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Health and Alberta Health Services
Response to Questions
Public Accounts Committee meeting
May 29, 2018

Standing Committee on Public Accounts Questions and Answers:
1. With respect to the clinical information system overhaul, what oversights are in place
regarding the awarding of contracts?
A rigorous procurement process was used to select the vendors who will provide the main
platform for the Alberta Health Services (AHS) Clinical Information System (CIS) and other
augmented technology solutions. Procurement of the AHS CIS is being managed and
overseen by AHS through a Request for Proposal process that includes identifying
requirements, developing a formal evaluation framework, to assess proposals. The process is
overseen by a robust governance structure in AHS.
During the initial phase, when AHS launched the two-part Request for Proposal for the main
platform of the AHS CIS, a team of 272 evaluators, including Alberta Health, and
representatives from across the healthcare continuum, evaluated responses to the Request for
Proposal. The procurement process also underwent several reviews by a neutral third party
fairness advisor to ensure an open, transparent and competitive process.
2. How are health outcomes tracked, how do those outcomes result in lower costs and waittimes, and how is this reported?
Tracking health outcomes provide valuable information on the effectiveness of care provided
in Alberta. Health outcomes are monitored routinely, and the information is used to develop
options to improve policies and practices to deliver better care.
Alberta Health (AH) monitors indicators for the purposes of accountability, oversight,
priority setting, and policy development. Routine reporting within the Department used to
inform policy and funding options.
For preventive measures, like immunization, AH reports on the incidence of vaccine
preventable diseases, which is used to set policy and expectations on the system. As a
preventive measure, immunization works to avoid health system costs. Primary health care
services, such as screening programs, also help to reduce costs through early detection and
intervention.
For acute care services, the focus is on restoring health. The focus of the system is to provide
efficient and effective services to prevent disease, promote health, protect health and, where
required, restore health. Through continuous quality improvement, we are constantly looking
for ways to improve patient experience and outcomes. This data is used to monitor wait
times, and assess the urgency of a needed service. Health status, and outcomes, are used to
better manage wait lists so that the more urgent a service is required, the quicker a patient
receives the needed care. Health outcome measurement ensures those with the highest needs
are treated first, which improves outcomes and reduces long-term problems.
Alberta Health Services (AHS) monitors for planning and delivering clinical services, clinical
priority setting, and determining outcomes related to their services. As the primary delivery
arm of the health system, AHS monitors outcomes to plan and deliver services in an efficient,
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effective manner. AHS monitors acute care facilities for wait times and bed counts to ensure
that acute services are available to those who need them. Numerous indicators and outcomes
are reported on the AHS website through dashboards, graphics, and reports. Decision makers
track health outcomes to assess when change is required, helping to identify what system
adjustments are needed in staffing, materials, service delivery, and other areas. Such
adjustments are done to continuously improve system operations resulting in cost savings and
reduced wait times, or increased capacity.
AHS also uses clinical data to understand and improve performance in surgery and trauma
care. AHS monitors the health outcomes of surgery and trauma patients through clinical
audits in the National Surgery Quality Improvement Program (NSQIP) and the Trauma
Quality Improvement Program (TQIP); these programs identify areas for improvement,
which can reduce readmissions and lengths of stay to free up bed capacity for other patients.
A 2015 NSQIP pilot program at five AHS surgical sites achieved cost savings of
approximately $4.30 for every $1 invested. As part of the $40 M uplift for surgery programs
in the 2018 Health budget, both NSQIP and TQIP are being put into place at the 16 major
surgical sites, which provide more than 90% of surgery in Alberta, and the 3 level I and II
trauma facilities.
AHS also has a single, province-wide system for patient safety reporting. The Reporting &
Learning System for Patient Safety (RLS) encourages consistent reporting of hazards and
adverse events for the purpose of learning about and improving patient safety throughout the
health care system. Improvements in patient safety improve the quality of care, reduce
lengths of stay and reduce readmissions.
Health Quality Council of Alberta (HQCA) monitors health outcomes to assess quality and
safety. HQCA conducts various surveys with Albertans to assess satisfaction with the health
care system, and investigates treatment errors and incidents.
Canadian Institute for Health Information (CIHI) monitors the Canadian system as a whole,
providing provincial and territorial comparisons, allowing Alberta to learn from other parts of
the country.
The key stakeholder organizations in the Alberta health system continuously monitor
indicators to assess health system performance. The indicators are shared publicly.
3. Referencing a health information project in Brooklyn completed by Epic, the company
contracted by Alberta Health, why are the per capita implementation and maintenance
costs so much higher for Alberta?
In requesting this comparison of Epic between AHS and a health system in Brooklyn, USA, it
is important to consider certain specifics:
•
•

There is limited information available on the Brooklyn Epic project. There is no ability
to do a straightforward per capita comparison between the two organizations and their
respective costs.
Alberta has one regulated health authority, which provides care/services for the full
population of Alberta. With the Brooklyn example, patients are cared for by multiple
health systems in the US; and as such, the care systems are distinctly different.
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Other factors that make it difficult to compare the two systems include, what applications
of the Epic software are being applied and into which clinical service areas. The health
information project in Brooklyn may have purchased only some applications in specific
clinical settings so their cost could be less.
Given the size, scale and scope of AHS and through a rigorous RFP process (see
Question 1) Epic was determined to be the best value for the cost. Standard pricing for
Epic includes volume discounting so AHS will pay a lower per-unit cost for their licenses
than smaller organizations would.

