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Executive Summary 
 

Overview 
The Specialized Health Services (SHS) department is one of five departments in the 
Edmonton North Primary Care Network (“the PCN”). The SHS department focuses 
on trying to improve access to specialists for patients and provide care in specific 
areas, including: Minor Surgery, Women’s Health Services, Psychiatry, Physiatry, 
Geriatrics, Palliative Care, and Ortho-Triage. SHS clinical services attempt to 
increase accessibility to high-demand specialties and provide effective treatment in 
a timely manner. 

The SHS department developed an evaluation plan with six overarching evaluation 
questions related to: 1) utilization of services; 2) accessibility of services; 3) 
patient satisfaction; 4) physician and staff needs; 5) engagement and collaboration; 
and 6) quality assurance and improvement. This report uses the 2016/2017 fiscal 
year (April 1, 2016 to March 31, 2017) data to answer these evaluation questions. 
Data was obtained from a variety of sources including: a) SHS department data; b) 
patient and physician surveys; and c) a focus group. 

 

Results 
To	what	extent	are	SHS	services	being	utilized?	
The extent to which patients are utilizing SHS services varies across specialties and 
is likely based on the availability of physicians providing different speciality 
services. Significantly more patients were referred to Ortho-Triage relative to other 
specialties; this is likely a result of increased availability of service, with six 
physicians accepting Ortho-Triage referrals. Conversely, fewer patients were 
referred to the Psychiatry clinic, but the Psychiatry clinic only has two physicians. 

The Specialist Referral Database was used by PCN staff between 2008 and 2013 
with a centralized referral system. Since, a decentralized referral program was 
initiated where clinics were trained to process their own referrals. Currently, only a 
few clinics refer to specialists through the Specialist Referral Database. Overall, 
referral volume has decreased significantly following the decentralization of the 
referral processes. 

Are	services	accessible?	
Time to Third Next Available Appointment (TNA) was used to measure delay for an 
appointment. Most specialty services had wait times that met discipline specific 
targets. Targets differed between specialty services to reflect patient demand and 
availability. Palliative Care had wait times that were consistently at or below its 
three-day target. As well, Papanicolaou (PAP), Interuterine Device (IUD), and Minor 
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Surgery clinics generally had wait times at or below their two-week target. The 
remaining specialties, Ortho-Triage, Ear, Nose, Throat (ENT), and Psychiatry had 
wait time targets of one-month. For the most part, Ortho-Triage and ENT clinics 
met the target wait time. However, Psychiatry consistently had longer wait times 
than the one-month target. When comparing wait times between on-site specialty 
services and specialists in the community, the wait time to on-site specialty 
services is less for all specialty services offered through the SHS department. 

Patients attending Pap and IUD clinics were surveyed and asked about satisfaction 
with wait times. Nearly all patients were satisfied with wait times for their 
appointments. 

Are	we	delivering	a	positive	patient	experience?	
Patients are a key stakeholder and the SHS department aims to provide a positive 
patient experience. Currently, only a single round of patient experience surveys has 
been administered to gynecology patients. Therefore, results reflect patient 
perceptions of the gynecological services offered by the SHS department, but not 
necessarily the SHS department overall. Most gynecology patients reported having 
positive experiences in domains of safety, communication, and needs/expectations. 
However, some patients did not feel that the physician had a strong knowledge of 
their medical history. 

Are	we	meeting	the	needs	of	member	physicians	and	SHS	staff?	
Along with patients, physicians and PCN staff are key stakeholders. Physicians were 
surveyed to determine whether they were aware and used SHS specialty services.  
Most physicians were aware of and use Coordinated Specialty Services and 
Specialist Database Education and Support. Physicians using SHS services generally 
felt that the services met patient needs and overall were satisfied with the services 
offered.  

SHS staff noted they have the resources and support required to perform their jobs 
well. However, it was noted that more staff may be required if workloads continue 
to increase with the increased number of services offered. To relieve scheduling 
issues with Psychiatry and ENT, staff recommended that patients be referred to 
other clinics in Edmonton. Urology, Gastroenterology, Geriatrics, and General 
Surgery were considered valuable to SHS staff and staff recommended that the PCN 
continue to pursue these specialties. 

To	what	extent	is	the	SHS	department	engaging	and	collaborating	with	specialty	groups?	
The SHS department is currently engaged in a partnership with General Surgery at 
the Royal Alexandra Hospital. The goal of the collaboration is to facilitate access for 
initial consults by hosting on-site clinics, regardless of which PCN referred the 
patient. This is to expedite surgical procedures and decrease wait times for 
patients. This partnership started in April 2017, and no data is available. Progress 
will be detailed in future reports. 



vii | S H S  2 0 1 6 / 2 0 1 7  E v a l u a t i o n  R e p o r t  
 

The SHS department is also engaged with the Digestive Health Strategic Clinic 
Network (DH SCN). The group is committed to improve care of patients with 
digestive diseases, liver diseases, and cancers of the digestive system. Associated 
with the DH SCN, the department manager is engaged with the Integrated Care 
working group designed to improved access to Gastroenterology. 

