 
direct and indirect time.  

Supply time is the standardized clinician time available for patients. It excludes 
time off for vacation, education etc., and is adjusted to each clinician’s FTE. The 
supply time is allocated at 56% of the FTE. 

The evaluation working group qualified supply and direct time data according to the 
following categories: 

 

 

     

Direct Time <36% 36% –  39% 40% – 45% 46% –  51% >51% 

Supply Time <45% 45% – 50% 51% – 53% 54% – 55% >55% 

 

KEY FINDINGS 

v The majority of staff achieved a rating of “good” or higher on supply targets.  
Exercise Specialists and LPNs have a 66% and 56% average supply time, 
which is considered ‘excellent’; Mental Health Practitioners and Registered 
Dietitians have ‘very good’ and ‘good’ supply times (54% and 52% 
respectively). 

v A higher proportion of Exercise Specialists had at least 51% direct time 
relative to other disciplines. Exercise Specialists had an ‘excellent’ average 
direct time of 51%. LPNs, Mental Health Practitioners and Registered 
Dietitians have ‘good’  direct times (45%, 44% and 40% respectively). 
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Mental Health 
On average 21% of mental health staff had at least 51% direct time 
with patients  

On average 74% of mental health staff had at least 51% supply time  

	

	

	

	
 

Mental health had less than 51% direct time for most months 
 

Mental health supply time was above 51% for most months 

	 	
 

No shows were relatively stable throughout the year with a slight peak in August 

	

45% 45% 44% 40% 41% 45% 45%
52%

44% 41% 45% 46%

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR

Average: 
44%

Minimum Target: 51%
54% 55% 55% 53% 53% 55% 54%

61%
53% 50% 53% 56%

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR

Average: 
54%

Minimum Target: 51%

11% 11% 11% 14% 17% 12% 14% 10% 12% 12% 13% 11%

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR
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Exercise Specialist 
On average 55% of ES’ had at least 51% direct time with patients On average 93% of ES’ had at least 51% supply time 

	

	
	

	

	

 
ES direct time was averaged 51% for all months 

 
ES supply time met or exceeded the 51% for all months 

	 	
 

No shows increased from June to November before dropping and stabilizing around 11% 

	
	

61% 66%
61%

55%
49% 48% 49%

43% 43%
49%

43%
50%

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR

Average: 
51%Minimum Target: 51%

73%
82%

77% 73%
63% 61% 64%

56% 58%
68%

54%

67%

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR

Average: 
66%

Minimum Target: 51%

6% 11% 8% 11% 10% 12% 16% 17%
11% 11% 10% 11%

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR



	

21 | Patient Care 
	

Registered Dietitian 

On average 5% of RDs had at least 51% direct time with patients On average 64% of RDs had at least 51% supply time  
	

	

	

	
 

RD direct time was below 51% for all months 
 

RD supply time was above 51% for seven of the twelve months 

	 	
	

No shows were relatively stable throughout the year with peak no shows between September and December 

	
	

	 	

42% 42% 45%
40% 39% 34%

42% 40% 40% 36% 39% 37%

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR

Average: 
40%

Minimum Target: 51%

60% 57% 56% 55% 51%
44%

54% 52% 48% 49% 50% 47%

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR

Average: 
52%

Minimum Target: 51%

11% 8% 12% 10% 12% 16% 15% 17% 14% 12% 13% 13%

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR
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Licensed Practical Nurse 
On average 25% of LPNs had at least 51% direct time  On average 71% of LPNs had at least 51% supply time  

	

	
	

	

	

 
LPN direct time was below 51% for most months 

 
LPN supply time was above 51% for most months 

	 	
	

No shows were relatively low throughout the year with peaks in July and December 

	
	

39%
50% 51%

45%
50% 48% 47%

41%

29%

50%

34%

54%

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR

Average: 
45%

Minimum Target: 51% 49%
59% 58% 57%

62%
57% 54% 54% 54%

61%

45%

63%

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR

Average: 
56%

Minimum Target: 51%

6% 9% 6%
13%

6% 6% 8% 7%
13% 10% 10% 6%

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR
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Evaluation Question 4 

Are services accessible?  
Delay of care is an undesirable feature of healthcare provision. When care is 
delayed there are negative impacts to clinical care and outcomes. Knowing the 
delay for when patients can access services is a critical first step to improving 
access to care (Alberta Health, 2016). 

TNA (Time to Third Next Available Appointment) is the accepted measure of delay 
for an appointment. It is defined as:  

“The number of calendar days between the day a patient makes a request for an 
appointment and the third open appointment in the schedule”  

The evaluation working group qualified TNA wait times according to the following 
categories: 

 

     
	

>37 days 30 – 37 days 15 – 29 days 8 – 14 days 1 – 7 days 

Note: Targets should be met 80% of time (i.e. 10 out of 12 months in a year) to meet criteria 

 

KEY FINDINGS 

v The wait time for an initial appointment with an interdisciplinary team 
member varies according to the discipline. LPN wait times have declined over 
the year and are now ‘very good’. Exercise Specialists have ‘good’ wait times. 
Wait times to see a Registered Dietitian are generally ‘poor’.  

v Mental Health Phone Intake had ‘fair’ or ‘poor’ wait times for most of the 
year. Some physicians noted the wait times for mental health being too long 
on the AGM physician survey and noted the “need [for] more mental health 
support”. This was also expressed by staff focus group participants. 

v Most group classes (Mental Health Matters, Introduction to Physical Activity, 
Living with Diabetes and Pre-diabetes and Why Nutrition Matters) had wait 
times that consistently were ‘very good’ or ‘excellent’; Introduction to MEAL 
was the exception that consistently had ‘poor’ wait times.  

v Over 80% of patients were satisfied with the length of time to book an 
appointment in January 2017.  
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MEAN TIME TO THIRD NEXT AVAILABLE APPOINTMENT  
Wait times varied according to appointment type but were generally shortest 
for group appointments and longest for an initial appointment with mental 
health. 
	

	

	 	

	 	
	 	

	 	

14
8

16

26

36
40 40

36
29 31 29

39

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR

Registered Dietitian Initial

30 Day Target

36 35 36

24

13
22

26

13 14 14
8 9

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR

LPN Initial

30 Day Target

15 13
6

14 11
17

33 36

18 21 22 24

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR

Exercise Specialist Initial

30 Day Target
46

31 34
27

36
31 29

20

30 29 31
26

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR

Mental Health Phone Intake

30 Day Target

3
7 8

3 3

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR

Why Nutrition Matters

30 Day Target

16 16 14
7 9

13

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR

CDM Phone Intake

30 Day Target
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PATIENT EXPERIENCE WITH ACCESS TO CARE 
More than 80% of patients surveyed agreed to being happy with the length 
of time to book an appointment	
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Introduction to Physical Activity
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Introduction to MEAL
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Mental Health Matters
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Living with Pre-Diabetes and Diabetes
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44%

48%

58%

37%
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1%Jan
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20
16
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Agreement  Neutral/Disagreement         
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STAFF EXPERIENCE WITH ACCESS TO CARE 

Staff focus group data and physician survey comments validated the mental health 
wait time data presented above. 

