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building our capacity for care

mission
To promote enhanced access, collaboration, continuity and comprehensiveness of
primary care for patients, achieving positive health outcomes through:
1. physician-led multidisciplinary teams that improve the quality of
professional life for community family physicians and their teams
2. coordination with the broader health care system and all areas of
determinants of health

objectives
access
Increase the proportion of residents with ready access to primary care; provide
coordinated 24 hour, seven-day-per-week management of access to appropriate
primary care services
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Increase the emphasis on health promotion, disease and injury prevention, care of
the medically complex patient and care of patients with chronic disease
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coordinated care
Improve coordination and integration with other health care services including
secondary, tertiary and long term care through specialty care linkages to primary care

team integration
Facilitate the greater use of multidisciplinary teams to provide comprehensive primary care
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chair’s report
Our health system is only as strong as the primary care
services delivered at the community level. With the support
of our members, staff and community partners, Calgary
Foothills Primary Care Network (PCN) continues to
increase access to primary care services and improve health
outcomes in our communities within northwest Calgary
and Cochrane.
At the heart of our work is the medical home, where
physicians and their teams come together to provide quality
and comprehensive patient-centred care. One of our key
priorities as an organization is to aid in the development
and evolution of the medical home to respond to the needs
of the local community.
A well-supported medical home enables primary care teams
to work towards a broader population-based approach to

executive director’s report
managing the health of their patients. This fiscal year, we
launched the Practice Enrichment initiative, designed to
assist physicians and their teams to develop, test and adopt
strategies to enrich their practice and improve patient care.
During the pilot phase, PCN liaisons completed six months
of facilitation training through Towards Optimized Practice
(TOP) and piloted four practice enrichment projects with
member clinics. Through the pilot, participants identified
opportunities to make sustainable changes in their
practices, resulting in improved patient outcomes, reduced
costs and enhanced team communication.
Physicians and their teams will have the opportunity to
work with their PCN liaison to identify and plan their own
practice enrichment projects at a scope and scale they can
manage. Projects may include PCN supported depression
and diabetes projects, Health Quality Council of Alberta
(HQCA) panel-based projects, Alberta Screening and
Prevention (ASaP), Towards Optimized Practice or a clinicdesigned project.
As we approach our eighth year of operations, we are well
positioned to support our members in enhancing their
practices to increase access to high quality primary care
services. I would like to thank our leadership, staff and
members for their ongoing dedication to delivering quality
care to over 359,387 patients. Together we will continue
to build our capacity for care and ensure all patients have a
home in the health system.

Dr. Heidi Fell / Chair

Primary health care continues to be a key focus of provincial
discussions. In the last year, we have seen a number
of changes in the health care landscape, including the
announcement of the second wave of Family Care Clinics
(FCCs) planned for 24 communities across the province.
These and other changes have left many wondering about
the future role of Primary Care Networks (PCNs). As an
established and innovative leader in the communities we
serve, Calgary Foothills PCN is already well positioned to
align with a broader vision for primary health care delivery.
Thanks to our strong leadership and the support of our
members and partners, we have remained strategic and
adaptable in the face of new challenges. Having grown to
include over 350 members and over 50 health professionals,
we continue to stay flexible in order to respond quickly
to local needs. We have established strong partnerships,
allowing us to improve integration of services. We have
developed new models of practice, ensuring physicians are
better supported and patients have increased access to a
team of health professionals.
We are also engaging in strategic discussions around the
future of primary health care delivery both in the Calgary
Zone and provincially. This year, the seven Calgary and
area Primary Care Networks and Alberta Health Services
– Calgary Zone developed the Calgary Zone Primary Care
Action Plan to advance primary care development through
a synchronized and sustainable effort. This new structure
is an example of a coordinated venture between PCNs and
Alberta Health Services to utilize resources and build trust
at the local level.
At the provincial level, Alberta Health is leading the
development of a Primary Health Care Strategy to ensure
every Albertan has a home in the health system. This strategy
will incorporate PCNs, FCCs, public health, community
and social services to support care providers and improve
service integration. Calgary Foothills PCN is at the table
in these discussions, alongside other representatives in the
health care community.
As the Primary Health Care Strategy takes shape, PCNs will
be required to evolve to deliver population-based care. On
behalf of our PCN, I can confidently say that we are already

well-aligned and can lead the way in the development of
enhanced services in our member clinics and new models
of delivery. As we move forward, our strategic direction
will remain focused on supporting our family physicians
to provide quality care, enriching the medical home and
fostering partnerships to improve coordination of care.
Over the next year, we will be engaging our membership
around innovative solutions to meet the needs of our
patient population. I invite you all to be a part of the
conversation as we leverage opportunities to showcase
excellence in primary care in the year ahead.

Larry McLennan / Executive Director

who we are

governance structure

Calgary Foothills Primary Care Network’s governance model is a joint venture between Alberta Health Services - Calgary and the Foothills Primary Care Physician
Corporation. The ten members of the Foothills Primary Care Physician Corporation represent the interests of physician members and oversee the quality of care
and business of the corporation. The six members of the Calgary Foothills Primary
Care Network Corporation are comprised of three from the Foothills Primary Care
Physician Corporation and three from Alberta Health Services - Calgary. This board
is responsible for design, implementation and administration of programs.
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access
increase the proportion of residents with ready access to primary care; provide coordinated
24 hour, seven-day-per-week management of access to appropriate primary care services

increasing access; reducing ER visits
The After Hours Clinic increases access to primary care services outside of regular
physicians’ office hours. The clinic provides care on weekday evenings, weekends and
statutory holidays for patients of member physicians and residents in the Calgary
Foothills PCN catchment area. Referrals are received from Health Link Alberta and
directly from Calgary Foothills PCN physicians.
During weekdays, the Continuity Clinic provides patients with access to a primary
care team when their family doctor is absent. The clinic team consists of a physician,
nurse practitioner and pharmacist. Physicians keep their clinics open and clinic staff
refer patients to the Continuity Clinic if appropriate.