The SHS department has recently established a working group to pilot the 
ConnectMD program. This will allow physicians to access multiple specialists 
through text or phone when it is unclear if a referral is required. 

Is	the	SHS	department	engaged	in	quality	assurance	and	continuous	quality	improvement?	
The SHS department is supporting quality assurance within the physician group by 
coordinating and hosting CME dinners. The SHS department has not conducted any 
Plan-Do-Study-Act cycles in 2016/2017, which means there may be more 
opportunity for quality improvement within the SHS department itself 

 

Conclusion 
The majority of specialty care services offered through the SHS department are 
meeting wait time targets. In addition, all wait times to on-site specialty care 
services are shorter than community specialist wait times, which are promising 
results that show the SHS department is helping improve access to specialty care. 
Additional data will need to be collected to determine the extent to which patients 
are satisfied with services; however, a small sample of gynecological patients show 
patients to be very satisfied with their experience. Staff and physicians are 
generally satisfied with SHS services; however, staff have indicated areas for 
improvement related to referrals and resourcing. Improvements can be addressed 
by focusing on continuous quality improvement and quality assurance within the 
SHS department. 
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Glossary of Terms 

 
CME Continuing Medical Education 

ENT Ear, Nose and Throat 

FP Family Practitioner 

IUD Intrauterine Device 

KPI Key Performance Indicator 

MH Mental Health 

Pap Papanicolaou 

PCN Primary Care Network 

PDSA Plan Do Study Act 

SHS Specialized Health Services 

TNA Third Next Available Appointment 
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Specialized Health Services Overview 
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Introduction 
The Specialized Health Services (SHS) department is one of five departments in the Edmonton North Primary Care 
Network (PCN). The SHS department focuses on trying to improve access to specialists for patients and provide care 
in specific areas, including: Minor Surgery, women’s health services (Pap and IUD), Psychiatry, Palliative care, and 
Ortho-Triage. SHS clinical services attempt to increase accessibility to high-demand specialties and provide effective 
treatment in a timely manner. 

 

Department Activities and Outcomes 
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Evaluation Overview 
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The SHS logic model was updated and an evaluation plan was created in June 2016 
in consultation with its department manager. The evaluation plan outlines the 
evaluation purpose, use and questions. 

 

Evaluation Purpose and Use 
To understand if the services are improving how patients access specialty care in 
primary care, and their satisfaction with those services. The evaluation will help 
understand which aspects are working well, where there are gaps in service 
delivery and how to address those gaps to optimize treatment outcomes. 

 

Evaluation Focus and Questions 

  

Utilization
1.	To	what	extent	are	SHS	services	being	utilized?

Access
2.	Are	services	accessible?

Patient,	staff	and	physician	experience
3.	Are	we	delivering	a	positive	patient	experience?
4.	Are	we	meeting	the	needs	of	our	stakeholders?

5.	Is	the	SHS	department	engaging	and	collaborating	with	
specialty	groups?

Quality	improvement
6.	Is	the	SHS	department	engaged	in	quality	assurance	and	

continuous	quality	improvement?
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Evaluation Methods 
Data were collected from the following sources from April 1, 2016 to March 31, 
2017. For additional detail on data collection, refer to Appendix A. 

 

 

 

SHS Department Data 
(April 1, 2016 - March 31, 2017)

•Specialist Database
•EMR extracts
•CME tracking sheets
•PDSA forms

Surveys
•Patients (March 2017)
•Physicians (June 2016)

Focus Group
•Staff (September 2016)
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Results 
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Evaluation Question 1 

To what extent are SHS services being utilized? 
Service utilization evaluates the extent to which patients are accessing services 
currently offered by the SHS department. Referrals to specialty services are used to 
measure service utilization. Referral volume reflects service need, and is influenced 
by service and physician availability. As such, availability will dictate referral volume 
across speciality services. 

 

KEY FINDINGS 

v Referral volume varies between specialty services and depends on the 
availability of physicians providing said services. 

v Significantly more patients were referred to Ortho-Triage specialty services 
relative to other specialties. However, it is important to note that Ortho-Triage 
has more physicians offering services compared to other specialties. Therefore, 
the larger number of referrals to Ortho-Triage is reflective of the number and 
availability of Ortho-Triage physicians.  

v No shows varied between PCN specialty services. On average, 9% of Psychiatry 
and Geriatric appointments were no shows, followed by 6% no shows for both 
Ortho-Triage and Minor Surgery (Consult) specialty services. Other specialties 
had relatively low no show rates (<5% no show rate). 

v Approximately one third of PCN clinics actively using the specialist database use 
it to make a referral; 73 of those clinics are from Edmonton North PCN.  
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Number of patient referrals by PCN specialty 
service 
	

ORTHO-TRIAGE 

2,597 patients were referred to and seen by Ortho-Triage specialty services.  
Referrals increased in the summer months and peaked in September  

The average no show rate for Ortho-Triage appointments was 6%. 

