
PaCT Share & Learn 
  November 23, 2017 

12 noon – 1 pm  



Agenda 

Welcome and recap  
Chat-in questions 
Field stories  

• Riverside Medical  
• St. Albert Medical 

Next steps and upcoming dates  
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WebEx Quick Reference 

• Mute and unmute 
on your phone or 
using *6 (no hold 
music please) 
 

• Please use chat to 
“All Participants” 
for discussion & 
questions 
 

• For technology 
issues only, please 
chat to “Host” 
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Enter Text 

Select All Participants 

Raise your hand 



Innovation Hub Participants 
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What makes your clinic unique? 

→ Life Medical – McLeod River  

→ St. Albert Medical Clinic – St. Albert & Sturgeon  

→ Wheatlands Medical and Mid Town Medical Clinics – Kalyna 
Country  

→ Kneehill and Riverside Clinics – Big Country  

→ Sunridge Family Medicine Teaching Center and Good Samaritan 
Medical – Mosaic 

→ Heritage Medical, Gateway Medical, Good Samaritan Seniors 
Centre, Ottewell Medical Clinic, Nova Medical Centre, Grey 
Nuns Family Medicine Centre – Edmonton Southside 

 



Brief Recap 

ADD PHOTO 
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Starter Test Box 
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• Confirm target patient population 
• Team assessment 
• Team meetings 
• Current state process map 
• EMR  

 



Chat In to All Participants 
 
 

Which patient population(s) is  
your clinic targeting for care 

planning?  



Chat In to All Participants 
 

What “a-ha” moment or learning  
did you have as a result of your 

baseline team assessment? 



Riverside Medical 
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What we have tried….  

• Aside from the ‘usual’  (e.g. form an 
improvement team & start meeting regularly, 
completing our team assessment, etc.) here 
are some things we have done that we 
thought might be of interest to others. 

 
• P.S. we can share our resources if anyone is 

interested 
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Action Plan Template 
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Flow Mapping 

Completed flow map of current patient visit 
process then added proposed process for a visit 
for complex patients 
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Flow Map 
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Patient Population of Focus 

• Our clinic is new (only open 6 months), our 
EMR has a lack of ‘historical patient data’. 

• We could not search for patients that have 
not been seen the last year or more. 

• We decided to search for patients with ‘known 
chronic diseases’ and review the list as a 
team to decide who might be good 
candidates to trial our new care plan process. 
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Inviting Patients to a Care Planning Visit 

We have been working on an invitation letter for 
applicable patients  which would… 
• Confirm attachment to provider & update  
     demographics 
• Introduce the PaCT initiative  
• Describe care planning and its benefits 
• Outline expectations of the patient. 
• Inform patients who makes up the healthcare team 

and what the patient can expect from them. 
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Letter of Invitation to Patients 
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Patient Script 

18 



Going forward… 

To make sure we have good, sustainable 
processes to ID patients for care plans in the 
future, we;  
• have decided how to ID complex patients in 

the EMR (Med Access) 
• have standardized charting processes to 

enable EMR optimization to further ID 
patients in the future  

 

19 



Med Access Profile Tab – marking 
those invited 
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An Innovative PDSA 

Based on HealthChange suggestions, 
• When patients check in at the desk, they are 

given a sheet that asks “What Matters to 
You Today?” and are encouraged to write 
responses to help the team to focus, at the 
visit, on what is important to the patient. 
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What Matters to You? 
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QUESTIONS? 



St. Albert Medical Clinic 
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Our Quality Improvement Team 

• Four physicians involved  
• Physician Lead: Dr. Fisher 
• Nurse: Kerri Coles 
• Pharmacist: Corey Jefferies 
• Nurse Lead: Charlotte Douglas 
• Clinic Manager: Debbie Makymic 
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Team Assessment  
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• What did your team assessment reveal?  
• What are some next steps you are 

planning as a result? 
 



Aim – Patient Centred 

• Identify patients who are at risk of becoming 
high users of the health care system related 
to increasing frailty 
• maintain their independence 
• decrease acute care episodes 
• collaborate with care partners to provide/enhance 

supportive community services 
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Aim – Medical Home Action Plan 

• Recall of 3 patients per physician for the 
project 

• Timeline: recalled by December 31st 2017 
• Revisions to process with these small 

numbers 
• Project will continue to December 31st 2018  
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Our Target Population 

Patients who are 65 years plus who qualify for 
the Edmonton Frailty Score 
• How did your team decide to select this 

population?  
• How many individuals did you identify in this 

population? 
• What is your process for identifying the 

individuals?  
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Our Process 

• Kerri, our nurse, is reviewing the patients on 
a weekly basis and recalling patients as 
required 

