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Primary Care Networks were created to ensure that pa  ents have seamless access to 
consistent and comprehensive primary health care, and since 2006, the Calgary Rural 
Primary Care Network has been building capacity to fulfi ll that mandate.
As we have matured, not only does our primary care network have a be  er understanding 
of our mandate and what we can deliver, but primary care in general has moved to the 
forefront of our health care system.
I am pleased to work with a great group of physicians, as well as with our Alberta Health 
Services partners. We are fortunate to have a strong team that works to assist our pa  ents 
with managing their current health state, as well as preven  ng future implica  ons.
Over the last dozen years, we have evolved from having fewer than 60 physicians and 
seven staff , to over 135 physician members and over 50 dedicated staff .
I am proud to say that our PCN con  nues to work with our communi  es to be  er 
understand their needs and perspec  ves. We have a Community Development strategy 
team that collaborates with various stakeholders to brainstorm ways we can collec  vely 
provide a be  er health care - and even socio-economic - system to our popula  on.
Our PCN works closely with Alberta Health Services, Alberta Health and the Alberta 
Medical Associa  on to ensure we are fulfi lling the objec  ves that have been provided to us 
and to ensure clear accountability.

Execu  ve Director

Stephanie Crichton
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Medical Director

Dr. Alison Clarke

Chair/President 
Physician Corp Board

Dr. Anton Nel
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Dr. Adam Vyse
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Board Members 
Dr. Dan Chen
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Dr. Jeff  Jones
Dr. Ben Sader
Dr. Farai Senzani
Dr. Brian Siray

Board Members 
Ms. Lise Brisebois-Blouin
Ms. Janet Chafe
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O  V  
Op  mal health in our communi  es

O  M
To engage and support people through their health journey by facilita  ng comprehensive and coordinated team-based 
care in our communi  es

O  V
Transparency, Clarity, Accountability, Fairness
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P   C
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W    PCN?
If your doctor belongs to a primary care network (PCN), you 
have access to a team that – along with your family physician 
– works to maintain your current good health, manage health 
challenges, and prevent health issues from becoming serious.
The PCN team consists of health specialists like registered 
and licensed prac  cal nurses, psychologists, foot care nurses, 
die   ans, family counsellors, social workers, and an exercise 
specialist - all working together to ensure greater con  nuity 
of care for each pa  ent. 
Between the one-on-one services they off er, and the free 
classes off ered on nutri  on, exercise, health, and mental 
wellness, PCNs work with family doctors to ensure your best 
health outcomes.
PCNs help people access the health services they need when 
they need them, by building ongoing rela  onships between 
pa  ents, their family doctor, and the health care team. Plus, 
PCNs know their way around the health care system, and can 
help navigate your best path.

Before it gets serious, so it doesn’t get serious. 
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W  I ’  I   H   
F  D

P  C
Research shows that having a family doctor and 
seeing him or her regularly:
• keeps you healthier as you age
• helps you live longer
• helps prevent future illness
• catches problems early before they get serious
• helps keep you out of the hospital
Your family doctor looks at the big picture, knows 
your health history, and works with you and 
a team. And, especially in rural communi  es, 
doctors’ offi  ces o  en know two or three 
genera  ons of a family, providing a rich context in 
which to understand pa  ents’ concerns.
Like they say, it takes a village!

H  D  I F  A D ?
Ask family and friends to recommend a doctor, 
or use calgaryareadocs.com to fi nd a doctor - a 
pa  ent medical home - where you feel your most 
comfortable. If it takes several tries to fi nd your 
match, that’s fi ne. Keep trying un  l you fi nd your 
perfect physician partner. It’s worth the eff ort.

C  Y  D  S
What are you looking for in a doctor? One close to 
home, or close to work? Male or female? Would 
you like it if your doctor spoke the language you’re 
most familiar with? calgaryareadocs.com lets you 
choose those criteria when you search. If you don’t 
have a regular family doctor, check it out today!

