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SECTION 1 
 

Summary of PCN Highlights 
 

Highlights of 2021-2022 include: 
 

- Compliance to public health measures via remote work agreements and delivery of services through 
virtual means.  There was a positive response to virtual offerings again in 2021-2022.  
 

- Extensive collaborative in the COVID-19 pandemic response strategy both locally and within the 
Calgary Zone including a continuum of activities: advocacy, communication, continuing medical 
education / virtual education), supports in response to public needs / gaps in services, COVID testing 
and vaccination in primary care environments, COVID Access clinic, resources to address vaccine 
hesitancy and more. 

 

- Enhanced supports and efforts for at risk populations including COVID sessions with interpreters, 
sharing web resources and links to translated information and PCN partnerships to translate key 
resources to most commonly spoken first languages of Bow Valley residents. 

 

- Continued engagement of PCN Inter-Professional Team members and great efforts to provide care and 
address local needs through virtual care.  Staff continue to demonstrate creativity, commitment to evidence-
based practice and eagerness to provide unique local services.  

 

- Responsiveness to local health needs via enhanced emphasis on population health strategies (e.g. 
food security, sexual health, mental health supports). 

 

- Strong public and patient engagement in PCN activities / services. 
 

- Foundational work on the Bow Valley PCN Strategic and Business Plans including extensive data 
analysis, stakeholder consultation and identification of five strategic priorities for 2022-2025.   

 

 

Gaps / Opportunities: 
 

- Recognition of the shortage of family physicians and of the need to further develop strategies and 
strengthen partnerships to retain and recruit primary care providers to Bow Valley communities. 
 

 

 

 

 

 

 

 

 

 
Note: In this document:  
 
- Mini Thni refers to the Stoney Nakoda First Nations reserve between Canmore and Calgary, located on Treaty 7 territory 
- Banff geographic area includes Banff and surrounding communities, including Lake Louise 
- Canmore geographic area includes Canmore and surrounding communities, including Mini’Thni 
 

 



3 
 

Period Overview 
 

This section provides an overview of the priority initiatives approved in the PCN 2017-2020 Business Plan.  Alberta Health 
granted an extension of the 2017-2020 Business Plan to March 31, 2022. 

 
 

Name of priority initiative: Primary Care and Chronic Disease Management and Prevention 

 

Elements 
 

Planned 
Achievement 

(targeted 
outcome) 

 

Status* 
 

Status Explanation** 
 

Inter- 
Professional 
Team (IPT) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Employ de-centralized 
staff to provide clinical 
leadership and 
support for chronic 
disease management, 
women’s health and 
maternal and infant 
health in relevant PCN 
member clinics and to 
respond to 
paneling and program 
and service needs 

Ongoing The PCN assigns Inter-Professional Team (IPT) allocations to clinic 
members, as appropriate.  As of March 31, 2021 five primary care clinics 
housed (either in-person or virtually) PCN decentralized staff (those working 
in or directly supporting clinic members) including Panel Management 
Assistants and Licensed Practical and Registered Nurses (LPNs and RNs).   

PCN clinicians receive referrals from physicians, other healthcare providers 
(e.g. Cardiologists, Nurses, Mental Health staff, etc.), external health and 
human service organizations and patients (via self-referral).   

 

Highlights are included in Table 1. 
 

Hire, and create 
access to centralized 
staff (Active Living 
Consultants, Behavior 
Change Specialist, 
Lactation Consultant, 
Pharmacist and 
Registered Dietitian) 
through a centralized 
referral system 

Ongoing Due to COVID-19 and public health restrictions and protocols, centralized 
staff primarily delivered consultations and programs by phone (1:1 consults) 
or online using Zoom Healthcare platform (1:1, community-based seminars 
and PCN programs).  There were, of course, exceptions including services 
of the PCN Lactation Consultant and on occasion, the PCN Registered 
Dietitian along with some face to face, distanced outdoor programming by 
PCN Active Living Consultants.  
 
Highlights are included in Table 1. 
 
 

Development and 
delivery of health 
seminars 

 

Ongoing The Bow Valley PCN provided 214 community-based (meaning that anyone 
can register) & referral-based seminars (meaning that patients who are 
referred for specific issues may be placed in a group session vs. 1:1 with a PCN 
clinician (282 in 2020-2021) with 2,825* participations (2,406* in 2020-2021).  
Appendix A contains details. Topics / activities range from active living, 
healthy eating, mental health, MSK etc. and are 1 hour long to multi-week 
programs. The number of classes and participations was higher in the 
previous fiscal year, however, this is due to the PCN working hard to 
consolidate and streamline class offerings.  All in person classes shifted to 
virtual in March, 2020 using Zoom Healthcare.  In 2020-2021 promotion was 
expanded via social media (e.g. Facebook events) and monthly e-
newsletters for targeted, lower subscribed sessions.  EMR wait lists were 
developed and referred to for seminar planning purposes. 

* these are not individual patients; rather totals of participants 

Provide professional 
development 
opportunities to IPT 
members 

Ongoing Professional Development for Inter-Professional Team members continue to 
be provided through monthly meetings, CMEs and local, regional or 
provincial opportunities.  A list of sessions is provided in Appendix C. 
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Name of priority initiative: Primary Care and Chronic Disease Management and Prevention 

 

Elements 
 

Planned 
Achievement 

(targeted 
outcome) 

 

Status* 
 

Status Explanation** 
 

Inter- 
Professional 
Team (IPT) 

 

To ensure that all 
primary care clinics 
are aware of PCN 
programs and 
services. 

Ongoing The PCN raises awareness of their services on an ongoing basis through 
the PCN website, HUTV, social media, business-sized promotional cards, 
PCN group program cards, clinic room decals and patient, physician / health 
care provider e-newsletters, articles in local weekly papers and coverage on 
the local radio station (Mountain FM).  

Partnerships include recruitment and hiring of PCN staff working in member 
clinics and participation in CME and other learning events.  Clinic Manager 
involvement / contribution is in-kind.  These individuals have been 
instrumental to many PCN successes. 

Special efforts were made in 2021-2022 to increase awareness via local 
health and human service agencies.  The PCN Population Health Strategist 
coordinated and ran awareness sessions in partnership with the PCN Active 
Living Consultant reaching 45 Allied Health Professionals in the Bow Valley.  
Sessions highlighted the accessible PCN services to encourage cross-
referrals and provided an opportunity to make connections for program 
partnerships.  Participants were provided PCN bags with promotional items 
such as PCN-branded pens, food bags, grocery lists, pedometers and 
information packets.  

 

 

 

 

*Completed, On-going, On Target, Delayed, Deferred or Discontinued 
**Briefly describe achievements or explain delays, deferrals or discontinuations. 

 

Table 1 highlights the work of Bow Valley PCN Inter-Professional Team members.  The table summarizes referrals received, access 

measures, demographics and primary reasons services were sought.   During the COVID pandemic IPT members complied with public 

health measures.  As such, the vast majority of services were provided virtually; outcome measures were not taken as they historically were. 

Jt. Governance members recognize that utilization of ambulatory services during COVID were affected across the health system. 

PCN clinicians provide 1:1 consultation services and work in a variety of inter-professional teams.  In addition, they lead seminars, support 

population health efforts targeting existing and emerging issues (e.g. food insecurity, mental health) and co-facilitate pan-PCN programs 

such as Anxiety to Calm.  Involvement of clinicians in the breadth of PCN programs is noted in Table 1.  
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Table 1: Summary and Highlights of Bow Valley PCN Inter-Professional Team members 

PCN Role Total 
FTE 

# in 
role 

2021-2022 Highlights 
 

Terms:  
SNP: service not provided for reasons of no show, patient cancellation, patient not responding or referral not applicable 
Within geographic region: Dead Man’s Flats, Exshaw, Harvie Heights, Lac Des Arcs, Lake Louise and Mini’Thni 
Outside geographic region: outside of the Bow Valley 

Role also involved in 
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H
e
a
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n

 P
C

N
 

P
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g
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m
s
 

Active Living 
Consultant 
(ALC) 

1.4 2 - 52 referrals received (compared to 62 in 2020-2021), 31% self-referral; 7 (13%) SNP; N = 46 
- Access from referral to initial consult was 16 days (comparable to 2020-2021) 
- Of those referred, 60% were female, 40% were male 
- 38% were 0-49 years of age and 62% were 50+ 
- 55% resided in Canmore, 31% in Banff, 10% within geographic region (0% from Mini’Thni), and 4% outside the 

geographic region  
- Primary reasons for referral were musculoskeletal and metabolic 
- 430 1:1 appointments were completed (compared to 324 in last FY); of the total 541 appointments booked, 112 

(21%) were either missed/no show or cancelled (many of which were likely rebooked) 
- The ALCs facilitated 59 workshops (some of which were multi-week) with a total of 1,999 participations 

compared to 148 workshops and 1,273 participations in 2020-2021.  See Appendix A. 
 

X X X X  X X X 

Behavioural 
Change 
Specialist 
(BCS) 

0.6 1 Note: this IPT colleague has been on medical leave since September 2021.  The PCN has advertised for a 
temporary social worker to assist with the growing mental health needs and has not had success in recruiting for 
this position (likely due to the temporary nature of the position) 

- 44 referrals were received (compared to 45 referrals in 2020-2021), 15 were not seen due to BCS being on 
leave; 7% self-referral; 9 (20%) SNP; N=20 

- Access from referral to initial consult was 24.5 days (compared to 18 in 2020-2021) 
- Of patients referred, 76% were female, 24% male  
- 64% were 0-49 years of age and 36% were 50+ 
- 25% resided in Canmore, 30% in Banff, 6% within the geographic region (<1% from Mini’Thni), and 11% outside 

the geographic region 
- Primary reason for referral was psychological adjustment 
- 77 1:1 appointments were completed (compared to 253 in 2020-2021); of the total 133 appointments booked, 56 

(42%) were either missed/no show or cancelled (many of which were potentially rebooked) 
- The BCS facilitated 6 workshops with a total of 85 participations compared to 9 workshops with 304 

participations in 2020-2021. See Appendix A. 

 

  X X  X  X 

Lactation 
Consultant 
(LC) 

casual 1 Provides pre- and post-natal education and breastfeeding support to mothers working closely with PCN Obstetric 
RNs, Mountain Maternity & Family Medicine Clinic as well as the Canmore General Hospital. 
- 169 referrals received, of which 144 were unique patients (compared to 109 referrals in 2020-2021); 20% self-

referral; 18 (13%) SNP; N = 126 

- Access from referral to initial consult was 3.5 days (an increase of 1 day since last FY) 
- Of patients referred, 29% were 19-29 years of age, 66% were 30-39 years of age and 5% were 40-49 years of 

age 
- 46% resided in Canmore,14% in Banff, 14% within the geographic region (7% from Mini’Thni), and 24% outside 

the geographic region (21% of which lived in Cochrane); 2% did not have an address 
- 182 completed 1:1 appointments; of the total 182 appointments booked, 25 (12%) were either missed/no show 

or cancelled 
- The LC co-facilitated 5 Birth and Beyond classes (2 evenings x 3 hours each) with 263 participations (note: 

partners/supporters are not included in this total) compared to 7 times with 213 attendees in last FY). See 
Appendix A. 
 
 

     X   
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PCN Role Total 
FTE 

# in 
role 

2021-2022 Highlights 
 

Terms:  
SNP: service not provided for reasons of no show, patient cancellation, patient not responding or referral not applicable 
Within geographic region: Dead Man’s Flats, Exshaw, Harvie Heights, Lac Des Arcs, Lake Louise and Mini’Thni 
Outside geographic region: outside of the Bow Valley 

 

Role also involved in 
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Nurses 
(Licensed 
Practical)  

1.8 3 - Support PCN member in team-based care including chronic disease management, women’s health, senior’s 
health, maternal and infant health, mental health, obstetric care, sexual health and MSK issues.   

- Critical support of primary care providers and patients in an environment where there is a serious shortage of 
primary care physicians  

- Provided consultation and support for the PCN’s COVID Access Clinic (where 43% of COVID+ patients were 
unattached); supported clinics and primary care providers to deliver COVID-19 tests (over 5,000) and vaccines 
(~8,800) by 6 Clinic members 

- LPNs/RNs co-facilitated 6 multi-week workshops with a total of 321 participations. See Appendix A. 

    X X   

Nurses 
(Registered) 

2.28 4     X X X X 

Panel 
Management 
Assistant  

1.3 2 - Enhance patient care through panel and ASaP maneuver management / screening rates in 5 member clinics 
(includes BPA supported roving PMA at 3 clinics) 

- Clinic onboarding and support for CII/CPAR 
- Targeted outreach promoting evidence-based efforts (e.g. COVID vaccination, mobile mammography) 
- Support attachment of higher needs patients when primary care provider retires / discontinues service  

      X  

Pharmacist  0.2 1 - 23 referrals received (compared in 26 referrals in 2020-2021), 43% self-referrals; 2 (9%) SNP; N=21 
- Access from referral to initial consult was 14.5 days (down from 21 days in last FY) 
- Of patients referred, 52% were female, 48% were male 
- 35% were 0-49 years of age and 65% were 50+ 
- 78% resided in Canmore, 18% in Banff and 4% outside the geographic region 
- Primary reasons for referral included mental health, geriatrics, and musculoskeletal 
- 97 1:1 appointments were completed (compared to 106 in last FY); of the total 119 appointments booked, 22 

(18%) were either missed/no show or cancelled (many of which were potentially rebooked) 
- The pharmacist facilitated 6 workshops with a total of 48 participations compared to 15 workshops with 173 

participations in 2020-2021.  See Appendix A. 

   X  X  X 

Population 
Health 
Strategist  

0.9 1 In addition to coordinating population health strategies addressing food insecurity, mental health, etc., the 
Population Health Strategist co-facilitated 2 multi-week workshop with a total of 97 participations. See Appendix A. 

     X X X 

Registered 
Dietitian 
(RD) 

0.8 1 - 275 referrals received, of which 268 were distinct patients (compared to 199 referrals in 2020-2021); 16% self-
referrals; 19% (52) were forwarded to AHS Public Health or AHS Diabetes Clinic due to the service structure in 
the Bow Valley; 32 (12%) SNP. N=184. Patients were triaged into either 1:1 appointments or group workshops  

- Access from referral to initial consult was 17 days (down from 21 days in previous FY) 
- Of those referred, 65% were female, 35% were male and one individual identified as gender X 
- 55% were 0-49 years of age and 45% were 50+ 
- 52% resided in Canmore, 31% Banff, 7% within geographic region (1% from Mini’Thni), and 10% outside the 

geographic region  
- Primary reasons for referral include weight management, pre-diabetes and heart health 
- 516 1:1 appointments were completed (compared to 425 in last FY); of the total 661 appointments booked, 145 

(22%) were either missed/no show or cancelled (many of which were potentially rebooked) 
- The RD facilitated 10 workshops (some of which were multi-week), with a total of 247 participations compared to 

24 workshops with 269 participations in 2020-2021. See Appendix A. 

X  X X  X X x 
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Name of priority initiative: Primary Care and Chronic Disease Management and Prevention (con’t) 

 

Elements 
 

Planned 
Achievement 

(targeted 
outcome) 

 

Status* 
 

Status Explanation** 
 

PCN Group 
Programs 

Provision of 
accessible programs 
for local residents  

Ongoing  The PCN IPT continue to provide multi-disciplinary long term group programs 
with support from the Referral colleagues.  COVID-19 significantly affected in-
person delivery and outcome measures beginning in March 2020. All 
programs have ongoing intake making FY reporting challenging.  Highlight(s) 
for each are noted below:  
 
Active Living Exercise Programs (ALEP) 

- In-person ALEP programming (historically run 2-3x / week) in Banff and 
Canmore was discontinued as of March, 2020.  ALEP referrals were 
managed by the Active Living Consultants in 1:1 online consultations.   

- In the fall, 2021 Canmore General Hospital moved the AHS rehab team to 
the former Physio Department area (this area had been the hospital’s 
dedicated COVID space from March, 2020 to the fall, 2021).   As such, the 
PCN no longer has access to this space to offer the ALEP in Canmore.  
Some PCN ALEP equipment was retained by the physio department; 
remaining items were transferred to the Town of Banff in the spring, 2022 
to the newly developed work out area at the Fenlands Recreation Centre. 

 
BACKtivity 

- 6 self-referrals were received in 2021-2022 (13 in 2020-2021).  One small 
virtual group session was coordinated in 2021-2022 with 3 participants; the 
remaining services were provided via 1:1 virtual consultations with Active 
Living Consultants to comply with COVID-19 public health measures.   

 
Best Weight (BW) 

- 55 referrals were received in 2021-2022 (compared to 63 in 2020-2021)  
- Of these referrals, 32 (58%) SNP; N=23 
- 44% of referrals were 0-49 years of age and 56% were 50+ 
- Self-reported measures were collected for 16 participants at intake and at 

3-month intervals. Outcomes: 4.6% body weight reduction, 6 cm waist 
circumference reduction, GAD7 and PHQ9 (mental health screen tools) 
showed reduction in anxiety and depression by 2.9 and 1.9 points 
respectively. Participants self-perception of health improved by 16.5% as 
per the EQ5D 

 
Chronic Pain Clinic (CPC) 
- 60 referrals were received in 2021-2022 (compared to 67 in 2020-2021) 
- Of these referrals, 29 (48%) SNP; N=31 
- This fiscal year PCN clinicians piloted the provincial MOPP (Moving on 

from Persistent Pain training) and offered 2 MOPP consisting of 8-week 
sessions with 26 participants total.  

 
MINT Memory Clinic  
- 2 x PCN physicians, 2 x PCN Nurses, 2 x Alzheimer Society Social 

Workers were trained in the summer, 2021.  The PCN adopted EMR 
changes to support the program and the patient (and support person / 
family member) clinic was initiated in September 2021.  

- The PCN hosted 8 MINT clinic days from September 5, 2021, to March 31, 
2022.  24 patients were seen by the multi-disciplinary team.  Individual 
patient/family consultations are booked for 3 hours with a maximum of 3 
patients per clinic day 

- Specialist referrals are expedited from the MINT clinic given the thorough 
assessment provided by the MINT Team.  Referrals are forwarded to a 
team of supporting specialists (who are also available to the MINT team for 
phone advice) including: Dr. David Hogan (geriatrician); Dr. Erijka 
Haalboom (geriatric psychiatry); Dr. Eric Smith, (cognitive neurologist) and 
Dr. Jon Fridhandler (general neurologist who also offers a Canmore clinic 
1x/mo) 

 

Appendix A summarizes the PCN Group Seminars offered by the Bow 
Valley PCN team.  In FY2021-2022 the PCN provided 214 community 
seminars (282 last fiscal year) to 2,825 participants (2,406 last fiscal year)  
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Name of priority initiative: Population Health 
 

The Bow Valley PCN has a 0.9 FTE position which has population health as a primary focus.   One of the PCN RNs (working a 0.8 FTE) 
has a 0.2 FTE allocation towards population health.  
  