8,628
8,319
267
36

patients were seen at the After Hours Clinic, an increase
of 13 per cent from the previous year

calls were triaged to the After Hours Clinic by Health
Link Alberta

patients were referred to the Continuity Clinic from
November 2012 to March 2013

physicians utilized the Continuity Clinic between November 2012 and March 2013
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providing quality care from pregnancy to parenthood
The Riley Park Maternity Clinic offers low-risk maternity
services for patients delivering at Foothills Medical Centre.
The clinic takes an all-inclusive approach to obstetrical care,
providing education and comprehensive maternity services
from pre-pregnancy to postpartum.

34,666
3,370
2,913

appointments at Riley
Park Maternity Clinic

visits with the lactation
consultant, an increase of
19 per cent from last year

Multidisciplinary support is available through a lactation
consultant, nurse practitioner and maternity-focused shared
mental health care psychologist co-located at the clinic. After
postnatal follow-up, patients return to their family physicians
or are attached at the Crowfoot Primary Care Centre.

290
93

patients self-referred to Riley Park
Maternity Clinic

per cent of physician respondents
were satisfied with the services
provided through the Riley Park
Maternity Clinic

deliveries attended at
Foothills Medical Centre,
an increase of five per cent
from the previous year

coordinating city-wide on-call coverage for long term care
residents
Calgary Foothills PCN manages and coordinates a pan PCN
Long Term Care On-call service with three Calgary PCNs
for residents of 28 long term care facilities in Calgary. This
partnership increases efficiencies by decreasing physician

5,302

calls to the Long Term Care Oncall service. Out of these calls,
6.6 per cent of residents were
sent directly to emergency

travel time, enabling on-call physicians to assess residents on
site when appropriate, and potentially reducing the overall
number of emergency admissions.

39

physicians from Calgary Foothills PCN, 21
from Calgary West Central PCN, one from
South Calgary PCN and one from Mosaic PCN
provide on-call coverage

supporting physicians through
transitions
Calgary Foothills PCN aims to increase access to primary health care,
optimize the medical home and offer practice opportunities to transitioning
physicians through a variety of PCN-managed clinics. Each clinic is a fully
equipped and staffed facility modeled after the principles of the medical
home as defined by the College of Family Physicians of Canada.
Crowfoot Primary Care Centre provides primary care services for
unattached patients in the Calgary Foothills PCN catchment area and
offers a supportive, mentoring environment for physicians new to family
practice. The site is also a single point of contact for other health care
providers who have identified a patient in need of a medical home.
Cochrane Primary Care Centre joins physicians from three offices in
one medical home to optimize multidisciplinary team care by increasing
efficiencies and opportunities for team work. The site offers a Teen Health
Clinic for young adults in Cochrane in partnership with AHS Public
Health.
Foothills Primary Care Centre provides multidisciplinary team support
to help semi-retired physicians transition while continuing to care for a full
panel of patients. The site is also piloting a centralized multidisciplinary
team care model, versus a co-located team.
Riley Park Primary Care Centre provides a setting for member family
physicians seeking to join a medical home and balance their patient panel
numbers. The site also houses two PCN programs: the After Hours Clinic
and Continuity Clinic.

providing access to physician on-call
support after hours
The Physician On-call service provides after-hours support to patients in
the Calgary Foothills PCN catchment area in the evening when the PCN
After Hours Clinic closes. Referrals are received through Health Link Alberta and all call information is faxed back to the patient’s family physician
for follow-up, ensuring continuity of care.

107
10
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calls were triaged to the Physician On-call
overnight service by Health Link Alberta

PCN member physician, Dr. Kruger with patient Olivia

prioritizing care for unattached patients
The Unattached Patient Registry is an online tool designed
to help people find a family doctor in their community. The
registry began as a pilot project in May 2009.
In September 2010, the registry expanded to include seven
PCNs in Calgary and area. Unattached patients (pre-register
online at www.needadoctorcalgaryandarea.ca or through
Health Link Alberta. The registry also supports doctors who

9,395
4,762

people were connected to a
medical home in the Calgary
Foothills PCN catchment area

people were attached to a
family physician at Crowfoot
Primary Care Centre

are building or expanding a practice by connecting them with
unattached patients in their PCN.
Calgary Foothills PCN also prioritizes attachment for pregnant women, people with chronic disease, and patients discharged from hospital without a family physician. These
people are attached at the Crowfoot Primary Care Centre
and benefit from the enhanced multidisciplinary team care.

4,633
996

people were attached to a Calgary Foothills PCN family physician through the Unattached
Patient Registry
patients with high needs are
currently attached at Crowfoot
Primary Care Centre and benefiting from enhanced multidisciplinary team care

promoting collaboration and fostering alignment to PCN goals
Calgary Foothills PCN uses a variety of methods to promote team collaboration and communicate with physician members,
clinic staff, multidisciplinary teams and patients about PCN services.
Liaisons are trained facilitators who visit member physicians in their offices. Liaisons support access to PCN programs and help integrate multidisciplinary teams in the
medical home.