4. What will the additional costs be to link primary care with the clinical data system
when that process is undertaken, and why was it not all done at one time?
The Government of Alberta is providing $400 million to support implementation of AHS CIS
facilities. The scope of implementation is significant, and requires major clinical change
management activity across AHS. The implementation of the IT system(s) and the clinical
change management activities combined is what AHS refers to as Connect Care. Considering
the many facilities and clinicians involved, strong project management needs to be applied to
ensure the AHS CIS is implemented on budget and within the 6-year timeframe.
Most primary care providers are independent corporate entities who are responsible for
maintaining their own legal record of care. The different service model of community
healthcare providers necessitates a different approach to integration of their Electronic
Medical Record systems, one that extends beyond implementation of the AHS CIS.
As the AHS CIS is implemented and stabilized in AHS, there will be opportunities to
leverage the system for community-based healthcare. Active planning is underway to
determine the best way to integrate common patient-centred health information in our
provincial health information environment that consolidates key information from both the
AHS and community provider’s legal records of care. The costs associated with system
integration will depend on how integration is designed.
5. When will primary care providers be part of Connect Care, how much will that cost,
when will all Albertans be able to access their own electronic health information,
including laboratory results, and when will the system be completely integrated?
Alberta Health is working with AHS and community clinicians, including primary care
physicians, to ensure that the provincial health information environment is comprehensive
and accessible to qualified clinicians and Alberta residents, regardless of where the clinician
practices and the resident seeks care, as enabled by the Health Information Act.
The desired end state will need to consider that most primary care physicians are independent
corporate entities that are responsible for maintaining their own legal record of care, are
responsible for their information technology, and may not be affiliated with AHS.
Active planning is underway to determine the best way to integrate health information
systems in our provincial health information environment to support continuity of care. The
costs associated with system integration will depend on how this integration is designed.
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Albertans will be able to access their own electronic health information, including laboratory
results, by the beginning of 2019 through the Personal Health Record.
6. What specifically has been done to connect mental health care systems and processes
with all other aspects of care, and what metrics or measures are available.
The initiative, Valuing Mental Health: Next Steps outlines 18 incremental actions to improve
continuity within and between the public health system, other service systems, and
community settings. The desired outcome of all actions in Valuing Mental Health: Next Steps
is to improve system continuity of addiction and mental health services and supports.
We are improving system continuity through grants to community agencies and AHS;
developing and implementing empowering legislation and regulation; and ongoing
collaboration with cross-ministry and community partners to address inequities, gaps, and
inefficiencies.
In the first year of implementation over 100 initiatives are underway to address the 18 actions
in Valuing Mental Health: Next Steps. This work is led within Health and by other
government departments, AHS, and community organizations. Specific examples of
connecting mental health care with other aspects of care include the following:
• Implement youth service hubs: Alberta Health and partnering ministries are
implementing service hubs for youth that integrate primary care, mental health and social
services in one setting, both physically and virtually, to make access to services from
many sectors easier.
• Improve information sharing: Alberta Health and partner ministries are engaging the
Information Sharing Strategy Office and community-based service providers to improve
cross-sector information sharing so Albertan’s only have to tell their story once.
• Define role of primary health care: Alberta Health is working with AHS and Primary
Care Networks (PCNs) to support better continuity between primary health care and
tertiary care settings, and to enhance addiction and mental health supports available
through PCNs so that Albertans have access to mental health and substance use treatment
and supports when and where they need it.
• Train first-point-of-contact service providers: Alberta Health and partnering ministries
are working with Indigenous partners, community organizations, and AHS to ensure
health professionals, other service providers, and community members are trained to
identify and appropriately respond to people with mental health and substance use issues
so they can access appropriate help easier and with support from people they trust.
The department tracks several initiatives in the Ministry Annual Report and this is
supplemented by the Addiction and Mental Health Branch developing a comprehensive
framework to monitor performance. The proposed framework will include a number of
quantitative and qualitative measures. For example, it will include 30 day readmissions rate
measure (an existing measure) as an evidence based indicator of continuity of care. Currently,
we measure the following in the Ministry Annual Report (2016-17):
• Percentage of mental health patients with unplanned readmissions within 30 days of
leaving hospital
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Emergency visit rate due to substance use (per 100,000 population)

7. Pre-2015, AHS identified an increase in employees from 90,000 to 100,000. What was
the breakdown on the additional positions?
•
•

•

•

The size of AHS’ workforce grew by approximately 5,000 employees (headcount)
between 2012-13 and 2016-17, from 96,075 to 101,178 employees.
Approximately 75 per cent of AHS’ workforce are clinical employees. These employees
provide care to patients and families, and include staff and leaders working in emergency
medical services, nursing inpatient services, ambulatory care services, diagnostic and
therapeutic services and community health services.
Approximately 25 per cent of AHS’ workforce are non-clinical employees. These
employees provide essential support to clinical employees, and include staff and leaders
working in education, research, health records, housekeeping, infection control, laundry,
maintenance, security, food services, finance, human resources and IT.
Over roughly the same period of time, Alberta’s population grew by over 420,000
Albertans between the end of 2011-12 and the end of 2016-17.