 

Referrals 
 

No shows 
 

  
 

 

PALLIATIVE CARE 

869 patients were referred to and seen by Palliative Care specialty services.  
Referrals decreased in September and October before stabilizing. 
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PAP AND IUD 

738 and 548 patients were referred to and seen by Pap and IUD specialty 
services, respectively. Referrals dropped between June and August, increasing into 
the fall and winter. 
 

Pap 
 

IUD 
 

  
 

The average no show rate for Pap and IUD* appointments was 4%.

 
*No show data were not available for Pap and IUD, separately. Data presented are combined no 
shows for Pap and IUD. 

 

MINOR SURGERY (CONSULT) 

648 patients were referred to and seen for a Minor Surgery consult. 
Referrals decreased during the summer before averaging out most of the remaining 
months 

The average no show rate for Minor Surgery consultation appointments was 6%. 

 
Referrals 

 
No shows 

 

  
 

66
80 92

74

23

61 61 64

37

64
46

70

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

45

73

25

54

11

53 62
52

34 30
51 58

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

1% 3% 4% 5% 9%
4% 2%

7%
3% 1%

5% 3%

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

57

83 85

59

18

64 64
49

37 40
22

70

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

7% 2% 2% 2%
17%13% 3% 8% 8% 0%

23%
4%

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar



	

11 | S H S  2 0 1 6 / 2 0 1 7  E v a l u a t i o n  R e p o r t  
 

MINOR SURGERY (PROCEDURE) 

454 patients were referred to and seen for a Minor Surgery procedure. The monthly 
average number of referrals was 38.  

The average no show rate for Minor Surgery appointments was 2%. 

 

Referrals 
 

No shows 
 

  
 

 
ENT 

249 patients were referred to and seen by ENT specialty services. The monthly 
average number of referrals was 21. 

The average no show rate for ENT appointments was 3%. 

 

Referrals 
 

No shows 
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PSYCHIATRY 
167 patients were referred to and seen by Psychiatry specialty services. Referrals 
were generally stable throughout the year with slight increases in Q3 and Q4. 

The average no show rate for Psychiatry appointments was 9%. 

 
Referrals 

 
No shows 

 

  
 

 
 
PHYSIATRY 

69 patients were referred to and seen by Physiatry specialty services. Referrals 
were generally stable from November to March except for a decrease in February. 
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GERIATRICS 

24 patients were referred to and seen by Geriatric specialty services. Referrals 
were relatively stable from November to March. 

The average no show rate for Geriatric appointments was 9%. 

 

Referrals 
 

No shows 
 

  
 

 

Number of ortho-triage referrals (by ortho-triage 
physician and surgeon) 
	

Over 45% of Ortho-Triage referrals were received by Dr. Nulliah 
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Specialist Database Usage 
The data below represents specialist database usage from April 1, 2016 to March 
31, 2017 for all PCNs. For additional information on the specialist database refer to 
Trends in specialist referrals: 2009 -2016. 

 

Approximately one third of active member clinics used the specialist database to 
make a referral to a specialist 

 
* A clinic is considered active if it has logged into its account within the past 90 
days, inactive if it has not, and suspended if the account is locked due to too many 
incorrect password attempts 

**The number of clinics at Edmonton North PCN includes member clinics and onsite 
specialists 

   

#	of	clinics	that	made	a	referral	(by	
PCN)

#	of	clinics	that	made	a	referral

#	of		clinics	
(by	activity	status)*

Total	#	of	clinics	listed	in	database 364	

326	clinics	
are	active

118	clinics	
made	

referrals

79**
Edmonton	
North

17
AB	

Heartland

21
Leduc	

Beaumont	
Devon

1	
Aspen

33	clinics	
are	

inactive

5	clinics	
are	

suspended
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Overall referral volume for Edmonton North member clinics decreased 
significantly between 2009 and 2016  

 

 
 

 

Over 75% of all Edmonton North PCN referrals through the Specialist Referral 
Database were by Princeton Medical and Caenarvon Medical 
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Evaluation Question 2 
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”  

 

KEY FINDINGS 

v Most specialties met their wait time targets. Palliative Care had the shortest wait 
times (average of 2 days) and met the 3-day target for all months except 
March. On the other hand, Psychiatry had the longest wait times (>37 days) and 
was the only specialty to consistently exceed their wait time target. 

v Community data for five specialties (Ortho-Triage, Minor Surgery, ENT, 
Physiatry and Psychiatry) was available through the Specialist Referral 
Database. Wait times were shorter for all four SHS specialities relative to wait 
times in the community. 

v Over 90% of gynecology patients reported that wait times were acceptable. 
These included: wait times to be contacted for their appointment; wait times 
between making their appointment and seeing the doctor; and, wait times to 
see their doctor at the clinic. 
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ORTHO-TRIAGE 
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MINOR SURGERY 
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ENT 