Don’t you owe it to yourself 
to fi nd a family doctor?
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P  M  H
It’s probably not a phrase you hear regularly, so maybe 
you’re not familiar with what it means. 
Just like your own home is most comfortable to you, your 
pa  ent medical home is where you are most comfortable 
discussing your medical issues.
It makes sense that you’re at ease talking about your 
health with someone you have a rela  onship with, a 
history. Health care works best when it’s delivered in a 
family prac  ce that off ers the necessary care for all stages 
of life, while enabling pa  ents to work towards managing 
their own health. That’s why we urge people to fi nd a 
family doctor, and build that rela  onship of con  nuous, 
seamless care. A  er all, con  nuity is king!

Studies have shown that Pa  ent Medical Home (PMH) 
implementa  on is associated with:
• Fewer emergency visits and hospitaliza  ons, especially 

for chronic pa  ents
• Improved access to health specialists
• Improved con  nuity of care for pa  ents
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The Calgary Rural Primary Care Network supports 
the PMH, as it provides the best model for 
collabora  on and con  nuity of care - cri  cal 
elements of a successful health journey.
The PMH is also a place where your family 
doctor is supported by an en  re team of health 
professionals, such as the ones shown in the 
infographic below.
The picture shows that the most important 
element of the PMH  is YOU. Pa  ent-centredness 
is a core value.

W  C  P -C ?
Pa  ent engagement in care: Your family doctor 
and CRPCN health team engage pa  ents in 
decision-making. Dialog is two-way, rather than 
one-way physician-directed. 
Shared decision-making: By involving you in 
decisions about your own care, health care 
providers help you understand the importance of 
your preferences when deciding the best possible 
course of ac  on now and in the future.

The CRPCN is pleased to off er pa  ents access to so many clinicians:
• 21 Registered Nurses!
• 7 Panel Managers
• 5 Community Development 

Coordinators
• 3 Licensed Prac  cal Nurses

• 2 Social Workers
• 2 Psychologists/Behavioural 

Change Specialists 
• 2 Counsellors
• Registered Die   an

• Exercise Specialist
• Transcrip  onist
• Client Resource Specialist
• Pediatric Case Manager 
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P  P
A pa  ent panel is a summary of all the pa  ents 
who call a specifi c clinic their pa  ent medical 
home. 
PCNs help physicians to be  er know their prac  ce 
popula  ons through panel management. Clinics 
that clarify their panels are be  er able to provide 
the right supports for the right popula  ons.
• By knowing their panel, health care providers 

take responsibility for caring for those pa  ents 
when they’re not at the clinic as well as 
during their appointments, and pa  ents take 
responsibility for building their medical care 
with the doctor and clinic to which they’ve 
commi  ed. 

• Panel management encourages a proac  ve 
approach. Clinics can ensure that their pa  ents 
are up-to-date on basic preven  ve care - like 
cancer screenings or immuniza  ons - and that 
they receive extra help if, for example, they 
have high lab numbers.

Panel management is at the core of the PCN belief 
of preven  ve - as opposed to reac  ve - care. 
With clean panels, clinic staff  iden  fy and contact 
pa  ents about care that they may not know even 
that they need. 
When doctors know their pa  ent panels, they 
can off er more comprehensive care. PCNs help to 
build the team and provide the supports for those 
popula  ons - o  en those with complex or chronic 
needs - contribu  ng to a be  er health system.

The CRPCN is proud to be #5 of 42 PCNs in Alberta in terms of u  liza  on of 
panels to improve clinic prac  ces. Most clinics (90%) are established and 
providing the benefi ts to pa  ents that a panel highlights, and the other 10% 
are interested in implementa  on in their clinics.

*TopAlbertaDoctors.org

P        
     .  

• Preven  ve care 
• Timely access to care 
• Con  nuity of care 
• Team-based care 
• Performance measurement
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C   C  
Con  nuity of care is concerned with quality 
of care over  me. It is rooted in a long-term 
pa  ent-physician/health team partnership. So, 
the physician and health team know the pa  ent’s 
history from experience and can effi  ciently 
integrate new informa  on and decisions from a 
whole-person perspec  ve.
Pa  ent familiarity makes it easier for health care 
providers to recognize earlier in the process 
whether there are health issues. 