 

Elements 
 

Planned Achievement 
(targeted outcome) 

 

Status* 
 

Status Explanation** 
 

Pan PCN 
activities 

Partnering with the other 
6 PCNs to improve 
primary care services in 
the Calgary zone of AHS 

Ongoing * Bow Valley PCN continues to contribute funds and efforts towards pan 
PCN activities in the Calgary zone, including the Calgary Zone Business 
Unit housing ~7 team members.  Efforts in 2021-22 included: 

- Continued contributions towards the Calgary Zone Service Plan and pan 
PCN planning and professional development 

- Communications (e.g. standard messages distributed via email, e-
newsletters, social media) including extensive COVID-19 communication 

- COVID vaccination clinic supports and promotion 
- Mental Health Task Force: efforts resulted in completion and spread of 

the anxiety pathway (including locations outside of Calgary Zone), over 
4,000 attendees in 6 Zone wide mental health CMEs, 13 workshops 
focused on staff wellness targeting PCN physicians and inter-professional 
team members.  Extensive DBT training for physicians and inter-
professional team members. 

- Patient’s Medical Home with a focus on panel and CII/CPAR 
- Specialty Integration increasing collaboration between primary and 

specialty care and improving the effectiveness of SpecialistLink.com 
- Supported Transitions increasing Calgary zone residents who have a 

family doctor (AlbertafindaDoctor.ca) and increasing access to timely 
information from home to hospital to home 

- A summary of Calgary zone pan PCN activities is in Appendix D 

Local 
partnerships  

  PCN representation / engagement in local health promoting committees / 
organizations has been maintained and expanded.  Examples include the 
2SLGBTQ+ working group, Bow Valley Food Alliance, Bow Valley Good 
Food Box, Bow Valley Immigration Partnership (BVIP), BVIP Health 
Committee, Bow Valley Wellness Preparedness & Recovery Coalition, 
Calgary Zone Mental Health Task Force, Canmore Coordinated COVID 
food response committee, the Harmony Project and Moving Mountains 
Initiative.  Partnerships are collaborative and focused on existing and 
emerging needs.   

 

Baby Friendly Low risk prenatal & 
post natal education, 
breast pump lending 
 

Ongoing * The Bow Valley PCN Primary Care and Obstetrics RN and the PCN 
Lactation Consultant continue to offer the free Birth and Beyond prenatal 
classes (2 evenings x 3 hours).  Birth and Beyond was provided 5 times in 
2021-2022 with 263 attendees (partners/supporters are not included in 
this total). (compared to 7 times with 213 attendees to last FY).  Class 1 
focuses on the labour process; Class 2 is medical and non-medical ways of 
managing discomfort in labour, including interventions such as c-sections. 
Class 3 focuses on breastfeeding. 

The PCN also offers free access to breastfeeding pumps.  Four pumps 
are available for loan.  In 2021-2022, 12 patients signed out a pump:58% 
for 3 weeks or less; 42% for 1-1.5 months and 0% for 8-10 weeks. 

*Completed, On-going, On Target, Delayed, Deferred or Discontinued 
**Briefly describe achievements or explain delays, deferrals or discontinuations. 

  

http://www.specialistlink.com/
http://www.albertafindadoctor.ca/
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Name of priority initiative: Population Health (cont.) 
 

 

Elements 
 

Planned Achievement 
(targeted outcome) 

 

Status* 
 

Status Explanation** 
 

Identifiable 

Populations 

Further initiate 
partnerships and 
needs assessments 
for First Nations 
population served by 
the PCN 

 

 

 

 

 

 

 

 

 

 

 

 

 

Partner with 
immigrant serving 
organizations to 
identify how we can 
work together to 
better serve these 
populations. 

 

Coordinate further 
outreach to hospitality 
workers in the Bow 
Valley 

 

On-going The PCN continued their working relationship with Stoney Health Centre in 
Mini’Thni in 2021-2022 re: the COVID-19 response.  PCNs in the Calgary 
Zone provided personal protective equipment (PPE), via a PCN Hub and 
Spoke Model, to support primary care testing and vaccination efforts.   SHS 
Public Health members played a significant role in COVID by providing 
~2,800 tests and ~5,600 COVID vaccines (over half of the tests and 
vaccines provided by all of the Bow Valley clinics). 
 

During the stakeholder consultation component of the Business Plan 
Renewal process the PCN’s Consultant held a focus group with 
representatives of Stoney Health Centre.  Information from the focus group 
was summarized and validated with participants.  A Business Plan 
Amendment (using unexpended funds from FY2021-2022) was submitted in 
March 2022; one component specific to Stoney Health Centre was 
conditionally approved by Alberta Health.  Alberta Health will confirm 
approval once the PCN’s Audited Financial Statements (submitted in June 
2022) have been reviewed and approved.  

 
One of the educational sessions for the Population Health Initiative, Food 
from Home, was filmed in Mini’Thni and has had 143 views on Facebook 
and YouTube.   
 

 
In previous years, WCB data was analyzed indicating that the Bow Valley 
has higher rates of injuries resulting in lost time or modified work than 
elsewhere in Alberta.  Bow Valley Immigration Partnership (BVIP) identified a 
strategy to address workplace health and safety in the 2019-2023 Strategic 
Plan.  The Banff Lake Louise Hospitality Association, BVIP and the Bow 
Valley PCN are partners in this work.  During the pandemic, COVID efforts 
have taken precedent in workplace health and safety efforts. 

 
 

The PCN continues to partner with Settlement Services, participates as a 
member of the BVIP Partnership Council and chairs and participates in the 
BVIP Health Committee.  Efforts to better understand the needs of 
immigrants and collaborative discussions with engaged partners continue.  In 
2018-2019 BVIP undertook an intensive Strategic Planning exercise.  PCN 
activities are reflected in the core work of the BVIP.  The PCN and BVIP 
continue to have a number of common elements in their Strategic Plans. 
 

Much of the collaborative work in 2021-2022 was related to COVID-19, 
access to information and mental health strategies.  Activities included:  
 

- Improving access to COVID information in first language through 
resources aimed at patients and providers and through interpreted online 
sessions with targeted Bow Valley residents: AHS (Alberta Health 
Services), AIMGA (Alberta International Medical Graduates), City of 
Calgary and This is our shot  

 

- Continued promotion and distribution of the resources via social media 
and on our various websites:  

- Japanese and Tagalog Connect to Health resource 
- How are you Feeling? (formerly the Bow Valley PCN Mental Health 

resource) card  
- Banff Lake Louise Hospitality Association materials for the Mental 

Health campaign targeting local hospitality workers 
- Support for 8 PCN MD members to complete CanREACH training 
- Online session re: vaccines with the PCN Medical Director, a 

medical resident and an interpreter 
- Coordination of transportation to the vaccination site in Lake Louise 
- PCN / Settlement Services video targeting recent immigrant and 

refugee populations and highlighting the PCN’s accessible services 
and explaining the importance and benefits of having a family 
doctor. 

*Completed, On-going, On Target, Delayed, Deferred or Discontinued 
**Briefly describe achievements or explain delays, deferrals or discontinuations. 

https://www.albertahealthservices.ca/topics/Page16944.aspx
https://aimga.ca/healthhub/
https://www.calgary.ca/csps/cema/covid19/support/individuals/covid-19-translated-resources-for-newcomers.html
https://www.calgary.ca/csps/cema/covid19/support/individuals/covid-19-translated-resources-for-newcomers.html
https://thisisourshot.ca/
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Name of priority initiative: Population Health (con’t)  
 

 

 

Elements 
 

Planned Achievement 
(targeted outcome) 

 

Status* 
 

Status Explanation** 
 

Population 
Health & 
Outreach 

 

Population health  

 

 

 

Ongoing The Bow Valley population is assessed as being younger and healthier 
compared to the Calgary zone and the province.  Still, there are a number of 
priority health issues that require population wide approaches.  
 

Population health strategies focus on existing and emerging issues including 
those related to food insecurity and mental and sexual health.  A summary of 
initiatives are included here.  More details are included in Appendix B 

 
- Bow Valley Good Food Box (GFB) was launched in September, 2019 to 

begin to address the well documented / research re: local food insecurity.  
COVID expanded needs.  The GFB offers a monthly assortment of 
affordable fresh fruits and vegetables and sources local, seasonal, and 
organic when possible.  The PCN, through grants, was able to continue 
to offer regular, subsidized and pay what you can pricing for this cost 
recovery program.  Over 3,750 boxes (5,300 in the last fiscal year) were 
distributed with 10% (7% in the last fiscal year) pay what you can, 27% 
(36% in the last fiscal year) subsidized and 63% (57% in the last fiscal 
year) regular / full rate.  68% of respondents to a Good Food Box survey 
say that ordering the Good Food Box increases their fruit and vegetable 
intake! 
 
The PCN is developing strategies to distribute smaller Good Food Boxes 
(the ‘No Cook Box’) based on expressed needs of people who do not 
have access to cooking or refrigeration resources.  Details on the ‘No 
Cook Box’ will be shared in the 2022-2023 Annual Report.  
 

- Food from Home: Affordability programs, including food rescue, Good 
Food Box and other initiatives, can decrease living wages.  In response 
to many locals not having access to spaces to grow and harvest food, 
the Bow Valley PCN created and distributed 130 Grow Kits, along with 
education and support, to self-identified food insecure community 
members.   This program was created by the PCN Population Health 
Strategist in partnership with the Town of Canmore with support from the 
Bow Valley Food Alliance. The Banff Canmore Community Foundation 
provided grant funding ($4,250) and the Bow Valley Garden Centre 
discounts, to help us create and distribute 100+ grow-kits.  The Town of 
Banff’s Family Resource Network provided funding for an additional 30 
Grow Kits.  This initiative was paired with 5 PCN coordinated online 
education sessions (Session 3 was filmed in Mini’Thni) attended by 57 
participants and 388 viewers on Facebook and You Tube.    

 

- Sexual health promotion:  Sexually transmitted infection rates in the Bow 
Valley are higher than those of the province for chlamydia. non-
gonoccocal urethritis, Mucopurlient, gonorrhea and syphilis particularly in 
the Banff geographic area.   This fiscal year the PCN updated the 
“Promoting Sexual Health in the Bow Valley” local resource card and 
distributed 3,320 sexual health promotion packages (2,240 in 2020-2021 
and 9,500 in 2019-2020).  Packages contain 2 lube, 2 condoms and a 
resource card with STI and safe sex messaging. Due to the public health 
measures in place, the PCN did not engage volunteers in the coordination 
of the sexual health promotion packages as in the past.  

 

In addition, the PCN observed and participated in a local campaign 
focused on Sexual and Reproductive Health Awareness Week by creating 
3 sexual health blogs on the PCN website: 1) sexual violence 2) 
2SLGBTQ+ inclusion and 3) sexually transmitted infections and 
importance of regular screening and testing. 

 

Currently, the Bow Valley PCN is in early stages of creating a sexual 
health strategy.  Details will be shared in the 2022-2023 Annual Report. 

 

  
 
- Walking Without Waste - Kicking off on February 3rd with SHAPE’s Winter 

Walk Day, this initiative encouraged local residents to get outside and get 
active during one of the coldest months of the year.  The goal was to 
address the negative mental health effects of hibernating paired with the 
added impact of COVID-19.  158 community members registered (many of 
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Name of priority initiative: Population Health (con’t)  
 

 

 

Elements 
 

Planned Achievement 
(targeted outcome) 

 

Status* 
 

Status Explanation** 
 

Population 
Health & 
Outreach 

 

Population health 
(con’t) 

 

 

 

Ongoing  
- Walking Without Waste - Kicking off on February 2nd with SHAPE’s 

Winter Walk Day, this initiative encouraged local residents to get outside 
and get active during one of the coldest months of the year.  The goal 
was to address the negative mental health effects of hibernating paired 
with the added impact of COVID-19.  84 local residents participated 
(many of whom the PCN had not interacted with in the past) in this 
weeklong challenge.  Auxiliary benefits included a focus on the 
environment and awareness of the PCN.  Safety tips (including dressing 
warmly, wearing cleats) and a daily checklist were provided along with 
weekly challenges. To help make this activity safer and financially 
accessible, participants in need were given ice cleats. These were 
purchased by the Bow Valley PCN at a discounted rate from a local 
business, Switching Gear.  Prizes were donated by five local 
businesses.  

 

- Influencing health through population awareness – Efforts from the 
Communications Consultant and Population Health Strategist focused 
on expanding the PCN reach to the community through Instagram. 
Efforts have also been focused on, in partnership with Settlement 
Services, raising awareness of the importance of having a family 
physician and primary care team.  The goal is to provide information to 
newcomers in a way that shows relevant local services, with the hope 
that this will increase familiarity and comfort in accessing these 
services. 

 

In FY2021-2022 the PCN, alongside many other PCNs in the province, 
relaunched a new website template.  Many positive changes have 
resulted including bulletins for COVID resources and a specific  

 
More details regarding the PCN’s Population Health efforts are included in 
Appendix B. 

*Completed, On-going, On Target, Delayed, Deferred or Discontinued 
**Briefly describe achievements or explain delays, deferrals or discontinuations. 
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Name of priority initiative: Office Practice Improvement 
The Bow Valley PCN Evaluation and Office Practice Improvement Consultant (0.8 FTE) was on medical leave from mid May, 2019 to 
early July, 2020 returning on a gradual return to work with FTE hours beginning in September, 2020.  This position was not filled due to 
the nature of ongoing evaluation by the PCN Benefit Liaison.  PCN team members took on a number of responsibilities of this role 
during the vacancy. 

 

Elements 
 

Planned Achievement 
(targeted outcome) 

 

Status* 
 

Status Explanation** 
 

Education Continuing Medical 
Education 

Ongoing The Bow Valley PCN continues to coordinate local Continuing Medical 
Education events.  This fiscal year the PCN offered 3 educational events 
with 45 participants (compared to 6 education events with 121 
participants in the last FY).  PCN members also participated in Calgary 
Zone CME activities including many activities focused on COVID and 
mental health.  Full details regarding topic areas, presenters and 
attendees are included in Appendix C. 

Access Access to primary care 
services 

Ongoing  The Bow Valley PCN promotes access to primary care in several ways:  

- MD membership - one new physician members joined the Bow Valley 
PCN in 2021-2022 

- The PCN has worked hard to remove barriers to accessing PCN 
services through provision of self-referral, virtual care and late 
afternoon and evening appointments 

- PCN Referral Administrators continue to coordinate online self-
registration processes where the bulk of registrations for PCN 
workshops take place after hours 

- Self-referral to the PCN Dietitian and BACKtivity program was initiated 
in 2019-2020; in 2020-2021 self-referral was opened for all PCN 
programs and services. Between 7% (Behavioural Change Specialist) 
- 43% (Pharmacist) of referrals to various PCN clinicians are self-
referrals.  Where needed, approval is sought through the patient’s 
primary care provider.  

- 54% of PCN physician members submit Third Next Available 
Appointment (TNA) measures (compared to 48% in the last fiscal 
year). For reporting physicians, same day access was comparable to 
rates of the previous fiscal year: 
o Short appointment same day access = 20%; 1-3 day access at 

27%, for a combined average of 47% for 0 – 3 days (same day 
access: 23%; 1-3 day access at 25% in the last fiscal year) 

o Long appointment same day access = 3%; 1-3 day access at 
24%, for a combined average of 27% for 0 – 3 day (same day 
access: 10%; 1-3 day access at 29% in the last fiscal year) 

 

Specific details are included in Objective 4: Patients Medical Home under 
the Enhanced Assess section. 

- Translation services cost $304 (compared to $387 last FY) 
- Six PCN clinics continued to offer COVID-19 tests. From April 1, 2021 

to March 31, 2022 Bow Valley PCN clinics completed >5,000 tests 
(compared to 11,827 in last FY).  Reducing barriers to testing afforded 
opportunities for earlier detection, support, isolation advice, etc. and 
reduced risk of spread.  In addition, three clinics offered COVID 
vaccines (~8,800). 

- The PCN initiated a COVID Access Clinic in late November, 2020 in 
response to the first wave of COVID in the Bow Valley.  The COVID 
Access clinic operated 237 days (week days only) with the final day of 
operation on October 12, 2021.  Weekend coverage was provided by 
Foothills PCN.  Approximately 1,800 COVID+ referrals were received.  
Of those 77% were Bow Valley residents and 45% of all referrals were 
managed directly by local PCN clinics.  An average of 8 referrals were 
received per day with a range of 0 – 38.  The PCN Referral 
Administrators were able to reach 92% of the 986 patients remaining.  
Of those, 97% were aware of their COVID+ test result, 70% had heard 
from an AHS team member and 57% had a family physician (only 21% 
had heard from their family physician at the time of the PCN contact).  
43% of these patients were unattached (they did not have a family 
physician).  The PCN connected these individuals to a family MD.     

  *Completed, On-going, On Target, Delayed, Deferred or Discontinued 
**Briefly describe achievements or explain delays, deferrals or discontinuations. 
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Name of priority initiative: Office Practice Improvement (con’t) 
 

 

Elements 
 

Planned Achievement 

(targeted outcome) 

 

Status* 
 

Status Explanation** 
 

Office Practice 
Improvement / 
Support  

Supports in place for 
decision making, planning 
and patient service. 

Ongoing  2021-22 Highlights include: 

Panel Management support & HQCA reports 

- All but 2 physician members (1 clinic) in the Bow Valley PCN use 
electronic medical records (EMR).  EMR optimization is primarily 
done via the work of two Panel Management Assistants in 2 
member clinics that make up 37% of the entire PCN panel.  A 
roving Panel Management Assistant (0.3 FTE) funded through a 
Business Plan Amendment offers paneling support to 3 additional 
clinics representing a further 30% of the PCNs patient panel.   

- In FY2021-2022 the Bow Valley PCN seconded a team member 
from the Calgary West Central PCN to employ the bench strength 
of the one of the largest PCNs in the province.  The Health 
Information Coordinator role onboarded 2 Bow Valley PCN 
physicians to pilot processes to provide automated reports from 
the MD’s EMR. 

- The PCN promotes primary care provider use of the HQCA MD 
level reports and uses the PCN level reports for planning purposes. 