“The biggest concern with mental health has been the sheer volume and that 
people have had to wait very long periods of time, and so we hope that they get 
what they need but in the meantime there’s kind of a long period of time where 
they’re not getting the support or help that they need and they have to actually 
wait, you know they wait for the phone triage and then after that they wait for an 
appointment”  

[Staff focus group participant] 

Staff in focus groups also discussed other aspects of access. Public awareness is an 
issue when it comes to accessing PCN services. Staff noted that patients often say 
they were not aware of the PCN and wished they had known about it sooner. Some 
staff thought the PCN needed a sign outside the building, or more information so 
people walking in the mall understand what the PCN does. One person noted the 
PCN is often confused for physicians’ clinics or some sort of Alberta Health Services 
entity. 

The staff focus group also revealed that staff do not feel services are accessible for 
those patients who are contemplating making changes or wanting to maintain 
changes, as services are targeted at short term versus long term interventions (this 
is discussed further under the next evaluation question). 

Likewise, staff noted services are accessible to patients who meet the specific 
“mandates that we’re working on”, but certain people with diagnoses or ages that 
fall outside that mandate do not have access to services. 

“Since inception I think there has been kind of chronic disease prevention and 
management of complex patients in mental health, right? But we’ve only really had 
diabetes and weight programs. So, I don’t think we’ve really served those with 
diagnoses other than that from a chronic disease standpoint”  

[Staff focus group participant] 

One person went on to say they know a large proportion of the population struggle 
with chronic diseases so offering programs to support that group makes sense, 
especially given resource constraints. Some staff thought there needs to be more 
quantitative data that supports the mandate (i.e. types of programs offered) and 
how those align with the needs of the PCN catchment area – or at least a greater 
staff awareness of how data informs programming. 

Some staff did mention other dimensions of access. The location and physical 
building was mentioned by staff. Staff noted that patients often say to them that 
they like going to the PCN as opposed to a hospital because there is less traffic and 
more parking. Rundle Health Centre was also mentioned as “a nice step forward to 
kind of reach a different pocket of our community that we deal with in a different 
way”.  
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Hours of operation was mentioned by some staff. Staff thought the PCN does a 
fairly good job of trying to accommodate patients by offering evening 
appointments. Language was mentioned as a challenge when it comes to access. 
Staff noted that sometimes patients have a difficult time comprehending and 
following a class. 
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Evaluation Question 5 

Are we meeting the needs of stakeholders? 
 

Stakeholders are patients, PCN staff and physicians. All stakeholders have been 
surveyed; in addition, staff have participated in focus groups to help understand to 
what extent the PC department is meeting the needs of its stakeholders. See 
Appendix B for greater detail related to data collection methods. 

 

KEY FINDINGS 

v Patients are satisfied with the services they receive from the PC department. 
Ninety-seven percent of patients surveyed in January 2017 agreed they 
receive everything they need to take care of their health; a 29% increase 
from June 2016. There has also been an increase in the proportion of 
patients who agree they are receiving more comprehensive care from June 
2016 to January 2017. 

v Nearly all physicians reported awareness of programs; yet nearly double as 
many physicians reported referring to mental health compared to CDM. Of 
those physicians using the services, over 80% were satisfied and confident 
the programs were meeting the needs of patients. Some physicians noted 
that more support is needed for mental health because wait times are too 
long. 

v PC department staff understand the importance of their work. Unfortunately, 
only slightly more than half of patient care staff (55%) were satisfied with 
their job. Staff noted increased workloads and rigidity in scheduling as a 
concern and one that they feel is impacting the quality of patient care. The 
timing of the survey and focus groups coincided with some scheduling and 
management changes in the PC department, which may have impacted 
reported job satisfaction. 

 

  



	

29 | Patient Care 
	

PATIENT CARE EXPERIENCE 

 
 

 

 

 

 

 

 

73%

75%

74%

68%

25%

23%

25%

29%

1%

2%

2%

1%

1%

January 2017

June 2016

January 2017

June 2016

Safety

I felt physically safe at the 
PCN.

I felt emotionally safe at the 
PCN.

Agreement Neutral / Disagreement
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“I have attended 
groups and one on 
one here, and they 
are all great. I 
appreciate all the 
help and inspiration 
to get my health 
back on track.”	

“The services I 
thought I would 
receive and what I 
actually received are 
opposite. I never 
imagined I would 
receive this much 
help.”	

“I haven’t been in the 
program long – but I 
feel that with the 
help of the PCN I can 
take care of my own 
health.”	

	

	

	

65%

63%

66%

63%

66%

52%

58%

42%

46%

37%

32%

28%

33%

33%

29%

36%

39%

33%

43%

42%

2%

9%

5%

3%

11%

2%

22%

10%

18%

2%

2%

1%

3%

1%

1%

2%

1%

1%

1%

1%

January 2017

June 2016

January 2017

June 2016

January 2017

June 2016

January 2017

June 2016

January 2017

June 2016

Cultural Sensitivity

I was sure the health 
professional(s) thought 
about my values and 

traditions when talking about 
my health.

Self-Efficacy

I feel confident I can take 
care of my health.

Comprehensive
Care

I received what I need to 
help me take care of my 

health.

Expectations Met

I received the sertvices that 
I thought I would receive at 

the PCN.

Patient Engagement

I felt included in decisions 
about how to take care of 

my health.

Agreement Neutral / Disagreement



	

31 | Patient Care 
	

STAFF PERSPECTIVE OF THE PATIENT CARE EXPERIENCE 

Staff perspectives related to patient satisfaction were elucidated during focus 
groups. In particular, staff commented on comprehensive care. Staff felt they 
“really help a lot of people” through the work that they do at the PCN. Some went 
on to say they thought the PCN was doing a good job of meeting the needs of a 
large group of people in the population – those with mental health needs. 

“We know that depression and anxiety are the most common kind of severe types 
of mental illness that the general population experiences and I think we’re doing 
well in terms of trying to address those problems and trying to provide support to 
clients and the physicians. So, I think that’s a really positive thing that we’re doing 
and that covers a large portion of the groups that we run, right?” 