Consider:
For iden  cal condi  ons, pa  ents are less likely 
to be hospitalized if they were to see a family 
physician as compared to going to Emergency.
Pa  ents with strong con  nuity of care have a 
lower risk of mortality than those with a lower 
degree of con  nuity.
Pa  ents with strong rela  onal con  nuity have 
improved health and quality of life than those that 
have weak rela  onal con  nuity.

In terms of con  nuity of care, the CRPCN performs be  er than both the 
Calgary zone and Alberta-wide. Seventy-six per cent of CRPCN pa  ents were 
high or medium con  nuity.

*2016-17 HQCA PCN panel report

The number of pa  ents comple  ng the 
Pa  ent Experience Survey increased by 
53% from the previous year, to 156!
• 85% rated the care they received in their 

visit as excellent or very good
• 81% of pa  ents reported that it was 

very easy to schedule an appointment 
with their care provider

• 97% of pa  ents reported that their care 
provider always or o  en involved them 
in decisions about their treatment

• 96% of pa  ents reported that their care 
provider always or o  en spent enough 
 me with them in their visit
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C  L  Q  I
Calgary Rural PCN’s member clinics apply primary 
care resources to make real improvements in their 
clinics, and real diff erences in pa  ents’ lives like 
the ones whose stories are shared here.

F  C
Healthy feet are essen  al to con  nued mobility 
and independence, and keeping people on their 
toes is what makes Aliesha  ck!
Most pa  ents are referred by their family doctor; 
however, pa  ents can self-refer as long as their 
doctor is part of the CRPCN, and they are either 
diabe  c, low income, or have mobility issues.
In addi  on to her appointments at the High River 
clinic, she goes to Claresholm two days a month 
and does nine pa  ents back-to-back while there. 
One woman had a fear of her feet being touched 
because as a child, her siblings would pin her 
down and  ckle her. But when she le   Aliesha, 
she was so relieved and sa  sfi ed that she 
rebooked on the spot!
Pa  ents are pleased to receive the service, and 
some even get a li  le extra! Because foot care 
appointments provide  me to talk with pa  ents, 
Aliesha has func  oned as a bit of a friend/
therapist, which is why she keeps  ssues in her 
offi  ce.
It’s a testament to the connec  on she makes that 
some even return with gi  s. Brownies for foot 
care… that’s a win-win!

24-H  B  P  M  
Doctors refer pa  ents to Janie for 24-hour 
blood pressure monitoring. She fi ts the cuff  and 
machine, and the pa  ent wears it for the next 
24 hours – being tested at regular intervals – and 
then it is removed and the results analysed.
Some  mes pa  ents don’t believe they have 
issues with their blood pressure, and they’re not 
open to educa  on un  l the results come back 
– the numbers don’t lie – and they realize some 
changes need to be made.
That’s when Janie refers them to resources they 
have available to them through Alberta Health 
Services and the PCN – the die   an, the exercise 
specialist, the classes. The Cholesterol and Blood 
Pressure Essen  als class is very popular with 
pa  ents who want to make changes. 
One of Janie’s favourite things is label reading, 
and seeing pa  ents receive an ‘ah-ha’ moment 
when they realize the foods they’ve assumed are 
healthy are really not so great.
Janie is good at recognizing when a pa  ent’s 
anxiety is driving their blood pressure up, and 
takes the  me to soothe and calm them, talking 
and even holding their hand during tes  ng. One 
very anxious pa  ent has returned to see her 
twice, because, as Janie says, “there’s a trust 
factor.”



Page 13

D  P  
The CRPCN recognized the need for improved 
communica  on between acute care sites (like 
hospitals), and primary care providers (like your 
family doctor). So we started a Discharge Planning 
Program, which provides the cri  cal link between 
treatment in hospital, and post-discharge care 
provided in the Pa  ent Medical Home. 
Prior to our ini  a  ve, pa  ents some  mes le   the 
hospital without their family doctor being aware of 
the discharge, some  mes leading to: 
• duplicate eff ort between Alberta Health 