 
 

 
PHYSIATRY 

 
 

 
PSYCHIATRY 
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PAP 

 
 

IUD 

 
 

More than 90% of gynecology patients surveyed were happy with the length 
of time: 

                                               Agreement                            Neutral/Disagreement 

...it took to be 
contacted regarding 
their appointment  

 

...they waited 
between making 
their appointment 
and their visit 

 

...they had to wait 
to see the doctor at 
their visit 
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Evaluation Question 3 

Are we delivering a positive patient experience? 
Patients are a key stakeholder, and an aim of the SHS department it to deliver a 
positive patient experience. Currently, only gynecology patients have been 
surveyed; results reflect the perceptions of these gynecology patients and not 
necessarily the perceptions of all patients visiting the SHS department. See 
Appendix A for greater detail related to data collection methods. 

 

KEY FINDINGS 

v Most gynecology patients reported having a positive experience with the SHS 
department. Patient satisfaction with safety, communication, and 
needs/expectations was ‘‘Excellent’’, with over 90% patient agreement to most 
survey questions within these three domains. 

v However, gynecology patient surveys reported that physician knowledge of 
patient medical history fell below expectations (77%). 
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Safety 
 

100% of gynecology patients agreed that they felt: 

§ physically safe at the Primary Care Network; 
§ safe sharing their health concerns with the specialist; and, 
§ safe sharing their health concerns with other health providers at the 

PCN. 

 
“First time seeing this [specialist and assistant]. I felt very 

comfortable and they were very, very nice.” 

 

Communication 

 

 

77% of patients felt their specialist 
knew important information about their 
medical history 

 
 

 

100% of gynecology patients agreed that: 
§ their specialist made clear recommendations for the health matter 

patients were referred for; and, 
§ they were included in the health decisions about how to take care of 

their health. 

 
“I was very comfortable and would recommend this clinic 

to friends and family.” 

 



	

22 | S H S  2 0 1 6 / 2 0 1 7  E v a l u a t i o n  R e p o r t  
 

Needs and Expectations 

 

100% of gynecology patients agreed that they received the services they 
thought they would receive. 

 

“Thank you for making me feel cared for!” 

 

Overall Satisfaction 

 

100% of patients were satisfied 
with the care they received during their 
visit 
 
91% and 9% of patients reported that, overall, the 
care they received was ‘Excellent’ or ‘Very Good’, 
respectively 
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Evaluation Question 4 

Are we meeting the needs of member physicians and SHS staff? 
Stakeholders also include both physicians and SHS staff. Physicians were surveyed, 
with a focus on awareness of SHS services, whether the SHS programming meets 
patient needs, and overall satisfaction. SHS staff were interviewed during a focus 
group to get staff perceptions on referrals, services, resources, programs, needs, 
barriers and enablers, and opportunities moving forward. See Appendix A for 
greater detail related to data collection methods. 

 

KEY FINDINGS 

v There were varying degrees of awareness of the services offered by the SHS 
department. While most physicians were aware of and used ‘coordinated 
specialty services’ and ‘specialist database education and support’. Of physicians 
using the services, over 85% were satisfied and confident the programs were 
meeting the needs of patients. 

v SHS department staff are confident that they have the resources and support 
required to perform their jobs well. However, staff noted that the current 
referral mode was inefficient and could be improved. Further, it was suggested 
more staff are required to manage the increased workloads associated with 
increased number of services offered. 

v Staff noted scheduling issues in Psychiatry and ENT clinics; it was suggested 
that to reduce wait times and strain on these specialties, patients should be 
referred to other clinics in Edmonton. SHS staff also suggested that the PCN 
should continue to pursue Urology, Gastroenterology, Geriatrics, and General 
Surgery services. 
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Physicians 

Physician awareness and use of SHS department programs/services 
varied… Most physicians are aware of and use coordinated speciality services 

 

 Regularly/Sometimes Never, but aware/ Never, unaware                                      

Coordinated 
specialty 
services 

 

Specialist 
database 
education and 
support 

 
  
 

 

  

39% 32% 17% 12%

28% 35% 27% 10%
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Over 85% of physicians who reported using SHS services were confident they 
met patients’ needs 

 

 Very confident/Confident Not very confident/ Not confident at all                                       

Coordinated 
specialty 
services 

 
Specialist 
database 
education and 
support 

 
  
 

 

Over 85% of physicians who reported using SHS services were satisfied with 
the services provided by the SHS department 

 

 Very confident/Confident Not very confident/ Not confident at all                                       

Coordinated 
specialty 
services 

 
Specialist 
database 
education and 
support 

 
  
 

 

  

36% 61% 3%

34% 52% 13% 2%

40% 59% 1%

35% 56% 8%
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Staff 

Referral process 
Referral mode 

Staff discussed the mode for how referrals are sent by physicians and received by 
SHS staff. Staff said this process could be more efficient if referrals were done 
electronically as opposed to through fax. Staff acknowledged the concerns 
regarding confidentiality, but explained that sending and receiving referrals via fax 
can delay the referral because it can get sent to the wrong department and get lost 
for a period. A few staff noted how a “secure transfer” system used to be used 
whereby SHS staff could access referrals electronically and then cut and paste 
information to generate letters, which saved time. 