[Staff focus group participant] 

Staff noted that patients are either really happy with their care “or really angry”. 
Staff noted that dissatisfaction is usually with patients who are not appropriate (i.e. 
too severe) for services at the PCN. Staff noted that once patients access services 
at the PCN patients seem pleased that clinicians have the time for patients to “be 
heard” through more interactive type programming, which is different they thought 
than other services offered (i.e. through Alberta Health Services). They noted 
patients also seem to value the internal referral process and the ability to access 
numerous clinicians and services. 

“But the coordination of services we offer…. I mean everything we do you could find 
piecemeal together in different parts in chunks of the city, but how well is that 
integrated for patients? To have, you know, one place to go”  

[Staff focus group participant] 

Staff noted a couple areas they thought would improve patient care. Many staff 
talked about the referral process to the PCN and noted that communication with 
physicians could be improved; this was reiterated in comments from the staff 
engagement survey. Staff noted referrals often lack information, have incorrect 
information, are inconsistent, or are not aligned with patient expectations and 
needs. They noted that this requires re-work on their end and that “patients suffer” 
as a result of it because they often end up waiting longer for the services they 
need. 

“I think the biggest problem that I run into with the referrals is dealing with the 
inappropriate referrals and the amount that we have to send back because they’re 
not clear, they haven’t written anything, we don’t know what they’re actually 
wanting for the patient or why they’re here. So again, it just leads to that delay 
because we’re having to send it back, wait for them to come back to us again 
and…it’s kind of a problem”  

[Staff focus group participant] 
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Staff also discussed some of the criteria around PCN programming. In particular 
there was a lot of discussion on whether the PCN services should continue to be 
considered “short term”. Staff noted that they see patients with chronic conditions 
who require ongoing support. Many thought people should have ongoing support or 
“maintenance” instead of having to come back to the PCN through their physician. 
Staff thought that patients could not be expected to make long term behavior 
change without long term support. Some of the clinicians felt like they did not have 
the flexibility to keep a patient’s file open, which results in “wasted time on both 
parties” (i.e. for clinicians and patients) if the initial triage is done but the patient 
does not feel ready for services. Instead of closing the file and sending back to the 
physician, it would be one less barrier for patients if the clinician could keep the file 
open and reopen or reactivate the file when the patient is ready. 

“I feel like we’re taught about this behavior change continuum. Those people that 
are contemplating accessing services, we’re not very accessible to them. We’re 
more so accessible to those people who are wanting to make changes right now 
and then again that maintenance side of things we’re not that accessible” 

 [Staff focus group participant] 

A few clinicians felt that they currently had the ability to reopen or reactivate a file, 
but some were not clear on when this was appropriate. One person disagreed with 
keeping files open and explained that there needs to be some structure for the 
majority of patients and maybe a little more flexibility with the minority of patients 
that s/he thought didn’t require ongoing support.  

Focus group participants also discussed quantity of patients over quality of patient 
care. Participants explained that sometimes quality of patient care might come 
secondary to seeing numerous patients in a day. 

“I find that sometimes, and it might not be the best thing, but if your patient is 
blocked for an hour you’re thinking can I get this done in half an hour? Because I 
need to eat and so you’re cutting them short”  

[Staff focus group participant] 
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PHYSICIAN EXPERIENCE 

 

Nearly all physicians were aware of PCN programs. 
 
38% of physicians reported  
referring to or using CDM on a regular 
basis 

77% of physicians reported  
referring to or using mental health on a 
regular basis 

  
 

91% of physicians who reported using CDM 
services were confident they met patients’ 
needs 

88% of physicians who reported using 
mental health services were confident they 
met patients’ needs 

  
  

38%

27%

29%

6%

Refer/use it on a regular 
basis

Refer/use it only sometimes

I am aware but have never 
referred/used it

Never heard of it

77%

19%

4%

0%

39%

52%

9%

0%

Very Confident

Confident

Not Very Confident

Not confident at all 

30%

58%

11%

1%

CDM	 Mental	health	

CDM	 Mental	health	
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95% of physicians who reported using CDM 
services were satisfied  
 

87% of physicians who reported using mental 
health services were satisfied  
 

 
 

 

 

 

 

 

 

 

One hundred and four physicians completed the AGM physician survey; however, 
only 15 physicians provided open-ended comments. These revealed that many are 
happy to have the services of the department, particularly mental health. Staff also 
commented on the mental health support, noting they think it is likely beneficial for 
physicians since mental health issues “can take up a lot of time for physicians”, 
especially if behavioural interventions are required. A staff went on to say that this 
may free up time for physicians to focus on medical interventions. A few physicians 
noted the wait times for mental health being too long and that extra mental health 
support is needed. One physician wrote s/he would like to meet the clinicians at the 
PCN “to have better communications about potential needs”.  

The staff focus group revealed that staff feel there is a communication barrier 
between physicians and PCN staff; most noted they do not interact with physicians 
directly, or only with a small percentage of physicians. The staff engagement 
survey validated these statements; only 24% of staff answered favourably when 
asked if “there is a feeling of teamwork and cooperation with our member 
physicians”. A few staff did mention that if they needed to talk to a physician or a 

40%

55%

5%

0%

Very satisfied

Satisfied

Not very satisfied

Not satisfied at all 

37%

50%

11%

2%

Mental	health	CDM	

“I	am	pleased	with	the	service	that	

I	choose	to	send	my	patients	to”	

“Need	more	mental	health	

support.	But	great	access	so	far”	
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Resource in Clinic (RIC) they would get back to you, but noted it was not ongoing 
collaboration and was mainly initiated by the PCN clinician. 

Staff also spoke about the referral process and speculated that some physicians 
may not be satisfied because there are times when referrals do not contain 
adequate information and the referral gets sent back. Alternatively, the patient may 
not be appropriate and the referral will be sent back and then the physician will re-
refer the same patient time and time again.  

“There is another thing that happens. The clients are not specifically for us. They 
are not appropriate for the PCN. We send them back to the doctor and explain the 
situation and provide the resources for the client and then months later the referral 
comes back again for the same client and we send it back saying this client is not 
appropriate because we did such and such and then it comes back again. This is a 
problem”  

[Staff focus group participant] 

One physician wrote about his/her perspective in regard to the referral process. 

“Mental health – I find wait times are too long now and often services are not 
provided and patient is lost in the re-referral process”  

[AGM physician survey comment] 
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STAFF EXPERIENCE 
According to the staff engagement results, staff in the PC department understand 
the importance of their work. Eighty two percent answered favourably to the 
question “I understand how my work contributes to the success of Edmonton North 
PCN”. When staff were asked in the focus group what is going well at the PCN they 
answered with “working hard” and that they “help a lot of people”. Focus group 
participants also mentioned they thought staff work well together. Seventy six 
percent of staff answered favourably to the question “My teams shares the 
workload”; one of the highest proportions of all questions in the PC department. 
One respondent from the focus group noted s/he really appreciated how often the 
PCN asks for staff input and acts on it. Saying that, about half (52%) of survey 
respondents answered favourably to the statement “I am appropriately involved in 
decisions that affect my work”. 

