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1.1 Establish a multidisciplinary quality improvement team 
and consider including a patient with lived experience 

Rationale 

“Those who do the work change the work.”  

Involving team members on a quality improvement team empowers them to own the work. Team 

members are an important source of solutions as they are experts in their own workflow. Bringing in 

members from all areas of the team allows for the most effective decision making because everyone 

brings their perspective to the table.1  Teams who work effectively together are better able to 

implement improvements to patient care. Research suggests that teams with greater cohesiveness 

are associated with better clinical outcome measures, lower burnout,  and higher patient 

satisfaction.2–5 

For optimal care to occur, both patients and clinicians need to be involved.6 Patients and their 

families bring personal knowledge on their life circumstances and preferences, while clinicians offer 

guidance and advice on treatment and intervention options. Patient-centered care occurs when 

clinicians engage patients in a way that builds trust, motivation, and confidence.  

This potentially better practice encourages meaningful engagement of patients as advisors or 

participants on quality improvement teams. Persons with lived experience can be a patient or a family 

member of a patient.7 In Alberta, teams that engage patients when developing and implementing 

practice changes  report stronger patient-centered processes that incorporate lived experience results 

in greater benefits to patients.  8,9  

Implementation advice 

1. Form an improvement team10  

o Ensure cross-sectional representation of clinic roles 

o Ensure that you have someone with decision making authority on the team 

(e.g. physician champion and office manager) 

o Ensure that you include someone with quality improvement facilitation skills 

o Consider including an external stakeholder (e.g. a patient or family member of a patient) 

 

 How can we create a ‘safe space’ for the team to discuss potential biases, beliefs and assumptions 

that could have a negative impact (stigmatizing experience) on the individuals experiencing 

financial strain?7 

 

  

  IMPROVE THE PATIENT EXPERIENCE 
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2. Engaging individuals with lived experience7  

Assume patients are the experts on their own experience and that they have information you 

need to hear and act on. Know that families are primary partners in a patient’s experience and 

health. 

Things to consider include:  

o How can we ensure a safe and welcoming environment for all patients?  

o Do patients require any accommodations to participate? (e.g. childcare, transportation) This is 

especially important to consider for individuals experiencing financial strain. 

o What matters most to patients?  

o How can we use patient experience to create linkages to community resources and improve 

our processes?  

“Those who do the work  

change the work.”  



RIFS Potentially Better Practices:  
Rationale, Evidence, and Implementation Advice 

 
 

 
Page 5 of 27 

 

May 19, 2021 

 

Evidence  

1.  Institute for Healthcare Improvement. Science of Improvement: Forming the Team [Internet]. [cited 

2019 Sep 6]. Available from: 

http://www.ihi.org:80/resources/Pages/HowtoImprove/ScienceofImprovementFormingtheTeam.aspx 

2.  Bower P, Campbell S, Bojke C, Sibbald B. Team structure, team climate and the quality of care 

in primary care: an observational study. Qual Saf Health Care. 2003 Aug;12(4):273–9.  

3.  Grumbach K, Bodenheimer T. Can health care teams improve primary care practice? JAMA J 

Am Med Assoc. 2004 Mar 10;291(10):1246–51.  

4.  Beaulieu M-D, Haggerty J, Tousignant P, Barnsley J, Hogg W, Geneau R, et al. Characteristics of 

primary care practices associated with high quality of care. Can Med Assoc J. 2013 Sep 

3;185(12): E590–6.  

5.  Schmutz J, Manser T. Do team processes really have an effect on clinical performance? A 

systematic literature review. Br J Anaesth. 2013 Apr 1;110(4):529–44.  

6.    Burt J, Rick J, Blakeman T, Protheroe J, Roland M, Bower P. Care plans and care planning in long 

term conditions: a conceptual model. Prim Health Care Res Dev. 2014 Oct;15(4):342–54. 

7.  Engaging individuals with lived experience: A framework [Internet]. Alberta Health Services; 

2018 Jun. Available from: https://actt.albertadoctors.org/file/engaging-lived-experience-

framework.pdf 

8.  Reinertsen J, Bisognano M, Pugh M. Seven leadership leverage points for organization-level 

improvement in health care (Second edition) [Internet]. Cambridge, MA: Institute for Healthcare 

Improvement; 2008. (IHI Innovation Series white paper). Available from: 

http://www.ihi.org/resources/Pages/IHIWhitePapers/SevenLeadershipLeveragePointsWhitePaper.as

px 

9.  Evaluation findings from phase 1: Patients Collaborating with Teams (PaCT). Accelerating 

Change Transformation Team; 2019 May.  