- It is expected that with increasing numbers of validated panels 
(PMA support), more physician members will request their own 
HQCA Confirmed Panel List (CPL) reports to garner details 
specific to their own paneled patients.  
 

Calgary Zone Patient’s Medical Home Task Group 
- One of four zone Task groups reporting to the Calgary Zone 

Operational Coordinating Committee (ZOCC).  The initial purpose 
is to support the seven PCNs to achieve foundational elements 
such as panel, continuity and capacity. The PCN’s Manager, 
Clinical Operations began representing the Bow Valley PCN on 
this Zone Committee in January 2022.  

 

Community Information Integration / Central Patient Attachment 
Registry (CII / CPAR) 

- The PCN Jt. Governance Committee approved a plan to have 
80% of all PCN member physicians on conformed EMRs to be live 
on CII/CPAR by May, 2023.  With support of the PCN Evaluation 
and Office Practice Improvement Consultant and 2 Panel 
Management Assistants, 2/13 clinics are live on CII/CPAR (Bear 
Street on October 28, 2020 and Ridgeview on January 13, 2021)  
representing 24% of the entire PCN patient panel.  This allows for 
automatic 2-way data flow and report management.  More details 
on CII/CPAR can be found under Objective #2: Strong 
Partnerships and Transitions of Care 

- The recent adoption (May 28, 2022) of the AHS provincial 
Connectcare program may impact interest in / uptake of the 
CII/CPAR program as most rural physicians have hospital 
privileges and therefore, have access to admission, discharge and 
other data via the Connectcare program.   

 

Additional details on office practice improvement strategies are included in 
Objective 4: Patient’s Medical Home.  Information on the Community 
Information Integration (CII) and Central Patient Attachment Registry (CPAR) 
is also included in the PMH Objective under the Panel and Continuity 
section.  

*Completed, On-going, On Target, Delayed, Deferred or Discontinued 
**Briefly describe achievements or explain delays, deferrals or discontinuations. 
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Restricted Grants & Central Allocation Key Activities: (E.g. Evaluation, IT, etc…)   

 

Activities 
 

Planned 
Achievement 

(targeted 
outcome) 

 

Status* 
 

Status Explanation** 

Active Living Exercise 
Program Funding 

Equipment 
purchase 
Equipment 
maintenance 
CME 

Ongoing 
(restricted) 

Restricted funds continue to be available for the Active Living Exercise 
Program (ALEP) in Canmore.  Funds have historically been allocated to 
equipment maintenance and replacement, as well as CME related to the 
program.  This funding was transferred by PCN physician members who 
were originally involved in the ALEP.  Due to COVID-19 and related 
public health restrictions use of funding was limited again this fiscal year.  

 

In the fall of 2021 the Canmore General Hospital moved the AHS Rehab 
Clinical team to the former Physio area; this area housed the COVID 
response area from February, 2020 to the fall, 2021.   This space is no 
longer available to the PCN to operate the Active Living Exercise 
Program.   As such, PCN Active Living Consultants contacted community 
organizations to seek a new location for the PCN ALEP equipment.  In 
the spring, 2022 much of the ALEP equipment was transferred to the 
Banff Fenlands Recreation Centre (none of the Canmore based 
organizations expressed interest).   Ownership of the identified 
equipment was officially transferred and removed from the PCN 
insurance inventor in the spring, 2022.   ALEP funds are restricted and 
can be maintained for use to pay for Continuing Medical Education  

Banff Canmore 
Community 
Foundation  

Food from 
Home Grow kits  

One time 
grant 
funding 
(restricted) 

In FY2021-2022 the PCN was successful in receiving a Banff Canmore 
Community Foundation grant for $4,250 to purchase 100 Grow Kits for 
the population health, Food from Home, initiative (The Town of Canmore 
acted as the fiscal agent).  Grow Kits included: seeds (carrot, radish, 
lettuce and spinach), seedling (a random herb), soil (20 lbs of organic, all 
purpose potting soil) and containers (24” and 30” window boxes and 12” 
bowls) and were provided to 100 food insecure Bow Valley community 
members.   Education was also coordinated by the Bow Valley PCN via 
a series of 5 online and recorded sessions. 

Bow Valley Christmas 
Spirit Campaign  

Good Food 
Boxes 

One time 
grant 
funding 
(restricted) 

A previously received grant ($4,000 in total) from the Bow Valley 
Christmas Spirit Campaign (with the MD of Bighorn acting as the fiscal 
agent) continues to cover subsidized costs for the Good Food Box for 
Bow Valley residents.  

ParticipACTION  Active living and 
community 
connection 
programs   

One time 
grant 
funding 
(restricted) 

The PCN was successful in a one time grant application for $2,500 from 
ParticipACTION to support programs promoting active living and 
community connections in FY2019-2020.  Funding was used to support 
“What Lights you Up?” and for providing exposure to x-country ski 
lessons in FY2019-2020.   Funds remain and are restricted.  Due to 
COVID-19 and related public health restrictions use of funding was 
limited in FY2020-2021 and FY2021-2022.   

 
 

 

 

A $10,000 or $15,000 grant was provided through the Banff Canmore 
Community Foundation, and with the MD of Bighorn acting as the fiscal 
agent, to subsidize monthly food boxes for those needing help to acquire 
healthy food.   Funds covered the cost of ???   

Rotary Club of 
Canmore 

Good Food 
Boxes 

One time 
grant 
funding 

(restricted) 

A previously received grant ($20,000 in total) from the Rotary Club of 
Canmore (with the MD of Bighorn acting as the fiscal agent) continues to 
cover subsidized costs for the Good Food Box for Bow Valley 
communities east of the Banff gates.   

Rotary Club of 
Canmore  

Kitchen 
FUNdamentals  

One time 
grant 
funding 
(restricted) 

The PCN received an $1,170 grant from the Rotary Club of Canmore in 
FY2020-2021. Funding was fully used in FY2021-2022 and afforded the 
PCN an opportunity to facilitate 2 x 3-week virtual cooking classes.  A 
total of 16 participants attended to learn simple nutrition concepts and 
apply basic food preparation skills utilizing contents of the Good Food 
Box. 

 
*Completed, On-going, On Target, Delayed, Deferred or Discontinued 
**Briefly describe achievements or explain delays, deferrals or discontinuations. 
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SECTION 2a: EVALUATION  

Contextual Questions: 
 

 

Does your PCN have an existing evaluation framework? 
 

Yes 
 

The Evaluation framework initially 
developed in 2011 has been updated.  The 
Framework is referenced to ensure 
continued alignment with PCN priorities and 
work.  Periodic updates are completed and 
often triggered by involvement in new 
provincial initiatives.  
 
Bow Valley PCN will update the evaluation 
framework based on Strategic Planning that 
took place in the fall, 2021.  

 

Does your PCN have an existing PCN-level logic model? 
 

Yes 
Logic models were also developed in 2011 
and have been modified to maintain 
alignment with the PCN business plan, 
objectives and priorities.   
 
Once the PCN 2022-2025 Strategic Plan is 
completed, the logic model will be updated 
accordingly. 
 

 

Does your PCN have dedicated resources (e.g., FTE, 
funding) allocated to evaluation? 

 

Yes 
 

Responsibilities from the former 0.8 FTE 
Evaluation and Office Practice 
Improvement Consultant position are being 
filled by multiple PCN team members.  
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Evaluation by PCN Objective: 

 
Objective 1:  Accountable & Effective Governance 
 
Establish clear & effective governance roles, structures & processes that support shared accountability & the evolution of primary 
healthcare delivery. 

 
Achievements (Evaluation findings and recommendations): 
Bow Valley PCN Joint Governance Members maintained and continued to refer to the following Strategic Planning documents 
developed in 2019-2020 including the following:  
 
- Succession plans for Board Directors.  At the end of FY2021-2022 one of the Board / Jt. Governance physician members 

moved to British Columbia; a replacement has not been found.  
- Succession plans for the Executive and Medical Director.  Application of the succession plan for the Medical Director role 

was initiated in March, 2021 with a new Medical Director starting in May, 2021.  An exit interview took place with the 
previous Medical Director in the spring, 2021. 

- Recruitment plan and recruitment of a Public Independent Board member.  Orientation for this new role was initiated in 
March, 2020.  There have been delays in providing the AMA provided Governance training during the pandemic.  The PCN 
has reached out to AMA on multiple occasions; virtual training is not available at the time of this report (July, 2022).  

- Funds originally approved in July, 2019 were applied, along with funds from other PCNs in the Calgary zone, to support the 
launch of the Calgary Zone Business Unit in the spring, 2020.  Highlights from the Business Unit and Calgary Zone 
collaborative efforts are provided in Appendix D.  The timing of this support was critical to the COVID-19 pandemic 
response in the Calgary zone and to provide additional supports/coordination of the 4 Task Groups in the Calgary Zone.  

- Two Business Plan Amendments were submitted and approved in 2021-2022.  $40,000 was allocated to Zone COVID 
activities (these will remain as unrestricted funds as they were not invoiced for by the Calgary Zone Business Unit).  The 
COVID-19 pandemic and related public health measures significantly impacted implementation of proposed activities in the 
2nd BPA and the following elements were approved for extension in March, 2022: 

- Governance Assessment Tool and Training - $14,500  
- Professional Development / CME - $8,850  
- Service Provision during COVID - $500 for communication platforms to apply to the PCN website  
- IT - $3,579  
- PCN Office Renovation - $15,100  
- Partnerships in the Calgary Zone - $70,934 

- Following the retirement of a long standing AHS Jt. Governance Committee member an Exit Interview took place (results 
were shared with the Jt. Gov Committee in February, 2021).  In October, 2020 AHS distributed a PCN survey soliciting 
Governance member feedback regarding the skills and background preferred by members for the replacement AHS 
Governance member.  Additional comments were also sought.  A replacement member has been in place since June, 
2021. 

- The PCN participated in a Alberta Health’s Compliance Audit process in the spring, 2021 and received a summary report 
on January 19, 2022.  The Management Response was reviewed and approved by the Jt. Governance Committee on 
March 8, 2022 and submitted to Alberta Health on March 10, 2022. 

- Board and Jt. Governance Committee meetings have continued virtually this fiscal year and while there are limitations to 
virtual gatherings the Jt. Governance Committee was able to complete some exercises to reaffirm and initiate an update to 
the PCN’s Strategic Plan as well as some policy updates.  The constant and shifting demands of COVID and direction from 
Alberta Health to make COVID a priority resulted in province wide changes in deadlines for business documents including 
the Annual Report and Business Plan Renewals.  

- Additional Governance work is expected to take place regarding strategic planning (including further identification of key 
performance indicators), review and updating of governance policies including some that were identified in the Compliance 
Audit Report received in January, 2022 and alongside the work of the Business Plan Renewal for 2022-2025.   It should be 
noted that a request for an extension from Bow Valley PCN was granted by Alberta Health.  Alberta Health granted an 
extension to September 30, 2022 given the implications of COVID, shortage of family physicians, implementation of 
Connectcare and other factors on the PCN and their key stakeholders.  

- Jt. Governance Committee members supported a Human Resource Review funded through a Business Plan 
Amendment (BPA) in FY2021-2022.  Through an AH approved BPA an external HR Consultant was hired. The 
Consultant completed a full / detailed review of each of the PCN competency-based position profiles, interviewed 
representatives of each role and updated PCN position descriptions including salary minimums / maximums, 
classification levels - including National Occupation Classification (NOC) and AHS Pan PCN comparisons - and detailed 
key relationships, knowledge, skills and abilities, qualifications, experiences and special considerations.  The review of 
job descriptions “did not identify any significant changes to support reclassification of roles and determined that they 
appropriately reflected the work begin done at the PCN.” A full spectrum of non-monetary benefits (e.g. training, 
professional development, vacation, paid sick time, paid personal leave, time for medical appointments) were explored.  
The Consultant found that “when comparing to partners, the overall non-monetary benefits are competitive.  These 
benefits exceed Alberta Employment Standards.”   Indirect compensation (e.g. group health benefits, lifestyle allocation, 
professional development allocation and RRSP matching) were considered good when compared to competitors.  The 
Group Savings (RRSP) program was considered to be “very generous.”  Each employee received, reviewed and signed 
off on their new position description.  The Consultant prepared final reports of her work.  An HR Review Report was 
presented to the Jt. Governance Committee for Review.   Jt. Governance Committee approved all but one of the 7 final 
recommendations.  The item not approved was related to a work-experience based merit increase versus a merit-based 
performance review.    Following the report wages were appropriately increased on a retroactive basis (either to the 
beginning of the fiscal year, April 1, 2022 or to the employee’s anniversary date of hire).  Where appropriate the 
Consultant also made recommendations for employees for whom hourly payment was beyond the maximum scale.   
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The PCN communicated to appropriate employee(s) regarding the discovery / where appropriate wages were ‘red 
circled’.   The PCN continues to work through report recommendations.  

- Physician representation on the Not for Profit Corporation and Jt. Governance Committee was a tremendous asset for the 
Bow Valley PCN throughout the pandemic response as there was representation from four key communities in the Bow 
Valley:  Banff, Canmore, Lake Louise and Mini’Thni.   Board members provided regular input and guidance for the PCNs 
activities.  These insights were extremely valuable and provided guidance to the PCN team.  Having representation from 
the largest communities (and those with primary care clinics) was invaluable.  

 

Barriers (Enablers): 
 

- Per-capita funding ($62 per paneled patient / year) has been steady for many years whilst PCN costs (e.g. leasing, HR and 
other operational costs increase) (Enabler: advocate for increased per capita payments to support continued effective 
primary care in the province of Alberta) 
 

- Lack of provincially coordinated online / virtual Governance training (Enabler: provide supports for AMA to develop virtually 
accessible Governance training). 
 

- Uncertainty re: funding to pay Jt. Governance members to assess their Governance processes and for PCN physician 
members 1) to attend Governance training sessions and 2) to participate in strategic planning meetings specific to the a) 
Bow Valley PCN and b) for the Calgary zone.  (Enabler: efficient review and feedback for Bow Valley PCN submitted 
documents including Business Plan Amendments.  Funding considerations to engage Governance members through 
budget allocations to pay for involvement in training and strategic planning locally and in the zone) 
 

- Provincial PCN Reports Portal / System has inconsistent access and regular problems requiring IT support causing rework 
and inefficient use of time of PCN staff and Governance representatives (Enabler: provincial support to ensure reliable 
access of provincial reporting systems.  
 

- Funding for critical work such as special projects (e.g. compensation reviews) rely on approval to use unexpended funds 
from previous fiscal years (Enabler: consider special project funding, for research and organizational and HR best 
practices, over and above per-capita funding)    

 

The following outlines activities undertaken to date:  
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Objective 2: Strong Partnerships & Transitions of Care 
Coordinate, integrate & partner with health services & other social services across the continuum of care. 

 
Achievements (Evaluation findings and recommendations): 

 

Partnerships in the Bow Valley Primary Care Network are extensive and include the following: 
 

In-kind contributions: Eg. facility use, training etc. to expand and/or increase access to health services.  Examples include 

- Canmore General Hospital provided in-kind space for the PCN Active Living Exercise Program 4x/week year round from 
onset of the PCN until March, 2020 (the beginning of COVID) * 

- Town of Banff Fenlands Recreation Centre provided in-kind space for the PCN Active Living Exercise Program 
2x/week year round and various PCN seminars * 

- Cascade Shops in Banff for the Banff indoor adult walking program * 
- Town of Canmore provides seasonal in-kind space and advertising for the Canmore adult indoor walking program * and 

promotion and use of the outdoor gym for PCN active living promotion 

- Canmore Nordic Centre provided in-kind outdoor space for the PCNs Active Living Exercise Program 
o Local organizations (AHS, Banff and Canmore Community Foundation, Covenant Health, PCN Clinic members, Towns of 

Banff and Canmore, Silvertip Resort) provide in-kind use of meeting space for the PCN to provide health seminars, run 
PCN programs, provide space for learning events, retreats, meetings etc. 

- Organizations provide in-kind training and consultation for PCN staff (e.g. AHS Chronic Disease Management and Tobacco 
Reduction, Towns of Banff and Canmore, Banff Lake Louise Hospitality Association, other PCNs re: policies and programs) 

 
* access to many facilities was discontinued in March, 2020 due to the COVID-19 pandemic.  Organizations needed to 
shift their spaces to response to the pandemic.  PCN face to face group programs were also discontinued and the PCN 
and other organizations shifted programming to comply with the Chief Medical Officer of Health Public Health 
Measures.  

 
Local Media coverage: - Two weekly newspapers provide in-kind coverage of PCN events and the local FM station provides 
free interviews (replayed multiple times per day) with PCN staff and physician leaders regarding key upcoming events and 
critical health information (e.g. related to the pandemic, shortage of family physicians).  In addition, local groups provide free 
announcements of PCN activities on their web-based platforms.  Examples include Family Resource Network, FCSS in Banff 
and Canmore and Seniors Associations.  These organizations provide in-kind promotion of health issues as well as 
opportunities to participate in community seminars and health promoting initiatives. 2020-2022, during the COVID pandemic, 
saw the local radio station providing regular and repeated coverage of PCN Physician members being interviewed for COVID 
related public health measures.  Key messages were delivered by multiple members of the PCN Board.  

 
Clinic engagement – PCN staff work with Clinic Managers, Physician members and Clinic admin staff to improve structure 
and processes related to patient access (e.g. through regular and return to work scheduling), efficiencies (e.g. optimization of 
EMRs), quality improvement initiatives relating to clinical care (e.g. panel verification and management, enhanced screening, 
medical home implementation) and reporting (e.g. indicating changes in screening coverage).  Increased physician 
understanding of, and engagement in, panel management has resulted from consistent messaging (e.g. AMA, ASPS, PCNs) 
and PCN supports. 
 
PCN staff working in member clinics have also integrated feedback regarding needs and have been heavily involved in 
developing, participating in training and delivering services and community seminars (e.g. Birth and Beyond, Happiness 
Basics, Quitcore). 
 
During the COVID pandemic Clinic members partnered extensively with the PCN.  Examples of their tremendous dedication 
to the health of local residents are reflected in the Physician engagement table below.  
 
Physician engagement – Physician engagement remains a priority and has been carried forward from the Bow Valley 
PCN’s Strategic Plan for 2019-2022 to the Strategic Plan for 2022-2025.  The PCN Executive Director completed an 
assessment of physician engagement in June, 2019.  Some engagement details have been updated in 2020-2021 and 
again in July, 2022.* 
 

Measure  Data Source 

Total number of physician 
members  

46.  36 (78%) with a regular practice; 10 (22%) provide locum service, are on 
educational / parental leave, etc.*   

# of local family physicians who 
are members of the PCN  

46 / 51 (90%) * 

Number (%) of physician 
members in active primary care  

32/36 (88%) have a regular / traditional family practice * 
2/36 (~6%) have specialty practices (e.g. healthy aging, sports med) *  
2/36 (~6%) are pediatricians * 
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Measure   Data Source 

Number (%) of current physician 
members accepting new 
patients  
 

0/36 (0%) compared to 8/37 (22%) in FY 2020-2021 and 24/39 (62%) from 2019-2020.  
 