Health education events offer physicians, their clinic staff
and multidisciplinary team members the opportunity to
come together and learn about health issues relevant to
their practices.

The PCN website, e-newsletters and printed publications
increase patient and provider knowledge of PCN and
community services.

The Annual General Meeting and meetings with board
representatives give physicians an opportunity to provide
feedback.

91

per cent of physician respondents agreed
that the weekly member e-newsletter provides useful information

Patient Tracey with her daughter, Olivia

22

per cent increase in visits to www.cfpcn.ca
compared to last fiscal year
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health promotion
increase the emphasis on health promotion, disease and injury prevention, care of the
medically complex patient and care of patients with chronic disease

promoting community health initiatives
Calgary Foothills PCN promotes the Healthy Weights for Healthy Kids study to
member physicians. Operated by the Pediatric Obesity Foundation in collaboration
with the Pediatric Weight Clinic, this multi-phase study focuses on the treatment of
childhood obesity and issues affecting children who are overweight or obese.
TrymGym is an accredited weight management program offered through the University of Calgary. The program consists of small group exercise sessions led by a
personal trainer and dietitian to help participants achieve their fitness goals. Patients
whose doctor is a member of the Calgary Foothills PCN receive a subsidy to offset
the cost when they enrol.

87
75

per cent of children participating in the Healthy Weights
for Healthy Kids study decreased their body mass index
when assessed at post treatment

per cent of PCN participants in TrymGym rated their
physicians’ recommendation to the program as a high
influence on their decision to attend

offering mental health assessment
Access to psychiatry was identified as an issue in a mental health needs assessment
conducted with member physicians in 2010. As a result, Calgary Foothills PCN
partnered with a psychiatrist to assist physicians in assessing and diagnosing patients
with mental health concerns.

250

referrals were made to the psychiatrist from 129 member
physicians
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helping physicians care for the medically complex patient
The Calgary Foothills PCN Extended Team increases capacity
to help family physicians manage their complex patients and
integrate with specialty care. The Extended Team works as
an extension of the medical home and consists of navigation,
chronic pain management, medical musculoskeletal (MSK)
and gastrointestinal (GI) programs.
The Navigation program assists physicians and clinical teams
caring for patients with complex health needs. The team
provides enhanced assessment and targeted intervention
support for patients with dementia, cognitive impairment
and falls prevention, either in the patient’s home, at Crowfoot
Primary Care Centre or at the physician’s office.
The PCN Chronic Pain Management program was
developed in partnership with the Calgary Chronic Pain
Centre and provides accessible interdisciplinary support for
patients with chronic pain. Member physicians benefit from
increased access to a specialized team through direct referral
and consultation, as well as opportunities to increase their
knowledge through education activities available to physicians
and their teams.

386
316

referrals to the Navigation team, a
three per cent increase from last year
(78 per cent of physicians referred)

Calgary Foothills PCN partners with the Department of
Rheumatology to address the long wait lists for patients with
non-inflammatory concerns. Member referrals are received
in Alberta Health Services Central Access and Triage, and
patients triaged as “routine” are referred to the PCN Medical
MSK Clinic. The clinic’s focus is to work with patients
to develop a self-management plan, enabling patients to
transition back to their family physician. The top four
diagnoses were osteoarthritis, fibromyalgia syndrome, polyarthralgia, and degenerative disc disease.
In May 2012, Calgary Foothills PCN, in partnership
with the Division of Gastroenterology, launched the GI
Clinic to improve access for patients with dyspepsia and
gastroesophageal reflux disorder (GERD). Calgary Foothills
PCN patients who would normally wait almost two years
for an appointment are directed to the nurse navigator, who
conducts a telephone consult, followed by a group medical
consultation by a gastroenterologist and multidisciplinary
team. Evidence–based clinical pathways to support physicians
caring for their patients with these routine GI complaints
were also distributed to PCN member physicians.

308

referrals to the PCN Medical MSK Clinic
(58 per cent of physicians referred)

referrals to the Chronic Pain Management program (82 per cent of physicians referred)

improving screening in primary care
Enhanced Participation in Cancer Screening (EPICS) is
funded by the Alberta Cancer Prevention Legacy Fund. Participating PCNs include Calgary Foothills, South Calgary,
Highland, Calgary Rural and Bow Valley. Phase I identified
under-screened women and encouraged them to book PAP
tests with their doctor.

16
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This year, Calgary Foothills PCN was an active partner in the
development and implementation of EPICS II. Phase II will
test whether improved clinic processes, electronic registries
and VCUR EMR systems can increase the uptake of cervical,
breast and colorectal cancer screening.