Unfortunately, the results of the staff engagement survey reveal that only slightly 
more than half (55%) of PC staff are satisfied with their job; last year 81% 
answered favourably to this question. In addition, only 33% agreed with the 
statement “I rarely think about looking for another job”, compared to 57% in 2015. 
Similar to previous years, there continues to be unfavourable results for questions 
related to cooperation with member physicians (24%); acknowledging people who 
deliver outstanding service (39%), and; trust being evident throughout the PCN 
(24%). 

Workload was a theme in both the focus group and staff engagement survey 
results. Staff felt that the number of referrals has increased and the supply of 
human resources has not been meeting the need. Staff went on to talk about “burn 
out” and how more often than not they do not take their breaks, are working over 
their breaks, are eating at their desks, or are skipping lunch all together.  

“I have never felt more burnt out. I keep trying to voice my concerns about the 
workload…I constantly feel behind; rarely do I finish everything in one day; I feel 
on edge…”  

[Staff engagement survey comment] 

Many focus group participants talked about the lack of flexibility related to 
scheduling. While they acknowledged the need for structure, given the space 
restrictions in the PCN, they felt it had become too rigid, or shifted too far “on the 
opposite end” from when they used to create their own schedule. Staff explained 
they are watching the clock because they know another clinician will be coming in 
after them and are feeling rushed to finish appointments with clients. Others 
thought there should be more flexibility with breaks. For example, if they were not 
able to take a break then then some would like the flexibility to leave earlier at the 
end of the day. 

“A little more flexibility; a little bit more autonomy would be nice”  

[Staff focus group participant] 
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Focus group participants also talked about the implications of an increased 
workload and inflexible schedule. In particular, focus group participants did not feel 
there was sufficient opportunity to experience what other clinicians do. There was 
discussion around not having the time to consult, have those “crucial 
conversations” with other disciplines or case conferences. One person said the work 
at the PCN used to be more multidisciplinary but that teams do not work as much 
together anymore. Staff engagement survey results show a marked decline in 
favourable responses to the question “Members of my team communicate openly” 
(67% to 55%). In addition, 55% of PC staff answered favourably to “There is a 
strong feeling of teamwork and cooperation across the PCN”. 
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Evaluation Question 6 

Is the Patient Care department engaged in quality 
assurance and continuous quality improvement? 
 

KEY FINDINGS 

PLAN-DO-STUDY-ACT CYCLES 
	

	

	

	

In Progress Mental health provision of services – The aim of this PDSA is decrease 
wait times for Mental Health Initial appointments. The goal is to drop TNA by 
30 days as compared to current initial appointment wait times. The model will 
not include the phone intake step or provisional diagnoses requirements, with 
emphasis on seeing the patient sooner and having less rigorous charting 
expectations. The prediction is that clinicians will be able to see more patients 
because of reduced charting requirements and wait times will decrease. 
 
Registered dietitian GAS-light – The aim of this PDSA is to trial using a 
Goal Attainment Scale with patients. The goal is to be able to set and measure 
SMART goals with patients to determine to what extent RD’s are helping 
patients meet their goals. The plan is to adopt this tool for goal setting with 
other disciplines if it is feasible to use. 
 

Completed Mental health referrals – The aim of this PDSA is to track and screen 
mental health referrals with inadequate information – ones that ordinarily 
would be sent back to physicians. Instead, these referrals are being sent 
directly to Mental Health Phone Intake to see if they are appropriate referrals. 
The number of these are being tracked, along with the physician sending 
them to understand if that physician requires additional information on 
referrals. 
 
Most patients seen by the MH team have mild to moderate mental health 
issues. Booking for a MHPI does not create undue stress or hardship for either 
patient or MHP. The plan is to adopt these change in mental health referrals. 
 

 Mental health provision of services – The aim of this PDSA was to 
understand if the number of initial appointments and follow up appointments 

5 
Initiated

2 
In progress

3 
Completed
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will decrease by changing scheduling and how mental health information 
groups are offered. Monthly chart audits tracked patient journeys from Mental 
Health Phone Intake to Mental Health Matters group session. 
 
MHP’s continue to be booked into individual appointments despite increased 
supply of groups. However, this is a clinician preference if wait times are 
within an acceptable range. 
 

 Assessment mode for diabetes referrals - The aim of this PDSA was to 
test the use of in-person versus phone needs assessments for referrals for 
diabetes. The prediction was a phone assessment would be easier for patients 
to schedule and that the information collected would not differ. Patients were 
booked according to their choice for either an in person or telephone needs 
assessment.  
 
Half of the patient wanted in person assessment and half wanted a phone call. 
The needs assessments took on average 15 minutes longer in person than on 
the phone. It was concluded that it is more feasible to keep the needs 
assessment to the allotted 30 minutes when they are conducted over the 
phone. The plan now is to book all needs assessments as phone intakes 
unless the patient has a significant limitation that would require an in-person 
assessment (i.e. language, hearing, etc.).  
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Summary of Findings 
 

 

 

 



	

41 | Patient Care 
	

Patient health outcomes 
1. Do we have a positive impact on patient abilities to self-manage? 
  
Patients self-reported high levels of confidence across three domains: 1) 
information to manage health; 2) application of information to manage health; and 
3) access to supports to manage health. However, it should be noted that self-
efficacy data were only collected in February and March 2017. As such, sample 
sizes were small and conclusions cannot be made from these preliminary results. 
However, data collected from the PC department patient surveys showed that close 
to 90% of patients surveyed in January 2017 agreed to feeling confident they could 
take care of their health. 

Continuing to collect self-efficacy data after group appointments, through ongoing 
patient surveys and through the Goal Attainment Scaling (GAS) pilot will further 
inform this question in future reports. These tools will allow for clearer 
interpretation and help direct programming to positively impact patients’ ability to 
self-manage. 

 

2. Do we have a positive impact on patient health status and well-being? 

Patients were asked to score themselves before and after attending mental health 
group classes. Results reveal an overall improvement in average depression, 
anxiety, anger, and positivity scores. However, the proportion of patients with 
positive changes across the five domains of mental health captured by the BBMI 
varied between mental health group class and domain. The largest proportion of 
people with an improvement of one or more points in their mood, were those 
attending the CBT classes (excluding the suicide domain). Over 80% of CBT 
patients had improvements in their anxiety and positivity scores; this is similar to 
the Managing Emotions groups. Greater than 80% of patients with a positive 
change in their score is considered ‘very good’ and to have met expectations (see 
Appendix D for Patient Care Department Key Performance Indicator Matrix). The 
remaining groups had a smaller proportion of patients (<70%) with an 
improvement in scores. Less than 70% of patients with a positive change is 
considered ‘fair’ and ‘poor’ and to not meet expectations. 