8. What is the employee (FTE) count in AHS for 2016-17, and what is the breakdown on
the types of positions?
At the end of 2015-16, AHS had just over 100,000 direct employees.
At the end of 2015-16, AHS plus its wholly owned subsidiaries (Carewest, CapitalCare
Group and Calgary Laboratory Services) had approximately 108,000 employees (as reported
in AHS’ Consolidated Annual Report).
Employer
Alberta Health Services
CapitalCare Group
Carewest
Calgary Laboratory Services
Total AHS and Subsidiaries

Approximate Number of
Employees (2015-16)
100,000
3,000
3,000
2,000
108,000

Approximate Number of
Employees (2016-17)
101,000
3,000
3,000
2,000
109,000

AHS has one of the leanest administrations - and indeed, among the lowest administration
costs - of any healthcare organization in Canada. According to the Canadian Institute for
Health Information (CIHI) data released last month, AHS’ total administration expenses were
the lowest of all healthcare organizations nationally, and are 27 per cent lower than the
national average.
AHS is committed to ensuring we are good stewards of public funding. The organization has
made significant strides in lowering administrative costs, reducing unnecessary expenses, and
ensuring funding is directed to where it is needed the most – the front lines of healthcare.
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9. In what way does the existence of resident councils in long-term care facilities improve
the integration of the health care system?
These councils are intended to ensure that residents of long-term care and supportive living
settings have opportunities to voice their concerns, to provide input in the decision-making
process and to collaborate with their facility operators, and other residents/family members
and to improve or maintain quality of life. Individual resident and family councils may wish
to use their time together to share information and provide educational opportunities between
residents, family members, and operators and/or other providers about the health care system
and how to access care and supports.
Person-and family-centred care is strengthened when residents’ and families’ concerns and
comments are heard and when they feel there is a mechanism for their questions, feedback,
and concerns to be addressed. The Resident and Family Councils Act aligns with the
direction of the Government of Alberta by engaging and empowering Albertans living in
facilities to take an active and engaged role in their own care.
10. When will a strategic plan for public health be available, including public dental health
services?
Public health is an integral component of Alberta’s health system. As such, we have
embedded public health priority objectives and performance measures and indicators within
the business plans of Alberta Health and AHS. This includes facilitating policies, programs
and services in the following core public health areas:
• disease and injury prevention;
• health and wellness promotion;
• health protection;
• health and disease surveillance;
• population health assessment; and
• public health disaster/emergency preparedness and response.
Under the Public Health Act, the Chief Medical Officer of Health has overarching legislated
responsibilities for monitoring and reporting on the health of Albertans. The next population
health status report will be focused on the health of Alberta First Nations. The work is being
done in collaboration with the Alberta First Nations Information Governance Centre and a
multi-stakeholder advisory committee has been set up to guide the content of the report.
To improve public access to population health data, Alberta Health has also invested in
placing over 300 health indicators in the public domain. These can be accessed by going to
the Interactive Health Data Application on the department’s website. This data informs
injury and chronic disease prevention priorities, policy and program planning to improve the
well-being of Albertans.
Alberta Health has also worked hard to provide meaningful data and information on the
opioid crisis in Alberta, as well as the development of a population health framework for
evaluating the health impacts of non-medical cannabis legalization.
To advance provincial public health strategic direction and operational action, AHS is
creating processes and mechanisms that will support integration of public health services with
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other programs and service sectors of AHS, with the aim of improving overall population
health. In addition, both the provincial and zone level divisions develop annual operating
plans that integrate with the AHS Health and Business Plan priorities.
With regard to dental health services strategic planning, a revised version of the provincial
Oral Health Action Plan (OHAP) was launched by AHS in 2016. The current OHAP 2016
document includes updated initiatives and objectives to meet population needs and ensures
sustainability of initiatives already implemented.
The OHAP recommends standardized, evidence-based prevention and treatment services for
children, seniors, and low income individuals across the province to address oral health
inequities. The plan focuses on a comprehensive population health approach with special
attention to groups of the population that are more vulnerable. The 2016 OHAP can be found
at: https://www.albertahealthservices.ca/assets/info/oh/if-oh-action-plan.pdf
Provincial publicly-funded dental health services are delivered by AHS’ dental health
outreach program. The program provides free dental prevention and treatment services to
school-aged and vulnerable Albertans and contributes to AHS’ goal of improved patient and
population health outcomes outlined in its 2017-2020 business plan.
11. What is being done specifically with respect to investment in prevention?
Population and public health interventions are our best defence against disease, illness and
injury. Investing in health promotion and illness/injury prevention can reduce the amount we
spend on treating diseases and managing illnesses in the future.
The Ministry of Health invested $650 million in population and public health in 2017/2018
and $668 million is budgeted for 2018/2019. Alberta Health invested in a variety of
prevention programs including $56 million to address the opioid crisis, $9.6 million in cancer
prevention, $6 million in grant funding to community organizations, and $59.5 million
towards the provincial immunization program. Key highlights include:
• The government response to the current opioid crisis in Alberta is focused on key priority
areas of prevention and harm reduction, as well as treatment. Investments included
establishing supervised consumptions services, to reduce overdoses and deaths and also
help prevent HIV, hepatitis C and bacterial infections.
• Alberta Health also funded the Alberta Community Council on HIV, Boyle Street
Services Society, and Calgary Sexual Health Centre to support health promotion, and
harm reduction activities to indigenous population, LGBTQ2S, and youth.
• In 2017/18, our investments in cancer prevention and screening projects served more than
100,000 Albertans and 12,000 indigenous Albertans. These projects are funded by the
Alberta Cancer Prevention Legacy Fund.
• The Communities ChooseWell (CCW) initiative strengthens community action by
promoting healthy living and wellness as a pathway to disease prevention. In 2017/18
CCW supported an active network of 250 communities.
• Ever Active Schools and the Alberta Healthy School Community Wellness Fund supports
Alberta schools in implementing a comprehensive school health approach. These
initiatives have funded 2200 schools in Alberta in 61 school districts.
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The Injury Prevention Centre (IPC) equips communities with the skills and knowledge to
reduce their risk of injury. Preventable injuries are a leading cause of injury and death in
Alberta.
In 2017/18, the Early Hearing Detection and Intervention Program (EHDI) newborn
hearing screening was fully implemented in all Neonatal Intensive Care Units. It is
anticipated to be in place for all eligible infants by October 2018.
Alberta has one of the most comprehensive immunization programs in the country and
invests $56 million on the procurement of vaccines annually.