supporting practice enrichment in
medical homes
Calgary Foothills PCN supports medical homes to enhance their practice
through quality improvement strategies and the use of information
management tools.
The Practice Enrichment initiative assists medical homes as they develop,
test and adopt quality improvement strategies to improve clinic efficiencies
and patient care. In partnership with Toward Optimized Practice (TOP),
Calgary Foothills PCN created reference materials on quality improvement
and guidelines for panel-based care. TOP experts also provided PCN
liaisons with training in quality improvement practice facilitation.
Four pilot physician-led practice enrichment projects were facilitated by
liaisons over a two month pilot period ending March 2013. All physicians
responding to the pilot project survey reported a number of broad benefits
as a result of the project, including enhanced clinic communication and
teamwork, improvements to clinic processes and the acquirement of new
skills for all team members involved.
The Panel Metrics project capitalizes on the PCN relationship with the
Health Quality Council of Alberta (HQCA), which provides physician
panel reports including data on patient demographics, comorbidities and
health system use, with comparisons to PCN and Calgary Zone averages.
Participating physicians review their HQCA report with their PCN liaison
and develop individualized quality improvement projects to meet their
practice needs. Calgary Foothills PCN facilitated the signing of HQCA
data sharing agreements with individual members.
To facilitate quality improvement, the PCN encourages the uptake of
Netcare and electronic medical records (EMRs). In addition, a Data
Sharing Agreement (DSA) with physician members and the Physician
Corporation has been developed and implemented to support future data
collection and reporting. Calgary Foothills PCN also provides physicians,
staff and multidisciplinary team members with access to Up-To-Date,
an electronic medical resource offering evidence based, peer reviewed
information to aid health professionals in providing the best patient care.

85
69

per cent of physician respondents report using
Netcare

per cent of physician respondents report using an
EMR; 89 per cent of those use a VCUR-approved EMR

Patient Delia at Riley Park Primary Care Centre

empowering patients to become
partners in their care

celebrating success:
a journey to being smoke-free

As part of the Population Health program, Calgary Foothills PCN offers
health education programs for patients of member physicians.

Brian smoked for 22 years prior to participating in the Calgary Foothills
PCN Tobacco Cessation program. “I realized that I had been a smoker
for most of my adult life,” he explains. “When I compared the number of
years I was smoke-free to the number of years that I’ve been a smoker,
the numbers scared me.” Led by a PCN health professional, the program
helps people quit or lower their tobacco intake by providing group
support and education. Participants can attend for any reason — whether
they want to quit, reduce smoking or simply learn about the benefits of
a smoke-free lifestyle.

The Walking program promotes healthy lifestyles and active living within
a safe and social environment. Participants meet in North Hill Mall year
round, and Confederation Park in the summer. The “Walk with a Doc”
program promotes regular physical activity by offering group walks with
a family doctor. A PCN physician provides a 10 minute talk on a health
related topic and then walks with participants. Sessions take place once a
month, and up to 20 registered walkers can sign up to attend.
Ask a Dietitian is a group appointment designed to increase patient access
to a dietitian. Participants meet with a registered dietitian to ask their
general nutrition questions. The most common reasons for coming to the
group appointment include weight loss or management, healthy eating and
diabetes.
The Tobacco Cessation program provides education, group support and
access to medications for patients ready to reduce or quit their use of
tobacco products. After four group sessions, participants receive scheduled
follow-up phone calls offering further support.

214
92
37
34
18

people registered with the Walking program, 15 of
whom were newly registered this fiscal year

per cent of Ask a Dietitian participants felt they
could make changes to their nutrition after attending the group appointment

per cent of Tobacco Cessation participants contacted at the three month follow-up indicated they
had quit smoking

per cent of Tobacco Cessation participants contacted at the three month follow-up indicated they
had reduced their tobacco use
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PCN health management nurse
Angelica with patient Steve

At his first Tobacco Cessation group appointment, Brian met other
participants like himself. “It was really refreshing to walk into a room and
meet people who were going through the same thing and to listen to
their struggles,” says Brian. “The group environment was supportive and
non-judgmental.”
One of the primary focuses of the Tobacco Cessation program is
education. Participants are provided with information about nicotine
addiction, how to cope with cravings and other resources available after
they complete the program. “When I learned that a craving lasts for two
minutes, I thought, Only two minutes? I can handle that,” says Brian. “The
information I learned in this program was practical and empowering – it
gave me my power back from smoking.”

It was really refreshing to walk
into a room and meet people who
were going through the same thing
and to listen to their struggles.
The Tobacco Cessation program also gives participants the opportunity
to learn about nicotine replacements. With permission from their family
doctor, participants are provided with nicotine replacement samples or
prescriptions for anti-smoking medications. “I chose to use Nicorette gum
and through the program I learned how to use it properly,” says Brian.
Today, Brian has passed his one-year mark of being smoke free and he
is enjoying the benefits of a healthier lifestyle. “I can breathe easier and
I have more energy,” he says. In addition to some of the more obvious
health benefits of a smoke-free lifestyle, Brian is also experiencing some
unexpected perks. “I’ve noticed that since I quit, my cat has become
more affectionate towards me. I think it’s because the smell of smoke is
gone.” Patients can access the program through a referral from a Calgary
Foothills PCN physician. For more information, visit www.cfpcn.ca.
Calgary Foothills Primary Care Network
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coordinated care
improve coordination and integration with other health care services including secondary,
tertiary and long term care through specialty care linkages to primary care

linking specialists and family physicians
Calgary Foothills PCN supports family physicians to manage the majority of health
needs within the primary care setting by improving linkages with specialists. This
allows specialist care to be reserved for less common and more complicated medical
diseases.
Chronic pain specialists and the PCN chronic pain nurse lead are available for
lunch-and-learn sessions with family physicians in their offices. Topics range from
patient case studies to current pain updates. The majority of participants who completed evaluations found the sessions to be excellent or above average.
Pediatrics for Kids in Care (PKIC) is a joint program with pediatricians, Calgary
and Area Child and Youth Services, and Calgary Foothills PCN. The goal of the
program is to ensure access to primary care services to children who come into the
care of Child Protective Services. Children are attached to a family physician at
Crowfoot Primary Care Centre.