This is a very concerning change and a significant focus for PCN member clinics, 
the PCN, Banff and Canmore hospitals and for local residents.  
 
As of February, 2021 18 PCN physician members were accepting new patients.  One 
year later (February, 2022), zero PCN physician members were accepting new patients 
as per the online Alberta Find a Doctor website.  
 

 
 
The following table outlines details regarding physicians who removed themselves from 
the PCN Find a Doctor site btw Feb, 2021 and Feb, 2022.  All Bow Valley communities 
are affected.  
 

MD based in:  n % 

Banff 7 38.9% 

Canmore 8 44.4% 

Lake Louise  2 11.1% 

Mini’Thni 1 5.6% 

  18 100.0% 

 
Despite the fact that physicians have removed themselves from the list of members 
accepting new patients, the following data may indicate that PCN physicians are taking 
on additional patients.  Data is from Alberta Health and is a summary of panel sizes of 
Bow Valley PCN MD members carrying panels as part of an ongoing primary care 
practice (does not include PCN MD members who primarily act as locums, are on leave, 
etc.) 

 
March, 2021 Patient Panel Data 

under 499 500-749 750-999 >1,000  

51.4% 18.9% 16.2% 13.5%  

 
October, 2021 Patient Panel Data 

under 499 500-749 750-999 >1,000 

47.4% 26.3% 13.2% 13.2% 

 
A robust discussion took place at the November, 2021 PCN Annual General Meeting 
and the PCN has since engaged others in the critical issue of physician shortage.  Clinic 
members, and others, have devoted significant attention to retention and recruitment of 
primary care providers without much success over the past 12-18 months.  There is 
general recognition that cost of living, access to accommodation and other factors 
contribute.  
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Measure   Data Source 

Number (%) of current physician 
members accepting new 
patients  (con’t)  
 

Significant communication efforts have been coordinated by the PCN in collaboration 
with the PCN Board.  Examples include press releases, radio interviews and 
communication via PCN e-newsletters.  
 

Number (%) of physician 
members with well established 
and maintained patient panels                                                                                    

67.% (27/40) physicians compared to 73% (27/37 physicians) of those with a regular / 

traditional primary care practice and an EMR have well maintained patient panels. * 

Note: in FY2021-2022 only 2 Bow Valley physician members (1 clinic/13 member 
clinics) did not have an electronic medical record in their practice 
 

Physician member referrals to 
PCN (% of MD members with a 
regular/active practice who have 
referred to 1) PCN program in 
general 2) to PCN group 
programs 3) PCN IPT 
centralized team member 
 

The PCN received 767 referrals in FY2021-2022.  Referral details / sources are outlined 
below.   
 

Referral Source:  n % 

PCN Clinics 452 58.9% 

PCN IPT 54 7.0% 

Self Referral 165 21.5% 

AHS 94 12.3% 

Other 2 0.3% 

  767 100.0% 

 
Self-referral to the PCN Dietitian and BACKtivity program was initiated in 2019-2020; in 
2020-2021 self-referral was opened for all PCN programs and services.  This fiscal year 
between 7% (Behavioural Change Specialist) - 43% (Pharmacist) of referrals to various 
PCN clinicians were self-referrals.  Where needed, approval is sought through the 
patient’s primary care provider. In FY2021-2022, over 20% of the referrals received by 
the PCN were self-referrals. 
 

Physician (%) members who 
participated in PCN CMEs 
 

15/ 45 (30%) of participants in the 3 CMEs in 2021-2022 were physician members 
63/121 (52%) of participants in the 10 CMEs in 2020-2021 were physician members 
 

Number (%) of physician 
members who attended the 
AGM in person [in person + 
proxy] 

24/46 (52%) attended the virtual AGM [39/46 (85%) in person + proxy] in Nov, 2021 
29/50 (58%) attended the virtual AGM [37/50 (74%) in person + proxy] in Nov, 2020 
[compared to 35-42% attending in person in AGMs hosted in 2017 and 2018] 

MD members who have signed 
Information Management 
Agreements  

40% of MDs with a regular / active practice have signed onto the CPCSSN IMA * 
56% of MD members have signed an AHS IMA *   
The BVPCN worked with HQCA to slightly modify (addition of one clause) the 
Information Management Agreement to grant the BVPCN access to physician level 
reports.  These reports along with the PCN’s annual proxy report are used for planning 
purposes only. 
 

Alberta Screening and 
Prevention (ASaP)  

EMR optimization is primarily done via the work of two Panel Management 
Assistants in 2 member clinics that make up 37% of the entire PCN panel.  A 
roving Panel Management Assistant (0.3 FTE) funded through a Business Plan 
Amendment offers paneling support to 3 additional clinics representing a further 
30% of the PCNs patient panel. 

 

In FY2021-2022 the Bow Valley PCN seconded a team member from the Calgary 
West Central PCN to employ the bench strength of the one of the largest PCNs in 
the province.  The Health Information Coordinator role onboarded 2 Bow Valley 
PCN physicians to pilot processes to provide automated reports from the MD’s 
EMR. 
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Measure   Data Source 

Community Information 
Integration / Centralized Patient 
Attachment Registry 
(CCI/CPAR) 

In November 2020 the BVPCN Joint Governance Committee approved a motion to align 
with Calgary Zone and provincial targets for 80% participation of physicians on an 
approved electronic medical record to be participating by March 2023. 
 
With former support of the PCN Evaluation and Office Practice Improvement Consultant 
and two Panel Management Assistants, 12 physicians at two clinics went live on 
CII/CPAR with auto 2-way data flow and report management ongoing at the clinic level 
in 2020-2021.  This represents 30% of the PCN’s FY2020-21 37.5% target.  The 
shortfall is a result of a third targeted clinic having significant MD and staff changes. 
 
Although there is broad philosophical belief in the CII/CPAR premise and benefits to 
patient care and continuity, there are real and widespread factors affecting higher 
participation including COVID-19 management, work overload, political climate staff 
shortages and in May, 2022 implementation of the province-wide Connectcare EMR. 
Discussions continue regarding the impact of uptake for CII/CPAR now that 
Connectcare is rolled out in the Bow Valley, particularly given that the vast majority of 
physicians have hospital privileges in addition to working in a family medicine clinic.   
 

Physician members who have 
requested and received data on 
their practices (e.g. HQCA panel 
report, AHS data, CPCSSN)  

The PCN does not have access to this information / information could be requested by 
the PCN. 

% of physician members who 
measure and submit access 
measures  

54% of PCN physician members submit Third Next Available Appointment (TNA) 
measures (compared to 48% in the last fiscal year).  For reporting physicians, same 
day access was comparable to rates of the previous fiscal year: 

o Short appointment same day access = 20%; 1-3 day access at 27%, for a 
combined average of 47% for 0 – 3 days (same day access: 23%; 1-3 day 
access at 25% in the last fiscal year) 

o Long appointment same day access = 3%; 1-3 day access at 24%, for a 
combined average of 27% for 0 – 3 day (same day access: 10%; 1-3 day 
access at 29% in the last fiscal year) 
 

% of clinic members who have 
measured “percent of patients 
who rate the care received at a 
visit to a clinic as excellent or 
very good” (as per Schedule B)  

Survey completed in 2019-2020.  Results are summarized in Section 4: Patient Medical 
Home.  
 

Number (%) of current physician 
members who have served (or 
are currenting serving) as a 
member of the Board and/or 
Joint Governance 

15/46 (33%) as of July, 2022 * 
18/50 (36%) as of June, 2021 * 
 

Physician members who engage 
with PCN IPT staff working in 
their clinics (e.g. Bear St, 
Canmore Associate, Mountain 
Maternity, Ridgeview, Three 
Sisters) 

The PCN no longer measures this information; we formerly did for the Team Based 
Care Stipend.   The stipend was eliminated as a result of AH policy in April, 2017. 

Physician members engaged in 
leadership activities (e.g. 
participation in zone and 
provincial Committees, at 
provincial PCN Forums, 
Governance Training) 

Registration / Participation at Leads Forum: 7/46 (15%) of physicians to date (PCN 
Annual Report 2017-2018).  Note the PCN Leads Forum has not been scheduled for 
almost 3 years 
 
Registration / Participation in Governance Training: * 

- Governance Essentials: 7 to date (including the PCN Medical Director) 
- Advanced Governance: 4 to date (including the PCN Medical Director)  

 
* Governance training, via the AMA, has not been available since the spring, 2020 
 

Physician who currently use:  

- Specialist Link services 
(tele-advice and clinical 
pathways)  

- E-Referral  

Unknown; unsure if we have access to this data.  

Newsletter Readership  The PCN launched a newsletter targeted at physician members in March, 2019.  To 
date, the average open rate is well beyond industry standard at 53-58%. 
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Measure   Data Source 

COVID-19 Pandemic Response In 2020, five Bow Valley PCN clinic members (Alpine, Bear St., Canmore Associate, Lake 
Louise and Ridgeview) participated in clinic specific simulations with a Human Factors 
Consultant and Infectious Diseases Specialist through a grant with the Ward of the 21 
Century, University of Calgary.  Subsequently, an additional clinic member (Stoney Health 
Centre in Mini’Thni) opted to also deliver COVID testing.  In 2021-2022 the six clinics 
collectively provided ~5,000 tests (compared to 11,827 in the 2020-2021).  
 
21 physician members in 7 member clinics provided support and follow-up to unattached 
COVID patients using the COVID pathways developed in the Calgary Zone.   
 
Three member clinics provided ~8,800 COVID vaccines in their clinics between May, 
2021 and March, 2022.  
 
Learnings from the Table Top Simulations with Human Factors and IP&C Consultants 
from the Ward of the 21st Century were published (this is the 2nd publication) in a paper 
in the BMJ Simulation and Technology Enhanced Learning.  Dr. Raad Fadaak shared, in 
an email, that “Much of our reported work in the BMJ article comes from those sessions 
we ran with your teams, and we’re extremely grateful for all the support you gave our own 
team to refine the methodology and run the simulations with your clinics.  The work 
continues, all thanks to you and your teams’ collaboration our efforts.”  Details were 
published in BMJ Simulation and Technology Enhanced Learning and is accessible here.  
 
Appendix C outlines a series of COVID related CME offerings within the Bow Valley PCN 
and via the Calgary zone.  There was extensive participation in these educational events. 
 
In addition, the Calgary Zone Business Unit coordinated over 13 ‘Thriving Through 
COVID’ workshops in response to concerns re: the chronic stress faced by PCN 
physicians and PCN staff.   Feedback from over 200 participants across the Calgary 
zone was that they developed practical coping skills and realistic, tangible strategies.   
97% of respondents indicated that the workshop helped them achieve their goals and 
increase their awareness of chronic stress.   
 

 
Population health and health service delivery via local, zone and provincial committees:  PCN staff participate in, and engage 
representatives from many other organizations, in efforts to address to address existing/emerging health issues.  Examples of 
local efforts include partnerships with Banff Lake Louise Hospitality Association, Bow Valley Food Alliance re: food security, 
Bow Valley Immigration Partnership, Harmony Project aimed at reducing sexualized violence, Settlement Services and 
Calgary Zone Mental Health and Patient Medical Home Task Forces. 
 
Zone efforts relate to pan PCN initiatives focused on what we can do better together (e.g. Albertafindadoctor.com, 
Mental Health Service Delivery, Specialist Link, Supported Transitions).  The Not for Profit Corporation President 
participates in the monthly CAPPAC meeting hosted by the Alberta Medical Association and the President and/or 
Medical Director act as a representatives of Calgary Zone PCNs at the Zone Medical Advisory Council (ZMAC) and 
Calgary Area Medical Society (CAMS) meetings. 
 
Continuing Medical Education: The Bow Valley PCN continues to coordinate local Continuing Medical Education events.  This 
fiscal year the the PCN offered 2 educational events with 39 participants (compared to 6 education events with 121 
participants in the last FY).  Where appropriate invitations are extended to other members of the healthcare community 
(e.g.acute care, home care, mental health, etc.).  PCN members also participated in Calgary Zone CME activities including 
many activities focused on COVID and mental health.   
 
The Calgary pan PCN Mental Health Task Force received grant funding from the province.  Some funds were allocated from 
the grant to the rural PCNs to support local mental health needs.  The Bow Valley PCN opted to support physician member 
registration for the CanREACH pediatric mental health program.  Eight physician members from 4 clinics applied for and 
completed the program in 2021-2022.  
 
Full details regarding topic areas, presenters and attendees for CMEs are included in Appendix C. 
 

Bow Valley PCN participates in zone-wide activities focused on supported transitions.  Earlier reference (in the summary for the 
Office Practice Improvement priority) referred to the critical importance of a Medical Home to achieve access.  Evidence in 
family medicine points to the several different forms of continuity: 

 
•  Relational continuity – helping people find a physician through phone or web-based registries.  The Bow Valley PCN updates 

lists of physician members accepting new patients on the PCN (www.bowvalleypcn.ca) and provincial websites 
(www.abfindadoctor.ca).  Residents seeking a family physician can visit either site or call the PCN for assistance.  Google 
analytics data is available for www.bowvalleypcn.ca and reflects visits per web page, time spent on page, etc. and does not 
reveal whether or not the patient actually contacted, or became attached to, a physician member.   

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8327409/
http://www.bowvalleypcn.ca/
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The three rural PCNs in the Calgary zone work with AHS and in the Bow Valley PCNs case, Covenant Health, to develop 
standard messages for patients and staff in hospital regarding the critical importance of relational continuity.  Standard 
messaging re: benefits of having a family physician are distributed via posters targeted to admitting and unit staff and to patients.  
The www.albertafindadoctor.ca website, launched in October, 2019, continues to been included in PCN promotional materials 
(e.g. business sized cards, local PCN website, ppt presentations as application) as a source of locating a family physician. 
 

Bow Valley PCN played a critical role in connecting unattached COVID+ patients to family physicians during the pandemic.  The 
PCN coordinated a week-day only COVID Access Clinic from late November, 2020 to October 12, 2021 (237 days in total).  
Weekend coverage was provided by Foothills PCN.  Approximately 1,800 COVID+ referrals were received.  43% of these patients 
were unattached.  The PCN connected these individuals to a family MD.     
 

•  Informational continuity – helping people transition between providers as well as primary care and acute care (and vice versa) 
through standardized processes. 

 
The Bow Valley PCN implemented the Heatlhquest Electronic Medical Record system a number of years ago and continues to 
benefit from standardization and electronic documentation.  Efforts, led by the Population Health Specialist / Active Living 
Consultant, were made in 2020-2021 to create a number of auto populated forms for PCN group programs.  These efforts allow for 
automatic uploading of forms to patient files eliminating the need for admin team members to scan and link forms and providing up 
to date / consistent information for PCN clinicians. 
 
The Bow Valley PCN has historically participated in the Calgary zone Land and Link initiative.  Between the launch of this program 
in 2014 and March 2021 the Bow Valley PCN received 83 referrals.  Between April 1, 2021 and March 31, 2022, the PCN Referral 
Administrator received 20 referrals (compared to 45 in the previous fiscal year). Of those, 8 were male and 12 were female.  The 
age range was between 23 and 77 years old.  Admission reasons ranged and included mental health, COVID-19, fractures, 
substance use disorder, heart failure, bite wounds/cellulitis, assault, hypoxia, COPD. The goal is to have local unattached patients, 
who are discharged from a Calgary acute care facility, linked to a local physician within 7 days.  Discharge information is shared 
with the local family MD once contact and an appointment are made.  The Bow Valley PCN remains committed to this initiative. 
 
Rural hospitals and PCNs continue to partner to enhance discharge communication.  Expansion of the 2018-2019 efforts in the 
Calgary zone enhanced hospital discharge program continue to support patients in hospital to have a smooth transition back to 
primary care and is a collaboration between AHS and all seven Primary Care Networks in the Calgary Zone.  Historically, 
discharge clerks have securely faxed admit, discharge and deceased notifications to family physicians for patients admitted to 
some medical, specialty and mental health units in Calgary urban hospitals.  In early 2019 the program expanded to include AHS 
rural hospitals in the Calgary Zone following a successful six-month pilot providing this service for patients admitted to Strathmore 
and Claresholm hospitals.  Discharge clerks now send notifications to family physicians for all patients admitted to Strathmore, 
Claresholm, Oilfields, High River, Vulcan, Canmore, and Didsbury hospitals.  The program was expanded to the Banff Mineral 
Springs Hospital, a Covenant Health facility, in 2020-2021.  AHS launched Connectcare in rural areas (including the Bow Valley) 
in May, 2022.  The implementation of Connectcare is expected to impact the need for other programs going forward.   
 
As mentioned, the Bow Valley PCN played a critical role in connecting unattached COVID+ patients to family physicians during 
the pandemic.  Bow Valley PCN clinicians completed assessments with unattached patients and transferred critical information 
onto the physicians the PCN arranged to have follow up with the unattached patient.  21 physician members in 7 member clinics 
provided support and follow-up to unattached COVID patients using the COVID pathways developed in the Calgary Zone.   
 
• Management continuity – helping people whose burden of care is more than they can manage through care coordination 
and care pathways.  The Bow Valley PCN participates in the Calgary zone Pediatric for Kids in Care (P-KIC); when a child is 
placed under the care of Child and Family Services is identified as need a family physician.  PCNs partner with Pediatrics for 
Kids in Care to identify a physician to provide care to the child.  The Bow Valley PCN received and coordinated physician 
linkage for 0 referrals in 2021-2022 (1 in 2017-2018 and 0 referrals in 2018-2019 and 2019-2020 and 1 referral in 2020-2021) 

 
The Bow Valley PCN will continue to build upon partnerships that strengthen health and health services in the Bow Valley.  
 
Barriers (Enablers): 

- Responding to extensive requests from community agencies, workplaces and organizations to deliver health 
content in their environments (Enablers: the PCN consistently applies the same approach.  Bow Valley PCN 
activities are communicated and invitations are extended to all residents of the Bow Valley.  Our organization would 
be challenged to accommodate all requests to offer specific programs and services in individual organizations; 
instead we invite collaboration / engagement in the programs we offer in our office / the community.  Increasingly, 
representatives of the PCN are attending open houses / fairs to increase awareness of PCN services.  The PCN 
Communication Consultant coordinates community e-newsletters, social media, radio interviews and media 
releases targeted at increasing awareness of PCN services.) 