BBMI rates for obtaining a post score varied from 38% (Assertiveness) to 66% 
(CBTWM) for different programs; other response rates were 39% for Managing 
Emotions, 43% for CBT, and 56% for Relaxation. This means many patients who 
did not complete a post BBMI and were excluded from the analysis. Logistic 
regressions did not reveal any significant difference in age or gender of those who 
completed a pre and post BBMI compared to those who only completed at pre BBMI 
(p > 0.05), which means we can have greater confidence that selection bias did not 
influence the results; however increased completion of the therapy groups leading 
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to a higher return of post BBMI surveys  is required to better understand if the 
BBMI data accurately reflects patients’ experiences.  

While there is data to help us understand whether the PC department is having a 
positive impact on patients’ mental health we cannot answer whether a difference 
has been made to health status and well-being. A process is being established to 
trial collection of health-related quality of life data with Exercise Specialist’s 
patients. 

 

Resource utilization 
3. Are we using resources efficiently? 

If clinicians are to spend at least 56% of their direct time with patients they would 
need to spend approximately 4.3 hours per day with patients (based on 7.75-hour 
day). The greatest proportion of clinicians meeting the direct time target are ES’ 
(55%). ES’ have ‘excellent’ supply time and direct time (66% and 51% 
respectively). Mental Health Practitioners and Registered Dietitians have ‘good’ 
direct times and “very good” and “good” supply times, respectively. LPNs have 
‘excellent supply time and ‘good’ direct time.  

It is important to monitor direct and supply time to judge efficiency of resources; 
however, it is also important to weigh staff perspectives on resource efficiency. PC 
department staff engagement results and staff narrative from the survey and focus 
groups showed a decrease in satisfaction that may be related to increased workload 
and less time to collaborate with peers. 
 
Access 
4. Are services accessible? 

Most group classes (Mental Health Matters, Introduction to Physical Activity, Living 
with Diabetes and Pre-diabetes and Why Nutrition Matters) had wait times that 
consistently were ‘very good’ (8 – 14 days) or ‘excellent’ (1 – 7 days); Introduction 
to MEAL was the exception, it consistently had poor wait times (>37 days). 
However, the wait times are likely inflated as the Introduction to MEAL program 
was recently piloted, with only two groups offered.  
The wait time for an initial appointment with an interdisciplinary team member 
varied according to the discipline. LPN wait times have declined over the year and 
are now ‘very good’. Exercise Specialists have ‘good’ wait times consistently below 
30 days. Wait times to see a Registered Dietitian are generally ‘poor’. Mental Health 
Phone Intake consistently had ‘fair’ or ‘poor’ wait times. Some physicians noted the 
wait times for mental health being too long on the AGM physician survey and noted 
the “need [for] more mental health support”. This was also expressed by staff focus 
group participants. 
 
From a patient perspective, over 80% of patients surveyed in January 2017 were 
satisfied with the length of time to book an appointment. However, looking at the 
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range of wait times across different programs offered by the PC department, it 
would be interesting to look at patient perspectives on wait times for these different 
programs to better address improvement of wait times. 

Staff feel like services are accessible for patients that fall within the mandate of the 
PCN; however, patients that fall outside that mandate (i.e. different diagnoses, age 
group, language, length of support) do not have access to the services they 
require. Staff noted the public’s lack of awareness of the PCN as a barrier to access. 
Staff noted that patients often say to them they were not aware of the PCN and 
wished they had known about it sooner. Some staff thought the PCN needed a sign 
outside the building, or more information so people walking in the mall understand 
what the PCN does. 

 

Patient, staff and physician experience 
5. Are we meeting the needs of stakeholders?  

Patients 
Patients are generally satisfied with the services they receive from the PC 
department. In the January 2017 patient survey, ninety-seven percent of patients 
agreed they receive everything they need to take care of their health in January 
2017; this is a 29% increase in satisfaction from June 2016 and exceeds 
expectations (>90% satisfaction is considered ‘excellent’ in the KPI matrix). As 
well, nearly all patients (>95%) of patients felt physically and emotionally safe at 
the PCN. Most patients agreed that the health professional(s) they encountered 
were culturally sensitive, that they felt engaged in their care, and that the PCN met 
their expectations. Further, most patients also agreed that their care was 
comprehensive and that they have the confidence manage their health. Nearly all 
patient experience domains met or exceeded expectations (>80% agreement). In 
the initial patient survey in June 2016, patients were on track to meet expectations 
(70-79%) for comprehensive care and self-efficacy domains; during the second 
patient experience survey in January 2017, agreement in these domains improved 
and met expectations. 

PCN staff agreed patients are generally satisfied with services, but noted there are 
improvements that could made to ensure patients receive more comprehensive 
care. Most notably, staff thought the referral process with physicians could use 
improvement as there is often miscommunication regarding patient needs and the 
services offered at the PCN, which inevitably leads to delays in patient care. In 
addition, staff questioned the criteria around programming (i.e. short term versus 
long term) and whether that was meeting the needs of patient with chronic 
conditions. Staff also expressed concern that quantity is being prioritized over 
quality when it comes to patient care.  
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Physicians 
Nearly all physicians reported being aware of programs; yet nearly double as many 
physicians reported referring to mental health compared to CDM. Of those 
physicians using the services, over 85% were satisfied and confident the programs 
were meeting the needs of patients. Some physicians noted that more support is 
needed for mental health because wait times are too long. Staff mentioned the 
communication barrier that exists between PCN staff and physicians and that it may 
be a frustration for physicians if inappropriate referrals are sent back by PCN staff.  

Staff 
According to the staff engagement results, staff in the PC department understand 
the importance of their work. Eighty-two percent answered favourably to the 
question “I understand how my work contributed to the success of Edmonton North 
PCN”. Unfortunately, staff engagement survey results reveal that about half (55%) 
of staff are satisfied with their job; last year 81% answered favourably to this 
question. Overall, the staff engagement score for the PC department was 55%, 
which is considered ‘good’ or on track to meet expectations. Staff noted increased 
workloads and rigidity in scheduling as a concern and one that they feel is 
impacting the quality of patient care. Of concern, was how increased workload is 
limiting opportunities to consult and collaborate with other PCN staff. 

 

Quality improvement 
6. Is the patient care department engaged in quality assurance and 
continuous quality improvement? 