Services and the PMH,
• minimal - or missing - communica  on, and 
• faltering confi dence on the part of pa  ents that 

their health was being managed.
Communica  on & Con  nuity of Care
Con  nuity of care is listed as one of the cri  cal 
components of a pa  ent’s health outcomes. 
Primary care physicians have iden  fi ed that delays 
in receiving discharge summaries resulted in lack of 
con  nuity of care. Discharge planning helped close 
communica  ons gaps iden  fi ed between:
• doctor to health care services,
• mul  disciplinary teams to doctor, and
• doctor to pa  ent.
Pa  ent follow-up has been standardized using the 
LACE readmission risk indicator -  length of stay (L), 

acuity (A), comorbidi  es (C), and emergency 
room visits (E) to predict pa  ents who 

may be at risk post discharge. 
Depending on the pa  ent’s risk, 

interven  ons could include 
no interven  on, a phone call 
to the pa  ent by the RN, 
medica  on reconcilia  on, 
referrals to other disciplines, 
case coordina  on with 

other disciplines, and/or 
an appointment with their 

primary care physician.  

D  C  
In the Calgary Rural catchment area, one in three 
people have been diagnosed with diabetes. And, 
with the prevalence of diabetes rising, the CRPCN 
knew that it needed specifi c resources for its 
diabetes pa  ents.
Enter Michelle Rigg, a Registered Nurse 
and a Cer  fi ed Diabetes Educator!
Michelle is an advocate 
for pa  ents in Langdon, 
Chestermere and 
Strathmore, working directly 
in physician offi  ces. Doctors 
refer pa  ents with diabetes 
to see her for one-on-
one educa  on to support 
pa  ents with: 
• managing blood sugars to 

control diabetes and prevent 
complica  ons.

• administering their insulin or other 
injectable medica  ons

• knowledge of how their medica  ons work
• support with healthy lifestyle changes, such as 

healthy ea  ng and se   ng goals for ac  vity
Since diabetes is a long-term condi  on requiring 
the pa  ent’s day-to-day self-care, she helps by: 
• empowering pa  ents to self-manage their 

diabetes
• collabora  ng with physicians and other team 

members for pa  ent care
• ac  ng as an advocate for the pa  ent with their 

physician
Michelle teaches about the importance of 
nutri  on, weight management, monitoring, 
medica  on, regular doctor visits, yearly eye and 
foot exams – all of which are so important in 
preven  ng complica  ons.
Through educa  on and communica  on, Michelle is 
helping our communi  es’ diabe  cs achieve be  er 
health. 
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E  E   M
Rick, 60, has had thoracic outlet syndrome for 
30 years, meaning blood vessels or nerves in the 
space between his collarbone and fi rst rib (thoracic 
outlet) are compressed. This has meant pain and 
decreased mobility in his upper body.
He was never given op  ons on how to deal with 
his pain, other than to have surgery, but he says, “I 
wanted to avoid surgery at all costs.”
His daughter urged him to try an exercise class 
led by the CRPCN’s kinesiologist, Kristen Braid. It 
was geared towards those new to exercise,and 
those dealing with a chronic condi  on. He says, 
“I was the only male, the youngest in class, and 
probably the most fi t, but we did these exercises, 
and I texted Kristen the next day and said, ‘I feel 
like taking a bullet!’ and in fact, Kristen didn’t even 
know if he was going to return.
But at the following class, she brought a report on 
thoracic outlet syndrome about how, in the last 
5-7 years, there have been a lot of breakthroughs. 
They also talked about how she thinks his right 
shoulder could be causing the pain in his hips. Rick 
says, “I’ve learned that everything is  ed together.”
“One thing Kristen really brought to my a  en  on 
is knowing about my limits. I’ve always just worked 
through things and put up with the pain. In my 
case, ‘no pain, no gain’ is not true. Kristen taught 
me about knowing my limits and working within 
them.”
He says he learned more in four weeks in her Learn 
to Move class than he had in the previous 30 years 
about what he can and can’t do. Kristen provided 
workarounds for ways to accomplish tasks, showed 
him the things he should avoid that aggravate his 
condi  on, and emphasized his strengths.
He says that one of Kristen’s strengths is that “she 
has such a posi  ve a   tude and she’s taught us 
that a posi  ve a   tude is key.”
Thanks to the daily exercises and stretches he now 
does, Rick has returned to some physical ac  vity 
– something that hasn’t been part of his rou  ne 
for the last 15 years. He has also taken up archery 
again, and plans to start hun  ng again in the fall. 
He says, “I haven’t done that in many years. Plus, 

I can do so much more with my grandkids, so I’m 
looking forward to all of that.”
He has a friend who is looking at surgery for his 
arthri  s, and says, “I’ve asked Kristen to join us for 
lunch to see if she has any thoughts on what he 
can do to possibly avoid the surgery.”
Rick is a big fan of the PCN, and says, “I’ve already 
told my GP – and really, everyone I meet – how 
happy I am with Kristen’s class – and with all the 
health professionals I’ve met through the PCN.” 
He says he’d like everyone to know how much the 
PCN can off er.