- Participation on zone committees to enhance supported transitions is sometimes challenging.  (Enabler:  The 
Calgary Zone Committees continue to be open to Bow Valley PCN representatives being corresponding members.  
The Calgary Zone Business Unit team has taken in enhanced leadership and regularly offers support.) 

- As with many other organizations the PCN expects to be affected by the great retirement, resignation and 
reshuffling era.  The cost of living in the Bow Valley has been acknowledged as a factor for recruitment and 
retention. 

http://www.albertafindadoctor.ca/
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Objective 3:  Health Needs of the Community and the Population 
 

Plan service delivery on high quality assessments of the community’s needs through community engagement and assessment of 
appropriate evidence. 

 
Achievements (Evaluation findings and recommendations: 

 

PCN Evidence: 
Reports from the Health Quality Council of Alberta (HQCA) result in increased understanding of the Bow Valley PCN patient panel.  
Reports are compared to previous reports to note changes, trends, etc.  Much of the year over year data is comparable.   
 
Extensive data review was completed in preparation for the development of the Business Plan Renewal in late 2021.   Note that Alberta 
Health Services (AHS) data for Banff Local Geographic Area (LGA) includes Lake Louise and that Canmore Local Geographic Area 
(LGA) includes Mini’Thni. 
 
Details follow:  
 

Demographics  
 
- Average Age: BVPCN: 40 (43% are 35-64) | Calgary Zone and AB: 39 years old 

- Banff LGA: 30 (53% are 18-34) 
- Canmore LGA: 38 (43% are 35-64); 65+ group grew by 48% btw 2011 and 2016 

 
- Indigenous: BVPCN: 7% (down from 13% in 2015) | AB: 2% 

- Banff LGA: 1% 
- Canmore LGA: 16% 

 
- Immigrants arriving in the last five years: AB: 5.2% 

- Banff LGA: 9.1% 
- Canmore LGA: 3% 

 
Education 
 
- % with no high school education: 

- Ab: 10.8% 
- Banff LGA: 2.4% 
- Canmore LGA: 10.4% 

 
- % with high school education: 

- Ab: 25.2% 
- Banff LGA: 24.6% 
- Canmore LGA: 21.0% 

 
- % with college diploma or certificate 

- Ab: 22.0% 
- Banff LGA: 23.6% 
- Canmore LGA: 21.5% 

 
- % with university education: 

- Ab: 31.4% 
- Banff LGA:  39.9% 
- Canmore LGA: 37.9% 

 
Housing 
 
- % living in owned dwelling 

- Ab: 72.4% 
- Banff LGA: 46.4% 
- Canmore LGA: 69.4% 

 
- % where >30% of income is spent on housing for homeowners 

- Ab: 15.1% 
- Banff LGA: 25.1% 
- Canmore LGA: 17.1% 

 
- % living in rented dwellings:  

- Ab: 27.0% 



27 
 

- Banff LGA: 53.4% 
- Canmore LGA: 22.9% 

 
Risk Factors 
 
- <5 servings of fruits / veg 

- Ab: 55% 
- Zone: 53% 
- Banff LGA: 69% 
- Canmore LGA: 66% 

 
- <150 min of aerobic exercise and <2d/wk of strengthening 

- Ab: 68% 
- Zone: 70% 
- Banff LGA: 91% 
- Canmore LGA: 66% 

 
- Overweight / Obese: (based on two different data sources)  

- Ab: 56% to 62% 
- Zone: 49% - 59% 
- Banff LGA: 52% 
- Canmore LGA: 44% 

 
- Smoking rates:    Daily / Occasional Smokers: 

- Canada: 15%  - Ab: 18% 
- Ab: 19%  - Zone: 17% 

 
Pregnancy / New-born 
 
- Fertility Rate (babies born/1,000 women age 15-49) 

- Ab: 52.7 
- Banff LGA: 15.9 
- Canmore LGA: 46.4 

 
- Teen Birth Rate (babies born/1,000 women age 15-19) 

- Ab: 10.6 
- Banff LGA: 1.4 
- Canmore LGA: 22.6 

 
- % of deliveries with Maternal Prenatal Smoking 

- Ab: 11.0% 
- Banff LGA: 5.1% 
- Canmore LGA: 14.5% 

 
- Newborn discharges / per (CGH) 

- 2017: 305 
- 2018: 288 
- 2019: 257 
- 2020: 217 
- 2021: 263 

 
PMH / Utilization  *updated using new HQCA report 
 
- Healthcare Consumer Education: 

- Bow Valley residents (64.8%) have lower physician continuity compared to the Calgary zone (67.5%) yet higher 
clinic continuity (Bow Valley PCN 84.3% to Calgary Zone 77.9%) according to the April 2021 HQCA Report 

- There was a higher use of the emergency department for paneled patients as well as a higher rate of potentially 
avoidable emergency department visits as compared to those for the zone and province (2021, 2019 and 2016)  

 
- Continuity:  

 

Average Continuity AB Calgary 
Zone 

Bow Valley 
PCN  

Physician 71% 70% 66% 

Clinic 80% 79% 84% 
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- Top reasons for hospital separation (discharge): BVPCN  
- Ischemic heart disease 
- Pneumonia 
- Mental Health and Behav. Disorders due to psychoactive substance 
- Diabetes 
- Influenza 

 
Screening Rates 
• Screening rates continue to improve and are generally higher than zone and province for screening (except for colo-

rectal cancer)  
• Immunization coverage rates for the adult patient panel are similar to those of the zone and province 
• The number of CT scans for lumbar imaging per 1,000 exceeded those of the zone and province in 2015-2016 and 

2016-2017.  A CME may have influenced use of the imaging for low back pain as the PCN saw the number of CT 
scans per 1000 paneled patients decreased from 4.3 to 2.9. 

• A small percent (16.2%) of eligible paneled patients received a comprehensive annual care plan (2019)  
 

Screening Rates for Eligible Patients  

Alberta Calg. Zone BVPCN 

Breast Cancer * 60% 68% 71% 

Cervical Cancer * 60% 70% 69% 

Colorectal Cancer 51% 60% 37% 

Diabetes 74% 78% 83% 

Lipids  70% 75% 79% 

Immunizations Alberta Calg. Zone BVPCN 

Influenza * 30% 36% 34% 

  
Alberta Banff LGA Canmore LGA 

Diptheria, Tetanus, Pertussis, Polio and HB at 
age 2 

77% 82% 78% 

Measles, Mumps and Rubella at age 2:  88% 86% 86% 

 
Sexually Transmitted Infections (STIs):  

 

Per 100,000 cases AB Banff Canmore 

Chlamydia 391 1,414 526 

Non-Gonoccocal Urethritis 38 254 34 

Mucopurlient cervicitis 7 121 11 

Gonorrhea 97 81 98 

Syphilis 12 15 5 

 
Sexual Assault 
- Reports of Sexual Assaults over 22 years: 384 (17.5 / year) 
- Estimate that 6% of women report; less for men – extrapolation: >290/year 
- In Banff 58% by offender known to victim; 42% by stranger or met same day 
- Alcohol frequently involved 
- High risk populations for sexual assault reside in the Bow Valley (age 20-29; living in congregate settings, indigenous, 

LGBTQ2S+) 
 

Domestic Violence 
- Steady increase in DV calls to YWCA:  

Year # of calls 

April, 2020 – March, 2021 136 

April, 2019 – March, 2020 108 

April, 2018 – March, 2019 112 

April, 2017 – March, 2018 74 

 
- DV comprises 41% of Bow Valley Victim Services calls; 100% increase in 10 years 

 
- DV calls increased 160% at the YWCA over the past year  
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Chronic Diseases:  
 
Bow Valley PCN has a largely healthy population with less prevalence of significant acute conditions or minor chronic ones.  
Compared to the rest of the province, there are fewer major chronic conditions.   
 
For a number of chronic diseases the Bow Valley PCN has the lowest prevalence of all PCNs in the province: 41/41 
 

Disease Ab Zone BVPCN Banff LGA Canmore LGA 
Asthma 13% - 11% - - 
COPD 3% - 2% 1.5% 1.5% 
Chronic Kidney 
Disease 

5% - 4% - - 

Dementia 1% 1% 1% - - 
Diabetes 8% - 5% 4% 5% 

Hypertension 14% - 9% - - 

Heart Disease 5% - 3% 2.8% 3.0 

 
- Ppl with 3 or more chronic conditions: AB: 4% of pop  Banff: 2%  Canmore: 3%     

 
Mental Health:   
- Percentage and number of panel patients for a select mental health condition between April 1, 2020 and March 31, 2021.  

 

 AB Zone BVPCN 

Anxiety/OCD 10%   12%   11% 

Bipolar 3% 2% 2% 

Delusional Disorder 1% 1% 1% 

Depression 7% 8% 6% 

 
- BV immigrants report higher levels of stress and lower life satisfaction than non-immigrant locals 

 
Mortality 
 

- Life Expectancy at Birth: AB: 81.2 years  
- Banff LGA: 86.5 years 
- Canmore LGA: 80.8 years 

 
- Top four causes of death:  

 

Banff LGA Canmore LGA: 

Neoplasms: 31%  
Circulatory system disease: 28% 
Respiratory system: 9% 
Injury: 8% 

Neoplasms: 28% 
Circulatory system disease: 22% 
Injury: 18% 
Respiratory system: 9% 

 
Stakeholder consultations took place with multiple groups between August and November, 2021 including with PCN Inter-
Professional Team members, PCN physician members, representatives of Stoney Health Centre, partnering organizations, 
patients, local residents, etc.  
 

Local concerns identified in consultations: 
 
- Alcohol and drug use amongst staff / social norms 

 
- Lack of awareness of access to / navigating the health system 

- Need for cultural competency 
 

- Need for interpretation  
- Settlement Services had 12x the number of requests for MH counselling support in 2021 

 
- Mental wellness / access to adequate mental health resources 

- Settlement Services had 5x the number of requests for MH counselling support in 2021 (e.g. stress, anxiety, 
isolation, discrimination, missing family). 
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Social Assessments / Vital Signs  
 
- Sense of stress and anxiety 

 
- Concerns about costs and/or access to:  

- childcare 
- dental care 
- healthy food  
- housing 
- mental health services 
- primary care physicians 
- social connections 

 

More information from the stakeholder consultations, including the Strategic Priorities that emerged, will be included in the Bow 
Valley PCN Business Plan Renewal for 2022-2025.  

 

Application / Use of Information: 

- Expanding connections / reducing isolation through active, safe outdoor experiences during the COVID-19 pandemic 
through Active Living opportunities in outdoor environments as well as through the ‘Walking without Waste’ population 
health program encouraging active outdoor time while cleaning up the community and taking in beautiful scenery. 

-  Continued promotion of the Alberta Screening and Prevention (ASaP) screening program protocol via the efforts of the PCN 
Panel Management Assistants and PCN physician members efficient use of the Electronic Medical Records.   

-  Increased PCN offerings of virtual, group programs focused on mental health (e.g. Anxiety to Calm, Happiness Basics).  
Additional PCN IPT members took Facilitator training in programs offered by Red Deer PCN (provincially funded for spread 
across the province) including Anxiety to Calm, Happiness Basics, Moving on from Persistent Pain and Relationships in 
Motion. 

-  The Calgary pan PCN Mental Health Task Force received grant funding from the province.  Some funds were allocated from 
the grant to the rural PCNs to support local mental health needs.  The Bow Valley PCN opted to support physician member 
registration for the CanREACH pediatric mental health program.  Eight physician members from 4 clinics applied for and 
completed the program in 2021-2022.  

-  Knowledge of local health issues is applied to pilot and ongoing programs. In 2021-2022 Bow Valley PCN continued to 
expand efforts (including access) regarding back care/MSK, mental health, health of immigrant and hospitality workers as 
well as partnerships to address emerging population health issues.  Examples include:  

o Expansion of Good Food Box options including pay what you can, subsidized and regular pricing.  Successful grant 
applications continue to provide these options to increase awareness and address food insecurity issues.  

o The Food from Home initiative was aimed at addressing unique food sovereignty and security by providing 
participants with increased understanding of the need for food security, empowerment to fuel the body with 
nutritious food, connection to the planet through consideration of food cycles, and a better understanding of where 
our food comes from, its social, environmental, and economic impacts, and how we can advocate for positive 
change.  The initiative engaged over 100 self-identified food insecure local families. 

o Promotion of mental health resources (face to face, phone, online including websites and apps) via the PCN ‘How 
are you feeling today?’ card.  This resource card was developed in partnership with hospitality, mental health and 
settlement service / immigrant serving agency representatives.  

o Significant efforts continued this year re: providing first language resources to many Bow Valley residents who were 
born outside of Canada.  Partnerships were extensive and include Alberta International Medical Graduates 
Association, Bow Valley Immigration Partnership, Settlement Services and more.   

- efforts continued re: provision of services virtually as well as outside of regular business hours (e.g. evenings).  
- Bow Valley PCN representatives participate on local, zonal and provincial Committees to aid in addressing existing health 

conditions (e.g. Calgary Zone Supported Transitions, Mental Health Working Group) as well as for trending issues (e.g. Bow 
Valley Food Alliance re: food insecurity, Bow Valley Immigration Partnership, Canmore Coordinated COVID food response 
committee, zonal Mental Health, Harmony Project re: sexualized violence).  PCN staff all have population health in their list 
of responsibilities. 

- CME planning centers around the health needs of the community and the expressed needs of MD members in addressing 
these needs (See Appendix C for a list of CMEs offered this fiscal year). 

- Bow Valley PCN will continue to participate in local as well as pan PCN / Calgary zone collaborative and strategic planning 
efforts to address the common health needs of Calgary zone residents. 

 
A significant effort was made by the Bow Valley PCN again in FY2021-2022 to respond to the needs emerging from the 
COVID-19 pandemic.  
 
COVID Pandemic Response: 
Alongside other PCNs in the Calgary zone, Bow Valley PCN initiated a COVID Access Clinic in November, 2020.   6/7 Calgary Zone 
PCNs, with the support of PCN Co-Chairs, discontinued their COVID Access Clinics on September 10, 2021 as physicians and clinical 
staff in these clinics reported that the vast majority of patients were attached to a provider.   Bow Valley PCN opted to continue to offer 
their Access Clinic to be able to assess the value / need for the clinic.   Increasingly, COVID+ patients were attached, did not respond 
to the PCN’s outreach call and/or declined the offer to be connected to a local primary care provider.      
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After 11 months of offering the COVID Access Clinic, the Bow Valley PCN discontinued this service.  The recommendation was made 
alongside other PCNs in the Calgary Zone and with the understanding that the community was well versed in managing COVID+ 
patients and will continue to be supported to do so with updated COVID pathways.  
 
A summary of the Bow Valley Clinic, which was ran from November 24, 2020 – September 10, 2021 follows:  

 

• The COVID Access Clinic ran 237 days and received over 1,800 COVID+ referrals: 
o An average of 8 referrals/day with a range of 0–38/day 
o 77% of COVID+ referrals were for Bow Valley residents; the remainder were for other Albertans, primarily residents 

of the Calgary zone 
 

• 45% of the referrals received were managed by local clinics.  For example, by local primary care teams where the COVID 
test had occurred (e.g. Alpine and Bear St Family Physicians in Banff, Lake Louise Medical Clinic and Stoney Health Centre 
in Mini’Thni).     
 

• Slightly over 4% of the patients did not return the PCN’s call after 2 outreach calls. 
 

• Of the COVID+ patients the PCN reached:  
o 97% were aware of their COVID+ test result (e.g. by automated text) 
o 70% had heard from AHS via phone 
o 57% had a family physician; 43% were not attached to a family physician 
o Of the patients who identified that they had a family MD (those we consider to be attached) 21% had heard from 

their family physician by the time the PCN had contacted them.  Note the average # of days from the date the 
patient was tested to the date the PCN received the COVID+ result was 2.1 days  

 

• All patients (whether attached to a family physician or not) were provided with a list of resources 
 

• Since the Bow Valley PCN COVID Access Clinic started tracking vaccination status of the COVID+ patients in July, 2021 the 
PCN was successful in reaching 67% of the COVID+ cases (note: patients who identified a family physician were not 
followed up on by the PCN).  Of the unattached patients reached:  

o 32% were fully vaccinated (85% of those fully vaccinated had surpassed 2 weeks since their second dose)    
o 20% had a single dose 
o 47% were not vaccinated 

 
A summary of the Bow Valley PCN COVID Access Clinic cases follows.  The table provides historical case data for week days from 
November 24, 2020 to September 10, 2021 for weekdays only.   Up until September 10, Foothills PCN followed Bow Valley COVID-
19 cases on weekends.  After September 10 the Bow Valley PCN followed up with weekend COVID cases on Mondays.  

 

 

The Bow Valley PCN offers special thanks to our partners from Alberta Health Services, Calgary Zone PCNs, PCN Nurses and 
PCN physicians who so capably managed the COVID+ referrals.  PCN Referral Administrators, Bev Gray and Heather Wragg, are 
due extraordinary credit for their daily commitment to the COVID+ Access Clinic.  Bev and Heather demonstrated diligence in 
following up with patients, communicating with physicians, providing resources and compassionate and understanding care to 
patients and in identifying trends that were passed on to AHS Health Inspectors, Medical Officers of Health, etc.    
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The COVID+ Access clinic is a testament to collaboration.  A video celebrating the Bow Valley PCN’s response is available here.   
 
In addition to the COVID Access Clinic the PCN:  

 
- Provided evidence-based COVID information and sources of truth via over 40 updates (including a minimum of bi-weekly 

summaries from the Calgary Zone pan PCN group, key messages from the Medical Officers of Health) as well as local 
information / data (e.g. COVID cases, immunization coverage) from Bow Valley communities 
 

- Provided / promoted CME opportunities  
o CMEs – see Appendix C 
o Learning opportunities from other organizations (e.g. focused on virtual care, billing webinars, vaccination options, 

etc.) 
 