10. Knox L, Brach C. Practice facilitation handbook: training modules for new facilitators and their 

trainers. [Internet]. Rockville, MD: Agency for Healthcare Research and Quality; 2013 [cited 

2013 Nov 7]. Available from: http://www.ahrq.gov/professionals/prevention-chronic-

care/improve/system/pfhandbook/index.html 
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IMPROVE THE PATIENT EXPERIENCE 

1.2 Incorporate a patient-centered care approach 

Rationale 

Care planning* is defined as “the process by which healthcare professionals and patients discuss, agree 

upon, and review an action plan to achieve the goals or behavior change of most relevance and concern 

to the patient.”1 Care planning is usually done to improve patient self-management, communication, and 

coordination between multiple healthcare providers** involved in the longitudinal care of patients with 

complex health needs. 1 A patient centered approach to primary care may positively affect patient 

satisfaction & activation, and perceived quality of care.2–4  

An Alberta based initiative called Patients Collaborating with Teams (PaCT) found implementing care 

planning and use of a patient-centered care plan template helped primary care teams transform their 

processes and strengthen their relationships with patients to enable improved relational, informational, 

and management continuity of care.5–8  

A biopsychosocial-spiritual approach can be helpful for patients experiencing financial strain because 
social factors such as the ability to afford medications, access transportation, and manage competing 
priorities are known to significantly impact health outcomes.  Addressing and documenting social history 
in the care plan is critical if we hope to improve outcomes, reduce overall costs, and improve patient 
satisfaction. Although providers may not be able to alleviate all issues, demonstrating empathy and 
concern shown can strengthen the therapeutic alliance.9  

Implementation advice 

Use a standard care plan template to document biopsychosocial-spiritual factors to enable whole-

person care 

To get to know a patient, and what is going on in their world, it can be helpful to inquire about some of 
the social aspects of their life.  Social factors may be a root cause for a patient either following or not 
following health recommendations. (e.g. lack of financial means to purchase their medication, or 
uncertainty of how they may get to their next follow-up appointment) 

 

Scripting can help guide conversations 

Many people consider financial matters private information and may have difficulty discussing these 

openly.  This can make it uncomfortable for providers to ask if patients are experiencing financial strain.  

Using scripting samples can be helpful when incorporating this new process into practice to help guide 

the conversation and ensure all the team members are giving consistent messages.  

________ 

*   Not limited to the previous annual Complex Care Plan (CCP; 03.04J billing code) 
** Not limited to coordination between health care providers within a clinic, PCN, community health services, specialty services, 

and tertiary care.  These could include the multi-sector teams from the health neighbourhood.  

1. IMPROVE THE PATIENT EXPERIENCE 

https://actt.albertadoctors.org/file/pact-care-plan-template-20171210-withprompts.pdf
https://actt.albertadoctors.org/health-system-integration/keeping-care-in-the-community/Reducing-Impact-of-Financial-Strain/Documents/Scripting%20Samples.docx
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Evidence  

1.  Burt J, Rick J, Blakeman T, Protheroe J, Roland M, Bower P. Care plans and care planning in long 

 term conditions: a conceptual model. Prim Health Care Res Dev. 2014 Oct;15(4):342–54.  

2.  Rathert C, Wyrwich MD, Boren SA. Patient-Centered Care and Outcomes: A Systematic Review of 

 the Literature. Med Care Res Rev. 2013 Aug 1;70(4):351–79.  

3.  McMillan SS, Kendall E, Sav A, King MA, Whitty JA, Kelly F, et al. Patient-Centered Approaches to 

 Health Care: A Systematic Review of Randomized Controlled Trials. Med Care Res Rev. 2013 Dec 

 1;70(6):567–96.  

4.  Dwamena F, Holmes-Rovner M, Gaulden CM, Jorgenson S, Sadigh G, Sikorskii A, et al. 

 Interventions for providers to promote a patient-centred approach in clinical consultations. 

 Cochrane Database Syst Rev. 2012 Dec 12;12:CD003267.  

5.  Health Quality Council of Alberta. Understanding patient and provider experiences with relationship, 

information, and management continuity [Internet]. Calgary, AB: Health Quality Council of Alberta; 

2016 Aug. Available from: http://hqca.ca/studies-and-reviews/relationship-information-and-

management-continuity/relationship-information-and-management-continuity/ 

6.  Canadian Institute for Health Information. Continuity of care with family medicine physicians: why it 

 matters [Internet]. CIHI; 2015. Available from: 

 https://secure.cihi.ca/estore/productSeries.htm?pc=PCC1299 

7.  Pereira Gray DJ, Sidaway-Lee K, White E, Thorne A, Evans PH. Continuity of care with doctors-a 

 matter of life and death? A systematic review of continuity of care and mortality. BMJ Open. 2018 

 Jun 28;8(6):e021161.  

8.  Evaluation findings from phase 1: Patients Collaborating with Teams (PaCT). Accelerating Change 

 Transformation Team; 2019 May.  

9.  Bodenheimer T, Handley MA. Goal-setting for behavior change in primary care: an exploration and 

status report. Patient Educ Couns. 2009 Aug;76(2):174–80.  
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1.3 Create a culture that allows for open conversation      
with patients about financial strain 

Rationale 

Culture is an important aspect of clinical care as it affects how clinics operate and contributes to the 

overall safety and health outcomes of patients.1 Culture can be defined as “norms, values, and basic 

assumptions of a given organization”.2 Culture affects both the behaviour of people who work in the 

clinic and the patients who access services.3   

Financial strain is a sensitive topic for both patients and providers because it is often associated with 

stigma.4 Creating an open culture that encourages discussion about financial strain can help improve 

patients’ experiences. It is important to discuss and explore potential biases, beliefs and assumptions 

within the project team to minimize potential for unintended influence or negative impact (stigmatizing 

experiences) on the individuals experiencing financial strain.5 Ensuring that all clinic members are on the 

same page in their knowledge, beliefs, and attitudes will help create a culture open to the realities of 

patients experiencing financial strain.   