* * *
Although Rick con  nued with another program 
Kristen off ers – Build Your Moves – for another 
four weeks (and is signing up for another this 
fall!), Kristen off ers enough instruc  on, and shows 
enough op  ons that par  cipants can con  nue 
their progress on their own once the ini  al four 
weeks is up.
Kristen provides a welcoming atmosphere, 
because she knows that ge   ng back to exercise is 
in  mida  ng for many. She loves it when clients say 
they feel “safe” in her class, and that they don’t 
feel pushed beyond their limits.
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C  D
Our success lies not just in the work we do in our clinics, but the work we do in our communi  es. 
Community development is just that - “community” plus “development.” The community itself engages 
in ini  a  ves aimed at developing and improving their community. 

W    C  D  C    ?
They work to increase posi  ve community connec  ons, develop networks of support, and build 
engagement opportuni  es for community members, alongside partner organiza  ons. They help 
communi  es work on ini  a  ves that contribute to health and wellness, focusing on four key areas: Early 
Childhood Development, Seniors, Physical Ac  vity & Nutri  on; and, Mental Health.
To give you a be  er idea of what community development looks like at the CRPCN, here are some 
sample ini  a  ves.

Promo  ng Ac  vity in Black Diamond and Turner Valley

Borrow a Bike Program: Worked with the High Country 
Wellness Coali  on, the Lions Club, RCMP, and the Sheep 
River Library to establish this well-used program.
Trail Maps: Working with the Towns, and High Country 
Wellness Coali  on to produce GIS maps for the trail system.
Walkability: Working with Alberta Health Services, High 
Country Wellness Coali  on, and the Towns to assess the 
factors that impact walkability in both communi  es.

Nutri  on in Vulcan

Partnering with the local grocery store provided 
a couple of outcomes. One was the promo  on of 
purchasing healthy foods. This was then  ed to 
Market Street’s dona  on of funds to buy healthy 
foods for the food bank.
Plus, sandwich boards with messages about healthy 
ea  ng were placed on the town’s walking paths.

Demen  a-Friendly Okotoks

The CRPCN’s Community Development Coordinator is on this commi  ee, 
which is a Brenda Straff ord Founda  on ini  a  ve. A Demen  a Friendly 
Community provides community-based support and services through local 
ac  on for those living with, or aff ected by, demen  a. Those with demen  a, 
and their caregivers, are supported so they feel inclusion in the places where 
they work, live, and socialize.
This 2.5-year Proof of Concept Project is happening in only two Alberta 
loca  ons - and Okotoks is one of them!
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C

If the family prac  ce is the pa  ent medical home for pa  ents, the supports off ered by the 
PCN ensure that the pa  ent medical home is in a good neighbourhood. These classes play 
an important role, complemen  ng the important work done daily in clinics. There were 500+ 
par  cipants in CRPCN-led group classes in 2017/18.

Be  er Choices, Be  er Health® (6-class series)
Geared towards people suff ering from a chronic 
condi  on (high blood pressure, arthri  s, diabetes, 
fi bromyalgia, cancer, heart disease, depression, asthma, 
obesity, chronic pain). Learn ways to manage symptoms, 
reduce fa  gue and feel be  er. 

Be  er Choices, Be  er Health® - Chronic Pain 
(6-class series)
BCBH® Chronic Pain is very similar to BCBH, but with 
more specifi c topics geared to chronic pain. Learn 
techniques to control pain, and learn how to make 
everyday tasks easier. 

Diabetes Essen  als
All the informa  on you need to know - insulin; 
blood glucose monitoring; hypo- and hyperglycemia; 
medica  ons; your kidneys; your eyes; cholesterol, etc.