- Supporting COVID testing and vaccination capacity at 6 local PCN member clinics (~5,000 COVID tests and ~8,800 COVID 
vaccines were completed) and direct lines for healthcare provider testing resources  
 

- Support for safe practices including:  
o Patient screening information 
o Access to personal protective equipment (PPE)  
o Masking protocol 
o Resources for effective donning and doffing 
o Virtual care support and CMEs 
o Multi-site guidance 

 
- Promotion of key evidence-based decision supports and appropriate referral to Medical Officers of Health  

o Calgary zone designed adult and pediatric testing, isolation, clinical management and discharge pathways and 
updates to these pathways available on SpecialistLINK 

o Contact tracing  
o eReferral advice requests 
o Isolation guidelines 
o Tele-advice resources 
o Testing guidelines 
o Variants of concern (VOC) information  

 
- Supports to provide care through: 

o CMEs (e.g. billing seminar) 
o EMR templates for COVID-19 
o Relaunching primary care services 
o Virtual care 

 
- Receipt of COVID+ patient referrals and coordination of initial consultations with PCN clinicians, communication of COVID+ 

test results to primary care physicians identified by the patient upon contact, attachment to a primary care physician 
located in the patient’s geographic area (if unattached).  
 

- Wrap around / support services for patients we serve:  
o Advocacy for local needs related to the pandemic 

- Participation on the Bow Valley Emergency Operations Committee alongside AHS, Banff Lake Louise Hospitality 
Association, Improvement District No 9, Parks Canada, Town of Banff and more  

o COVID testing 
o Domestic violence supports 
o Food security (e.g. Good Food Box) 
o Isolation hotels / resources 
o Language services / translation / interpretation – supports for foreign-born residents 
o Mental health resources and supports for community members, providers, etc. 
o Outbreak response  - active participation on Banff Emergency Response Committee and Calgary Zone Bow Valley 

Outbreak Task Force 
o Vaccination  
o Virtually accessible classes / consultations 

 
- COVID-19 Access Clinics 

 
- COVID-19 Vaccine 

o Advocacy for vaccine access including through:  
- AHS public health settings in Banff and Canmore 
- AHS vaccine blitz  
- Primary Care Clinics approved to participate in the Primary Care Vaccination Strategy (3 in total)    
- Local Pharmacies (1 in Banff, 7 in Canmore)  
- Residents are also arranging for appointments in other non-local sites (eg. TELUS centre in Calgary)  

https://www.youtube.com/watch?v=jvZSK1HKEUc
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o Promotion of the opportunity for local primary care clinics to participate as part of the primary care vaccine strategy 
 

- Development and distribution of supports and resources  
o COVID-19 Bulletin  
o COVID-19 Bow Valley Support & Resource Guide 

 
COVID cases continue and the PCN role to promote testing and vaccination locations continues.  Data to the end of the fiscal 
year follows:  
 

Geographic Area % of all ages  

with 1 dose with 2 doses with 3 doses 

Banff 80.3% 72.0% 34.3% 

Canmore 87.7% 81.6% 43.0% 

 

The wastewater surveillance data for the Banff and Canmore areas follow: 

 
 
Barriers (Enablers): 
 
- Inconsistent panel sizes result in unpredictable PCN per-capita funding and challenges to maintain staffing costs (Enabler: to 

date we have been able to adjust other costs and apply for external grants to cover costs.  Alberta Health has also 
incorporated more frequent panel assessments and communication of the same affording PCNs opportunities to see trends 
throughout the fiscal year.  We will need to continue to watch budgets closely). 

 
- Increased local, Calgary zone and provincial demands on PCN staff related to collaborative efforts, reporting, strategic 

planning etc. create challenges to manage day-to-day and overall development of the PCN.  It is expected that all of the 
external demands are managed within the same FTE and budgets. (Enabler:  the Calgary zone PCNs received approval 
on a submitted Business Plan Amendment to pool funds to create a Calgary zone Business Unit.  In 2020-2021 
Business Unit colleagues supported efforts related to the zone Strategic Plan / priorities and were a significant player in 
the COVID-19 pandemic response).  A summary of Calgary zone pan PCN activities is in Appendix D.  

 

- Communication and relationship formation with representatives of Stoney Health Centre in Mini’Thni has been enhanced over 
the course of years.  In 2020-2021 we worked closely with the Stoney Health Centre on the pandemic response including 
support COVID testing and communicating options for testing and vaccination.  

 
- Some PCN reporting requirements involve activities over which PCNs have minimal or no control (e.g. Patient Experience of 

Schedule B is to be conducted through surveys within member clinics).  Clinics operate as their own businesses separate 
and distinct from the PCN and are not necessarily positioned to take on additional / specialized work.  The PCN will continue 
to look for ways to engage clinic members but, have to consider clinic factors, demands and priorities particularly given the 
current provincial climate, state of relations and negotiations between the provincial government and physician members and 
the impact of the pandemic on primary care practices, drastic decrease in the number of family physicians in the Bow Valley, 
etc.  

 

- As with many other organizations the PCN expects to be affected by the great retirement, resignation and reshuffling era.  
The cost of living in the Bow Valley has been acknowledged as a factor for recruitment and retention. 

  

https://bowvalleypcn.ca/covidbulletin/
https://myemail.constantcontact.com/SPECIAL-EDITION--Bow-Valley-COVID-19-Resources---Support-Guide.html?soid=1131023623430&aid=E18LExTV0VY
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Objective 4:  Patient's Medical Home (PMH) 

 

Implement patient’s medical home to ensure Albertan’s have access to the right services through the establishment of 
interdisciplinary teams that provide comprehensive primary care. 

 
Achievements (Evaluation findings and recommendations): 
The advancement of the Patient’s Medical Home (PMH) is one of Bow Valley PCN’s 2022-2025 Strategic Plan Objectives.  

 
Primary care clinics are at various stages of readiness and continue to be supported by the PCN staff including Licensed Practical 
and Registered Nurses and Panel Management Assistants.  Details on the contributions of these team members are outlined in 
various elements of the Annual Report (e.g. Priority initiative summaries, Table 1, Appendix A)  

 

NOTE: The Bow Valley PCN’s role in the COVID-19 pandemic response is outlined in above sections including in  

Objective 2: Strong Partnerships & Transitions of Care and Objective 3: Health Needs of the Community and the Population.  Many 
details in the above sections are relevant to Objective 4 as well. 

  
Barriers (Enablers): 
- Limited EMR vendor client response and service (e.g. Telus) for development of intuitive, user-friendly and time efficient 

processes for data entry, collection and reporting.  (Enabler: Funder addresses province-wide mandates). Note that TELUS is 

sunsetting the Wolf EMR, and working with clinics in hopes of transitioning them to Med Access (another TELUS product). This 

transition has potential to impact participation in CII/CPAR, although TELUS has committed to work with clinics to ensure 

smooth transition, including all CII/CPAR functionality to allow automated two-way data flow.  Some clinics have already 

expressed desire to explore non-Telus EMRs. 

 

- Available clinic staff and time resources (Enabler: Financial assistance supporting integrated quality improvement roles and work 

as an operational priority). 

 

- Degree of clinic physician leadership and engagement in some clinics. (Enabler: Clarity of AMA and provincial partnership 

endorsement, including messages of participation benefits / expectations / responsibilities). 

 

- Limited Medical Director engagement and/or physician champions for key provincial patient medical home initiatives such as 

CII/CPAR (Enabler: Increased financial support and clarify expectations for leadership / champion role) 

 

- Limited physician champions (clinic specific and/or PCN) related to a quality / office practice improvement philosophy / culture 

plus specific initiatives such as CII/CPAR.  (Enabler:  Calgary Zone Patient Medical Home Task Group and physician champion 

recruitment is in process)  

 

- Uncertainty regarding influence of adoption of CII/CPAR now that AHS Connectcare is live locally; family physicians in rural 

areas are in the unique position of working in family medicine clinics and in AHS acute care, emergency, long term care, 

cancer clinics etc.  As such, the bulk of the PCN physician members have been engaged in the roll out / integration of 

Connectcare in the Bow Valley (launch date was May 28, 2022).  Advantages of informational continuity provided by 

Connectcare may result in decreased appetite for uptake of CII/CPAR.  (Enabler: continued focus on needs of physician 

members locally, in the Calgary zone and across the province) 

 

- Limited influence on system processes such as specialist referral confirmations/communication (Enabler: system-wide 

standardization of continuity processes and infrastructure to support same). 

In the following we provide a brief update on each of the pillars outlined in the Alberta Patient Medical Home Model adapted from the 
Safety Net Medical Home Initiative: 

 
Care Coordination 
Bow Valley Primary Care Network clinical staff aid in the coordination of care for patients.  The PCN has decentralized staff 
including Registered and Licensed Practical Nurses and Panel Management Assistants working in some member clinics.  In 
addition, there are centralized team members where physicians and other members of the healthcare team make referrals for 
1:1, small group and group programs.  Details including number of referrals, demographics of patients referred, access details 
and outcome measures are included in the Period Overview, priority initiative and in Table 1. 
 
Enhanced Access 
The PCN collected weekly access data primary care physicians with regular and active panels: 54% of PCN physician members 
submit Third Next Available Appointment (TNA) measures (compared to 48% in the last fiscal year).  For reporting physicians, 
same day access was comparable to rates of the previous fiscal year: 

- Short appointment same day access = 20%; 1-3 day access at 27%, for a combined average of 47% for 0 – 3 days 
(same day access: 23%; 1-3 day access at 25% in the last fiscal year) 

- Long appointment same day access = 3%; 1-3 day access at 24%, for a combined average of 27% for 0 – 3 day (same 
day access: 10%; 1-3 day access at 29% in the last fiscal year) 
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Patient Centered Interactions 
PCN staff and physicians provide patient centered care.  Due to COVID-19 management plus additional and competing 
priorities both at PCN and clinic levels, patient experience surveys were not conducted in 2021-2022.   
 
Patient satisfaction surveys completed in 2014-2015 and 2015-2016 demonstrate high levels of satisfaction with PCN services 
in this regard.  The Bow Valley PCN partnered with the Health Quality Council of Alberta (HQCA) in 2019-2020 to participate in 
the provincially coordinated survey.  See details on the provincial survey undertaken by select Bow Valley PCN clinic members 
in 2019-2020 in the Section on Schedule B Indicators, Patient Experience below. 
 
Bow Valley PCN is a member on multiple community-oriented committees (e.g. Bow Valley Immigration Partnership, Harmony 
project, Canmore Coordinated COVID food response committee, Zone Mental Health Task Force and Opioid Response 
Initiative, etc).  Our engagement is a reflection of our desire to offer services that bring the patient to the center of the service. 
 
To date, the Bow Valley PCN has not undertaken any work related to the provincially coordinated PACT program.  The PCN is 
awaiting details following the pilot of this initiative. 
 
Organized Evidence Based Care 
The Bow Valley PCN employs the ASaP maneuver recommendations.as per the 2017 preventative screening criteria. 
Consistent with previous years’ reporting, two methodologies were used. See the Schedule B reports below.  

 

Team Based Care 
The Bow Valley PCN continues to promote team-based care.  72% (26/36) of physician members work in a clinic where at 
least one PCN staff member is based (compared to 69% in 2020-2021).   
 
Panel & Continuity 
As a foundation to Patient Medical Home efforts to initiate and maintain panels continues by the PCN Panel Management 
Assistants.  Consistent with several years of HQCA data, the Bow Valley has lower rates of physician continuity compared to 
the Calgary zone and province, yet higher clinic continuity.  
 

Average Continuity AB Calgary 
Zone 

Bow Valley 
PCN  

Physician 71% 70% 66% 

Clinic 80% 79% 84% 

 
In November 2020, the Bow Valley PCN’s Joint Governance Committee endorsed the PCN’s 2020-2023 Community 
Information Integration / Central Patient Attachment Registry CII/CPAR implementation plan.  The participation targets align 
with the Calgary zone and provincial targets of 80% participation by March 31, 2023.  As part of raising awareness of the 
opportunity, a joint CII/CPAR presentation with an AMA representative and a rural physician (live on CII/CPAR) was made at 
the November 2020 PCN Annual General Meeting. In 2020-2021, 12 (~30%) of physicians at two primary care clinics are live 
on CII/CPAR.  The Panel Management Assistants continue to worked closely with clinicis to facilitate the CII/CPAR registration 
and implementation processes with the Clinic Managers.  In addition, PMAs manage the monthly Conflict and Mismatch 
reports.  Process management is being finalized at the clinic level. 
 
There is general agreement with the CII/CPAR premise, however, there are concerns from physicians and clinic managers that 
now is not the ideal time for its implementation due to COVID-19 pandemic management, competing priorities, political climate, 
workload, staff and physician shortages, etc.  Anecdotally, this is a strong and common perception throughout the Calgary 
zone. This challenging environment significantly slowed further CII/CPAR implementation within the Bow Valley PCN at the 
conclusion of FY2020-21. 
 
The PCN will continue to offer supports to clinics (e.g. through the Panel Management Assistant). 
 

Capacity for Improvement 
Improvement initiatives this fiscal year were primarily related to strategies related to the COVID-19 pandemic and on 
addressing issues related to the physician shortage.  The PCN will continue to build on previous improvement strategies 
including AIM which has been foundational in many of our clinics.  All PCN employees have quality improvement in their 
competency-based position profiles.   
 
Capacity for Improvement is a shared area of focus of the zone’s Patient’s Medical Home Task Group and the EQUIP 
(Elevating Quality Improvement in Practice) Committee.   
 
Numerous Calgary Zone PCNs were working collaboratively on an Evaluation Shared Platform project to “leverage shared 
resources, expertise and innovative ideas by working together and helping each other to meet business needs, show outcomes 
and organization value.”  Both clinician and non-clinician perspectives were incorporated into the development of a minimally 
viable data set in FY2020-2021.  The Bow Valley PCN will continue to monitor progress on this front.  
 
In FY2021-2022 the Bow Valley PCN seconded a team member from the Calgary West Central PCN to employ the bench 
strength of the one of the largest PCNs in the province.  The Health Information Coordinator role onboarded 2 Bow Valley PCN 
physicians to pilot processes to provide automated reports from the MD’s EMR. 
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Engaged Leadership 
Several measures speak to the level of engagement of physicians in the Bow Valley PCN leadership:  

 
Board Membership:  As of the end of March, 2022 ~33% of PCN physician membership had, at some point, participated as a 

member of the Board / Joint Governance. 
 
Participation at Provincial PCN Lead Forums: 7 physicians (15% of the PCN MD membership) have at some point participated in 

at least one PCN Lead Forum to date. Note the PCN Leads Forum has not been scheduled for almost 3 years 
 
PCN Board Competency Training: Essentials Certificate (1 day training):  7/46 (15%) physician members have completed the 1 

day Governance Essentials raining offered by the Alberta Medical Association.  Due to the COVID-19 pandemic training was 
cancelled.  Governance training, via the AMA, has not been available since the spring, 2020.  As a result, governance 
members who have joined since the spring, 2020 have not had the opportunity to participate.  AMA has shared that they are 
in the process of developing virtual training.  

 
PCN Board Competency Training: Advanced Certificate (1 day training):  4/46 (9%) physician members have completed the 

Advanced Governance training offered by the Alberta Medical Association.  Due to the COVID-19 pandemic training was 
cancelled.  Governance training, via the AMA, has not been available since the spring, 2020.  As a result, governance 
members who have joined since the spring, 2020 have not had the opportunity to participate.  AMA has shared that they are 
in the process of developing virtual training.  

 
Comments regarding Schedule B Indicators:  
With reference to Section 2b the Bow Valley PCN has provided the following comments:  
 
Patient Experience Indicator: 
Patient satisfaction surveys completed in 2014-2015 and 2015-2016 demonstrate high levels of satisfaction with PCN services in 
this regard.  These services were specific to care provided by the inter-professional team members and not care provided by the 
family physicians or clinic staff. 
 
The Bow Valley PCN coordinated the Patient Experience survey in the fall, 2019.  The Health Quality Council of Alberta (HQCA) 
worked with the PCN to recruit clinics in the Bow Valley.  Six clinic members were approached and four signed on to the process.  
The HQCA Patient Experience Survey looked at the percent of patients satisfied with the care they receive at their Primary Care 
Network (PCN) delivery site (primary care physician clinic) as measured during the fiscal year.  This is one of the indicators from 
Schedule B of the PCN Grant Agreement.  The measure is referred to as the Patient Experience Indicator as it provides a single, 
albeit limited measure of patient experience.  See below for participation rates and survey response rates and highlights: 
 

Survey Response Rate in 2019-2020 Surveys 

 Bow Valley 
PCN ONLY 

All Participating 
Alberta Clinics 

Eligible Patients (N) 958 9 861 

Respondents (N) 454 3 837 

Proportion 47.4% 38.9% 

 
- Ninety-seven percent of respondents rated their care ‘today’ as very good or excellent. This is 6% higher than the provincial 

rating for the same question. 
- Sixty-three % of respondents gave their physician ‘today’ a 10/10 ranking in quality.  Another 33% ranked their physician as a 8 

or 9 out of 10. The question related to this metric was “What number (out of 10) would you use to rate your doctor: 0 being the 
worst and 10 being the best”. 

- On all questions asked, Bow Valley clinic patients rated their experience better than the provincial respondents.  The following 
areas were investigated: Overall rating, communication, access, healthcare team integration, and treatment plans / care received. 

 
Note: as only 4 clinics participated in this year’s survey and a large majority of responses came from one clinic in Banff, the results 
may not be representative of the PCN as a whole.   

  
Concern was expressed regarding the limited PCN and clinic resources to roll out these assessments in the clinic environment.  
Given current relations with Alberta family physicians and the drastic decrease in physicians accepting new patients / MD shortage we 
anticipate challenges regarding future buy-in / in-kind contributions. 

 
Team Effectiveness Progress Indicators: 
Team effectiveness surveys were not completed at any of the member clinics or at PCN operated clinics in 2021-2022.  Concern 
exists regarding the resources required to do this work.  

 
Barriers (Enablers): 
The Bow Valley PCN continues to identify a number of barriers / operational deficiencies / gaps to being able to report results 
related to Schedule B indicators.  As with previous Annual Reports we have included a table identifying barriers / gaps as well as 
potential solutions / enablers.  Where Pan-PCN is listed we are suggesting a provincial or system-wide strategy; where Bow 
Valley PCN is listed we are referring to work that we need to focus on locally.  Where applicable, reference is made to Alberta 
Health Services as AHS.  See the table below for barriers/gaps along with potential solutions/enablers:  
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BARRIERS / GAPS POTENTIAL SOLUTIONS / ENABLERS 

Lack of clarity / definitions re: measures outlined in the 
schedule 

Provide common definition and protocol (Pan-PCN) 
for each measure 

Lack of standard definition / process for measures Develop remaining toolkits (e.g. EQ-5D, self-management), 
provide training / consultation re: standard measurement 
processes (Pan-PCN).  For example, what constitutes an offer 
for self-management and how should this be 
documented/captured? TELUS is sunsetting the Wolf EMR currently in four member clinics 

that collectively serve ~50% of the PCN panel.  Although TELUS 
has committed to seamlessly manage transition and functionality 
for those live on CII/CPAR, there is some mistrust amongst clinics.  
Anecdotally, TELUS is now becoming less responsive to Wolf 
technical problems. 