12. Is there a population health plan available for the last 10 years?
Over the last 10 years, Alberta Health has looked at a multitude of factors (social, physical
and economic environments and conditions that lie outside an individual’s control), in the
prevention of illness and injury, promoting wellness and caring for people in their
communities. This approach is used when developing policies, strategies and actions to
reduce barriers and improve supports for people to achieve their full health potential. This
approach uses a variety of strategies and settings (including community, school, and
workplace) to address the root causes of health in collaboration with those outside the health
sector. (http://www.health.alberta.ca/initiatives/vision-2020.html)
Alberta Health and AHS have worked together to ensure a stronger, more integrated,
province wide, sustainable health care system. An action plan aimed at improving health
outcomes, health quality and length of life, particularly for the most vulnerable people in our
province has been developed. (http://www.health.alberta.ca/initiatives/5-year-health-actionplan.html)
In 2014, a framework to support the health and wellness of Albertans by addressing the risk
factors and determinants of health that contribute to the incidence and prevalence of injuries
and diseases was created.
(https://open.alberta.ca/dataset/9781460108659/resource/937b3839-be43-49d8-a2ce4e1566b62534)
13. What is being done in emergency rooms to reduce the time spent by Emergency Medical
Services staff waiting to transfer patients from the ambulance stretcher to a hospital
stretcher?
Emergency Medical Services (EMS)/Emergency Department (ED) 90/90 initiatives were
implemented provincially in 2015 and are designed to result in ambulances and crews
returning to the community from Emergency Departments in 90 minutes of arriving, 90
percent of the time. The 90/90 initiatives are among many quality improvement initiatives
underway across AHS targeted at improving transfer of patient care through community and
acute care services.
Since 2015/16, over 200 initiatives across community, acute, EMS and continuing care
services have been trialed or implemented to improve patient flow. Overcapacity protocols,
90/90, and most recently, Enhancing Care in the Community are among the larger provincewide initiatives targeted at improving flow across the system. Other recent and key initiatives
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have been focused on enhancing care in the community and on facilitating immediate transfer
of care from EMS to ED staff.
Early results of enhancing care in the community are positive. The number of inpatients
assessed and waiting for continuing care placement has decreased from 896 at the end of Q2
to 766 at the end of Q3 (14.5% lower) for 2017-18. The number of unique home care clients
has grown to 106,887, compared to 104,907 clients for the same Q3 period last year. The
proportion of clients placed in continuing care living options from community settings (rather
than from acute care) has increased from 32.2% to 33.8% in Q3 of 2017/18.
Other EMS Initiatives:
• Community Paramedic teams
• City Centre teams
• Crisis Response teams
• Community Health and Pre-Hospital Support Program
• Community based palliative and end-of-life care support
• Assess, Treat and Refer Program
• Transport to Urgent Care Centres
EMS Results:
• Avoidance of 5,862 events in Calgary; and 5,185 in Edmonton (Provincial total:
11,047)
• An estimated 80% of Community Paramedic (CP) events prevent an EMS and ED
admission.
• Provincially 8,837 beds saved in 2017
• 35,348 hours of released ED time (based on an average of four hours per ED
admission)
• Over $9.7M in cost avoidances, based on an estimated cost difference between a CP
visit and EMS/ED admission
14. Has AHS completed a staff satisfaction survey since 2014 and how have staff attitudes,
work conditions, and environment improved?
AHS measures staff satisfaction using workforce engagement surveys, which include
employees, volunteers, and physicians. In October 2016, the most recent engagement survey
was conducted.
Engagement Survey:
• The October 2016 engagement survey was the first using a new vendor, Gallup, after
AHS’ contract with the previous survey company had expired. As such, the new
methodology for defining and measuring engagement is different from the previous
vendor and the 2016 survey results are not comparable to results from previous years.
Engagement Survey Participation Rates
2014
2016 (% change)
Employees
35%
41.9% (+6.9%)
Physicians
16%
30.1% (+14.1%)
Volunteers
18%
30.8% (+12.8%)
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Analysis of the data shows that participation itself is an indication of engagement. The
increase in participation in the 2016 engagement survey indicates improvements in
workforce engagement since 2014. AHS engagement rates are above those of the average
Canadian workplace.