Evidence shows that the challenges around poverty screening in primary care include the potential lack 

of knowledge of health professionals about the impact of poverty on health and what they can do, lack of 

time during a visit to ask about social needs and possible confusion in documenting and billing this type 

of service.4   

Language used to discuss financial strain matters, and may have an effect on how willing patients are to 

discuss this. Teams should be aware of their verbal conversations (e.g. scheduling an appointment, having 

a discussion with the patient) and written text (e.g. EMR documentation, posters on the clinic walls, or a 

patient handout).   

Implementation advice 

Conversations within clinic team: 

1. Have a conversation with the clinic team to increase awareness of how income is one of the most 

significant social determinants of health for influencing the health outcomes of patients.  Consider 

sharing the “What makes people sick” image.  Discuss the role of primary care can have in identifying 

patients experiencing financial strain and review patient panel data such as the HQCA report.  

2. As a team, facilitate the Team Assessment tool to identify areas of strength and opportunities for 

improvement.    

Conversations between clinic team members and patients: 

1. Test and implement patient-centered scripting to support conversations.   

2. Use tools (e.g. posters, questionnaires) to engage patients and invite a conversation about financial 
strain.  

1. IMPROVE THE PATIENT EXPERIENCE 

https://actt.albertadoctors.org/health-system-integration/keeping-care-in-the-community/Reducing-Impact-of-Financial-Strain/Pages/default.aspx
https://hqca.ca/health-care-provider-resources/panel-reports
https://actt.albertadoctors.org/health-system-integration/keeping-care-in-the-community/Reducing-Impact-of-Financial-Strain/Documents/RIFS%20Team%20Assessment.pdf
https://actt.albertadoctors.org/health-system-integration/keeping-care-in-the-community/Reducing-Impact-of-Financial-Strain/Documents/Scripting%20Samples.docx
https://actt.albertadoctors.org/health-system-integration/keeping-care-in-the-community/Reducing-Impact-of-Financial-Strain/Documents/St.%20Albert%20Strurgeon-Clinic%20Poster%20-%20Final.pdf
https://actt.albertadoctors.org/health-system-integration/keeping-care-in-the-community/Reducing-Impact-of-Financial-Strain/Documents/RIFS%20Questionnaire%20-%20McLeod%20River%20PCN.pdf
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1.  The Health Foundation. Evidence scan: Does improving safety culture affect patient outcomes? 

[Internet]. London, UK: The Health Foundation; 2011 Nov. Available from: 

https://www.health.org.uk/publications/does-improving-safety-culture-affect-patient-outcomes  

2.  Gershon RRM, Stone PW, Bakken S, Larson E. Measurement of organizational culture and climate in 

healthcare. J Nurs Adm. 2004 Jan;34(1):33–40.   

3.  Modaff DP, Butler JA, DeWine SA. Organizational Communication: Foundations, Challenges, and 

Misunderstandings. 3 edition. Boston: Pearson; 2011. 320 p.   

4.  Alberta Health Services. An Environmental Scan to Investigate the Feasibility of a Clinical Poverty 

Screening Tool in Alberta. Edmonton, AB: Population, Public and Indigenous Health, Healthy Public 

Policy Unit.; 2018.   

5.  Engaging individuals with lived experience: A framework [Internet]. Alberta Health Services; 2018 

Jun. Available from: https://actt.albertadoctors.org/file/engaging-lived-experience-framework.pdf df 
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2.1 Define segment of paneled patients who would most benefit 
from an assessment of financial strain 

Rationale 

A panel lists the unique patients that have an established relationship with a physician and where there is 

an explicit agreement that the identified physician will provide primary care services to the patient. This 

two-way relationship is a key enabler for relational continuity.  

Once a physician’s panel is identified, processes must be put in place to maintain the list as patients may 

come and go. Active panel maintenance allows for panel management, which is a fundamental element 

of high-performing primary care; panel management has been associated with improved quality and care 

process outcomes.1–5 Panel management has been shown to be an important first step in the adoption of 

clinical practice guidelines to improve quality of care (as demonstrated by the Alberta Screening and 

Prevention Initiative).6 Once panel processes are in place, it enables teams to establish lists in the EMR, 

which is one of the foundations of organized evidence-based care.7 .  

Reviewing your panel as a team can be helpful to identify which patients could benefit the most from a 

financial strain assessment.  Ideally, you want to identify a very small group of patients to start testing the 

new processes with to learn from before expanding to more patients or providers. 

Poverty is not always apparent: In Alberta, 6.5% of families live in poverty in 2018.8 

Implementation advice 

1. In order to identify and maintain accurate panel lists, teams should work through the STEP Checklist 

and establish a process for checking panel confirmation rates. The confirmation rate should be used 

in the clinic for improvement.  