14
9

lunch and learn sessions were held over the fiscal year

children (and their biological families and/or foster families)
were attached to a Calgary Foothills PCN family physician
through the PKIC program
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increasing access to primary health care for residents in long
term care

partnering with specialists to support
the medical home

Since 2007, a Calgary Foothills PCN nurse practitioner has
worked within the Bethany Cochrane long term care facility. The goal of the nurse practitioner is to increase access
to primary health care for residents, increase communication
between physicians and family members, and improve coor-

Calgary Foothills PCN has developed several telephone consultation
partnerships with specialists. This service is growing, especially among
family physicians starting a practice. Tele-consult services are available in
the areas of psychiatry, cardiology, orthopedics, rheumatology, chronic
pain and gastroenterology. Data for tele-psychiatry was not available at the
time of this report.

dination of primary health care services with long term care.
This role also emphasizes the importance of health promotion, illness and injury prevention, chronic disease management and treatment of acute illness.

Summary of telephone consults reported by specialists

reducing hospital readmissions
The Enhanced Hospital Discharge project aims to
decrease hospital readmission and emergency room visits by
providing family physicians with timely, in-depth reports on
patients discharged from hospital. The enhanced discharge
coordinator targets Calgary Foothills PCN patients from
specialty units at Foothills Medical Centre and faxes a
subset of the clinical chart to the patient’s family physician.
In addition, the coordinator identifies patients who do not
have a family doctor and who live in the Calgary Foothills
PCN catchment area and coordinates attachment to a family
physician at Crowfoot Primary Care Centre.
The program has been well received by Calgary Foothills PCN
physicians and the project has grown from Cardiology (units
81 and 82) to include Neurology (units 100, 101, 111 and

80
62

per cent of member physicians are
aware of the Enhanced Discharge
program

per cent of physician respondents
reported receiving a report about a
discharged patient

Tele-orthopedics
112) as well as units 36, 37, 46 and 47. As a result of recent
feedback from members, Calgary Foothills PCN is further
refining the report to family physicians to provide succinct
information and follow-up activity.

128 consults completed

Calgary Foothills PCN has also implemented a Seamless
Care pilot project to reduce hospital readmissions within
Calgary Foothills PCN’s catchment area. A referral system
created between the Alberta Health Services – Calgary inpatient pharmacists and PCN pharmacists identifies any pharmacist concerns at discharge. The PCN pharmacists then
provide the information to the family physician. The project
currently involves in-hospital pharmacists at three hospitals
in the Calgary area.

50 consults completed

Tele-gastroenterology

61
23

pharmacist to pharmacist (Seamless
Care) referrals

68 per cent of cases were managed in the
medical home following the consult

Tele-rheumatology
32 consults completed

75 per cent of cases were managed in the
medical home following the consult

Tele-cardiology
23 consults completed

per cent of physician respondents
found the information to be useful for
managing patient concerns at the first
appointment post-discharge

99 per cent of cases were managed in the
medical home following the consult

87 per cent of cases were managed in the
medical home following the consult

working together to coordinate care
Calgary Foothills PCN coordinated a partnership with Alberta Health
Services Central Access and Triage (CAT), the University of Calgary,
Division of Rheumatology, and seven Calgary Zone Primary Care Networks
to launch the pan PCN Tele-rheumatology service to address medical
MSK-related questions. Each PCN is assigned a rheumatologist that
provides telephone consult services 52 weeks of the year. PCN physician
members fax a referral form to Rheumatology CAT to schedule a time for
the telephone consultation.
While the project is still in the early stages and evaluation is incomplete, the
initial results are promising. Calgary Foothills PCN has also had interest
from other specialty areas to coordinate a similar pan PCN approach in the
next fiscal year.

22
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PCN member physician, Dr. Spence

team integration
facilitate the greater use of multidisciplinary teams to provide comprehensive primary care

providing patient-centred care
Calgary Foothills PCN is enhancing primary care through the creation of multidisciplinary teams within the medical home model. In the medical home, physicians,
clinic staff and allied health professionals work with patients to manage their health.
Health professionals are cross-trained to help patients optimize their health through
a focus on health promotion and chronic disease management.
The team concept improves linkages between care teams and enables greater patient
access to services most pertinent to their chronic conditions. Teams vary per clinic
and can consist of health management nurses, clinical pharmacists, behavioural
health consultants, registered dietitians, diabetes educators and/or certified respiratory educators.

10,459
10,279
9,609
99.6

patient interactions with the clinical pharmacists
(approximation)

patient interactions with the health management
nurses (approximation)

patients were seen by a behavioural health consultant (approximation)

per cent of physicians with a family practice had at
least one team member in the medical home
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facilitating team integration
A successful health team requires good communication between physicians
and health professionals, as well as ensuring all health professionals are
utilized to full scope of practice. Calgary Foothills Primary Care Network
facilitates the integration of team members through the work of PCN
liaisons as well as PCN health education and team building events.

91
89
88

per cent of physician respondents indicated they
have a clear understanding of the multidisciplinary
team members’ role in their clinics
per cent of multidisciplinary team member respondents feel they are recognized for their skills and
knowledge

per cent of team members report they have access
to physicians through hallway consults

improving health outcomes
In an attempt to document the impact of interdisciplinary care, pharmacists
have recorded a spreadsheet of patient health outcomes in physician offices.
Using clinical practice guidelines, pharmacists collected baseline data
for patients with hypertension, diabetes and dyslipidemia at their initial
assessment appointment and follow-up data during regular subsequent
appointments.* There was no significant improvement for patients with
dyslipidemia.