There is evidence of quality improvement activities happening with the PC 
department. Five PDSA cycles have been initiated throughout the year; three have 
been completed and two are in process. Three of the PDSAs occurred within mental 
health. Staff feelings related to quality improvement is that the PCN emphasizes 
quantity (i.e. number of visits) over quality of services. 
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Conclusion and Next Steps 
	

The PC department is providing a broad array of primary care services. Overall, 
staff within the department are providing services efficiently; however, department 
staff satisfaction and engagement declined from previous years, which may be 
related to workload. Despite this, PC department patients report being satisfied with 
the services they receive; likewise, physicians report satisfaction and confidence 
that the programs are meeting the needs of their patients.  

Wait times to group appointments and most other appointments types are good 
(<30 days); however, wait times for initial mental health appointments continue to 
be poor. Despite this, there are some positive mental health findings that show 
improvements in areas related to patients’ mood, particularly anxiety and positivity 
following CBT classes. Additional patient outcome data is limited, which means we 
cannot conclude at this time the difference programming is making to patients’ 
health.  

Data will continue to be collected in 2017/2018 to monitor PC department activities 
and outcomes. Additional data will be collected and reported that will help 
determine the difference PC department programming is making to patients’ overall 
health and well-being.   
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Appendix A: Group Sessions	

Mental Health 
Mental Health Matters 
Cognitive Behavioural Therapy 
Relaxation 
Assertiveness 
Mindfulness and Emotions 
Grief Recovery 
 
Chronic Disease Management 
Why Nutrition Matters 
Introduction to Physical Activity 
Living with Diabetes 
Living with Pre-Diabetes and Diabetes 
Health Eating to Manage Blood Sugars 
Diabetes and Caring for Your Feet 
Heart Healthy 
Label Reading 
Meal Planning  
Supervised Exercise 
Breathe Better with COPD 
Introduction to Mindful Eating Active Living (MEAL) 
Mindful Eating Active Living (MEAL) 
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Appendix B: Data Collection	

Surveys 

Physician Survey 
A physician survey was developed for collection at the 2016 PCN Annual General 
Meeting (AGM) by the PCN evaluator. Typically, PCN physicians are only surveyed 
once every three years; however, a brief survey was developed to inform some of 
the indicators outlined in the PC evaluation framework. 

The survey had three questions. One question had a four point Likert scale: 
“Refer/use on a regular basis”, “Refer/use it only sometimes”, “I am aware but 
have never referred/used it”, “Never heard/used it”. The other questions had a 4-
point Likert scale asking about satisfaction and confidence; “not applicable” was an 
option for these questions 

A total of 104 physicians completed a paper survey prior to entering the AGM.  

 

Patient Survey 
The survey was drafted by the PC department program planner and reviewed by 
managers. The survey was revised this year in consultation with the PCN evaluator 
to include questions consistent with the PC department evaluation framework. A 
few questions were kept the same for 2015 and 2016 surveys, while others varied 
in wording or were removed.  

Clinicians were instructed to give the survey to every patient attending an 
appointment with a PC department clinician for a period of one week. TAs and 
session coordinators were also asked to give surveys to all patients attending group 
sessions over a one-week period. The survey was administered in June 2016 and 
January 2017. 

The survey is a measure of the patient’s perceptions and opinions about the care 
they received and overall experience with PCN staff. It was completed by the 
patient at the end of an appointment or group session and took about 5 minutes to 
complete. All responses were dropped in a return box located at the reception desk 
to assure anonymity. The survey is prefaced by a short introductory paragraph and 
then asks the patient to identify the type of service they received (group or one-to-
one appointment).  

The survey is scored using a 5-point Likert scale: “Strongly Agree”, “Agree”, 
“Neutral”, “Disagree” and “Strongly Disagree”. The final question, rating of overall 
care, is scored using a 6-point scale. For interpretation purposes, “Strongly Agree” 
and “Agree” as well as "Strongly Disagree" and "Disagree" are often combined to 
reflect the overall proportion in agreement or disagreement.  
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The response rate for the January 16 - 20, 2017 survey was 44% (105 completed 
surveys out of 239 patient visits); the same response rate as June 2016. Like 
June, we were unable to determine if the 239 were unique visits, which 
may have inflated the denominator and resulted in an underestimate of the 
response rate. 
 

When previously administered surveys included the same question as the January 
2017 cycle results were included in the charts for comparison. For questions with 
multiple survey cycle data available, the Mann-Whitney U test was employed to test 
if differences between cycles were statistically significant. This is a nonparametric, 
rank-based test used to test for statistical significance for ordinal dependent 
variables (such as Likert-scales). Results or differences were found to be 
statistically significant when the test yielded a p-value of less than 0.05.  

 
Staff Engagement Survey 
A staff engagement survey is conducted each year with staff at the PCN. While the 
results from this survey were not intended to inform this evaluation, the results are 
useful in informing Evaluation Question #5: Are we meeting the needs of PCN staff? 
Therefore, highlights of the PC department results have been included in this 
report. In total, 56 out of 61 employees completed this online survey in October 
2016; 33 from the PC department. For a more comprehensive description of this 
survey please refer to Staff Engagement Survey: Patient Care Department Results. 

 

PCN Data 

Self-Efficacy Questionnaire 
Beginning in February 2017, a self-efficacy questionnaire was given to patients to 
complete following group classes. The questionnaires ask patients to rate their 
ability to manage their health based on three domains: 1) Do patients have the 
information they need to manage their health?; 2) Are patients able to apply what 
they learn to manage their health?; and 3) Do patients have access to the supports 
they need to manage their health? Each patient rates their confidence on a scale 
from 0 (Not confident at all) to 10 (Very confident). The questionnaire is a new 
addition and requires increased use following group classes to better rate its 
efficacy; however over 80% of patients who attended a group class have completed 
the self-efficacy questionnaire. 
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Burns Brief Mood Inventory 
The Burns Brief Mood Inventory is given to patients to complete at the beginning of 
the first class of a group sessions (Cognitive Based Therapy Assertiveness, 
Relaxation, Managing Emotions, and Cognitive Based Therapy for Weight 
Management) and again at the end of the 8-week session. The tool assesses 
patients’ mood by asking a series of questions related to: a) Depression (5 items), 
b) Suicidal urges (2 items), c) Anxiety (5 items), d) Anger (5 items), and; e) 
Positivity (10 items). Participants are asked to rank how they feel on each item 
using a scale of 0 to 4, with zero equaling “not at all” and 4 being “extremely”. 

Generally, a score of six or more on any category is considered indicative of 
needing counseling. A score of three or more on the suicide category indicates the 
need to talk to someone immediately. At the PCN a score of one or more on suicide 
then the MHP talks with the patient right away to assess intent.  