2. Consider having a team discussion about which patients you want to test the screening processes 

with.  Some ideas may include: 

a. Review your HQCA report.  There may be some helpful information in the following sections: 

social deprivation data, continuity, ER or urgent care use  

b. Consider patient characteristics such as single people aged 45 to 64, single parents, recent 

immigrants, Indigenous people, people with disabilities and LGBTQIA2S+ 

c. Consider clinic operations such as is there a good day of the week, time of the day or 

provider to test out the processes with at the beginning 

d. Once you have a tested process that works for your practice team, consider expanding the 

inclusion criteria to include more paneled patients 

3. Use the maintained panel to generate lists so that patients who are experiencing financial strain may 

be quickly identified in the EMR. 

4. Consider uploading panel data to CII/CPAR which can help the team provide better quality care 

efficiently due to increased continuity of care.  

2. IDENTIFY PANELED PATIENTS 

https://top.albertadoctors.org/PMH/organized-evidence-based-care/Opioid/Documents/4.2-step-checklist.pdf
https://top.albertadoctors.org/file/guiding-principles--effective-use-of-emr-for-pmh-work.pdf
https://hqca.ca/health-care-provider-resources/panel-reports
https://actt.albertadoctors.org/PMH/panel-continuity/CII-CPAR/Pages/Tools-and-Resources.aspx
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Evidence  

1.  Bodenheimer T, Ghorob A, Willard-Grace R, Grumbach K. The 10 Building Blocks of High-Performing 

Primary Care. Ann Fam Med. 2014 Mar 1;12(2):166–71.  

2.  Sinsky CA, Willard-Grace R, Schutzbank AM, Sinsky TA, Margolius D, Bodenheimer T. In Search of Joy 

in Practice: A Report of 23 High-Functioning Primary Care Practices. Ann Fam Med. 2013 May 

1;11(3):272–8.  

3.  Loo TS, Davis RB, Lipsitz LA, Irish J, Bates CK, Agarwal K, et al. Electronic medical record reminders 

and panel management to improve primary care of elderly patients. Arch Intern Med. 2011 Sep 

26;171(17):1552–8.  

4.  Schwartz MD, Jensen A, Wang B, Bennett K, Dembitzer A, Strauss S, et al. Panel Management to 

Improve Smoking and Hypertension Outcomes by VA Primary Care Teams: A Cluster-Randomized 

Controlled Trial. J Gen Intern Med. 2015 Jul;30(7):916–23.  

5.  Willard-Grace R, Dubé K, Hessler D, O’Brien B, Earnest G, Gupta R, et al. Panel management, team 

culture, and worklife experience. Fam Syst Health J Collab Fam Healthc. 2015 Sep;33(3):231–41.  

6.  Truong W, Balon-Lyon A, Patterson E, Watt M, Lakusta B. Scaling and sustaining a primary care 

quality improvement initiative. In: Quality Improvement and Patient Safety Forum. Toronto, ON; 

2018.  

7.  Safety Net Medical Home Initiative. Organized, evidence-based care: planning care for individual 

patients and whole populations [Internet]. Seattle, WA: Qualis Health and The MacColl Center for 

Health Care Innovation at the Group Health Research Institute; 2013. (Safety Net Medical Home 

Initiative Implementation Guide Series). Available from: 

www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Evidence-Based-Care.pdf 

8.  Statistics Canada. Table 11-10-0135-01: Low income statistics by age, sex and economic family type 

[Internet]. 2020 Sep [cited 2020 Oct 13]. Available from: 

https://www150.statcan.gc.ca/t1/tbl1/en/tv.action?pid=1110013501 
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2.2 Generate lists of patients who have been identified as needing 
an assessment for financial strain and review it with team 

Rationale 

 With established panel processes in place, clinic teams can leverage their EMR to proactively manage 

groups of patients (or panel segments). Optimizing the EMR to help coordinate care for a panel 

segment creates: 

o A systematic approach for screening to provide preventative care1 

o More productive opportunistic encounters by having pertinent patient information at readily 

available 

o Tracking of patients who have been screened and those still needing to be screened 

o Tracking of care plans and follow-up reminders  

o Planned care, e.g. intervening early to preempt acute crisis situations 

Implementing process improvements may be more manageable if practices start with a panel 

segment, test the impact of changes, and spread successful solutions. Segmenting the panel starts 

with defining key criteria that is searchable in the EMR.  

Primary care practices may not currently know of any patients who are experiencing financial strain. 

However, there is a missed opportunity to identify at-risk patients and offer them the appropriate care 

if it is not documented. 

Implementation advice 

The team will benefit from integrating screening into existing workflows.  Starting with a process map 

of the current process can be helpful.  Team members can identify the changes they would need to 

make to include the financial strain screening.  Can this process be mirrored after another process 

already used in the clinic?  Given the sensitively of the topic, making sure these conversations take 

place privately will be important for patients to feel comfortable sharing this information.   

Having consistent documentation from all team members will help make the EMR lists generated 

more robust.  The EMR specific guides some suggested documentation processes but you may need to 

adapt the suggested processes to fit the existing clinic processes.  Opportunistic and outreach 

documentation strategies are also outlined in the EMR guides too.   