79
37

per cent improvement for patients with hypertension (39 per cent were treated to target at baseline
and 70 per cent were treated to target at follow-up)

per cent improvement for patients with diabetes
(38 per cent were treated to target at baseline and
52 per cent were treated to target at follow-up)

celebrating success:
a team approach to a healthier lifestyle
Sarah’s perspective on her health changed dramatically when she told
her family doctor she had lost her sister to diabetes complications. “My
doctor told me that if I didn’t take control of my health, I would follow
down the same path as my sister,” she says.
That was a wakeup call for Sarah who, at the age of 65, had been
struggling with high blood sugar, weight gain and chronic pain. Since her
family doctor is a member of the Calgary Foothills Primary Care Network,
(PCN), she was able to meet with two of the PCN health team members
located in her clinic.
First, Sarah met with Shelly, a clinical pharmacist, to learn how she could
better manage her chronic pain. “We talked about the bad reactions I had
to chronic pain medication and what I could do to lessen those reactions,”
she explains. Then, Sarah talked to a health management nurse, Shirley,
about setting overall health targets that included losing weight and
lowering her blood sugar levels.

I am no longer at a high risk
like my sister was, and now I have
a chance to spend more time
with my granddaughters.

Shirley helped Sarah find ways to make changes to her lifestyle by
identifying unhealthy habits and setting SMART (Specific, Measurable,
Attainable, Realistic and Timely) goals to divide overall health targets into
smaller, easier parts. “These goals allowed me to challenge and change
my bad habits, one at a time, and because they were small and attainable,
they didn’t overwhelm or discourage me,” says Sarah. Shirley also worked
with Sarah to incorporate healthier foods into her diet by following
Canada’s Food Guide.
With the help of her PCN health team, Sarah’s efforts have paid off.
Because of the changes she made to her diet, her blood sugar levels have
improved dramatically and she has successfully lost over 50 pounds. She
also has more energy and improved sleep. “I am no longer at a high risk
like my sister was, and now I have a chance to spend more time with my
granddaughters.”

*The above results must be interpreted with caution, as the sample size is
small and only includes patients who would benefit from interdisciplinary
care, as identified by physicians.
PCN clinical pharmacist, Noorani

PCN health management nurse, Shirley
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2012 - 2013 financial statements

June 12, 2013

statement of financial position

To the Shareholders of 1255404 Alberta Ltd. (operating as Calgary Foothills Primary Care Network)
As at March 31

We have audited the accompanying financial statements of Calgary Foothills Primary Care Network, which comprise the statement of financial position as at March 31, 2013, and the statements of revenue and expenses, changes
in net assets and cash flows for the year then ended, and a summary of significant accounting policies and other
explanatory information.

2013
$

2012
$

6,778,390

1,299,881

ASSETS
Current
Cash and Cash Equivalents [note 3]

Management’s responsibility for the financial statements

Investments

500,000

-

Accounts receivable

596,592

683,961

Management is responsible for the preparation and fair presentation of these financial statements in accordance
with Canadian accounting standards for not-for-profit organizations, and for such internal control as management
determines is necessary to enable the preparation of financial statements that are free from material misstatement,
whether due to fraud or error.

Prepaid expenses

87,733

39,732

7,962,715

2,023,574

567,860

886,673

8,195

13,484

26,174

26,174

8,564,944

2,949,905

5,238,210

3,194,006

429,749

389,186

5,667,959

3,583,192

2,896,985

(633,287)

8,564,944

2,949,905

Total current assets
Capital assets [note 4]
Intangible assets [note 4]

Auditors’ responsibility

Rent deposits

Our responsibility is to express an opinion on these financial statements based on our audit. We conducted our audit
in accordance with Canadian generally accepted auditing standards. Those standards require that we comply with
ethical requirements and plan and perform the audit to obtain reasonable assurance about whether the financial
statements are free from material misstatement.

LIABILITIES AND NET ASSETS

An audit involves performing procedures to obtain audit evidence about the amounts and disclosures in the financial statements. The procedures selected depend on the auditors’ judgement, including the assessment of the risks
of material misstatement of the financial statements, whether due to fraud or error. An audit includes examining,
on a test basis, evidence supporting the amounts and disclosures in the financial statements. An audit also includes
evaluating the appropriateness of accounting policies used and the reasonableness of accounting estimates made by
management, as well as evaluating the overall presentation of the financial statements.
We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis for our audit
opinion.

Current
Accounts payable and accruals
Deferred program grants [note 5]
Total current liabilities
Net assets (deficiency)
Unrestricted
Commitments and contingencies [note 6]
See accompanying notes

Opinion
In our opinion, the financial statements present fairly, in all material respects, the financial position of Calgary Foothills Primary Care Network as at March 31, 2013, and the results of its operations and its cash flows for the year then
ended in accordance with Canadian accounting standards for not-for-profit organizations.