Senior Safety
Home is where many injuries occur - most due to 
falls. By knowing the poten  al hazards, and making 
adjustments, you can reduce your chances of being 
injured at home.

Smoking Cessa  on (4-class series)
Learn diff erent strategies to quit, and stay quit. 
Educa  on, stress management, and weight control in a 
suppor  ve environment. 

Your Kidney Health
This program teaches the role your kidneys play on 
your health, how to keep your kidneys healthy, diff erent 
nutri  on  ps, what causes declining kidney func  on 
and the stages of kidney failure.

Ask Your Die   an
Do you have a nutri  on ques  on? Want to discuss it 
with an expert? Join us if you need help with: Diabetes 
or pre-diabetes (for pa  ents with impaired fas  ng 
glucose, impaired glucose tolerance, Type 2 diabetes, 
diabetes, high blood sugars or borderline diabetes); 
Weight (for pa  ents who are overweight or looking 
to lose weight); High blood pressure or cholesterol 
(for pa  ents with high blood pressure or cholesterol, 
dyslipidemia, hypertension, high triglycerides, a 
history of heart a  ack/stroke/myocardial infarc  on or 
hyperlipidemia).

Cholesterol & Blood Pressure Essen  als
Focus on reducing your cardiovascular risk factors for 
artery disease, hypertension and high cholesterol; 
benefi cial exercises; heart-healthy ea  ng; fat, fi bre and 
salt; and reading food labels.

Ge   ng Started with Healthy Habits
Learn the basics - healthy ea  ng; por  on size; making 
balanced meals; understanding food labels; exercise.

Grocery Store Tours 
Start your journey to good health at the grocery store. 
Our Registered Die   an tours you around the aisles, 
poin  ng out healthy foods to choose more o  en, and 
which foods to limit.

Meal Planning in Ac  on
This hands-on workshop provides you with the skills to 
make your own meal plan. Learn how to calculate your 
basic nutrient requirements. Discover how to organize 
your weekly menu to include your favorite foods. 
Learn about versa  le food products to include on your 
shopping list. Find out which convenience foods are 
healthy that you can use when you are short on  me.

Indoor Walking
The indoor walking programs are non-structured. The 
goal is for par  cipants to come and walk for the length 
of  me that works for them. No registra  on is required.

Learn to Move (4 weeks, 2x/week)
This is gentle exercise, with an educa  on component, 
designed specifi cally for adults with chronic health 
condi  ons or physical limita  ons who are new to 
exercise, and unsure how to start.

Moving Ma  ers
Go from s  ff  and sore to fl uid and agile. Feel younger 
with more energy. Do things you’ve been pu   ng off . 
Get your body to work like it’s supposed to, and do 
things you know you ought to be able to do. If you 
move well, you also think, feel, and live well. 

A New Vision of Wellness (8 weeks) 
This program is based on holis  c wellness and the 
Wellness Wheel. Each week focuses on a diff erent area 
of the wheel, and the end result is a picture of wellness 
unique to each par  cipant.  

Health & Wellness Nutri  on Exercise Mental Wellness
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Becoming Asser  ve
Developing skills to be asser  ve can assist us in 
expressing ourselves in a produc  ve way that improves 
our communica  on - and our rela  onships with others. 

Building Be  er Boundaries (4-class series) 
This course looks at the basis for posi  ve rela  onships, 
how we know when we are being treated with 
respect, respec  ng others, and establishing acceptable 
boundaries. 

Catch It, Check It, Change It (18 weeks) 
One-hour sessions consist of three modules that include 
thought challenging, social skills and problem-solving. 

Challenging Procras  na  on 
Explore what leads to procras  na  on, how you can 
overcome it, and ways to use organiza  onal tools to 
sustain produc  vity. 

Craving Change (4-class series)
The classes focus on WHY you eat what you do. You’ll 
become aware of your personal ea  ng triggers, and 
able to control your food cravings and change your 
problema  c ea  ng behaviours.

Espresso Yourself 
Open to all adults who would like to discuss news and 
views, hear from guest speakers, and meet others. 