2. IDENTIFY PANELED PATIENTS 

https://actt.albertadoctors.org/file/2017-dec-pact-box-1-process-map.pdf
https://actt.albertadoctors.org/EMR/Pages/default.aspx
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 DEFINE THE SOCIAL  

3.1 Define the social determinants of health that team will use for 
care provision and standardize documentation in the EMR  

Rationale 

Once established panel processes are in place, teams can leverage the EMR to proactively manage 

populations (or panel segments). Optimizing the EMR for population health management benefits the 

practice teams and patients by enabling: 

o A systematic approach for preventative care  

▪ Utilizing evidence-based activities to offer care and coordinate follow up 

o More productive opportunistic encounters by having pertinent patient information at the 

point-of-care 

o Comprehensive care that can meet patient needs when they want or need it 

o Processes for coordinated care management in the medical home & health neighbourhood 

o Clean and accurate lists to provide insightful data for quality improvement 

Many Albertans (9.4%)1 are impacted by financial strain, but individuals may not disclose financial 

difficulties without being prompted/screened due to feelings of shame or fear of stigmatization.  

Regular screening of all adults on a panel for financial strain and documenting the results in the EMR is 

the ultimate goal. However, implementing process improvements may be more manageable if practices 

start with a small sample population to test the impact of changes and spread successful solutions. 

Segmenting the panel starts with defining key criteria for a population that is searchable in the EMR.  

Implementation advice 

Start with a team discussion to identify the sample population with whom to test the financial strain 

questions.   

o Start with a small group of patients and then add additional populations until you have 

captured all adult patients on a panel if that is your team’s goal.  

Have a team discussion to confirm the screening questions you want to include. 

o Financial strain screening involves asking a single question but experience from pilot sites and 

the literature identifies the opportunity to use a bundling approach to screen for other social 

determinants of health.  The pilot sites often ‘bundled’ questions together to also ask about 

challenges with medication costs, transportation to appointments, safety at home and social 

supports.  

o The EMR guides provide suggested documentation process for the potentially better practices 

so that measures can be successfully pulled from the EMR with ease. 

* Implementing any of the potentially better practices in the ‘Optimize care management’ section of the RIFS change package 

will be facilitated by optimizing the EMR 

3. STANDARDIZE DOCUMENTATION  

  

https://actt.albertadoctors.org/EMR/Pages/default.aspx
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1.  Statistics Canada. Table 11-10-0135-01: Low income statistics by age, sex and economic family type 

[Internet]. 2020 Sep [cited 2020 Oct 13]. Available from: 

https://www150.statcan.gc.ca/t1/tbl1/en/tv.action?pid=1110013501  
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4.1 Use a process to assess patients for financial strain  

Rationale 

This potentially better practice advocates for routinely assessing all adult patients for financial strain.  

Albertans and many other people are experiencing financial challenges where they can struggle to pay 

bills and provide food for their family.  Assessing if a person is experiencing financial strain is an 

important component of whole-person care.  Evidence indicates that social determinants can have a 

long term impact on a person’s overall health.1–4  Identifying patients who are experiencing financial 

strain creates the opportunity to help connect them  to needed resources. Patients have indicated 

that they are okay with being asked about social determinants of health, including financial strain.5 

Implementation advice 

Assess adult paneled patients using a validated tool 

The Centre for Effective Practice has created an evidence-informed tool to help teams in Alberta 

implement a screening process for financial strain.   

Practical considerations for using a validated tool include deciding as a team:  

o Who on the team will ask the question? 

o When will the question be asked? 

o How will the question be asked (paper, verbally)?  

See our sample patient questionnaires and script samples for some additional ideas.  

Use the EMR to measure patients assessed for financial strain   

The EMR can be used to organize evidence-based care and enable relational and informational 

continuity.6 Standardized documentation in the EMR will help teams understand where process 

improvements can be made.   

Practical considerations for documenting the patient response in the EMR include deciding as a team: 

o Who on the team will document the patient response in the EMR? 

o When will documented response in the EMR occur? 

o How with the documented response be entered in the EMR?  

See the RIFS EMR guide for recommendations. Note: The EMR guide recommendation to rescreen 

every 18 month or as appropriate given a specific patient’s context is expert opinion consensus. 

 

 4. OPTIMIZE CARE MANAGEMENT  

  

https://actt.albertadoctors.org/health-system-integration/keeping-care-in-the-community/Reducing-Impact-of-Financial-Strain/Documents/RIFS%20Questionnaire%20-%20McLeod%20River%20PCN.pdf
https://actt.albertadoctors.org/health-system-integration/keeping-care-in-the-community/Reducing-Impact-of-Financial-Strain/Documents/Scripting%20Samples.docx
https://actt.albertadoctors.org/EMR/Pages/default.aspx
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4.2 Use a process for responding to patients with financial strain  

Rationale 

Assessing if a person is experiencing financial strain is an important component of whole-person care.  

Evidence indicates that social determinants can have a long term impact on a person’s overall health.1–

4  Teams must have a plan for how they will respond to patients with financial strain prior to 

implementing a screening process. With appropriate planning and preparation, teams will be able to 

support patients in a caring way and reduce feelings of shame or stigmatization that a patient may 

experience from disclosing these private matters.  

Implementation advice 

Prepare in advance  

Knowing the resources available to support patients experiencing financial strain in the health 

neighbourhood is a critical step.  Preparing the team to initiate and manage the conversation to 

discuss financial strain with the patients is important.  See our patient handouts and scripting sample 

tools for ideas. 