PCNs collectively mandate TELUS to fully service clients 
during transition without any additional fees.   
 
Require TELUS to work on the CII/CPAR e-health solutions 
team to ensure all technical requirements are fully functional 
to enable auto two-way data flow. 

Costs and timelines to implement EMR changes to support 
efficiencies / the measures (e.g. standard user-friendly templates 
made very easily/logically accessible to physicians – max of one 
or two clicks) 

Solidify requirements and confirm agreements (including 
scope of work and timelines) with vendors to further support 
collection and export of relevant data. Multiple requests have 
been made of vendors (e.g. TELUS) for several years. Some 
progress has finally been made but more is required. 
Allocate funding to engage vendors (pan PCN). 

Periodic misalignment of objectives for data collection and 
reporting between province and PCNs (e.g. PCN’s utilization of 
EQ-5D results to inform care, resource planning and allocation 
versus AH desire to garner population health data) 

Explore blend of EQ-5D reporting to include both population 
health and clinician/programmatic utility, as some larger 
PCNs may have capacity for both. Clear processes and 
report templates will result in standardized and concise data 
reports. 

Paneling is a necessary foundational component – like many 
PCNs our paneling work is in progress, but is not completed 

Continue to focus on paneling (Bow Valley PCN) using the 
Tool for Measurement of Established Panels (developed by 
EQUIP).  67.% (27/40) physicians compared to 73% (27/37 
physicians) of those with a regular / traditional primary care 
practice and an EMR have well maintained patient panels. * 
 
Continue to apply/update the Bow Valley PCN’s CII/CPAR 
implementation plan for FY2020-2023 (this was approved by 
Jt Governance in Nov, 2020). Implications of the AHS 
province wide Connectcare program will be monitored. 
 

PCN physician / clinic participation in CII/CPAR has leveled 
off – concerns have been expressed re: COVID-19 
implications, competing priorities, political climate, staff 
shortages, absence of Bow Valley PCN QI physician 
champion(s) and duplication from the May, 2022 
implementation of the AHS province wide Connectcare 
Program  
 

Continue to provide PCN supports / consultation through 
defined roles and contributions (registration, panel 
management, physician champion).  Maintain open 
communications with Clinic Managers (e.g. CII/CPAR status 
updates and reminder of PCN support availability). 
 
In FY2021-2022 the Bow Valley PCN seconded a team 
member from the Calgary West Central PCN to employ the 
bench strength of the one of the largest PCNs in the province.  
The Health Information Coordinator role onboarded 2 Bow 
Valley PCN physicians to pilot processes to provide 
automated reports from the MD’s EMR. 
 
The PCN will monitor implications of AHS’s Connectcare 
strategy given that the bulk of PCN physician members in the 
Bow Valley PCN have hospital privileges and thus, experience 
the benefits of the provincial IT system  

Lack of communication / awareness strategy for clinic 
members 

Build common awareness / communication strategy (Pan-
PCN), highlighting admin efficiencies and benefits to their 
patient care. 

  



38 
 

BARRIERS / GAPS POTENTIAL SOLUTIONS / ENABLERS 

Lack of dedicated resources for clinics to do the required 
work that is being designated to occur in clinics themselves.  
Our PCN has limited resources (support and financial) to do 
the work required for more extensive PMH efforts, provincially 
designed CII / CPAR, clinic-based patient satisfaction 
measures, etc.  While clinic leaders generally agree in 
principle, the state of readiness varies with members and 
when combined with clinic priorities and resource limitations, 
there is diminished capacity and engagement is challenging.   
 
Contextual factors associated with the implementation of 
Connectcare by AHS will also need to be considered. 

 

Allocate additional resources (support, financial, role 
descriptions, templates) for clinic members to implement 
and evaluate provincially designed components that are 
specific to the clinic member’s environment (pan PCN). 
Modify requirements for smaller rural clinics to maximize 
alignment, relevancy and physician engagement. 
 
Continue to assess benefits of the provincial AHS 
Connectcare program.   

Privacy restrictions / uncertainty re: access to EMR / clinic 
level data 

Need to complete assessment of privacy, data 
sharing and information management agreements 
(pan PCN) 
Develop standard data sharing / information management 
agreements.  Again, some efforts have been made.  

Lack of patient awareness of the reporting requirements, 
community health partners and potential positive impact on 
their personal health care. 

Develop and implement a provincial awareness 
campaign highlighting evidence behind such things 
as continuity. 

Receptivity / awareness of providing PCNs with access to data Develop education (collaboration with key 
stakeholders and partners such as AMA, AH, AHS) 
for physician / clinic members (pan PCN) 
 
Update / implement data sharing and/or information 
management agreements, (pan PCN and 
specifically with HQCA) 

AHS services inconsistent across the province – our PCN offers 
CDM services locally that are provided by AHS in other areas of 
the province.  PCN dollars are allocated in our communities 
whereas they are not in other communities in Alberta 

Assess CDM services offered by AHS / outline expectations 
(AHS). E.g. why is AHS covering these services in some 
areas but, not others? 
 
Ensure adoption of AHS and other services now available 
virtually.  

Additional reporting requirements necessitate additional 
resources.  Lack of access to surplus funds beyond March 
31, 2016 greatly impacts our PCN flexibility to support 
additional efforts.  PCNs no longer have access to 
Operational Stability Funds which limits PCN flexibility 

Assess what is doable given resources / budget (Bow Valley 
PCN).  Set priorities. Not all current recommendations will 
be able to be managed by our PCN (Bow Valley PCN) 
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The following general recommendations represent a collective voice of PCN evaluators and were included in the Primary Care 
Network Evaluators’ Survey (2018).  We have retained this in our Annual Report to raise awareness of continued issues that are 
faced. 

 

 

General Recommendations 

 
1. Ensure that PCNs have facilitation resources to assist clinics in understanding readiness for change and increasing 

engagement in measurement for practice improvement. 

 

2. Strike an advocacy group to liaise with EMR vendors to further collect and export relevant data.  If such a group already 

exists, share information about activities and provide opportunities for PCNs and member clinics to bring forward their issues. 

 

3. Share provincial-level results so PCNs and member clinics can see how their progress compares to others. 

 

4. Leverage existing organizations such as AMA, CMA, ACFP and CFPC to promote the advancement of the patient’s medical 

home and the role of evaluation and practice improvement therein to their membership. 

 

5. Include evaluation of PCN programs and services as a part of Schedule B. 

 

6. Provide a forum for PCNs to write and share their successes in implementation of measurement of Schedule B Indicators and 

practice improvement. 

 

7. With guidance from PCNs and other relevant organizations, develop comprehensive toolkits for the remaining indicators. 

 

8. Assess PCNs with limited evaluation capacity to understand how their contexts preclude/complicate achieving all the 

measurement of Schedule B. 

 

9. Collaborate with other organizations such as HQCA, CFPC or the National Physician Survey to collect information that would 

serve multiple needs and prevent issues such as survey fatigue. 
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Section 2.b. – Primary Health Care Indicator Set –  Reporting: 

As a small rural PCN with limited resources, the Bow Valley PCN strives to meet Alberta Health’s Schedule B reporting 
requirements.  We continue to focus attention on: 

1) Greater attachment (panel verification) 

2) Improved access (TNA collection) 

3) Improved quality (ASaP screening) 

4) Improved health status and care experience (EQ-5D) 

5) Governance – as detailed in Objective 1 
 

For more specific indicator details, refer to Panel Management and Patient Access (TNA) data under the Office Practice 
Improvement priority.  

 
In 2021-2022, as with previous years, the Bow Valley PCN did not undertake formal work for the following indicators for 
various reasons including limited resources, member engagement or awaiting completion of respective tool kits: 

o Improved self-management of care 

 
The Bow Valley PCN has inserted data in the following tabs as part of the Schedule B Indicator Report Tool: 
 

1) Indicator Report 
2) Dashboard 
3) Patient Experience 
4) Screening Admin – HQCA 
5) Screening EMR Extracts 
6) Patient Medical Home Readiness - CII CPAR  

 

The original file is also uploaded onto the PCN Reports for clarity / reference. 
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Appendix A - Community-Based & Referral-Based Seminars (April 1, 2021 – March 31, 2022) 

The majority of in-person group programming ceased as of March 10, 2020 due to COVID-19.  Sessions were primarily shifted to virtual offerings via Zoom.   

Registration Program Type / Session Title PCN Provider 
# times 
offered 

# of 
sessions / 
offering 

Total # of 
Participations 

Community Anxiety to Calm  

BCS – Adriana & 
Population Health 
Strategist - Laura 1 8 63 

Community Ask a Dietitian All About Diet RD - Zarifa 1 1 13 

Community Banff Outdoor Exercise ALC - Kiley 1 4 12 

Community Bend, Stretch and Core ALC - Kiley 1 4 23 

Community Birth & Beyond 
RN - Heather K and 
LC Betty 5 3 263 

Community Canmore Outdoor Walking ALC - Shayla 48 1 141 

Community  Walking Program:  Banff ALC - Kiley 2 1 4 

Community Core and Strength ALC - Kiley 2 4 110 

Community Core O'Clock ALC - Kiley 1 4 29 

Community Craving Change RD - Zarifa 3 3 65 

Community Craving Change Rally RD - Zarifa 3 1 10 

Community Exercise and Aging ALC - Shayla 2 1 24 

Community Exercise and Medicine ALC - Shayla 1 1 13 

Community Exercises for Hips and Knees ALC - Kiley 1 1 14 

Community Food From Home Launch Population Health 
Coordinator - Laura 

1 5 147 

Community Fibromyalgia ALC - Kiley 1 1 4 

Community. Good Food Box Cooking Class RD - Zarifa 1 1 4 

Community Good Morning Bend & Stretch ALC - Kiley 7 4 & 6 376 

Community Happiness Basics 
ALC - Kiley & LPN -
Kristin 1 8 58 

Community Headaches & Migraines ALC - Kiley 1 1 9 

Community Irritable Bowel Syndrome (with co-facilitator from AHS) RD - Zarifa  1 1 10 

Community Kitchen Fun-damentals RD - Zarifa 2 3 36 

Community Learn to Run 101 ALC - Kiley 1 1 15 

Community Lunchtime Pump ALC - Kiley 6 4 & 6 347 

Community Lunchtime Sweat ALC -Kiley 1 4 31 
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Registration Program Type / Session Title PCN Provider 
# times 
offered 

# of 
sessions / 
offering 

Total # of 
Participations 

Community Mountain Fit:  Hiking Season ALC - Kiley 1 1 19 

Community Nutrition & Exercise for Healthy Pregnancy ALC - Kiley 1 1 5 

Community Nutrition & Mental Wellness RD - Zarifa 1 1 11 

Community Osteoarthritis ALC - Kiley 1 1 10 

Community Outdoor Fitness Circuit  ALC - Shayla 25 1 63 

Community Posture and Core Basics ALC - Kiley 1 1 9 

Community Relationships in Motion Population Health 
Strategist - Laura 

1 5 34 

Community Sciatica ALC - Kiley 1 1 8 

Community Stand, Sit & Get Fit ALC - Kiley 4 4, 5 & 7 190 

Community Stretching for Skiers ALC - Kiley 1 1 8 

Community Winter Workout:  Home Edition ALC - Kiley 1 1 8 

Community Working Out with Bands ALC - Kiley 1 1 10 

Community/Referral 50 Fun Facts about the Human Body (as part of ALEP Ed Sessions) ALC - Shayla 2 1 13 

Community/Referral Back to Health (as part of CP Ed Sessions) ALC - Kiley 2 1 26 

Community/Referral Back to Movement (as part of CP Ed Sessions) ALC - Kiley 2 1 24 

Community/Referral Basic Anatomy (as part of ALEP Ed Sessions) ALC - Shayla 1 1 8 

Community/Referral Basics of Strength Training (as part of ALEP Ed Sessions) ALC - Shayla 1 1 16 

Community/Referral Bend and Stretch (as part of CP Ed Sessions) ALC - Kiley 1 1 12 

Community/Referral Best Weight - Exercise Essentials (as part of BW & ALEP Ed Sessions) ALC - Shayla 5 1 48 

Community/Referral Best Weight - Nutrition Essentials (as part of BW Ed Sessions) RD - Zarifa 11 1 52 

Community/Referral Best Weight Essentials (as part of the BW Ed Sessions) 
BCS - Adriana & ALC - 
Shayla  5 1 18 

Community/Referral Cardio vs Weights (as part of ALEP Ed Sessions) ALC – Shayla 2 1 18 

Community/Referral Core Strength (as part of CP Ed Sessions) ALC – Kiley 1 1 4 

Community/Referral Core Strength Basics (as part of ALEP Ed Sessions) ALC – Shayla 3 1 49 

Community/Referral Design Your Health (as part of ALEP Ed Sessions) ALC – Shayla 1 1 5 

Community/Referral Exercise & Your Brain (as part of ALEP Ed Sessions) ALC – Shayla 1 1 9 

Community/Referral Exercise as Medicine (as part of CP Ed Sessions) ALC – Kiley 1 1 3 

Community/Referral Exercise Gains:  The Brain One (as part of ALEP Ed Sessions) ALC – Shayla 1 1 10 

Community/Referral Exercise Gains:  The Heart One (as part of ALEP Ed Sessions) ALC – Shayla 1 1 6 

Community/Referral Exercise Fact of Fiction (as part of ALEP Ed Sessions) ALC – Shayla 4 1 15 
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Registration Program Type / Session Title PCN Provider 
# times 
offered 

# of 
sessions / 
offering 

Total # of 
Participations 

Community/Referral Exercise Options (as part of ALEP Ed Sessions) ALC – Shayla 1 1 4 

Community/Referral Exercise Progression (as part of ALEP Ed Sessions) ALC - Shayla 2 1 11 

Community/Referral Exercise:  Your Immune System (as part of ALEP Ed Sessions) ALC - Shayla 1 1 25 

Community/Referral Exercises for Better Balance (as part of ALEP Ed Sessions ALC - Shayla 2 1 31 

Community/Referral Flexibility Mobility Exercise (as part of ALEP Ed Sessions) ALC - Shayla 2 1 19 

Community/Referral Goal Setting (as part of CP Ed Sessions) BCS - Adriana 1 1 11 

Community/Referral Heart Health (as part of ALEP Ed Sessions) ALC - Shayla 1 1 6 

Community/Referral How to Exercise at Home (as part of ALEP Ed Sessions) ALC - Shayla 1 1 3 

Community/Referral Hoping & Coping (as part of the CP Ed Sessions) BCS - Adriana 1 1 5 

Community/Referral How to Stay Motivated (as part of ALEP Ed Sessions) ALC - Shayla 1 1 9 

Community/Referral Mindful Movement (as part of CP Ed Sessions) ALC - Kiley 1 1 6 

Community/Referral Neuroplasticity (as part of CP Ed Sessions) PHARM - Jolene 1 1 7 

Community/Referral New Facts about Fitness (as part of ALEP Ed Sessions) ALC - Shayla 1 1 9 

Community/Referral Nutrition & Inflammation (as part of CP ED Sessions) RD - Zarifa 2 1 34 

Community/Referral Opioids (as part of CP Ed Sessions) PHARM - Jolene 1 1 2 

Community/Referral Planet HollyWEED (as part of CP Ed Sessions) PHARM - Jolene 2 1 19 

Community/Referral Pre-Diabetes Nutrition RD - Zarifa 1 1 12 

Community/Referral Sit Less, Move More (as part of ALEP Ed Sessions) ALC - Shayla 1 1 8 

Community/Referral Sleep Basics (as part of CP Ed Sessions) PHARM - Jolene 2 1 20 

Community/Referral Stay Fit for the Holidays (as part of ALEP Ed Sessions) ALC - Shayla 1 1 11 

Community/Referral Strength Training 101 ALC - Shayla 2 1 17 

Community/Referral Tiny Habits (as part of ALEP Ed Sessions) ALC - Shayla 2 1 12 

Community/Referral Willpower vs Skillpower (as part of ALEP Ed Sessions) ALC - Shayla 1 1 10 

   214  2,825 
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Appendix B - Population Health Programming and Initiatives (April, 2021 – March, 2022)  
 
Feature programs, focus on existing and emerging issues including those related to food insecurity and mental and sexual health.  
 
The Bow Valley Good Food Box 
 
The Bow Valley Good Food Box (GFB) continues to support food security in the Bow Valley.  The monthly assortment of fresh produce 
focuses on packing in as much nutritious food as it can, while sourcing local, seasonal, and organic when possible. The content of the Box 
varies each month based on seasonal availability and pricing.  The regular price of the Bow Valley Good Food Box is $30, taxes included, 
and is open to anyone in the Bow Valley.  A partially subsidized option of $25 is offered to people with a lower-income or who have been 
financially affected by COVID-19 (self-identified).  Because of the pandemic, the PCN began offering a Pay-What-You-Can option in 2020-
2021 for those who could not afford the $25 fee.  This option has been publicized by word of mouth and referral from community 
organizations (e.g., PCN clinicians, Family & Community Support Services, Canadian Rockies Public School) and is not advertised as 'free', 
however many people have been unable to pay anything.  
 
Subsidies were made possible via generous grants.  The MD of Bighorn is the fiscal agent for both grants.  
- The Rotary Club of Canmore ($20,000) grant continues to cover subsidy costs for Bow Valley communities east of the Banff gates 
- The Bow Valley Christmas Spirit Campaign ($4,000) grant supports subsidy costs for Bow Valley residents.   

 
Who's involved? 
This Bow Valley Good Food Box partnership includes: Bow Valley Primary Care Network, the Bow Valley Food Alliance, ID No. 9 (Lake 
Louise), the M.D. of Bighorn and the Town of Banff. Beginning in April 2020, the above organizations partnered with the Canmore chapter 
of Edmonton based company, The Organic Box.  
 
The Bow Valley Good Food Box is coordinated by the PCN Population Health Strategist, who works in concert with community coordinators 
from the Town of Banff and the MD of Bighorn.  The fiscal host for program grant funds is the local coordinator for MD Bighorn.  
 
The program is run as cost-recovery, utilizing community agency staff and volunteers during distribution times.  Boxes are distributed once 
per month in the following Bow Valley communities: Banff, Canmore, Exshaw, Kananaskis and Lake Louise.   
 
Partners do not have the means to store forgotten boxes past pickup times.  Forgotten boxes are donated to people experiencing food 

insecurity, including to a local food initiative called Feed the Bow (through Mountain Fire Foods), which offers weekly nutritious & allergen-

aware meals to people in need. 