Feeling Anxious and Down (5-class series) 
Depression and anxiety o  en go hand in hand, and 
may go unrecognized, causing unnecessary suff ering. 
This program looks at symptoms and causes, as well as 
treatment strategies. 

Find Your Voice (2-class series) 
Get strategies to feel heard in personal rela  onships 
and professional rela  onships. Tap into various tools so 
you’re in the driver’s seat of your life.

Forgiveness & Resentment
Research has shown that people who can forgive 
themselves and others virtually eliminate the 
connec  on between stress & mental illness. Best of all, 
forgiveness can be learned.

Grief (2-class series)
This program explores grief, and how to manage it. It’s 
important to take care of yourself in diffi  cult  mes, 
as the stress of a major loss can quickly deplete your 
energy and emo  onal reserves.

HeartMath® - Transform Your Stress
An innova  ve approach to improving emo  onal 
wellbeing. Learn tools and techniques to help build 
emo  onal resilience, reduce stress, develop be  er 

problem-solving abili  es, improve sleep and increase 
mental clarity. 

Hopes and Dreams (3-class series) 
Are you looking to fi gure out what you want to do, and 
what the future could hold? We’ll focus on looking 
forward, and establishing a path to achieve your goals. 

Journeys 
This program is designed for anyone whose life has 
been aff ected by demen  a or Alzheimer’s. 

Managing Your Inner Cri  c (2-class series)
How do you currently view yourself, your interac  ons 
and your behaviours? This ac  vity-based class helps you 
build strategies to challenge nega  ve thoughts.

Mindful Ea  ng 
Build awareness about the emo  onal aspect to ea  ng, 
and  understand why you’re ea  ng, even when you’re 
not hungry. 

Mindful Medita  on 
Mindfulness is the prac  ce of self-care that lets you 
be more present, by focusing on and accep  ng your 
feelings. Medita  on puts you in a calm state so you can 
deal with everyday life.

Se   ng Boundaries
Se   ng healthy boundaries can help someone make 
decisions based on what is best for them, an important 
part of self-care.

Shades of Self-Disclosure (2-class series)
This course looks at how we disclose informa  on about 
ourselves to our friends, loved ones, acquaintances, and 
others in both appropriate and un  mely ways. 

Standing Up to Anxiety
This six-week program teaches youth about the anxiety 
they are experiencing and provides a range of skills and 
tools for anxiety management. Some topics include 
Unhelpful Thinking Styles, The Stress Response, and 
Anxiety and Technology. 

Staying Well (8-class series) 
For people who have completed A New Vision of 
Wellness, this is an opportunity to maintain or re-
engage with their wellness prac  ces with more 
personalized planning 

Stepping Out of the Drama
Is being drawn into family and work drama leaving you 
feeling used and drained? Come and learn about the 
roles we play within this drama, how to recognize when 
you are being pulled in and how to step away from it. 

Health & Wellness Nutri  on Exercise Mental Wellness
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We are pleased to report that CRPCN has graduated with dis  nc  on!
Since 2006, CRPCN has improved year-over-year with its off ering to pa  ents.

Report Card
2017/18

Internal Medicine

Expanded Internal Medicine to High River and Black Diamond. 
Saw good results on providing complex specialty care within our 
rural communi  es. Pa  ent care is linked back to family physician 
and medical health team, which supports access, con  nuity of 
care and pa  ent medical home development. 

A+

Patient Medical Home
Most pa  ents have access to CRPCN health team members and 
are being opportunis  cally screened in conjunc  on with their 
family physician.A+

New CRPCN Clinic
Opened a Strathmore-based PCN clinic to improve pa  ent 
accessibility to programs and services, in addi  on to crea  ng a 
home for CRPCN staff . It also helps the public perceive us as a 
standalone en  ty, with a unique off ering for pa  ents.A+

Mental Wellness

Addi  onal social workers and psychologists were hired. We’re 
working with community agencies and AHS to support under-6 
popula  ons, and broadened our scope to include adolescent 
mental health needs. We also work with two seniors coali  ons 
to prevent elder abuse. 