Assess patient readiness to change before making a referral 

It is important to ask the patient if they would like help addressing the problem before automatically 

generating a referral to resource.  According to the transtheoretical model of change, people must 

pass through specific stages before they become ready to make a personal change.5 Optimizing the 

offer of care involves offering treatment to a patient who is ready to change. Patients who are not 

ready to change would benefit from other approaches to enhance self-efficacy and motivation, and re-

offered care at a later time.6–8   

Use the EMR to track offers of care (e.g. care planning focused on the patient’s goal, referrals)  

The EMR can be used to organize evidence-based care and automate the tracking of offers of care to 

enable relational and informational continuity.9 A person experiencing financial strain will often 

require care coordination with other providers in the health neighbourhood.  Standardized 

documentation in the EMR will help teams understand where process improvements can be made, as 

both provider behaviours (e.g. patient centeredness) and patient behaviours (e.g. readiness to change) 

the affect the outcome of an offer.   

Practical considerations for documenting the patient response in the EMR include deciding as a team:  

o Who on the team will document the patient response in the EMR? 

o When will documented response in the EMR occur? 

o How with the documented response be entered in the EMR? See the RIFS EMR guide for 

recommendations. Note: The EMR guide recommendation to rescreen every 18 month or as 

appropriate given a specific patient’s context is expert opinion consensus.  

4. OPTIMIZE CARE MANAGEMENT 

https://actt.albertadoctors.org/health-system-integration/keeping-care-in-the-community/Reducing-Impact-of-Financial-Strain/Documents/Patient%20Resource%20Handouts.pdf
https://actt.albertadoctors.org/health-system-integration/keeping-care-in-the-community/Reducing-Impact-of-Financial-Strain/Documents/Scripting%20Samples.docx
https://actt.albertadoctors.org/EMR/Pages/default.aspx
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4.3 Use a process for ongoing review of patient-centered goals 
   and care coordination 

Rationale 

Once the time has been invested to create a meaningful patient goal as part of the care planning 

process, it will be important to create a follow up plan and check in with the patient to see if they were 

able to implement the plan.  If they encountered any barriers, it is an opportunity to get them 

connected to resources that can help meet their needs.  The reassessment period needs to be 

individualized depending on the patient’s circumstances and needs.  Developing systems and processes 

to ensure the patient does not fall through the cracks are also essential.  Implementing the suggested 

processes outlined in the EMR guides helps create a safety net.   

Implementation advice 

Incorporate proactive reassessment & use EMR reminders for reassessment when a patient is 

identified as experiencing financial strain 

The EMR can be used to organize evidence-based care and track needed follow up.1 A person 

experiencing financial strain will often require care coordination with other providers in the health 

neighbourhood so tracking referrals is helpful.  This is possible when standardized documentation 

processes are used by the team.   

Some practical things to consider and discuss as a team is who, how and when will you document 

referrals made and when follow up is needed.  The RIFS EMR guides provide recommendations for the 

how to do this.   

Prepare in advance  

Knowing the resources available to support patients experiencing financial strain in the health 

neighbourhood is a critical step.   

Preparing for reassessment visits ahead of time with the care team can help to ensure that all 

documents and tools are ready and available at the point-of-care in the EMR. Ensure that the entire 

care planning team has access to the EMR and assign a team member to: 

o Populate a care plan by routinely and systematically pulling relevant data from the EMR & 

Netcare. 

o Prepare relevant resources (e.g. patient resource handouts) in advance of patient encounter. 

o Identify and have appropriate assessment tools (e.g. questionnaires) ready to use.  

4. OPTIMIZE CARE MANAGEMENT 

https://actt.albertadoctors.org/EMR/Pages/default.aspx
https://actt.albertadoctors.org/EMR/Pages/default.aspx
https://actt.albertadoctors.org/file/pact-care-plan-template-20171210-withprompts.pdf
https://actt.albertadoctors.org/health-system-integration/keeping-care-in-the-community/Reducing-Impact-of-Financial-Strain/Documents/Patient%20Resource%20Handouts.pdf
https://actt.albertadoctors.org/health-system-integration/keeping-care-in-the-community/Reducing-Impact-of-Financial-Strain/Documents/RIFS%20Questionnaire%20-%20McLeod%20River%20PCN.pdf
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5.1 Establish clear roles and responsibilities for supporting patients 
with financial strain amongst the medical home team 

Rationale 

Patients who are experiencing financial strain can benefit from the care of a multidisciplinary team. In 

the patient’s medical home (PMH) model, care may be provided by a variety of team members (e.g., 

nurses, mental health consultants, social workers, pharmacists, kinesiologists, dietitians, etc.).  When a 

patient is experiencing financial strain, this can impact many aspects of their life and provide challenges 

with regards to mental health, arranging transportation to attend appointments and affording 

medications.  Having a team to help coordinate care and get the patient linked to the needed resources 

is ideal so the burden does not fall all on one provider or the patient & their caregivers & supports.  In 

addition to the provider benefits, there will also be benefits to the patient as they will be receiving 

whole person care resulting in a more satisfying experience. 

True team-based care is achieved when multidisciplinary team members collaborate in their efforts. 

This requires a shift in mental model* from a ‘physician-centric’ referral approach to a collaborative 

‘team based’ approach to provide optimal patient-centered care.1  When mental models are misaligned, 

team effectiveness can be significantly reduced.   

