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Message from the Execu  ve Director
This has been a fulfi lling year for the CRPCN – and 
one that has really let us shine!
We con  nue to adjust our staff  mix to best 
accommodate pa  ent needs, for example, with 
increased exercise support and mental health 
off erings for children, youth and adults.
CRPCN nurses are working in almost every 
physician clinic in our network, crea  ng easy 
access for pa  ents, and facilita  ng a well-
rounded pa  ent experience.
Our ability to review electronic pa  ent records 
really helps us be more proac  ve with care. 
Repor  ng data helps measure processes and 
outcomes, so we can always be improving.

COVID-19 challenged us – and the health care 
system in general – like no other event in our 
life  me. It is both humbling and sa  sfying to say 
that we were tested, and passed with high marks.
From the excellent handling of the largest single-
source outbreak in Canada, to the ongoing 
management of pa  ent health, primary care has 
risen to the challenge.
Pa  ents are pleased with the virtual care they 
have received. It is safe, effi  cient, and  mely.
Over the months and years to come, the fallout 
from COVID-19 will be mental health issues. We 
will con  nue to be at the forefront of pa  ent 
care, and advoca  ng for resources.
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HOW DOES A PCN HELP PATIENTS?
A PCN off ers a comprehensive, integrated 
con  nuum of care. Your doctor may refer 
you to the primary care registered nurse, 
a foot care nurse, an exercise specialist, a 
geriatrician, a family counsellor, a die   an, 
or a diabetes educator, to name a few – all 
complemen  ng the care you get from your 
family doctor.
Primary health care focuses on wellness, and 
connects pa  ents with social supports that 
infl uence health, such as housing or family and 
community services, which is why we have 
social workers and mental health counsellors 
on staff .
PCNs make it easier for people to access 
health services in their community. Primary 
care health providers know their way around 
the health care system, so they can navigate 
the best path for pa  ents – ensuring con  nuity 
and be  er fl ow. 

HOW DOES A PCN HELP DOCTORS?

As part of a primary care network, family 
doctors have access to a suppor  ve web of 
health care providers and services outside of 
their prac  ce, which expands care for their 
pa  ents. They get more support to do their 
job. 
• Get what they need for pa  ents quickly and 

conveniently from a variety of services in 
the community.

• Provide op  mal care for pa  ents with 
the support of teams, allied health care 
providers, and easily accessed health 
authority services.

• Access expanded services for vulnerable 
pa  ents and those with complex health 
condi  ons.

• Reduce the burden of caring for pa  ents 
alone, which can help prevent burnout.

· ·
[ˈprīˌmerē, ˈprīm(ə)rē]
ADJECTIVE
1. of chief importance; principal.
synonyms: main · key · prime · central · principal · 
foremost · fi rst · 

The very defi ni  on of primary care is that it is the 
fi rst place people go for day-to-day outpa  ent 
health care, rather than specialized treatment or 
emergency care. The goal of primary care is to 
maintain your current good health, manage health 
challenges, and prevent any health issues from 
becoming serious.

W    P  C  N  (PCN)?

My daughters are 
adver  sements for the 
mental health care 
they’ve received. I don’t 
know what else to call the 
CRPCN social workers & 
counsellors but angels in 
our lives.

I found the level of instruc  on 
to be really high quality. The 
materials are excellent. And just 
being with people dealing with 
similar things was so helpful. I 
just think that they are wonderful 
resources. I even invited a couple 
of friends to register.

I’ve dropped in without 
an appointment, and 
they saw me right 
away. Everyone in the 
Strathmore PCN clinic is 
all smiles, and happy 
to see me. I actually 
enjoy going to the clinic.
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The fi rst stop on your primary health care 
journey is likely to be your family doctor. From 
there, you may be referred to the primary care 
team for support of the day-to-day health needs 
of you and your family through every stage of 
life. 

Perhaps you’ll meet with a social worker, who 
provides a confi den  al place for people to share 
concerns, or deal with issues, such as addic  ons, 
confl ict, paren  ng, abuse, grief, mental health, 
employment, or fi nances.

Or, maybe it’s your kids having issues that give 
you concern. In that case, they may end up 
talking things through with Daniel, a youth 
counsellor who can help your family through 
some tough  mes.

Maybe you’ll be referred to one of our foot 
care specialists. They assist pa  ents with nail 
cu   ng and fi ling if they have complica  ons that 
make it unsafe or impossible for them to do it 
themselves (for example: nerve damage due to 
diabetes, demen  a, arthri  s, etc.).