15. Is there a set of indicators available to identify whether or not there have been
improvements in mental health and addiction services?
AHS tracks the overall performance of AHS addiction and mental health services by
providing a snapshot of selected performance measures. These measures align with broader
strategic direction set by AHS and Alberta Health. It also aligns with the Alberta Quality
Matrix for Health framework. Results cover a broad range of areas including service use, wait
times, client satisfaction, continuity of care, and clinical outcomes. The reports are available
on AHS’s website: https://www.albertahealthservices.ca/info/Page2773.aspx.
Alberta Health is developing additional indicators to monitor performance in this area;
including quantitative and qualitative measures. For example, Alberta Health will look at 30day readmissions rates (an existing measure) as an evidence-based indicator of continuity of
care.
16. How many Albertans know that they are rostered within a primary care network and
their doctors are paid $62 per year on that basis?
Primary Care Networks (PCNs) are groups of physicians working collaboratively with teams
of health care professionals – such as nurses, dietitians and pharmacists – to meet primary
health care needs in their communities. Per capita funding to PCNs is provided by Alberta
Health to facilitate programs and service delivery, including the hiring of multi-disciplinary
team members. PCNs are expected to provide their patients with information about their
PCN and the programs and services that are available to them.
Currently, Alberta Health does not monitor if Albertans know that they are rostered to a PCN.
Patients are not officially “rostered” in the sense that there is a formal agreement between the
patient and physician. As of March 31, 2016, the total number of Albertans enrolled in a
PCN was 3,553,837.
Alberta Health is working toward continuity of care, and attachment to a health home (FP/NP
and team) is associated with better care continuity. This includes physicians, or a member of
the health home team, confirming with the patient that they consider themselves a patient of
the family physician, and being provided with information about the services they have
access to through the family physician and PCN. The Provincial PCN Committee has
established an indicator and target to monitor how many Albertans are paneled to family
physicians. This target is set at 80% of PCN family physicians by 2019. As of 2017, 43% of
PCN family physicians were meeting this requirement and 26% were working towards
establishing this process.
In addition, CPAR will be implemented in partnership with Alberta Health, the Alberta
Medical Association, Alberta Health Services and Blue Cross to identify and maintain patient
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panel lists and present a provincial view of relational continuity. Under CPAR, PCNs will
have efficient registry processes and greater informational continuity with minimal impact on
clinic workflow.
Albertans are able to find general information about PCNs on the Alberta Health website:
www.health.alberta.ca/services/primary-care-networks.html. Information related to PCN
policies, programs and physicians may also be found on the Primary Care Network Program
Management Office (PCN PMO) website: www.pcnpmo.ca/alberta-pcns/Pages/default.aspx.
17. Under the new compensation model for physicians, including 15 pilot projects and
projected savings of $100 million, have those savings been achieved and how are they
accounted for?
The Blended Capitation Model (BCM) Demonstration Project is a new compensation model
which aims to provide patients with increased access to primary health care, by supporting
stronger and long lasting relationships with their family doctor.
The model gives doctors the flexibility to provide services in different ways so they can
spend more time with patients and deliver a full range of care that encourages health
promotion, wellness and the delivery of team based care.
The effect of this model on the health system overall – including further consideration of its
effects on outcomes such as patient health status, reductions in emergency room and inpatient
admissions, and improvements in quality of care – as well as its longer-term health economic
effects will take years to emerge. These should be considered along with other changes in the
delivery and planning of primary health care services.
To date, learnings from the BCM Demonstration Project include: a better understanding of
the importance of change management to support changes to physician practice and
remuneration models; the importance of a feedback loop for effective communications; and
enable all partners and stakeholders to react quickly to challenges and issues.
Please see answer #25 to see how the Gastroenterology pilot supports the blended capitation
model by highlighting successful changes in the planning and delivery of physician services
that increased access and decreased wait times/lists.
The BCM Demonstration Project has undergone two clinic recruitment cycles to date;
currently there is one clinic participating. Strategies to increase participation in the BCM
demonstration project are under consideration along with our partners like the AMA. Due to
limited uptake, the department is unable to determine what the cost savings would be to the
system, the BCM was not expected to result in cost-savings in the short-term. Over the longterm, it is projected that the BCM will reduce system costs and provide budget stability and
predictability.
Utilizing other initiatives under the Amending Agreement with the AMA, approximately
$300 million in savings were projected over two years (2016/17 and 2017/18). These are

Page 12

Health and Alberta Health Services
Response to Questions
Public Accounts Committee meeting
May 29, 2018

dollars Alberta Health would have had to spend if the Amending Agreement had not been
reached.
Those savings have come through partnership with the AMA on cost containment, for
example at-risk benefits and changes to the schedule of medical benefits. Savings can be
attributed to:
• At risk pay, attached to a reconciliation process, which links benefit and compensation
increases to performance on other cost savings measures.
• Changes to fees using best evidence, developed in collaboration by Alberta Health, the
AMA and physicians.
• Physician Resource Planning initiatives to better align physician resource planning with
population needs.
18. Why are long-term care beds so expensive in comparison to beds under the Affordable
Supportive Living Initiative program?
It is generally too simplistic to compare continuing care projects on a “cost per bed” basis. It
is important to note that each capital project is unique and based on the distinct needs of the
community and the anticipated complexity of patient needs. Project budgets may include
costs associated with developing space for outpatient and inpatient programs and services.
There are a number of reasons as to why construction costs can vary considerably from
project to project:
• The total area per unit varies significantly for public builds, depending on the services
intended to be offered within the facility.
• Public builds tend to be built above and beyond minimum construction standards to
extend the longevity and overall performance of the facility (materials, design elements,
unit size).
• Full public builds are often built for specialized populations or have advanced clinical
programming requiring more complex design elements. These elements often require
more program and administrative space as well as incur additional costs that are not
related to the number of beds in the facility. Private operators are less receptive to
building to this level of complex care.
• Public continuing care builds can be a component of a larger capital project, which may
impose design factors that differ from a stand-alone project.
• In general, projects in northern Alberta, and in rural or remote locations, tend to be more
costly to construct due in part to the cost of deploying labour and materials. The
Government of Alberta is committed to ensuring that continuing care facilities are located
where people live and in reasonable proximity to other required health services so
rural/remote facilities tend to be more public than private builds, as private operators may
not want to incur the additional costs inherent in these builds.
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19. How many people have requested medical assistance in dying, how many doctors who
initially agreed to perform the procedure have opted out, and what is the level of mental
health stress on doctors?
The cumulative total of formal requests (where a Record of Request was submitted) from
June 17, 2016 to April 30, 2018 is 588.
Data collection is broken up into two sections and is updated as often as data is available
provincially. Specific information is available on the AHS website in the Health Canada
reports under the “Data” tab https://www.albertahealthservices.ca/info/Page14930.aspx).
a) How many doctors who initially agreed to perform the procedure have opted out?
AHS worked with their regulatory partners and Alberta Health to develop a provincial system
for provision of medical assistance in dying. This program operates both within and outside
of AHS and does not require physicians to register or identify themselves to AHS or Alberta
Health in order to be involved in either the assessments of individuals for eligibility, or the
provision of an assisted death.
In February 2016, in preparation for implementation of the program, AHS proactively did a
survey to identify an initial cadre of physicians to participate. This was repeated in June/July
2016 when the legislation was passed.
Of the initial respondents, AHS has not tracked how many actually went on to either provide
an assessment or provide an assisted death. Just as there is no requirement to identify interest
to AHS or Alberta Health, there is also no mechanism for a physician to identify to either
party that they may have been interested and have since “opted out”. Participation remains
entirely at the discretion of the practitioner.
b) What is the level of mental health stress on doctors?
AHS does not trace the level of stress as physician participation in MAID is not tracked. In
preparation for the program, AHS and Alberta Health worked with the Alberta Medical
Association’s Physician and Family Support Program (PFSP) who agreed to be the primary
provider of support to physicians and their families.
20. Please provide the cross jurisdictional comparison/data regarding administrative costs
for health.
As measured by the Canadian Institute for Health Information, administrative costs can be
measured in the context of healthcare provision. “Administrative Service Expense” is
defined as total expenses that were spent in administrative care provision departments such as
administrative, finance, human resources and communications.