Each patient’s total score for each domain is entered by the PCN Program Planner 
into Excel. This average score for patients attending sessions from April 1, 2016 to 
March 31, 2017 were calculated and graphed in Excel by the PCN evaluator. 

 

Clinical Manager Reports 
Each month clinical manager reports are sent out by the PC Administrative 
Assistant. This is an Excel workbook that contains the Time to Third Next Available 
appointment for each week. This information in entered manually each week by the 
PC Administrative Assistant by counting the third next available appointment at the 
same time each week. 

This workbook also contains information on each clinician related to supply and 
direct time. This information is taken from the absence database and entered and 
calculated by the PC Administrative Assistant each month. To calculate the 
percentage of clinicians meeting targets, CountIf statements were used in Excel to 
determine the number of clinicians with 51% or greater direct and supply time, 
respectively. The total number of clinicians for each month were calculated by 
counting the number of clinicians reported by each discipline each month. Because 
some people joined and left the PCN between April 2016 and March 2017, this 
number fluctuated each month. Team Leads or those on special projects during 
certain months were not included in the numerator or denominator for these 
calculations. Those disciplines with less clinicians will have more variable data than 
those with a larger number of clinicians. 

 

Group Session Tracking Sheets 
The PCN Program Planner maintains Excel spreadsheets for each group class that is 
taught in the PCN. Within these spreadsheets, there are a number of variables that 
are tracked (e.g. date of session, patient demographics, attendance, number of 
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facilitators, etc. The sheets were used to track and calculate Burns score pre and 
post. 

 # of patients # of sessions Average # of patients 
per session 

CBT 64 15 4 
Assertiveness 33 9 4 

Relaxation 83 17 5 
Managing Emotions 28 8 3 
CBTWM 23 4 6 
 

PDSA forms 
A Plan-Do-Study-Act template was created and circulated to PCN managers to use 
within their departments. The PDSA template is to be filled out prior to a pilot 
project starting and then after it has ended. The completed PSDA forms that had 
been initiated or completed from April 1, 2016 to March 31, 2017 were reviewed by 
the PCN evaluator and summarized in this report. 

 

Focus Groups 
One focus group was conducted with frontline staff of the PC department; another 
was conducted with team leads from the PC department. The team lead group 
discussion occurred on September 6, 2016, while the staff group was held on 
October 6, 2016. The purpose of the focus group was to inform the evaluation 
question relating to meeting stakeholder needs. 

The PCN evaluator met with the PCN management group to discuss sampling and 
recruitment for the focus groups. It was decided to separate staff from team leads 
so staff would feel more comfortable expressing themselves. It was decided to 
invite each team lead to their focus group – all Team Leads attended the focus 
group.  

We used purposeful sampling for the staff focus group to ensure the focus group 
heard from each discipline. Each team lead was responsible for forwarding the focus 
group invitation to their staff and forwarding the names of staff members who were 
available and interested in participating in the focus group to the PCN evaluator. 
The target number of people for each discipline was: 

• 1 dietitian  
• 1 exercise specialist  
• 1 nurse (RN or LPN)  
• 1 social worker  
• 2 admin (receptionist, session coordinator or team administrative assistant)  
• 3 mental health practitioners  
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One out of the two administrative representatives attended and two out of three 
mental health practitioners attended; one representative for the other disciplines 
attended. 

The focus groups were recorded and transcribed. The transcripts were coded and 
themed using qualitative software called NVivo. Themes from the data are 
presented in the report. 
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Appendix C: Patient Care Interim Evaluation Report 
Recommendations  

	

The	current	status	column	was	completed	in	August	2017	by	the	department	Program	Planner	and	Manager	

	

	

INTERIM	REPORT	FINDING	 RECOMMENDATION(S)	 STATUS	

1.1	 A	process	to	establish	goal	setting	and	goal	

attainment	was	piloted	without	success	

Pilot	Goal	Attainment	Scaling	with	clients	meeting	

with	Registered	Dietitians	for	individual	

appointments	

	

Incorporate	a	questionnaire	asking	patients	about	

self-efficacy	at	the	beginning	and	end	of	a	series	

group	

	

Goal	Attainment	Scale	pilot	currently	in-

progress	

	

	

Self-efficacy	questionnaire	provided	at	the	

end	of	a	series	group	

2.1	 There	was	an	overall	improvement	in	the	average	

depression,	anxiety,	anger	and	positivity	scores	

after	attending	mental	health	group	classes	

Continue	to	maintain	CBT	as	cornerstone	of	

mental	health	groups/services	

	

	

Currently	part	of	the	mental	health	group	

offerings	and	will	continue	

2.2	 The	largest	proportion	of	people,	with	an	

improvement	of	one	or	more	points	in	their	

mental	health,	were	those	attending	the	CBT	

classes	

Have	Program	Planner	and	Team	Leads	

communicate	mental	health	findings	to	teams	

Program	planner	will	present	annually	at	

the	PC	Department	meeting	following	

review	by	Team	Leads.	Dates	to	be	

determined	

2.3	 EQ5D	data	collection	has	not	yet	been	initiated	so	

we	cannot	answer	whether	or	not	there	is	

improved	health	and	well-being	

Determine	when	and	how	EQ5D	can	be	piloted		 EQ5D	process	being	developed	
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INTERIM	REPORT	FINDING	 RECOMMENDATION(S)	 STATUS	

3.1	 The	majority	of	staff	met	the	minimum	supply	

time	target	of	51%;	however,	Exercise	Specialists	

are	the	only	discipline	where	the	majority	of	staff	

met	the	direct	time	target	

	

Review	strategies	to	mitigate	‘no	shows’,	‘late	

cancels’,	‘attrition’	and	improved	scheduling	

practice	and	communicate	to	staff	

Currently	the	PC	department	has	practices	

to	reduce	or	mitigate	no	shows	and	late	

cancels	in	place:	

• Phone	reminder	calls	–	this	was	

increased	from	2	to	4-day	notice	

to	allow	patients	time	to	

reschedule.		

• Verbal	discussion	with	patient	

about	no	show	policy	

• Communication	to	physicians	

about	no	shows.	