Chartered Accountants
Calgary, Canada
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statement of revenue and expenses

statement of changes in net assets
2013
$

2012
$

21,958,136

16,818,625

Clinic Overhead

2,154,603

1,841,201

Fee for Service

1,709,980

1,910,289

POSP Funding

341,234

558,312

Grants and Sponsorship

165,779

74,532

Interest

82,147

16,532

Room Rental

49,178

84,775

6,438

1,408

26,467,495

21,305,673

Year ended March 31

2013
$

2012
$

Net assets, beginning of year

(633,287)

(479,376)

Excess (deficiency) of revenue over expenses

3,530,271

(153,911)

Net assets (deficiency), end of year

2,896,985

(633,287)

2013
$

2012
$

3,530,271

(153,911)

407,754

397,766

(500,000)

-

87,369

(202,075)

(48,001)

15,034

-

2,000

2,044,204

1,212,015

Year ended March 31

REVENUE [note 7]
Alberta Health and Wellness Per Capita Funding

Special Linkages

See accompanying notes

statement of cash flows
Year ended March 31

PROGRAM EXPENSES [note 7]
10,416,956

8,167,715

Chronic Disease Management

3,050,071

4,195,174

Obstetrics

2,308,148

2,407,648

After Hours

1,358,544

1,318,278

Mental Health

1,304,716

1,210,464

Seniors Health

719,280

886,433

Population Health

702,819

464,201

IT Initiatives

123,897

129,267

14,031

76,340

19,998,472

18,855,521

6,469,023

2,450,152

Increase in deferred program grants

40,563

1,365

Cash provided by operating activities

5,562,161

1,272,194

(83,652)

(39,833)

-

22,499

(83,652)

(17,333)

Net increase in cash during the year

5,478,509

1,254,861

Cash and cash equivalents, beginning of year

1,299,881

45,020

Cash and cash equivalents, end of year

6,778,390

1,299,881

Clinic Innovations

In-Hospital Care
Excess of revenue over expenses before general and
administrative expenses
General and administrative expenses [Schedule 1]

2,938,752

2,604,062

Excess (deficiency) of revenue over expenses

3,530,271

(153,911)

See accompanying notes

OPERATING ACTIVITIES
Excess (deficiency) of revenue over expenses
Items not involving cash
Amortization of capital assets
Change in non-cash operating working capital:
Increase in investments
Decrease (increase) in accounts receivable
(Increase) decrease in prepaid expenses
Decrease in rent deposits
Increase in accounts payable and accruals

INVESTING ACTIVITIES
Purchase of capital assets
Proceeds on disposal of capital assets
Cash used in investing activities

See accompanying notes
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notes to financial statements

schedule 1: general and administrative expenses
2013
$

2012
$

1,271,143

1,307,018

Office Operations

525,138

291,370

Amortization

407,754

397,766

Premise Costs

322,129

260,994

Board of Directors’ Honoraria

280,923

226,538

Insurance

46,947

28,890

Legal and Audit

40,253

53,757

Materials and Program Costs

37,295

33,382

7,170

4,347

2,938,752

2,604,062

Year ended March 31

Salaries, wages and benefits

Marketing and Communications

See accompanying notes

March 31, 2013

1. INCORPORATION AND NATURE OF OPERATIONS
1255404 Alberta Ltd. is a not for profit corporation operating as Calgary Foothills Primary Care Network [“the Network” or “PCN”],
which is a non-profit enterprise between physicians, Alberta Health and Wellness and Alberta Health Services incorporated under the
laws of the Province of Alberta on June 27, 2006.
The Network is a group of about 300 family physicians in northwest Calgary and Cochrane collaborating with Alberta Health Services
to deliver the best possible primary care. The Network brings together physicians and other primary health care providers to achieve
efficiencies, assess and meet patient needs and cooperate on community health care programs. Needs that have been identified for
Calgary Foothills PCN include such programs as chronic disease management, clinic innovations, obstetrics, after-hours access, mental
health and seniors health.
The Network is a not-for-profit corporation under the Income Tax Act [“the Act”] and, as such, is exempt from income taxes.

2. SIGNIFICANT ACCOUNTING POLICIES
The financial statements have been prepared in accordance with Part III of the Canadian Institute of Chartered Accountants [“CICA”]
Accounting Handbook – Accounting Standards for Not-for-Profit Organizations, which sets out generally accepted accounting principles
for not-for-profit organizations in Canada [“GAAP”] and include the significant accounting policies described hereafter.
Certain figures in the comparative period have been reclassified to conform to current year presentation.

Cash and cash equivalents
Cash and cash equivalents consist of cash on deposit and short-term investments with a short term to maturity of approximately three
months or less from the date of purchase. See notes 3 and 5.

Investments
Investments in debt securities (generally GIC’s) are initially recorded at fair value plus financing fees and transaction costs that are
directly attributable to their acquisition or disposal. These investments are thereafter carried at amortized cost using the straight-line
amortization method.

Capital assets and intangibles
Capital assets are recorded at cost. The cost for contributed capital assets is considered to be fair value at the date of contribution.
Amortization is provided using methods and rates intended to amortize the cost of assets over their estimated useful lives.
In the period of acquisition, amortization is pro-rated for the period of usage.
Method

Rate

Tenant improvements

Straight-line

5 years

IT Equipment

Straight-line

5 years

Clinic and Office equipment

Straight-line

5 years

Intangibles consist of IT software and are amortized on a straight-line basis over their estimated useful life of five years.
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Revenue recognition

5. DEFERRED PROGRAM GRANTS

The Network follows the deferral method of accounting for contributions. Restricted contributions are recognized as revenue in the year
in which the related expenses are incurred. Unrestricted contributions and per capita funding are recognized as revenue when received
or receivable if the amount to be received can be reasonably estimated and collection is reasonably assured.