Health and Alberta Health Services
Response to Questions
Public Accounts Committee meeting
May 29, 2018

Page 14

Administrative Service Expense as a Percentage of Total Expenses

Comparator
Canada
Alberta
British Columbia
Manitoba
Ontario
Saskatchewan

2012–2013
4.7
3.7
3.6
4.4
6.1
4.5

2013–2014
4.6
3.4
3.6
4.3
6.0
4.6

2014–2015
4.5
3.3
3.4
4.5
5.8
4.7

2015–2016
4.4
3.1
3.7
4.4
5.8
4.3

2016–2017
4.5
3.3
3.6
4.4
5.8
4.3

21. How has access to health and mental health outcomes in rural communities improved in
this reporting period?
Alberta Health Services has increased access has approved by implementing the following
programs:
•

•

•
•

•

•
•
•

A palliative home care program was established in the Calgary Zone, which focuses on
rural areas. This program supports families and caregivers by ensuring resources are
available to support end of life care in client’s homes.
The Centennial Centre for Mental Health and Brain Injury, which operates a Rural
Opioid Dependency Program, provides access to opioid dependency treatment to 56
communities across rural and suburban Alberta as a telehealth service.
Rural areas are investigating the use of alternative methods, such as telehealth and peer
support networks, to provide and support children’s mental health services.
Wait times for outpatient addiction treatment has shown improvement compared to last
year. Work continues to address issues related to the complexity and acuity of cases
referred and wait times in areas without walk-in clinics.
Working together with the AHS Wisdom Council, Indigenous communities and
government, Indigenous health services are delivered throughout the province with the
goal of providing an effective, patient-centred approach to improving care to First
Nations, Métis and Inuit Peoples and communities.
The establishment of midwifery privileges at the Elbow River Healing Lodge in Calgary
supports access to obstetrical services for Indigenous, vulnerable and rural populations.
Cancer patients have access to a larger space and new treatment areas with the opening of
the newly renovated and expanded High River Community Cancer Clinic.
Terminally ill residents located in Sundre and surrounding rural communities are
provided support enabling them to die at home. A new, one-of-a kind palliative program
was created in partnership with AHS that helps patients remain in their homes by
maximizing local resources, as well as using a multidisciplinary team approach. The
team works together to provide care and assistance/advice in an expedited fashion,
including after-hours and weekend.
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A Provincial Community & Rural Maternity Care Plan was completed and approved for
implementation. The plan focuses on keeping maternity care closer to home while
maintaining principles of safety and best practice.
Zones continue to reduce emergency department stat toxicology in rural areas and to
ensure appropriate use of antipsychotics and benzodiazepines in addiction and mental
health patients (Choosing Wisely).
Screen Test celebrated 25 years of mobile breast cancer screening services, reaching over
117 communities, including 26 Indigenous communities. Screen Test has seen a 67%
increase in First Nations clients since 2013. This year, the program sent approximately
800,000 letters to Albertans and their healthcare providers on cancer screening status and
recommended actions.