 

Incomplete or inappropriate referrals 

Staff discussed incomplete or inappropriate referrals and the challenge they 
present. Staff thought the referral form was “pretty easy”, but noted that “doctors 
don’t read them”. Staff said that missing information on referral forms leads to 
patient delays because it often means referrals are sent back to the referring 
physician’s office to clarify information. This process is extra burdensome with 
Medicentres since there is an added step of sending all referrals through head 
office.  

A staff member noted they had reviewed and revised criteria for inappropriate 
referrals because too many were getting sent back; however, it remains an issue 
that uses extra SHS and clinic staff time.  

Staff said the referrals should be checked for completeness by physicians or clinic 
staff before being sent (e.g. basic demographic information, the name of the clinic, 
type of service required, reason for the referral or reason for re-referral). Staff 
expressed a desire to educate physicians on what SHS staff do and some of the 
challenges they are experiencing. 

 

Resources 
Staff thought they have the equipment and supplies needed to perform their job, as 
well as support for training. However, they did say that as more services are 
offered there should be an additional staff hired. They noted for the number of 
referrals they receive they’ve been “staying above water” but that doesn’t allow for 
adequate coverage when someone is away or additional tasks are added to people’s 
jobs. Staff noted there would be improved efficiency and stress levels with an 
additional staff person. 
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Appropriateness of Services 
With Psychiatry overlapping with mental health (MH), it is suggested that the 
Psychiatry clinic is not required. That is, with increasing wait times to Psychiatry, it 
makes more sense to have patients see another Psychiatrist in the city if it reduces 
patient wait times. The Psychiatry clinic is not flexible for patients, with 
appointments offered only on Tuesday afternoons. This inflexibility coupled with 
high no show rates for Psychiatry suggests that patients could be better served, in 
a more reasonable amount of time, by Psychiatrists in the community. 

Staff commented that wait times for the ENT clinic also exceeded those compared 
to wait times in the city. Like Psychiatry, the ENT clinic is not flexible for patients, 
with the clinic offered one day per month. If the day does not work for a patient, 
they are forced to wait another month. If the patient’s schedule is complicated, the 
ENT referral may have to be cancelled and the patient sent back to their physician 
to be referred to a different ENT clinic with more flexible scheduling. 

It was commented that Palliative Care, Ortho-Triage, Gynecology Services, and 
Lumps and Bumps are very appropriate for patients in the PCN. Further, services 
offered on-site may be more valuable to patients. On-site appointments allow for 
better coordination than off-site services (e.g., ENT). An ENT clinic on-site could 
prove an asset to patient care. 

 

Types of Programs 
It was put forward that Urology, Gastroenterology, Geriatrics, and General Surgery 
are appropriate programs that the PCN should continue to pursue. As well, it was 
suggested that a Geriatrician and Physical Medicine Rehabilitation Specialist are 
very appropriate services that the PCN should offer. However, for these programs 
to run effectively, additional full-time staff members would be required. Resources 
and training of qualified staff would also be required for programs to be run 
proficiently. 
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Evaluation Question 5 

To what extent is the SHS department engaging and collaborating 
with speciality groups? 

 
The following are four initiatives that demonstrate how the SHS department is 
engaging with specialty groups. 

 

1. Starting in April 2017, the SHS department partnered with the General 
Surgery group at the Royal Alexandra Hospital to facilitate access for initial 
consults by hosting clinics on-site, regardless of which PCN the patient was 
referred from. This is an attempt to expedite surgical procedures by 
decreasing the amount of time patients are waiting for initial consults and the 
decision to proceed with surgery. Insomuch, this partnership aims to 
decrease what General Surgery reports as the longest wait period in the 
referral process (i.e., wait time from referral to initial consult). Currently, 
there are no data to evaluate the collaboration between the SHS department 
and General Surgery. 

 

2. The department manager of the SHS department is a member of the Core 
Committee of the Digestive Health Strategic Clinic Network (DH SCN).  The 
DH SCN is a collaborative team of health care professionals, researchers, 
administrators, patients, community organizations and others committed to 
improving the care of patients with digestive diseases, liver diseases, and 
cancers of the digestive system across the lifespan. 

 

3. The department manager is also a member of the Integrated Care working 
group which reports up to the DH SCN Core Committee.  This working group 
focuses specifically on increasing access to Gastroenterology by bridging the 
gap between primary and specialty care to allow for a seamless referral 
transition and less time spent waiting for patients. 