Or maybe your doctor will tell you that you really 
need to start exercising, and you’ll get lucky and 
end up with Kristen, a super-posi  ve exercise 
specialist who off ers classes for people with 
chronic health condi  ons such as arthri  s, heart 
condi  ons, chronic pain and fa  gue, or diabetes, 
as well as for people who are new to exercise 
and need some guidance on how to get started.

If you’re diabe  c, maybe your doctor will tell you 
that you could benefi t from some one-on-one 
 me with Michelle, our diabetes educator, who 

can explain managing blood sugars to prevent 
complica  ons; provide support with healthy 
lifestyle changes; and educate on the importance 
of nutri  on, weight management, monitoring, 
medica  on, regular doctor visits, and yearly eye 
and foot exams – all of which are so important in 
preven  ng complica  ons.

You’ll be surprised at the range of services your 
primary care network off ers you.

Together, we’re be  er!

Michelle Rigg, RN

Cer  fi ed Diabetes Educator

Rheyanna Last, LPN

Foot Care Provider

Joanne Dzurka, RSW 

Primary Care Social Worker

Kristen Braid, M.Kin.

Exercise Specialist

Daniel Liddle, MSc, BSc, RSW

Youth Counsellor

M     !
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When I refl ect on the most impac  ul part of my 
work as a CRPCN Registered Nurse, I think that it 
comes down to the connec  ons I am able to make. 
Working in a primary care se   ng is diff erent from 
an acute care se   ng in that I am able to take 
ample  me for pa  ents to discuss their concerns 
or ques  ons. The majority of my appointments are 
booked for 30-60 minutes, allowing for all needs to 
be addressed in one visit, and limi  ng the number 
of trips pa  ents have to make to the clinic. 
This fl exibility and increased  me means I develop 
meaningful rela  onships with pa  ents. They are 
able to share their stories and concerns, and to 
have their health care needs met – either through 
what I can do within my scope as an RN, what I 
can communicate to the physician, or what I can 
provide as a referral. 
I’ve also been able to establish rela  onships with 
the physicians. They know they can ask me to 
assist their prac  ce in ways that benefi t them and 
improve pa  ent care. 
As an example, through the CRPCN discharge 
follow-up program, I can update a pa  ent’s 
electronic medical record (EMR), saving the 
physician  me. It can be a half hour or more, 
depending on medica  on changes, surgical 
procedures, or new diagnoses. 

Some  mes I fi nd tests performed in hospital, such 
as a gastroscopy, colonoscopy or echocardiogram, 
that have not been copied to the family doctor. 
This informa  on provides valuable informa  on for 
future pa  ent care.
Plus, I phone the pa  ent for follow-up and book an 
appointment to see their family physician, closing 
the circle of the discharge process. 
I’ve also built rela  onships with local pharmacies, 
and I communicate with them to ensure their 
systems have the updated discharge medica  ons. 
Working closely with the Home Care team ensures 
that pa  ents are followed up if they have been 
discharged needing Home Care services. If the 
Home Care team has concerns but hasn’t been 
able to connect with the physician, I am o  en able 
to assist with communica  on and ensure that both 
par  es have the informa  on they require.
When I started this job, I was told my role would 
be mostly phone work. Instead, the job has 
evolved to include pa  ent contact, which is very 
gra  fying, especially in this small rural se   ng. 
Referrals that can lead to life-changing diagnoses 
are dependent on the work I do on behalf of 
pa  ents – assessments, referrals, phone calls, EMR 
work – and makes my job rewarding. 
I feel like I know my pa  ents, and am glad to be a 
point person for their access to care.

A D    L    CRPCN N  A  C , V
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When Lisa* saw primary care nurse Kimberly 
Gordon-Krushell for depression, one of the fi rst 
things Kim did was refer her to one of the CRPCN’s 
registered die   ans.
Eighteen-year-old Lisa was very malnourished, 
because her family had severe fi nancial constraints 
that did not allow for adequate protein and caloric 
consump  on.
Our die   an worked with the family to determine 
the best way to spend their money. They told her 
their budget, and she crunched the numbers – in 
terms of both dollars to spend, and nutri  onal 
value – to arrive at a plan that would provide more 
of what the family needed despite the leanness of 
their current budget.
She toured Lisa and her family through the grocery 
store, and explained how buying in bulk, while 
pricier in the moment, saved money in the long 
run. She encouraged beans, len  ls, eggs and dairy 
– all cheaper proteins than meat. She covered 
every aisle with them, reviewing  ps and tricks for 
budget shopping.
She also looked into Calgary’s Community Kitchen, 
whose program, Calgary’s Cooking, puts together 
groups who meet to plan and cook healthy, 
nutri  ous and budget-friendly meals, which they 
take home and freeze, at a more cost-effi  cient rate 
than if they were buying groceries on their own. 