22. Cost overruns in infrastructure for the centralized lab services building proposed for
Edmonton, which is double the cost of the Willow Square facility in Fort McMurray please provide the rationale for the increase in costs for all these buildings?
There is no increase in cost for the Edmonton Clinical Laboratory Hub:
• To date, the Edmonton Clinical Lab Hub project is on track. The project was within
the approved $595 million at the completion of the business case stage and the
completion of functional programming stage.
• The project is expected to be within budget at the schematic design phase which is
expected to be completed in the coming weeks.
• Alberta Infrastructure, in consultation with Alberta Health and AHS, is responsible
for the project delivery of this approved project.
• The GOA and AHS continue to work to ensure that the project is completed on time
and within the approved budget of $595 million.
The Willow Square project is in schematic design, has a budget of $110 million and is
intended to include 144 beds (108 beds, and shelled space for an additional 36 beds). The two
projects (the Clinical Laboratory and Willow Park) are substantially different in scope and
services, as the Willow Square project is a continuing care project and the Edmonton Clinical
Laboratory is a regional lab facility that will provide routine and complex laboratory
servicing needs in Edmonton and across the province.
The value of the project is dependent on several factors including but not limited to the
intended purpose, services provided, complexity of the project delivery and the geographical
location.
23. Of the 54 recommendations in the 2015 rural health services review, how many have
been implemented?
The report continues to provide the Ministry of Health with very useful information on the
perspectives of rural Albertans and the challenges of accessing health care experienced in
some of these communities. In addition to numerous actions that address specific
recommendations, we have taken action in all major areas outlined in the report, including
primary health care, continuing care, mental health and addictions, EMS and accountability.
Our work to shift to a system of community-based health care will further help to reduce
services gaps and ensure as many services as possible are available closer to where Albertans
call home.
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The following are some key highlights of recent and ongoing activities that are aligned with
the report’s recommendations.
Access
General - Health and Alberta Health Services (AHS) continue to engage communities to
identify and address their health priorities. Engagement at the community level has resulted
in improved access to health services outside metro areas, in large part through expanded
after-hours clinics and new urgent care models. A recent example is the opening of the
Sylvan Lake Ambulatory Care Centre, which provides enhanced care 16 hours a day,
including evenings and weekends.
At the same time, Alberta Health and AHS continue to build and strengthen relationships by
respectfully engaging Indigenous communities, leaders and Regional Indigenous
Organizations in the design, delivery and stewardship of health services.
Primary Care - Improvements to the Primary Care Network governance structures at the
provincial and zone levels are helping to build a more integrated health system through better
service coordination to meet the unique health needs of Albertans in each zone. The PCN
governance structure significantly improves Alberta’s ability to achieve collaborative teambased primary health care that meets the needs of Albertans, including in rural communities.
The province also continues to work towards enhancements to health information technology
that will improve care and patient experiences for patients in rural areas. To advance
technological enhancements, the Government of Alberta is providing $400 million to support
implementation of a Clinical Information System (CIS) across AHS facilities. The CIS will
create a single, comprehensive and accessible AHS electronic health record for every
Albertan.
The department also continues to work closely with the Alberta Medical Association to
explore alternative compensation models to support collaborative practice within a teambased environment/
Mental Health and Addictions - Under Valuing Mental Health: Next Steps there are over 100
initiatives underway to improve mental health services for Albertans, including for people in
rural and remote areas. In 2017-18, more than $50 million was committed to increase
community-based delivery of addiction and mental health services, including grant funding to
the Canadian Mental Health Association Alberta Division to support creation of mental
health networks and action plans in 150 rural communities.
As the largest provider of mental health services in the province, AHS provides a wide range
of addiction and mental health services and supports in rural communities, including mobile
mental health services to children, youth and family members. Twenty-eight of 37 Mental
Health Capacity Building programs are located in rural and remote geographic areas with 14
of those programs having formal connections to Indigenous communities.
Continuing Care - Alberta Health also continues to focus on expanding home care to improve
access for clients in rural and remote areas. Budget 2017 committed increased funding for
home and community care so that more Albertans, particularly in rural and remote areas, can
receive care in their homes and remain independent.
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Increased funding has already resulted in enhanced supports for caregivers, community
paramedic initiatives and improved access to home care services, including palliative and
end-of-life care. Meantime, new and recently opened continuing care spaces in both urban
and rural areas are providing more care options for Albertans closer to home, and government
continues to advance work on a new continuing care capital funding approach that will focus
on areas of high need.
Specialized Services - Several initiatives are underway to improve access to specialist
services at several levels. A new provincial framework for Academic Alternative
Relationship Plans will allow more movement to offering various incentives for care delivery
and measurement of results, particularly for specialist care in hospitals and academic settings.
As well, AHS has launched a new Primary Healthcare Integration Clinical Network to
support closer integration of services between primary healthcare and other parts of the
healthcare system such as specialty care, acute care and continuing care.
EMS - The Ministry of Health continues to work closely with AHS to ensure that rural
communities have the most effective possible emergency medical services coverage. Relative
to specific items in the Rural Health Services Report, AHS EMS has developed response time
performance guidelines for urban, rural and remote geographic locations that are monitored
and reported on; non-emergency transfer vehicles have been deployed throughout the
province to help keep ambulances free to respond to emergencies; and through AHS’
provincial Medical First Response Program, medical first responders receive standardized
training, protocols, supplies and other support required to provide safe and effective medical
care to patients.
Transportation and Telehealth - AHS telehealth services connect patients at more than 1,600
AHS sites to health services via videoconferencing, providing efficient, timely health services
to people in rural communities.
Accountability
Alberta Health made recent enhancements to system accountability with AHS to enhance the
monitoring of key expectations and performance of the health system. In addition, alignment
between Alberta Health and AHS planning processes have also been improved.
Sustainability
Recruitment and Retention - In partnership with key stakeholders, including the Alberta
Medical Association, the college of Physicians and Surgeons of Alberta and Alberta’s
medical schools and medical students associations, Alberta Health has led the way on several
Rural Health Workforce Planning Initiatives intended to get health care professionals to areas
of greatest need, including rural areas:
• Physician Resource Planning is addressing, among other issues, the distribution of
physicians across Alberta;
• Rural Health Professions Action Plan offers various rural programs and initiatives to
support the attraction, recruitment and retention of health professionals.
• Rural medical education programs at both of Alberta’s medical schools support medical
students and residents’ experience in rural health care; and
• Rural Remote Northern Program provides financial compensation to physicians who
practice in communities deemed “rural or remote”.
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Infrastructure - With support from Alberta Health and AHS, Alberta Infrastructure is leading
the Rural Health Facilities Design project. This project will assist government in developing a
standardized approach to programming health services and managing the operating costs of
rural health facilities by providing consistency and applying evidence‐based best practices in
space planning, programming and design across rural health facility projects.
Foundations, Auxiliaries and Trusts - AHS Foundation Relations continues to work closely
with foundations across the province to align goals and enhance patient care and will
continue to work to build these important relationships in Alberta’s health care system.
Economic impact - Alberta Health recognizes the important economic value of health care to
communities and continues to take community input carefully into account when considering
any health care changes that may affect local economies. This approach is in line with
government’s broader commitment to managing costs while also protecting front-line
services and associated jobs.
As the above demonstrates, Alberta Health has taken number of significant steps to support
rural health services since the Rural Health Services Report’s release in 2015. Working
closely with communities, Indigenous peoples and health partners, the department will
continue to fund and advance programs, services and supports that strengthen access to health
services for Albertans in rural and remote areas, enhance accountability and provide for the
long-term sustainability of health services for people in rural and remote areas.
24. What is the ministry doing to alleviate the pressures on hospitals, particularly the Red
Deer Regional, and the resulting wait times for surgical procedures like hip and knee
surgeries?
The Red Deer Regional Health Center (RDRHC) surgical program has supported the
transferring of over 3,000 surgical procedures to rural surgical sites over the past three years,
and continues to promote and support ongoing enhancement of rural surgical sites. An
additional 144 arthroplasty-funded procedures have been received by RDRHC to support this
patient population in Central Zone. Additional emergency Operating Room (OR) time has
been incorporated in the OR schedule to improve access to service and decrease patient wait
times and length of stay for urgent and emergent surgeries.
More broadly about patient flow through RDRHC and the Central Zone:
1. Seven zone-wide repatriation and transfer initiatives involving clinical and operations
leaders from all 30 sites in the zone
2. The introduction of Referral, Access, Advice, Placement, Information and Destination
(RAAPID) Reverse Referral process across all Central Zone sites allows the patient can
be transported back to the sending hospital directly from the Emergency Department
without delay, instead of admitting to RDRHC.
3. Clinical pathways Chronic Obstructive Pulmonary Disease (COPD), Heart Failure, and
Transitions in Care have resulted in improvements and standardization of care in highvolume, chronic-disease populations and improved linkages with Primary Care within
communities across the Zone.
4. Two programs that were funded by Enhancing Care in the Community (ECC) recently
rolled out in the City of Red Deer:
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The Intensive Home Care program, specific for patients at RDRHC, was
implemented at the beginning of April, 2018.
 In its first week, this program was able to make a marked difference in freeing up
acute care spaces.
• The MIH program, also known as the Community Paramedic program, went live at
the end of February, 2018 in Red Deer at all Long Term Care and Supportive Living
sites.
 This program’s call volume is increasing each month, whereby a paramedic can
provide more urgent treatment to a client at the Long term care facility or
Supportive Living. This avoids a transport to the local ER department in Red
Deer and a potential admission.
5. On June 4, 2018, the Sylvan Lake Advanced Ambulatory Care (SLAAC) opened to
support care within the community and closer to home. This will reduce the number of
less complex patient care visits to RDRHC that did not have an option prior to the
SLAAC opening.
•