Deferred program grants relate to funds received from various parties in the past. Revenue related to these funds is recognized in the year
in which the corresponding program expenses are incurred. At year-end, deferred program grants are comprised of the Cervical Cancer
Initiative in the amount of $185,166 [2012 - $317,676], Atrial Fibrillation Initiative in the amount of $54,310 [2012 - $71,510] and
$190,273 [2012 - $nil] for other. See also note 3.

Measurement uncertainty
The preparation of financial statements in conformity with Canadian generally accepted accounting principles requires management
to make estimates and assumptions that affect the reported amounts of assets and liabilities and disclosure of contingent assets and
liabilities at the date of financial statements, and the reported amounts of revenue and expenses during the reporting period.
Accounts receivable are stated after evaluation as to their collectability and an appropriate allowance for doubtful accounts is provided
where considered necessary. Amortization is based on the estimated useful lives of capital assets.
These estimates and assumptions are reviewed periodically and, as adjustments become necessary they are reported in the statement of
revenues and expenses in the periods in which they become known.

3. RESTRICTED CASH
As of March 31, 2013 restricted cash consisted of: $185,166 [2012 - $317,676] for the Cervical Cancer Initiative, and $54,310 [2012
- $71,510] for the Atrial Fibrillation Initiative (see note 5). These funds are not available for general purposes.

4. CAPITAL ASSETS AND INTANGIBLES
2013
Cost
$
Leasehold Improvements

Accumulated amortization
$

Net book value
$

1,527,390

1,126,255

401,135

Clinic and Office Equipment

360,419

257,083

103,336

IT Equipment

253,916

190,527

63,389

Total Capital Equipment

2,141,725

1,573,865

567,860

Intangibles - IT Software

23,362

15,167

8,195

2,165,087

1,589,032

576,055

2012
Cost
$
Leasehold Improvements

Accumulated amortization
$

Net book value
$

1,443,739

834,548

609,191

Clinic and Office Equipment

360,419

188,606

171,813

IT Equipment

253,916

148,247

105,669

2,058,074

1,171,401

886,673

Total Capital Equipment
Intangibles - IT Software

23,361

9,877

13,484

2,081,435

1,181,278

900,157

6. COMMITMENTS AND CONTINGENCIES
As per guidelines set up by the Primary Care Initiative Committee, the PCN is required to disclose any legal obligations that would be
necessary to meet if the PCN ceased to exist. The following obligations have been identified as of March 31, 2013:
Lease Obligations for Real Estate:
$5,519,784
Lease Obligations for Equipment:
$346,376
Estimated Severance for Employees: $549,578
The Network’s primary source of revenue is from Alberta Health and Wellness. This funding requires the Network to follow certain
guidelines with respect to the use of program funds. Should the Network fail to follow these guidelines, this funding could be cancelled.
As at March 31, 2013, the Network’s management believes it is in compliance with the guidelines as established by Alberta Health
and Wellness. On May 2, 2013, the PCN received confirmation from Alberta Health and Wellness of funding for the period through
September 30, 2013.

7. RELATED PARTY TRANSACTIONS
The PCN derived 89 per cent [2012 - 87 per cent] of its income from Alberta Health and Wellness through Per Capita Funding and
Fee for Service Revenue through clinic operations. This is a contractual relationship that is renewed on a periodic basis. As at March 31,
2013, no amounts are payable or receivable from Alberta Health and Wellness.
The PCN is 50 per cent owned by Alberta Health Services (“AHS”). Through a contract, AHS provides medical services for the PCN
on a regular basis. As at March 31, 2013, these services comprised seven per cent of the current year’s total operational costs and are
included in Mental Health, Chronic Disease Management and Obstetrics on the Statement of Revenues and Expenses.
The above transactions were made in the normal course of business and were recorded at the exchange amount.

8. FINANCIAL INSTRUMENTS
The Network, as part of its operations, carries a number of financial instruments. It is management’s opinion that the Network is not
exposed to significant interest rate, currency or credit risks arising from these financial instruments except as otherwise disclosed.

9. CREDIT FACILITY
As at March 31, 2013 and 2012, the PCN had an available unsecured line of credit of $2,000,000 bearing interest at the bank’s prime
rate.

During the year, capital assets were acquired at an aggregate cost of $83,652 [2012 - $17,333] of which $71,641 [2012 - $17,333] of
capital assets were acquired using cash and $12,011 [2012 - $nil] remain in accounts payable and accruals at year-end.
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Calgary Foothills Primary Care Network - Operations
500, 1716 16 Avenue NW Calgary, AB T2M 0L7

Phone: 403-284-3726

administrative office
Larry McLennan
Executive Director
larry.mclennan@cfpcn.ca

Lorraine Bucholtz
Associate Executive Director
lorraine.bucholtz@cfpcn.ca

David Crocker
Director, Operations
david.crocker@cfpcn.ca

Bryan J. Neill
Manager, Finance
byran.neill@cfpcn.ca

Susan Trollope
Business Manager,
Foothills Primary Care
Physician Corporation
susan.trollope@cfpcn.ca

Norine Brady
Manager, Human Resources
norine.brady@cfpcn.ca

Fax: 403-284-9518

www.cfpcn.ca

359,387
patients

358

physicians

84

programs

clinics

Dr. Linda Slocombe
Medical Director

Dr. Ted Jablonski
Medical Lead, After Hours

Dr. Michelle Deyholos
Medical Lead, Hospital Transition

Dr. Mark Joyce
Medical Lead, Mental Health

Dr. Teresa Killam
Medical Lead, Obstetrical Care

Dr. Marie Patton
Medical Lead, Seniors Health
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