Unfortunately, the family’s transporta  on isn’t 
always reliable, so it ended up not working for 
them.
Undaunted, our die   an thought the Good Food 
Box program (s  ll with Community Kitchen) would 
be a be  er fi t. It lets people buy fresh fruits 
and vegetables at a very low cost. It’s a hand-up 
program as opposed to handout. That’s when 
great things really started to happen.
John at the Good Food Box warehouse in Calgary 
really went above and beyond. The Good Food 
Box program is normally provided at cost; but John 
made an excep  on when he provided a family-
sized Good Food Box at no cost a  er hearing Lisa’s 
family’s story. He also provided them with an 
emergency hamper on top of that.
Since this windfall, the family 
has been sending the CRPCN 
pictures of the food they’ve 
been receiving, saying, “It 
feels like Christmas!”

* Name changed for privacy

CRPCN D  T  M



Thanks to a provincial grant, many family 
physicians in our catchment were recently 

trained on how to best treat opioid addic  on. 
If you would like to discon  nue the use of 

opioids, your doctor can help.
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Pa  ent Experience: I am opioid-free, thanks to my doctor and his nurse!

I was able to get off  opioids thanks to Dr. 
Ashref Jeeva and his Primary Care Nurse, Leah 
Malazdrewicz.
I have been living with chronic pain for most of my 
life. I began taking Tylenol 3 at fi rst, which led to 
taking ever-increasing dosages of Codeine Con  n 
un  l it topped out. The next step was to move into 
heavier and more addic  ve medica  ons. 
In late 2018 I became aware that my 26-year-old 
son had become a cocaine and opioid addict. 
He was taking my Codeine Con  n, and other 
medica  ons I had been prescribed, to get high. 
I had spoken to Dr. Jeeva about trying to get off  
of the opioids for my own health. The fact my 
son was now stealing my pills made it even more 
impera  ve. 
Dr. Jeeva suggested replacing the opioids with 
Suboxone. He then introduced me to his nurse, 
Leah, who explained the process – both the pros 
and the cons. 

On June 25, 2019, I stopped the Codeine Con  n 
and had my fi rst dose of Suboxone. 
I will not sugarcoat it – it was an uncomfortable 
two weeks but I made it through the withdrawal. 
Over the two weeks it took to clear my system, we 
were able to adjust my dosage and it fi nally se  led 
at 8mg, once daily.
Thanks to Leah and Dr. Jeeva, I have been able to 
get the help I need to control my pain and take the 
opioids out of my system – and out of my home. 
The Suboxone has really helped me immensely. 
My pain is mostly under control. If I need 
addi  onal support I just take another 2mg and 
things get be  er.
Thank you Leah and Dr. Jeeva!

G  O  O  – F  M ,  F  M  S
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Delia is a frail pa  ent with end-stage COPD. This 
is her journey. 
Delia came to see her family physician for refi lls 
of her inhaler in September 2018. She was 
wheelchair-bound and the trip exhausted her 
and made her extremely short of breath. Delia 
asked that she not have to come to the clinic for 
refi lls as the trip was so diffi  cult. She was living 
alone and refusing home care services. 
The family doctor wanted to meet Delia’s needs 
but also wanted to ensure she had rou  ne 
follow-up. 
This is how the plan came together. 
The PCN nurse contacted the local (AHS) 
respiratory therapist (RT) and requested a home 
visit to assess COPD, provide recommenda  ons, 
and ensure symptoms were being managed. 
The RT agreed, and for more than a year, the RT 
completed regular home visits. 
Also during this  me; Delia would call the 
PCN nurse when she had a health ques  on or 
needed extra support. The informa  on from 
each call or home visit was shared between the 
physician, the PCN nurse and the RT. 
Delia was receiving regular follow-up and didn’t 
need to take exhaus  ng trips to the clinic. 
In late 2019, Delia began to deteriorate 
and required two rounds of treatment for 
exacerba  ons of breathing issues. Again this 
was accomplished through a COPD ac  on plan 
that could be ac  vated by a call to the RT or 
PCN nurse. 
It was at this  me that Delia decided to move in 
with her brother, and to accept a bit more help. 
In January 2020, the PCN nurse collaborated 
with the local RT to plan a comprehensive 
home visit. The RT, a home care nurse, and an 
occupa  onal therapist completed a home visit. 
Delia made it very clear during this visit that she 
did not want to leave her home for any reason. 
Through conversa  on with Delia, and with the 