• 10 patients have been screened  
• 1 patient scored as “mildly frail” 
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Patient Identification 
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Primary care nurse 
will use the 
Edmonton Frailty Scale 
to identify both the 
presence of frailty 
and the amount of  
associated risk.  
 Identification of Frail Elderly

• Screening by primary care 
nurse within the patient’s 
Medical Home

        Edmonton Frailty Screen
• EQ 5D
• GAD
• Gait Speed (4m)
• Baseline Vitals: including  

weight/height 

Medical Home Panel Report:
• 65+/Subset 75+
• Physician
• Date of last appointment
• Name of patient/PHN

Patient initiated 
appointment 
with physician:
• Informed of 

risk screen
• Nurse appt.  

scheduled 
before or 
after

Patient not seen 
in past year:
• Review of 

EMRs
• Phone 

assessment
• Joint appt  

scheduled 
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Current State Map – 1  
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Current State Map – 2  

Identification of Frail Elderly
• Screening by primary care 

nurse within the patient’s 
Medical Home

        Edmonton Frailty Screen
• EQ 5D
• GAD
• Gait Speed (4m)
• Baseline Vitals: including  

weight/height 

Medical Home Panel Report:
• 65+/Subset 75+
• Physician
• Date of last appointment
• Name of patient/PHN

Patient initiated 
appointment 
with physician:
• Informed of 

risk screen
• Nurse appt.  

scheduled 
before or 
after

Patient not seen 
in past year:
• Review of 

EMRs
• Phone 

assessment
• Joint appt  

scheduled 

START

EFS = 0 – 5
• If 5+ medications refer to PCN 

pharmacist
• Resources/education
• Physician update

EFS = 6-11
Add to assessment/interventions
• Modified comprehensive geriatric 

assessment
• Consider GEM referral
• Collaboration with health and 

community partners
• Patient-centred conference

EFS = 12-17
Add to assessment/interventions
• Goals of Care
• Increased monitoring of status
• Proactive care plan review and 

revision with health and community 
partners

Follow-up every 12 
months or as needed:
assessment, medication 
review and update of 
person-centred careplan

Follow-up every 6 
months or as needed:
assessment, medication 
review and update of 
person-centred care plan

Frequent follow-up to 
identify changes required 
to collaborative care plan 
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Now Learning to Explore 

• Patients who do score as at risk for frailty 
may become with frail with one change to 
their health or function. 
• For example: a fall on the ice 

 
• What can we to prevent or prepare for these 

unpredictable factors? 
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QUESTIONS? 



Next Steps 



Upcoming Dates 

Nov 30 – Coaches’ Prep (Test Box 1) 

First week of Dec – Test Box 1 delivery 

Jan 25 – Share & Learn (Test Box 1) 
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Share & Learns -  Structure 

Chat Questions 

• What did you test? 

• What did you learn?  (Adopt/Adapt/Abandon) 

• What would you recommend for other teams? 

Featured Teams 

• Share your story 
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topalbertadoctors.org/pact 
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Fail forward 
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It’s all about what you do next… 



How was the session today? 

On a scale of 1 (low) to 5 (high) how valuable 
was the Share and Learn session today?  

 
• Use the poll to record your answer 
 
 

Thank you for joining!  
 

 

42 


	PaCT Share & Learn
	Agenda
	WebEx Quick Reference
	Innovation Hub Participants
	What makes your clinic unique?
	Brief Recap
	Starter Test Box
	Chat In to All Participants���Which patient population(s) is �your clinic targeting for care planning? 
	Chat In to All Participants��What “a-ha” moment or learning �did you have as a result of your baseline team assessment?
	Riverside Medical
	What we have tried…. 
	Action Plan Template
	Flow Mapping
	Flow Map
	Patient Population of Focus
	Inviting Patients to a Care Planning Visit
	Letter of Invitation to Patients
	Patient Script
	Going forward…
	Med Access Profile Tab – marking those invited
	An Innovative PDSA
	What Matters to You?
	QUESTIONS?
	St. Albert Medical Clinic
	Our Quality Improvement Team
	Team Assessment 
	Aim – Patient Centred
	Aim – Medical Home Action Plan
	Our Target Population
	Our Process
	Slide Number 31
	Patient Identification
	Current State Map – 1 
	Current State Map – 2 
	Now Learning to Explore
	QUESTIONS?
	Next Steps
	Upcoming Dates
	Share & Learns -  Structure
	topalbertadoctors.org/pact
	Fail forward
	How was the session today?