A+

Discharge Planning

We are very proud of our discharge planning program and are 
pleased to report that it has been expanded to all hospitals in 
our catchment (Claresholm, High River, Oilfi eld, Strathmore, 
Vulcan). There is be  er communica  on, transi  on of care and 
readiness to manage our pa  ents in the pa  ent medical home.

A+
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Plays well with others
Community Development Coordinators have been 
successful in linking with MLAs, town counsellors, 
community leaders, AHS and non-profi t organiza  ons 
to gain a good understanding of how to work on the 
following ini  a  ves: 

• under 6
• seniors
• mental health
• healthy living popula  on needs. 

These ini  a  ves link well with our overall PCN 
objec  ves. We have been successful in developing 
coali  ons that work together to forward community 
wellness and health.

Healthy Child and Brain Development: These 
collabora  ons involve linkages with PCN, AHS, 
physician offi  ces, communi  es, agencies, businesses 
and ins  tu  ons at the local level to resolve early 
childhood challenges. The demand for these 
support services con  nue to grow since many of 
our communi  es have young families and more 
informa  on is available on the importance of early 
interven  on.

Looks out for the younger kids
CRPCN worked with Black Diamond, Turner Valley, 
Okotoks and High River communi  es’ stakeholders to 
develop a grant proposal for Policy Wise’s Youth hub. 
Although we were successful in the grant applica  on, 
the stakeholders decided to hold off  and focus on 
forming a sustainable coali  on. This ongoing work 
is enabling us to iden  fy the adolescent and youth 
services currently being off ered and where we have 
defi ciencies. This work is con  nuing into 2018/19.

The communi  es (9) supported by our CDCs are all 
involved in early childhood development coali  ons. 
The largest and most successful collabora  on has 
been the Foothills Child Wellness Network. Their 
human resources are available to the MD of Foothills 
residents and the collaterals developed are shared 
throughout CRPCN.

Takes on extra projects
Clinical Innova  on: Chronic Disease Management; 
Mental Wellness and Health; Teen Clinic; Internal 
Medicine; A  achment; Discharge Planning Program; 
Specialist Linkages; Panel Management

Community Development: Community engagement; 
Grant proposals; Youth coali  on; Healthy child and 
brain development

Medical Capacity: Program development; Physician 
engagement; Clinical ac  vity – special projects

Pallia  ve Care: Transferred to AHS home care

Restricted Grants & Central Alloca  on Key Ac  vi  es: 
Specialist Linkages; Pediatric and Adolescent 
Supports; Development; Oral Care; Elder Abuse 
Preven  on; EPIC/ACPLF; Community Engagement & 
Popula  on Health; Mid-wife program 

Summary
Since 2006, CRPCN has made great strides in:

Accountable, eff ec  ve governance & leadership
• collec  ve & individual self-assessments of 

CRPCN board members
• staff  performance reviews 
• governance training for boards and 
• leadership courses for management
• Quality Improvement Strategy Commi  ee
• New role evalua  on
• Tracking of clinical vs administra  ve work

Strong Partnerships & Transi  ons of Care
• Discharge planning
• Internal Medicine
• AHS/CZPCAP “Landing & Linking”
• RNs & LPNs
• CDCs
• Pa  ent Medical Home - care coordina  on; 

team-based care; hiring of specialists; 
TNA; panel & con  nuity; pa  ent-centered 
interac  ons

We look forward to future achievements!

Report Card 2017/18



If you are in crisis and need immediate support,
call the Distress Centre

403-266-4357

For health advice or informa  on about health services in your area, call Health Link toll-free at 811.

C  R  PCN A

H  R
103, 303 9th Avenue SW
High River, AB T1V 0H2
Phone: (403) 652-1654
Fax: (403) 652-1721

S
Bay H, 510 Highway 1
Strathmore, AB  T1P 1M6
Phone: (403) 901-0142
Fax: (403) 934-4780

M  A  
 #408, 14 - 900 Village Lane
 Okotoks, AB  T1S 1Z6
Phone: (403) 968 - 3753
Fax: (403) 206 - 7027

www.crpcn.ca
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.
If it takes several tries to fi nd your match, that’s fi ne. Most people didn’t marry the fi rst person they ever dated 
either. Keep trying un  l you fi nd your perfect physician partner. It’s worth the eff ort.