25. Referencing the capitation and gastroenterology pilots, how has learning from these
pilots improved and what evidence there is that there is systemic improvement and
learning from these pilots?
The goal of the Blended Capitation Model (BCM) Demonstration Project is to provide
patients with increased access to primary health care, by supporting stronger and long lasting
relationships with their family doctor. The model gives doctors the flexibility to provide
services in different ways so they can spend more time with patients and deliver a full range
of care that encourages health promotion, wellness and the delivery of team based care.
The BCM Demonstration Project is a 36-month pilot project. In the short-term, we will use
physician and patient satisfaction rates, changes in physician referral patterns, and changes in
physician business practices to help understand if the model is effective.
The effect of this model on the health system overall – including further consideration of its
effects on outcomes such as patient health status, reductions in emergency room and inpatient
admissions, and improvements in quality of care – as well as its longer-term health economic
effects will take years to emerge. These should be considered along with other changes in the
delivery and planning of primary health care services.
To date, learnings from the BCM Demonstration Project include: a better understanding of
the importance of change management to support changes to physician practice and
remuneration models; the importance of a feedback loop for effective communications; and
enable all partners and stakeholders to react quickly to challenges and issues. These learnings
and others will help us to grow the blended capitation model in the years that follow the BCM
Demonstration Project, and are also applicable to other projects that see us working shoulder
to shoulder with stakeholders on the front-lines of our health system.
The gastroenterology pilot showed a dramatic 98 percent wait-time reduction for patients
with non-urgent gastrointestinal (GI) issues in the Calgary Zone. Many local and area
residents with non-urgent GI issues are now receiving timely care from their family physician
and are not waiting to see a specialist.
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This wait-time reduction is a result of the Enhanced Primary Care Pathways developed by the
AHS Section of Gastroenterology, Calgary Zone and PCNs in Calgary and treat more patients
in a primary care physician’s office.
The pathways are comprehensive, evidence-based guidelines that equip family doctors with
the knowledge and support to determine if a patient needs an urgent referral to a GI or if the
patient is better served within the doctor’s practice. Waitlist numbers dropped from 2,742
patients in January 2016 to 29 patients in December of 2017 with no costs incurred for this
program implementation.
AHS is currently evaluating opportunities to see if the GI pilot and its improvements can be
expanded to other parts of the province.