3.2	 Apart	from	Exercise	Specialists,	other	clinicians	

are	spending	a	lower	proportion	of	their	time	on	

direct	time	with	patients;	anywhere	from	13	

minutes	to	35	minutes	less	per	day	than	the	56%	

target		

	

There	was	no	recommendation	to	change	the	

workload	targets	because	these	were	

benchmarked	to	other	organizations:	

- AHS	(50	to	60%)	

- CASA	(56%)	

- NHS	(~60%)	

We	continue	to	look	for	opportunities	for	

workload	improvements		

4.1	 Appointments	for	Mental	Health	Phone	Intake	

and	Mental	Health	Initial	had	the	longest	wait	

times	and	were	consistently	longer	than	the	30-

day	target.	Staff	and	physicians	also	expressed	

concern	with	mental	health	wait	times	being	too	

long	

Consider	hiring	additional	Mental	Health	

Practitioners	

	

Pilot	the	new	mental	health	template	

New	clinicians	are	being	recruited	

	

New	template	is	being	piloted.	Early	results	

are	promising	on	new	workflow		

4.2	 There	were	decreases	in	the	average	wait	time	

for	group	appointments	(Anxiety,	Intro	to	Weight	

Management	and	Living	with	Pre-diabetes)	from	

April	1	to	September	2016	

	

Continue	to	track	and	report	monthly	wait	times	

and	registrations	to	groups	

TNA	appointment	data	continuously	

collected	

4.3	

	

5.1	

More	than	80%	of	patients	are	happy	with	the	

length	of	time	to	book	an	appointment	

	

Seventy	five	percent	of	patients	agreed	they	

receive	everything	they	need	to	take	care	of	their	

health.	PCN	staff	agreed	patients	are	generally	

Continue	to	collect	feedback	from	patients	and	set	

a	minimum	target	of	80%	agreement	

	

Continue	to	track	Third	Next	Available	

appointment	data	

Patient	surveys	are	administered	biannually	

	

	

TNA	appointment	data	continuously	

collected	
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INTERIM	REPORT	FINDING	 RECOMMENDATION(S)	 STATUS	

satisfied	with	services	

	

4.4	 Staff	feel	like	services	are	accessible	for	patients	

that	fall	within	the	mandate	of	the	PCN;	however,	

patients	that	fall	outside	that	mandate	(i.e.	

different	diagnoses,	age	group,	language,	length	

of	support)	do	not	have	access	to	the	services	

they	require	

	

Communicate	where	data/information	that	is	

used	to	inform	program	planning	is	gathered	from	

Program	planner	provides	monthly	update	

to	department	sharing	Board	and	Clinical	

committee	direction	as	well	as	clinical	

recommendations	

	

4.5	 Staff	noted	the	public’s	lack	of	awareness	of	the	

PCN	as	a	barrier	to	access	

Consider	additional	signage	for	the	PCN	

	

Determine	alternate	referral	modalities	(i.e.	self-

referral)	

No	planned	follow	up	

5.2	 Staff	thought	the	referral	process	with	physicians	

could	use	improvement	as	there	is	often	

miscommunication	regarding	patient	needs	and	

the	services	offered	at	the	PCN,	which	inevitably	

leads	to	delays	in	patient	care	

	

Improve	physician	engagement	through	existing	

process	(e.g.	AGM,	QIF)	

Ongoing	work	through	the	AGM.	

Program	Planner	working	with	QIFs	to	

inform	members	of	programming	changes	

CDM	intake	to	properly	navigate	patients	

was	implemented	during	the	timelines	of	

this	report.		

5.3	 Staff	questioned	the	criteria	around	programming	

(i.e.	short	term	versus	long	term)	and	whether	

that	was	meeting	the	needs	of	patient	with	

chronic	conditions	

Support	groups	

	

Follow	up	phone	calls	

Only	have	maximum	number	of	visits	for	

MH	patients	due	to	their	complexity,	

chronicity	and	resource	utilization	

5.4	 Nearly	all	physicians	reported	being	aware	of	

programs;	yet	nearly	double	as	many	physicians	

reported	referring	to	mental	health	compared	to	

CDM	

Expand	CDM	services	(e.g.	COPD,	Cardiac,	asthma)	 CDM	programming	is	reviewed	annually	

	

5.5	 Staff	engagement	survey	results	reveal	that	about	

half	(55%)	of	PC	staff	are	satisfied	with	their	job;	

last	year	81%	answered	favourably	to	this	

question.	

Consider	how	to	collaborate	more	with	staff	on	

service	decisions	

Leadership	is	mindful	of	opportunities	for	

staff	to	become	more	engaged	in	

programming	and	planning	
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INTERIM	REPORT	FINDING	 RECOMMENDATION(S)	 STATUS	

5.6	 Staff	noted	increased	workloads	and	rigidity	in	

scheduling	as	a	concern	and	one	that	they	feel	is	

impacting	the	quality	of	patient	care.	Of	particular	

concern,	was	how	increased	workload	is	limiting	

opportunities	to	consult	and	collaborate	with	

other	PCN	staff	

Review	scheduling	principles	(see	6.1)	 Scheduling	practices	have	been	under	

review	over	the	past	12	months.	Many	

improvements	have	been	made	through	

staff	input	(i.e.,	time	between	

appointments	adjusted;	MH	intakes	either	

in	person	or	by	phone)	

6.1	 Only	42%	of	PC	survey	respondents	felt	that	

quality	improvement	is	a	top	priority	within	the	

PCN.	Staff	thought	that	quantity	is	prioritized	over	

quality.	

Convene	the	patient	care	department	staff	in	a	

“think	tank”	session	that	reviews	the	HQCA	

quality	health	matrix	and	HR	objectives		

Complete	–	April	3rd	2017	
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Appendix D: Patient Care Department KPI Matrix 
 

 

	

Poor	
(little	or	no	progress	

to	achieving	

expectations)	

Fair		
(made	some	progress	

but	not	on	track	to	

meet	expectations)	

Good		
(on	track	to	meet	

expectations)	

Very	Good		
(has	met	

expectations)	

Excellent		
(has	exceeded	

expectations)	

Health	Status	
(Mental	Health)	

	

<50%	of	patients	have	

a	positive	change	

50%	–	69%	of	patients	

have	a	positive	

change	

70	%–	79%	of	patients	

have	a	positive	

change	

80%	–		89%	of	

patients	have	a	

positive	change	

90%	–	100%	of	

patients	have	a	

positive	change	

Resource	Utilization	
(direct	time)	

<36%		 36%	–		39%		 40%	–	45%		 46%	–		51%		 >51%		

(supply	time)	 <45%		 45%	–		50%		 51%	–	53%		 54%	–		55%		 >55%		

Access	
	

>37	days	 30	–	37	days	 15	–	29	days	 8	–	14	days	 1	–	7	days	

Care	experience	
	

<50%		

agreement	

50%	–	69%		

agreement	

70	–	79%		

agreement	

80	–	89%		

agreement	

90%	–	100%	

agreement		

Staff	engagement	
	

<20%	overall	

engagement	score	

20%	–	39%	overall	

engagement	score	

40%	–	59%	overall	

engagement	score	

60%	–	79%	overall	

engagement	score	

80%	–	100%	overall	

engagement	score	
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