 

4. The SHS department has established a working group to pilot a program 
called ConnectMD which allows family physicians dedicated access to multiple 
specialists via text or phone call when it is unclear if a referral is needed or in 
situations where family physicians are seeking non-urgent advice regarding a 
patient.  
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Evaluation Question 6 

Is the SHS department engaged in quality assurance and 
continuous quality improvement? 
The SHS department supports physicians with Continuing Medical Education (CME) 
sessions. The sessions conducted in 2016/2017 encompassed five specialties: 1) 
Ophthalmology, 2) Oncology, 3) General Surgery, 4) Psychiatry, and; 5) 
Onychomycosis. CME sessions provide educational resources to physicians to help 
maintain, develop, and increase knowledge to improve patient care. See Appendix 
A for greater detail related to data collection methods. 

 

KEY FINDINGS 

v Most physicians reported that CME sessions: a) improved their competency; b) 
were relevant to their practice, and; c) promoted improved patient outcomes. 
However, on average, 18 physicians attended CME sessions (~12% of total 
membership). Therefore, results reflect the opinions of these physicians and 
cannot be extrapolated to all physicians in SHS department. 

v The SHS department did not conduct any PDSA cycles in 2016/2017. 
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5 
CME Dinners 

114 CME participants with  
98 completed feedback forms 
 

 
 

 

Nearly all CME respondents agreed that the session enhanced their competence, 
influenced their practice, and promoted positive patient outcomes. 

92%

96%

98%

Will this activity promote positive patient outcomes?

Will this activity influence your practice?

Will this activity enhance your competence?
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Summary of Findings 
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Resource utilization 

1. To what extent are SHS services being utilized? 

The extent to which patients are utilizing SHS services varies across specialties. 
Most referrals were for the Ortho-Triage program, which had nearly triple the 
number of referrals as Palliative Care; Palliative Care had the second most referrals. 
The volume of referrals to Ortho-Triage likely reflects the number of physicians 
accepting patients in the Ortho-Triage program. Most specialty services have one or 
two physicians accepting referrals, while Ortho-Triage had six physicians accepting 
referrals. The larger number of physicians coupled with increased access to services 
(i.e., more physicians increase the availability of appointments) likely contributed to 
the higher volume of referrals to Ortho-Triage. 

Physiatry and Geriatrics had the lowest volume of referrals. However, these two 
specialties were first piloted in November and do not reflect referrals across the 
entire fiscal year.  

Of specialities offered from April 2016 to March 2017, Psychiatry had the lowest 
volume of referrals and the highest percentage of no-shows. SHS staff commented 
that the Psychiatry clinic is inflexible and only provides appointments on Tuesday 
afternoons. This low availability of appointments reflects the lower volume of 
referrals to the program. Further, SHS staff also reported that patients referred to 
the Psychiatry clinic often wait long periods to be seen. Unfortunately, long wait 
times and high no-show rates are not uncommon for mental health specialties 
(Davies et al., 2016) and these factors may have negative impacts on patient care 
(Davies et al., 2016).  

Use of the Specialist Referral Database has decreased for most clinics when 
compared to 2009 data, when the database was first initiated. This is likely a result 
of the decentralization of the referral process. Staff members process their own 
referrals, which has led to decreased utilization of the Specialist Referral Database. 
Despite this, there does still appear to be frequent use of the database by at least 
three PCNs. During the 2016/2017 fiscal year, 326 clinics actively used the 
database and one third of the active clinics generated a referral using the database.  

 

Access 

2. Are services accessible? 

Wait times will differ between specialty services because of the demand and 
availability of a given specialty; as such, wait time targets are specific to each 
specialty. Most specialty services met their targets, which ranged from 3-days for 
Palliative Care to 1-month for Ortho-Triage, ENT, Physiatry, and Psychiatry. Wait 
times generally fluctuated around the wait time targets; however, Psychiatry 
consistently had wait times more than 1-month. As previously mentioned, the 
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Psychiatry clinic has high demand but limited availability; this results in inflated 
wait times for patients needing to see the psychiatrist. As well, high no-show rates 
for Psychiatry result in longer wait times for patients. 

Wait times also varied in community specialist clinics. Community data were drawn 
from the Specialist Referral Database and provides comparison for SHS service 
delivery. Community wait times for services such as Ortho-Triage, Minor Surgery, 
ENT, Physiatry, and Psychiatry consistently exceeded 60 days in 2016. Compared to 
the same services offered by the SHS department, patients are seen up to 30 days 
sooner for some SHS specialty services (Ortho-Triage, Minor Surgery, and ENT). 
Generally, patients are seen sooner in the Psychiatry clinic offered by the SHS 
department compared to the community; however, the difference is small relative 
to other specialties.  

Patient wait times for women’s health (Pap and IUD) were generally short (<2 
weeks). As such, patients attending these clinics found wait times to be acceptable. 
Over 90% of gynecology patients agreed that wait times were acceptable, which 
exceeds SHS department expectations for patient satisfaction with wait times. 
Unfortunately, patient survey data is only available for gynecology patients, and 
patient perceptions of wait times for other specialties is currently unknown. In the 
future, patient surveys should be administered to patients attending different clinics 
to provide a better understanding of patient satisfaction. 