To implement team-based care, team members must distribute the workload.1 This then enables 

patients to experience better access to care, team members to work to the full scope of their practice, 

which is more challenging and rewarding, and physicians have time to see the more complex 

patients.  High-functioning teams exhibit higher levels of satisfaction, experience less burnout, and 

achieve higher quality of care.2–5 Research shows that team based care results in improved quality and 

outcomes of care and enables successful implementation of primary care innovations.6–9 The stronger 

the teamwork among the patient's providers, the better the outcomes. After investing in team 

development, studies reported improved patient outcomes, and improved team processes and 

morale.2,4,5,10  

 

  

5. COORDINATE CARE IN THE MEDICAL HOME  
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Implementation advice 

1. Assess the functioning of your team using the team assessment 

o A Practice Facilitator can help your team by providing constructive feedback, facilitate a 

discussion with your team, and suggest improvement ideas. 

 

2. Consider reviewing your process map and team roles and responsibilities to identify opportunities 

for optimizing team members’ roles. Are there situations where team members other than 

physicians could lend a hand?  

o Balance the distribution of work so no one is overloaded. 

o Identify areas in the clinic that rely on a single person and consider cross-training. 

o Introduce patients to the concept of having care provided by multiple team members, not just the 

physician.  The 'Introductions with Intention' tool provides helpful advice on how to do this. 

o Explore virtual care alternatives to “face to face” visits with patients if appropriate 

 

3. Clinics are typically busy places, and it’s often rare that the daily schedule goes as planned. A clinic 

team needs to communicate and coordinate efforts among its members on a regular basis. 

Implementing brief ‘touch points’ – or ‘huddles’ - once or twice per day can help to ensure an 

efficient clinic day with fewer surprises. Huddling can also be an effective method for providing 

proactive patient care. The team can quickly plan a strategy for engaging this patient so they can 

help surround them with the resources that they need.  

https://actt.albertadoctors.org/health-system-integration/keeping-care-in-the-community/Reducing-Impact-of-Financial-Strain/Documents/RIFS%20Team%20Assessment.pdf
https://actt.albertadoctors.org/file/2017-dec-pact-box-1-process-map.pdf
https://actt.albertadoctors.org/health-system-integration/keeping-care-in-the-community/Reducing-Impact-of-Financial-Strain/Documents/Roles%20and%20Responsibilities%20Rv1.docx
https://actt.albertadoctors.org/file/Introductions-with-Intention.pdf#search=introductions%20with%20intention
https://www.albertadoctors.org/leaders-partners/ehealth/virtual-care
https://actt.albertadoctors.org/file/Team-Huddles-Guide%20(2).pdf
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6.1 Establish processes that facilitate effective transitions of care 

Rationale 

As a healthcare system we want to provide whole person care and help patients address what matters most 

to them, but we can't do this on our own.  Sometimes the team members and resources needed by our 

patients can’t be accessed from within the patient’s medical home (PMH), and that is where the health 

neighbourhood comes in.  The health neighbourhood has the patient’s medical home at the center but is a is 

a multi-sector team that encompasses the services provided by all healthcare sectors and community 

supports such as the hospital, specialists, a primary care network, allied health providers in the community 

like community pharmacists or psychologists and community programs like the local food bank or Family & 

Community Support Services (FCSS).  The evidence shows that strong links between partners and 

sharing of information in the health neighbourhood results in improved patient outcomes, safety, and 

experience; lower costs through reduced duplication of services; improved delivery of prevention services; 

and more evidence-based patient care.1    

Just like in the PMH, a high functioning team is able to distribute the workload amongst the various roles.2 

This can be more challenging to coordinate in the health neighbourhood as team members may not be co-

located or interact with each other on a frequent basis but having these conversations is a critical step.  

Teams that are able to distribute the work exhibit higher levels of satisfaction, experience less 

burnout,  achieve a higher quality of care, work to the full scope of their practice, which is more challenging 

and rewarding, and physicians have time to see the more complex patients.3–6 This enables patients to 

experience better care.  

There are evidence-based tools that teams and organizations can use to continue the development of the 

health neighbourhood. The Alberta Healthy Communities Approach (AHCA) is a continuous step-by-step 

process based on developing connections and collaborating with others.  The Healthy Communities 

Approach originated in Canada in the late 1980s and is currently used across Canada and in communities 

worldwide. The approach encourages community groups and leaders to build on existing strengths by 

engaging all its members through conversations on local priorities. These conversations give community 

members and partners a voice, helping to identify local assets and priorities, ultimately leading to innovative 

and create solutions for specific needs. 

This model has a 5-step implementation process. The first step is about finding other enthusiastic and 

passionate people to work with to foster change and includes the creation of a terms of reference to ensure 

partners are aligned on the purpose and goals. 
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https://albertahealthycommunities.healthiertogether.ca/build-a-healthy-community/the-approach/
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Implementation advice 

Things your team will need to consider when starting health neighbourhood work:1 

 

o Identify your Neighbourhood: Consider other specialist practices, health care providers, and 

social services that would meet the needs of your patients. (use the ‘Who Can Help’ framework 

as a template)  

 

o Define partner roles and develop collaborative care agreements if appropriate: 

These documents outline the mutually agreed upon roles and responsibilities of each 

provider related to the care needs of patients transitioning within the Health Neighbourhood. This 

can include expectations of partners related to 2-way information sharing, packaging of information, 

appropriate access targets for services and warm hand-offs at transition points. Collaborative Care 

Agreements can be created between primary care, acute and community partners to facilitate 

transition processes such as those from Home to Hospital to Home (H2H2H) as well as between 

primary care and community specialists or programs.   