A summary of the Good Food Box orders by location follows: A total of 3,755 orders were placed this fiscal year with 63% of orders being 
paid for via the regular/full rate, 27% were subsidized and 10% were pay what you can/free.  
 

Good Food Box Orders by Location 

  Banff Canmore Lake Louise MD of Bighorn  

Apr, 2021 96 269 17 24  

May, 2021 99 279 23 24  

June, 2021 68 237 13 19  

July, 2021 34 154 14 13  

Aug, 2021 30 131 16 9  

Sep, 2021 41 191 8 17  

Oct, 2021 45 186 10 17  

Nov, 2021 64 228 20 24  

Dec, 2021 54 210 16 18  

Jan, 2022 66 245 26 17  

Feb, 2022 65 263 19 21  

Mar, 2022 56 221 16 22 Total orders 

 718 2,614 198 225 3,755 

      

% of total orders 19.1% 69.6% 5.3% 6.0%  
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Praise for the Good Food Box: 

• It gets vegetables into me that I would not normally eat so I can experiment more with my food 

• Fun to receive items chosen for me; sometimes items not available locally 

• Better value for much, much better produce than local stores provide 

• I love the variety of food, and how it helps make fresh food affordable in the valley 

• I love this program so much and am so grateful for it. THANK YOU!! 

• Everyone involved does a great job and provides a needed service in the Bow Valley 

• Thank you. I appreciate it and my 3 kids get very excited to cook with the different items 

• This is a great program and is such a good value as I see it. Thank you so much!  

• I think you guys are doing a fantastic job. I recommend this produce box to all my friends. I am a big fan 

• This is a terrific program that’s being run in a thoughtful, thorough manner and everyone involved is friendly and professional 

• Please keep this up. It has been so wonderful being able to bike over and pick up vegetables that are reasonably priced. It has cut 
down our trips to Calgary to buy food. This is an excellent community service and I really hope that it continues for years to come!! 

 

Fun fact! 68% of respondents say that ordering the Good Food Box increases their fruit and vegetable intake! 

 
 

Food From Home 
 

Rationale:  According to a 2020 survey by the Town of Canmore, the living wage required by a 2-parent, 2-child household in Canmore is 

$30.97 per hour for each parent (more than twice the minimum wage in Alberta and a significant increase from the 2017 Living Wage of 

$22.76 per hour).  With Canmore being the most expensive community in the province, affording basic needs such as nutritious food can be 

difficult.  Fortunately, there are some amazing community food programs available to residents across the Bow Valley.  Accessing 

affordability programs like these, can decrease the living wage from $30.97 per hour to $19.80.  Relying on volunteer-run community 

programs to deliver affordable food is not sustainable, unless these programs are supported by long-term funding institutions.  

Many local residents, especially those living in affordable or low-income housing, do not have the space to grow and harvest food in their 

backyards.  In a survey done in July 2020 by the Bow Valley Food Alliance, the top two issues ranked by respondents as issues of high to 

medium priority included cost of food and lack of spaces to grow food.  63% of the 259 Bow Valley respondents wanted more spaces to 

grow food in the valley.  

Growing food in the Bow Valley can be very intimidating for new gardeners, especially when the growing season is so short and attracting 

wildlife is extremely problematic.  Gaining knowledge re: how to grow your own food is a powerful step towards understanding how one can 

influence change in their food system.  

By working to build food sovereignty among the communities in the Bow Valley, the PCN and our partners are not only engaging with 

issues around food insecurity (access to affordable healthy food), but also with issues surrounding how the food we eat is produced as well 

as community members’ ability to determine what their food systems look like as a whole.  These conversations are vital, as it does not only 

build knowledge and capacity among community members to learn about where their food comes from, but it also allows people to think 

about the social, environmental and economic impacts, and how they can advocate for positive change in their food system.  

The health initiative Food From Home was created by the Population Health Strategist in partnership with the Town of Canmore with 

support from the Bow Valley Food Alliance. The Banff Canmore Community Foundation provided grant funding ($4,250) & the Bow Valley 

Garden Centre discounts, to help us create and distribute 100+ grow-kits to food-insecure community members.  

The goal of this program was to provide an inclusive environment for anyone at any skill level, income-level, or housing situation to be 

empowered to grow their own food, through offering accessible skill-building and education experiences. 

Food From Home’s mission was to enhance food sovereignty and security in our unique community and positively impact community 

wellness by providing participants with an increased understanding of the need for food security, empowerment to fuel the body with 

nutritious food, connection to the planet through consideration of food cycles, and a better understanding of where our food comes from, its 

social, environmental, and economic impacts, and how we can advocate for positive change. 
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When & Where? Food From Home launched in May 2021 and wrapped up at the end of September 2021.  Due to the COVID-19 

pandemic, it took place virtually, using the platforms of Zoom, Facebook, email and You Tube. Though the project team was based in 

Canmore, this was open to anyone in the Bow Valley. Session 3 was filmed in Mini’Thni. 

Who?  The target audience was people with low income and food insecurity who have limited space to grow food (e.g. people who live in 

apartments or spaces without yards). The grow-kits were accessible to all, however, the most vulnerable communities (i.e. temporary 

foreign workers, Indigenous peoples, low income individuals and families, seniors and other groups who experience food insecurity) were 

the target audience. By providing grow-kits to people free-of-cost, the goal was to remove a significant participation barrier and to provide a 

positive experience to learn about and grow food. 

How?  The PCN promoted this initiative through various online channels (Facebook, Instagram, Newsletters, Website).  Partners for 

promotion included: Bow Valley PCN, Bow Valley Food Alliance, Town of Canmore, Bow Valley Garden Centre, Town of Banff and Lake 

Louise Live. 

Community members applied for Grow-Kits via a questionnaire shared via the social media channels. The Questionnaire assessed food 

insecurity and/or low-income status through self-identification. It outlined that as there was a limited number of kits, successful applications 

would be awarded based on need, & applicants were only eligible for 1 Grow-kit/household. Though the PCN had more than 100 applicants 

we were able to partner with the Town of Banff’s Family Resource Network who provided funding/Grow-kits to the remaining 30 applicants 

(the PCN ensured compliance with grant terms – e.g. having a child under 18 years of age).  Total number of participants: 130 (PCN Food 

from Home: 100 Banff Family Resource Network: 30) 

Applicants received an email outlining the project including details for virtual education sessions.  Lake Louise, Banff and Exshaw Grow kits 

were distributed via Good Food Box community pickup locations in May, 2021.  Canmore Grow Kits were distributed via pick up locations 2 

days following the Good Food Box distribution given the larger order numbers.  Banff coordinators noted that in the future they would 

separate dates as well, due to their numbers. 

Grow-kits were purchased using grant-money, with the Town of Canmore acting as the fiscal agent, from Bow Valley Garden Centre. 

Contents were packaged and seeds counted by PCN, Town of Canmore and a Food from Home volunteer.   Grow Kits included: seeds 

(carrot, radish, lettuce and spinach), seedling (a random herb), soil (20 lbs of organic, all purpose potting soil) and containers (24” and 30” 

window boxes and 12” bowls).  

The following table outlines the online education sessions scheduled between May and September, 2021 along with viewership:  

Session Date  Attendees Viewers from 

Facebook and 

You Tube 

1 May 21, 2021 Food From Home Introduction: How to plant your Grow-Kit, with 
Cody Alba – Bow Valley Food Alliance  

30 114 

2 June 25, 2021 Food from Home 2: On Kitchen and Garden Waste, with Amy 
Fournier - Town of Canmore’s Energy & Climate Action 
Coordinator & Lu Douce -Town of Canmore (June, 2021) 

Project Thichachan participant Donna Powder, RD Paige 
Thomsen, & RD Lindsay MacCharles. With an honourable 
mention to a big contributor to founding the Thichachan 

7 73 

3 July 22, 2021 Food from Home 3: On Indigenous Traditions & Initiatives, with 

Îyârhe Nakoda Elder Philliomene Stevens, her sister & 

Knowledge Keeper Tracey Stevens, Community Chef & Food 

Forest projects, RD Mayra Regan 

n/a 143 

4 August 26, 2021 Food from Home 4: On Eating the Harvest, with Zarifa Monson – 

BVPCN Registered Dietitian 

1 24 

5 September 23, 2021 Food from Home 5: On Post-Harvest Solutions, with Tori Ames - 
Certified Horticulturalist and veteran organic farmer 

19 34 

 
Engagement strategies included:  

- A Food from Home Facebook group with recordings of online sessions following live events, group content plan sharing weekly tips, 

weekly “asks” (e.g. invitations to share photos or questions related to the growing process).  Learnings from the Facebook group 

include ensuring it is not ‘private’, so that posts can be shared outside the group, as well as staying on top of getting project allies to 

engage in posts to encourage other members to do the same.   Total number of Facebook members: 151 

- As not everyone had Facebook access, and the BVFA was going through a staffing transition and unable to share our videos to their 

You Tube channel, we created a BVPCN You Tube channel for this purpose: https://www.youtube.com/channel/UC_EzUyE-

RJpKur3HpNNaYxQ .  

https://www.youtube.com/channel/UC_EzUyE-RJpKur3HpNNaYxQ
https://www.youtube.com/channel/UC_EzUyE-RJpKur3HpNNaYxQ
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Food From Home success/engagement: 

Survey results. Survey respondents stated: 

✓ “My enthusiasm to grow food has increased” (90%) 

✓ “My confidence to grow food has increased” (70%) 

✓ “I am likely to grow food next year” (92%) 

✓ “I desire to eat healthier foods more often” (82%) 

✓ “I gained more insight into food systems & the importance of food sovereignty” (83%) 

✓ “Money spent on produce this summer decreased “a little” as a result of my home garden” (50%) 

 

Feedback  

 

“As a neophyte I really appreciated the time you dedicated to the how to’ start our container garden step by step video. Loved it! Loved my 

new learning. I was full of winter and loved watching the garden grow, and the lettuce produce a second and third growth. Many thanks”  

“Thanks for the great program! I definitely enjoyed the green color on my balcony.” 

“Thanks for providing such wonderful programs!” 

“The program is worth continuing annually.” 

“Keep it going!” 

 

Sexual health promotion  
 
Data points to higher than provincial per capita rates of sexually transmitted infections including chlamydia (Ab: 391/100,000   Banff: 1,414   
Canmore: 526); non-gonoccocal urethritis ( Ab: 38/100,000   Banff: 254   Canmore: 34); Mucopurlient cervicitis (Ab: 7/100,000   Banff: 121  
Canmore: 11); gonorrhea (Ab: 97/100,000   Banff: 81   Canmore: 98) and syphilis (Ab: 12/100,000   Banff: 15  Canmore: 5).   

The Bow Valley PCN continues to raise awareness and promote sexual health.  In 2021-2022 the PCN distributed 3,320 sexual health 
promotion packages (2,240 in 2020-2021 and 9,500 in 2019-2020).  Packages contain 2 lube, 2 condoms and a resource card with sexually 
transmitted infections (STI) and safe sex messaging.  Due to the public health measures in place, the PCN did not engage volunteers in the 
coordination of the sexual health promotion packages as in the past.  
 
In February, 2022 the PCN observed and participated in a local campaign focused on Sexual and Reproductive Health Awareness Week.  The 
PCN featured three sexual health blogs on the PCN website:  
- Tara Koenig, Harmony Project Coordinator wrote a feature story describing sexual violence: how to prevent it and what to do about it.  
- Laura Horsman,  the PCN’s Population Health Strategist wrote a feature story on the meaning of 2SLGBTQ+ and the importance of 

inclusion 
- Leah Kennedy, PCN Registered Nurse wrote a feature story related to Sexually Transmitted Infection awareness and the importance of 

regular screening and testing.  
 

The Bow Valley PCN also updated the “Promoting Sexual Health in the Bow Valley” local resource card. Currently, the Bow Valley PCN is in 
early stages of creating a sexual health strategy.  
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Walking Without Waste 2022 
 
The Bow Valley PCN’s Walking Without Waste initiative encouraged local residents to get outside and move their bodies every day during one 
of the coldest months of the year. Though the negative mental health effects of hibernating too much in the winter can be felt any year, the 
added impact of the COVID-19 pandemic’s requirements for social distancing has been particularly challenging to the mental wellbeing of 
many.  
 
Along with physical and mental health, auxiliary benefits of the Walking Without Waste initiative included increasing community ownership and 
environmental stewardship, as well as local awareness of the PCN.  To help make this activity safer and financially accessible, participants in 
need were given ice cleats. These were purchased by the Bow Valley PCN at a discounted rate from a local business, Switching Gear. 
 
This year was a week-long challenge around SHAPE Alberta’s Winter Walk Day, on Wednesday February 2nd.  Participants received a daily 
photo scavenger hunt challenge, with Winter Walk Day itself including a prize hunt, located in both Banff and Canmore.  Details for each below: 
 
Weeklong Walk Photo Scavenger Hunt: 

• Participants could submit 1 photo/day max, each photo = one entry 
• Daily photo challenges for the next day were emailed/posted on social media the day before 
• Photos had to be outdoors to qualify 
• Participants then posted and tagged the BVPCN in their photo on Instagram /Facebook (or if no social media can email 

walk@bowvalleypcn.ca) 
• Grand prize(s), were drawn at random on Friday, February 5th @ 4:00pm  

 
Wednesday’s PCN-Prize Hunt: 

• Participants were given clues to the location of PCN team members the morning of Winter Walk Day (via Facebook and Email) 
• Successful searchers could choose a prize from our backpacks (these included fanny packs, toques, light reflectors, resistance 

bands, produce bags and silicone bags). 
• Participants received a bonus prize choice for collecting rubbish along the way. 

 
Prizes included donations from local businesses: 

• 4x 50$ gift cards for Valhalla Pure Outfitters Canmore 

• Winter walking package by Atmosphere Banff  

• Canmore Artisan Package by Fancy Plants, Kat Wright Art, & Mountain Adornment! 

84 participants (many of whom the PCN had not interacted with in the past) registered in the official challenge.   
 

 

https://www.facebook.com/vpocanmore
https://www.facebook.com/Atmosphere-1015493245211102
https://www.instagram.com/fancyplantsmarket/?hl=en
https://www.instagram.com/katwright.art/?hl=en
http://instagram.com/mountainadornment/?hl=en
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Appendix C: PCN Continuing Medical Education (CME) Series 

(April 1, 2021 – March 31, 2022) 
 

CME / Professional Development offered by Bow Valley PCN: 
 

TITLE PRESENTER 
TOTAL 

PARTICIPANTS 
MD 

PCN 

IPT 

CLINIC 
MGR / 
STAFF 

AHS/OTHER 

COVID Variants (April 9, 2021 from 7:30 – 8:30 AM) 

Dr. Helen Bibby,  

Dr. Christine Kennedy & 
Dr. Richelle Schindler 

20 12 1 7 0 

Bolstering Vaccination (August 9 and 25, 2021) 
Jody Pow (HQCA) and 

Dr. James Clem 
6 3 2 1 0 

Motivational Interviewing (4 x 3 hours sessions – January 4, 11, 18 and 25, 2022)) Donna Kerr 19 0 19 0 0 

  

 

45 

 

15 22 8 0 

 
 

 
CME offered within the Calgary Zone (via Zone grants and Pan PCN efforts): 
 
 

TITLE 
TOTAL SESSIONS 

TOTAL PARTICIPANTS IN 
THE CALGARY ZONE 

TOTAL BOW VALLEY PCN 
PARTICIPANTS 

Calgary Zone COVID-19 and Mental Health Webinars *  6 4,625 not available 

Basic DBT Training (Dr. Amanda Berg) offered in April, June and October, 2021 3 147 11 

Intense DBT Training (Dr. Amanda Berg) offered on January 14 and 28, 2022 2 47 1 

CanREACH (registration funding offered to 8 PCN MDs who applied / completed the 
CanREACH pediatric mental health program) 

  8 

COVID-19 Wellness sessions for Calgary Zone PCN staff 13 233 12 

 24 2,052 32 

    
* Coordinated by the Calgary Zone Pan PCN  Business Unit with support from a grant from the Mental Health Task Force.  Note that numbers are total views across the zone.   Data is not available for 
individual PCNs. 
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Appendix D: Calgary and Area PCN Zone Activities  
(April 1, 2021 – March 31, 2022) 

 

The purpose of this summary is to provide a general overview of the Zone-based activities that occurred in the 2021-22 fiscal 

year. More detailed information on zonal activities is available on request and is reported to Alberta Health through the 

Calgary Zone Service Plan reporting schedule submitted quarterly.   

The Calgary and Area PCNs are in the final year of the three-year 2020-2023 Zone Service Plan. The priority areas remain 

the Patient’s Medical Home, Supported Transitions, Specialty Integration and Mental Health. This includes a commitment to 

support three major provincial projects including Home to Hospital to Home transitions (H2H2H), the Alberta Surgical Initiative 

(ASI) and CII/CPAR implementation.  

Zone funding remained status quo. A status quo budget was also established for the upcoming fiscal year. This funding 

maintains Zone supports (including the zone business unit), Zone task groups and zone programs and specialty programs 

(including the COVID-19 pandemic response).  

The Zone continued to evolve the pandemic response as vaccinations became available, the Omicron variant emerged and 

staff burnout increased. Over 4,000 attendees participated in six Zone webinars, 13 workshops were held to support staff 

wellness, two COVID-19 Pandemic Response and Impact Grants (Co-RIG) were completed and pan-PCN vaccination clinics 

were held in collaboration with community organizations. 

Our Zone programs continued to grow this past fiscal year. Specialist Link launched a new website in December 2021, with 

the addition of three specialties and five pathways. Nearly 25,500 tele-advice calls (a slight increase) and more than 28,000 

pathway downloads (a 29 per cent decrease) were completed this year. The Alberta Find a Doctor website was visited by + 

450,000 Albertans, an increase of 124 per cent and information about clinics offering COVID-19 vaccination was added. The 

Enhanced Hospital Discharge program saw nearly 240,000 notifications sent, with over 550 referrals made for unattached 

patients during this time. 

Throughout the next fiscal year, work will continue in the different Zone task groups to support effective and efficient 

achievement of identified objectives. This will include the development and implementation of goals in alignment with a new 

Zone Service Plan and further alignment with H2H2H, ASI and CII/CPAR initiatives. All task groups will continue to focus on 

how we can better meet the needs of diverse populations, including the development of an indigenous health strategy, 

deepening the integration with community service providers towards realizing the vision of a health neighbourhood and seeing 

how we might both learn from and support other Zones across the province to further the evolution of the primary healthcare 

system in Alberta.  

 