support of her family physician, her Goals of 
Care (GOC) designa  on was changed to C1**. 
Delia is now considered pallia  ve and is 
receiving some added supports at home. 
Since 2018, Delia’s primary care needs 
have been met in her home environment 
without one trip to the physician offi  ce, ER or 
hospitaliza  on. 
Through a mul  disciplinary team approach 
which included a physician, PCN staff  and AHS 
staff , Delia was able to receive health care that 
supported her ul  mate wish of being at home.

* Name changed for privacy

** A C1 designa  on says, “All care is directed at maximal symptom 
control and maintenance of func  on without cure or control of 
an underlying condi  on that is expected to cause eventual death. 
Resuscita  on is not undertaken. Life support interven  ons should 
not be ini  ated.”

F   P ’  W     H  N   E



All pa  ents over the age of 18 should have a Green Sleeve. 
Ask your doctor or Primary Care Network about comple  ng one!
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A Type 2 diabetes pa  ent was referred to me by 
his family doctor, because his blood glucose level 
(A1C) was signifi cantly elevated. One of the fi rst 
things I did was refer him to a Cer  fi ed Diabetes 
Educator (CDE). 
Although I would call to follow up, he never 
returned my calls, and kind of disappeared. 
He came back on my radar because of another 
elevated A1C. That’s when I started exploring the 
cause of his reluctance. Assessing barriers and 
change-readiness is cri  cal with pa  ents. 
I discovered that the reason he was resis  ng care 
was because he mistakenly thought that insulin 
was his only treatment op  on. The CDE had 
men  oned it to him, and once he heard “insulin,” 
he checked out. He knew insulin dependence 
required constant monitoring of blood sugars, 
which may have had an eff ect on his ability to 
work. He is a truck driver, and worried that there 
would be ramifi ca  ons to his livelihood if he were 
to start using insulin.
Once I determined his fear was around insulin, I 
talked to him about alterna  ve medica  ons, and 
reassured him that insulin would be a last resort. 
I referred him to a pharmacist to explore op  ons 
other than insulin, and I discussed his fears with 
her. She put him on some medica  ons, and I 
began to work on the other elements of his care, 
as well as the primary preven  on.
• Weight loss was an area that needed to be 

explored, as it was impac  ng his A1C. He’s 
now lost 20 pounds and has seen a drama  c 
decrease in his A1C – nearly back to target.

• I enrolled him in the CRPCN’s Cholesterol & 
Blood Pressure Essen  als class, because with 
the diabetes, his cholesterol was also elevated.

• We’ve talked a lot about cardiovascular risk, 
and the ra  onale for sta  ns.

• I made sure his eye exam was up to date, and 
referred him to an optometrist.

• I got all his immuniza  ons (tetanus, pneumo) 
up to date. 

• I looked at all his ASaP 
tests to ensure they 
were current – part of 
an electronic medical 
record clean-up I did.

• I gave him a foot exam, and got him the 
appropriate educa  on and referrals, due to his 
signifi cant neuropathy. 

• We also did a green sleeve for advanced care 
planning. 

This pa  ent is seen every 4-6 weeks, between 
the CDE and me. We stress the importance of 
regular check-ups (e.g, every three months for 
A1C). We teach that early interven  on is key, and 
that proac  ve preven  on before problems arise 
relates to be  er health outcomes. 
It’s just whatever a pa  ent needs: for example, if 
kidney func  on isn’t good, we can work on things 
to improve it. It’s all the pieces – that maybe a 
person with diabetes doesn’t even know is part of 
their health care rou  ne now – that I address.
The pa  ent’s future care is driven by all their 
preceding informa  on and appointments. I’m 
always following them, on the lookout for things 
that may be happening. It’s the whole picture – 
the wholis  c care that I want for every pa  ent.

The Alberta Screening and 
Preven  on (ASaP) program 
off ers a “tes  ng bundle” to 
all pa  ents. It’s par  cularly 
valuable to those who don’t 

present for regular screening. 