 

Patient, staff and physician experience 

3. Are we delivering a positive patient experience? 

Patient surveys were only administered to patients of gynecological services during 
a one week period (n=36). As such, patient experience is only reflective of a small 
sample of patients. However, results from this sample show positive results.  

 

Most gynecology patients reported having positive experiences with the SHS 
department. Satisfaction exceeded expectations (>90%) across three domains: 1) 
safety; 2) communication; and 3) needs and expectations. One question related to 
the physician’s knowledge of the patients’ medical history scored lower. Only 77% 
of patients agreed or strongly agreed “the doctor seemed to know important 
information about their medical history” - the lowest percentage of agreement of all 
questions. This question assesses informational continuity, which refers to 
“information on prior events [being] used to give care that is appropriate to the 
patient's current circumstance” (Reid, Haggerty and McKendry, 2002, p.i). Many 
patients seemed to  express a lack of informational continuity, which could be 
related to the physician asking them about their medical history; 91% of patients 
agreed or strongly agreed the doctor asked them about their medical history. 
Interestingly, from a physician perspective obtaining a medical, family and social 
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history is the essence of an encounter with every new patient to understand them 
as a whole, rather than just the part they are referred for (Dr. L. Antoniolli, 
personal communication, February 14, 2017).  

 

4. Are we meeting the needs of member physicians and SHS staff? 

Staff 

All SHS staff (excluding the Department Manager) were invited to attend a focus 
group to discuss topics about: a) referral processes; b) appropriateness of 
programs; c) resources; d) types of programs; e) needs of stakeholders; f) barriers 
and enablers; and g) opportunities going forward.  

Staff commented that the current referral mode could be more efficient if done 
electronically. With secure electronic referral processes, information could be easily 
appended to generate letters, saving time. Staff also mentioned that referrals 
received were often incomplete or inappropriate, leading to delays in processing 
referrals as the referrals were sent back. An extra step to check the 
appropriateness and completeness of referrals by physicians or clinic staff could 
help reduce delays and reduce patient wait times. 

Most programs were thought to be appropriate, but others were mentioned as 
areas for improvement. Psychiatry and mental health overlap and serve patients 
with similar needs. However, psychiatry does not provide flexible scheduling which 
results in increased wait times for patients. Either having patients referred to the 
mental health team or to psychiatrists in the community could help serve more 
people in a shorter period. Like psychiatry, the ENT clinic does not have flexible 
scheduling for patients. For patients that had complex schedules, they could be 
better served by being referred directly to ENT clinics with more flexible scheduling.  

Palliative care, Ortho-Triage, Gynecology, and Lumps and Bumps were all 
considered appropriate programs offered by the PCN. Further, on-site services may 
be more valuable to patients and allow for better coordination of patient care. 

Most staff believe they have the resources required to perform their job well. 
However, it was suggested that additional staff are required to manage increased 
workload as more programs are offered and more patients are seen. The current 
atmosphere in the department was that they have been “staying above water” and 
additional personnel would help to improve coverage and efficiency, while reducing 
stress levels for current staff. 

Urology, Gastroenterology, Geriatrics, and General Surgery were suggested as 
programs that the PCN should continue to pursue. Particularly, a geriatrician and 
physical medicine rehabilitation specialist were suggested as services that should be 
offered to meet the needs of patients. 
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5. To what extent is the SHS department engaging and collaborating with 
speciality groups? 

The SHS department has partnered with the General Surgery group at the Royal 
Alexandra Hospital to facilitate access to initial consults. The aim is to host clinics 
on-site, regardless of which PCN a patient is referred from. This, in turn, will 
hopefully improve patient wait times and expedite surgical procedures. 

Presently, there are no data available for this new collaboration. Information on 
patient wait times and stakeholder perceptions (patients, staff, and physicians) will 
be required to evaluate the effectiveness of the SHS/ General Surgery collaboration 
in the future. 

Further, the department manager is collaborating with the Digestive Health 
Strategic Clinic Network (DH SCN). This group is committed to improving care of 
patients with digestive diseases, liver diseases, and cancers of the digestive 
system. As well, the department manager is a member of the Integrated Care 
working group, which focuses on increasing access to Gastroenterology by 
connecting primary and specialty care. The goal is to improve the patient transition 
for primary to specialty care and reduce patient wait times. 

Lastly, the SHS department has established a working group to pilot a program 
called ConnectMD which allows family physicians dedicated access to multiple 
specialists via text or phone call when it is unclear if a referral is needed or in 
situations where family physicians are seeking non-urgent advice regarding a 
patient. 

 

6. Is the SHS department engaged in quality assurance and continuous 
quality improvement? 

The SHS department is supporting quality assurance within the physician group by 
coordinating and hosting CME dinners. Over the 2016/2017 fiscal year, five CME 
dinners were hosted in areas of Ophthalmology, Oncology, General Surgery, 
Psychiatry, and Onychomycosis. Most participants (>90%) reported that the 
sessions had enhanced their competence, influenced their practice, and promoted 
positive patient outcomes. 