 

o Leverage information technology: Electronic medical records (EMRs) and virtual care tools can 

improve communication between providers. Aim to align health information technologies with 

partners for seamless interaction.  CII/CPAR is a great tool that can help facilitate 

this and includes eNotifications which provide information about key healthcare events such as 

emergency room visits and hospital admissions or discharges to primary care providers.  

 

o Agree on what constitutes an effective referral: Establish guidelines with partners, standardize 

communication processes, and agree on resources to facilitate effective referrals and information 

sharing.  This information would be included in the collaborative care agreement if applicable.  Using 

the QURE guidelines might be a helpful tool to start this discussion.  

  

o Partner with patients: Work with patients and communities to design and evaluate the 

Neighbourhood by seeking their views through surveys and other engagement opportunities.  

The 'Including a Patient Partner on an Improvement Team' contain helpful and concise advice on 

this topic.   

 

o Recognize that developing a Neighbourhood is iterative: Performance evaluations, reporting on 

their findings, and implementing changes will help to constantly improve the quality of care 

delivered by a Neighbourhood. This can be achieved using available practice resources such as 

EMR data, self-assessments, practice-based research networks, and others. 

 

o You don’t have to do it all:  Community development can be led by citizens in partnership with 
health neighbourhood organizations.  Learn about what the community coalitions in your area 
are already doing and explore how how you can participate.  Healthy public policy is also a good 
lever for change.  Although policy change is difficult, finding ways to partner with municipalities 
and community groups to support the development of healthy policies can have a big impact.  

https://top.albertadoctors.org/PMH/organized-evidence-based-care/Opioid/PublishingImages/Pages/Coordinating-Care-in-the-Medical-Home-and-Health-Neighbourhood/6.4%20Who%20can%20help%20April%205%20Draft.pdf
https://actt.albertadoctors.org/file/Collaborative_Care_Agreements.pdf
https://actt.albertadoctors.org/file/Collaborative_Care_Agreements.pdf
https://actt.albertadoctors.org/PMH/panel-continuity/CII-CPAR/Pages/default.aspx
https://actt.albertadoctors.org/PMH/panel-continuity/CII-CPAR/Pages/default.aspx
https://www.albertahealthservices.ca/assets/info/hp/arp/if-hp-arp-qure-checklist-one-page-summary.pdf
https://actt.albertadoctors.org/health-system-integration/keeping-care-in-the-community/Reducing-Impact-of-Financial-Strain/Documents/Patient%20Partner%20Guide.pdf


RIFS Potentially Better Practices:  
Rationale, Evidence, and Implementation Advice 

 
 

 
Page 26 of 27 

 

May 19, 2021 

 

Implementation advice continued 

 

1. You can see there are so many places you could start when developing the health neighbourhood 

but how do you keep it manageable for the team?  Just pick one partner organization to do a PDSA 

(plan-do-study-act) cycle with.  First, create a process map to outline the process for coordinating 

patient care.  Once it’s complete, review your process map with the team and see if there are 

additional ways to clarify team roles and responsibilities.  When you are reviewing the process map 

here are a few things to consider: 

 

o Are there situations where team members other than physicians could help coordinate care? 

Try to balance the work so no one is overloaded.   

o Who on the team will be responsible for coordinating referrals?  Standardize documentation 

so that it’s easy for team members to follow-up (referral sent, referral received, visit 

scheduled, visit happened, report generated, report received). 

o Has your zone or PCN already created an agreement that outlines responsibilities with a 

health neighbourhood partner that you could leverage? 

o Is there a process to share the care plans with health neighbourhood partners?  Would it be 

beneficial to review patient cases together as a team on an as needed or regular basis? 

o How could you track patient and care team satisfaction with community resources and 

referrals? 

 

Have a discussion with the partner organization and identify one thing that you could do differently 
that would improve care for the patient such as confirming the receipt of the referral and test it 
out.  Based on the results you can adopt, adjust or abandon the idea.    

 

2. Once you know who is in your Health Neighbourhood and you have established referral pathways 

with outlined roles and responsibilities, then you need create introductions with intention and 

set aside some time for huddles.  In the health neighbourhood your huddles might not be in-person 
- consider options like the phone or a virtual meeting and experiment with the frequency to find the 
right balance in your community.  The principles are all the same that you learned about for 
developing your team in the PMH but they work well in the Health Neighbourhood too!  

 

 

  

https://actt.albertadoctors.org/health-system-integration/keeping-care-in-the-community/Reducing-Impact-of-Financial-Strain/Documents/Roles%20and%20Responsibilities%20Rv1.docx
https://actt.albertadoctors.org/file/Introductions-with-Intention.pdf#search=introductions%20with%20intention
https://actt.albertadoctors.org/file/Team-Huddles-Guide%20(2).pdf#search=huddles
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