The SHS department has not conducted any PDSA cycles in 2016/2017, which 
means there may be more opportunity for quality improvement within the SHS 
department itself. 

 

 

 



	

36 | S H S  2 0 1 6 / 2 0 1 7  E v a l u a t i o n  R e p o r t  
 

References 
Alberta Health. (2016, May 11). Toolkit for Time to Third Next Available  
Appointment (TNA) Indicator. Primary Health Care Branch. 
 
Davies, M.L., Goffman, R.M., May, J.H., Monte, R.J., Rodriguez, K.L., Tjader, Y.C.  
& Vargas, D.L. (2016). Large-scale no-show patterns and distributions for clinic 
operational research. Healthcare 4 (15): 1-12. 
 
Reid, R., Haggerty, J., & McKendry, R. (2002). Defusing the confusion: Concepts  
and measures of continuity of healthcare. Retrieved from:	http://www.cfhi-
fcass.ca/Migrated/PDF/ResearchReports/CommissionedResearch/cr_contcare_e.pdf 

  



	

37 | S H S  2 0 1 6 / 2 0 1 7  E v a l u a t i o n  R e p o r t  
 

Appendix A: Methods 
Surveys 

Patient Survey 

The survey is a measure of the patient’s perceptions and opinions about the care 
they received and overall experience. The survey was drafted by the PCN evaluator 
and was administered to gynecology patients following their 
appointment. Questions were taken or modified from standardized patient 
experience tools and selected according to the questions outlined in the 
SHS department evaluation framework. All but one question is a five-point Likert 
scale; the exception is an overall satisfaction question that uses a six-point Likert 
scale. Each question had an open-ended response option.  
  
The participating gynecology specialist was instructed to give the survey to every 
patient over the age of 18 attending an appointment from March 3 -10, 2017. It 
was completed by the patient at the end of an appointment and took a few minutes 
to complete. Respondents had the option of dropping the survey in a return 
box located at the reception desk or completing it online; all surveys were 
completed in paper and dropped in the drop box. The response rate for the survey 
was 46% (36 completed surveys out of 79 patient visits).   
 
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.  
 

PCN Data 

Referral and TNA Data 

Referral data were collected monthly (April 1, 2016 – March 31, 2017) and input 
into an Excel sheet. Data were categorized by specialty (Minor Surgery, Pap, IUD, 
Psychiatry, Ortho-triage, ENT, and Palliative) and by physician. The number of 
patients referred to each specialty/physician were recorded, along with the time to 



	

38 | S H S  2 0 1 6 / 2 0 1 7  E v a l u a t i o n  R e p o r t  
 

third next available (TNA) appointment. If available, community TNA were included; 
however, these data were limited. Where possible, no show data, measured as the 
number of patients that missed an appointment, were recorded for each specialty. 
No show data were not measured for each physician. 

 

CME Data 

Continuing medical education (CME) data were collected on an ongoing basis 
between April 1, 2016 and March 31, 2017. CME aims to provide educational 
resources to physicians to help maintain, develop, and increase knowledge to 
improve patient care. Content for the sessions are developed by experts in the 
clinical area. Five CME sessions were offered during this period covering topics in 
Ophthalmology, Oncology, General Surgery, Psychiatry, and Onychomycosis. 
Following each session, participants were provided with a feedback form. Feedback 
forms asked questions relating to the conference materials, the facility, the 
presenters teaching, and the value of the topic. These four questions were scored 
on a 4-point Likert scale with 4 = Excellent and 1 = Poor. As well, participants 
asked to determine whether the session had met the standard objectives, enhanced 
their competence in the topic, influenced their practice, and whether the activity 
taught would promote positive patient outcomes in their practice. These questions 
required “Yes” or “No” responses. 

 

Focus Groups 

The Specialized Health Services (SHS) evaluation plan asks, “Are we meeting the 
needs of SHS staff?” as one of its evaluation questions. To help answer this 
question, a focus group was conducted on September 7, 2016. All SHS staff 
(excluding the Department Manager) were invited to attend via email. Six staff 
from the SHS department participated, one person submitted her comments in 
written form, and two people did not attend.  

Participants were emailed an information letter and consent form in their email 
invitation. Consent forms were collected after participants had the opportunity to 
ask any questions and prior to starting the focus group. A focus group guide 
outlined key topic areas to discuss; however, the focus group discussion was semi-
structured. Topic areas included: 

1. Referral Process 
2. Appropriateness of Services 
3. Resources 
4. Types of Programs 
5. Needs of stakeholders 
6. Barriers and enablers 
7. Opportunities going forward 
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The focus group was audio-recorded and transcribed. Data from the transcription 
was loosely organized according to the key topic areas. Next, the data was coded 
within each of themes and then re-read and re-organized into a reduced number of 
themes 
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