M  T   C    D  P  K  R , RN



In the early 90s, I was diagnosed with 
borderline diabetes, and told to watch my 
diet. In 2007, my diagnosis became full-blown 
diabetes, and I started taking medica  on.
Over the next two to three years, these 
medica  ons caused me to wake up at night, 
feeling cold and hungry. It really aff ected my 
ability to sleep. 
At the  me, I was a regular at the Max Bell 
arena walking track, and that’s where I fi rst 
got introduced to primary care networks. A  er 
walking, a PCN nurse would take everyone’s 
blood pressure. That nurse told me about 
PCNs, and I got a bunch of pamphlets and 
star  ng reading up.
My fi rst appointment was with a PCN foot 
care nurse. She told me I should also see their 
die   an, and their pharmacist. 
I took all my medica  ons to their pharmacist 
who told me I should stop taking one of them, 
because it was very outdated, and rarely 
prescribed anymore.
Then I took a class from a die   an. We talked 
about food and what to eat. I also took a class 
on reading food labels – very helpful. I also 

learned that I should get protein fi rst thing in 
the morning. 
I was ge   ng good informa  on, which, 
combined with walking, made me think, “I’m 
going to beat diabetes!”
Before I knew about PCNs, I was on my own, 
trying to fi nd out what I could. I didn’t have the 
educa  on I needed. If there had been PCNs 
back when I was fi rst diagnosed, I believe I 
could have beaten diabetes. 
The PCN is giving diabe  c people the right 
informa  on. When I went to my doctor, I 
probably irritated them because I had so many 
ques  ons. It’s very helpful to be able to talk to 
Michelle (CRPCN diabetes educator nurse), or 
the die   an for as long as I need to. 
Between the PCN exercise specialist, die   an, 
and diabetes educator, I am very happy with 
how my health is being managed.
The things that you guys do, and the 
informa  on that you pass on, is invaluable. If I 
was a mul  millionaire, I’d buy a big building for 
you to use, because I want PCNs to always be 
available!
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H  D   CRPCN D  W   
O  P ?
There are 41 PCNs in Alberta. You might wonder, 
“Why so many?” 
While each PCN provides primary care services, 
the geographic areas they serve are diff erent from 
each other in socio economics, demographics, 
and available health care resources and facili  es. 
PCNs work to fi nd gaps in primary care and where 
possible, mi  gate. That’s why each PCN has the 
fl exibility to off er programs and services that best 
meet local needs.
In our current business plan, we have iden  fi ed 
these priori  es to address our communi  es’ 
needs:
• Complex Care 
• Children & Youth
• Adult Mental Health & Wellness
• Health Needs of Community & Popula  on 
• Prac  ce Management
• Calgary Zone Support
How do we know these are the “right” priori  es? 
Constant evalua  on.

E
In addi  on to admin and clinical staff , the PCN 
employs panel managers, who are constantly 
evalua  ng program success, pa  ent sa  sfac  on, 
and records op  miza  on, as well as conduc  ng 
outreach to ensure pa  ents receive age- and sex-
appropriate preventa  ve screening.

H  D  W  E ?
Pa  ents are usually familiar with surveys. Many 
have been asked to complete one about care 
received. Less known is the role of panel managers 
in data collec  on in physicians’ clinics. 
You likely haven’t met the panel manager in your 
doctor’s clinic, but this person has had a hand in 
ensuring that you stay healthy. They do this by:
• Op  miza  on. Pa  ent informa  on is stored in 

the Electronic Medical Record (EMR). Panel 
managers help input data accurately and in 
a standardized way. They also fi nd the most 
effi  cient way to enter and extract data.

• Support. Pa  ent lists are extracted from 
EMRs for preventa  ve screening, prostate or 
mammography, for example, and pa  ents due 
for an appointment are contacted.

• Outreach. At the height of the COVID-19 
pandemic, lists were pulled for vulnerable 
pa  ents – especially seniors – so they could 
be given up-to-date clinic informa  on, advice 
on naviga  ng the health system, prescrip  on 
refi lls, and appointments with a clinician. 

• Facilita  on. Panel managers help to improve 
clinic processes. For example, they measure 
and provide the clinic with informa  on on 
access and wait  mes. 

Although measurement and data might not 
be very “sexy”, evalua  on is a valuable tool 
in iden  fying the needs of the popula  on, 
providers, and staff  so that we can make con  nual 
improvements. 

What’s a Panel?

A panel is a list of a pa  ents assigned to a care 
team (your family doctor and the CRPCN’s health 
care providers). The team is responsible for 
preven  ve care, disease management, and acute 
care for all of the pa  ents on its panel. 
CRPCN panel managers help doctors ensure 
that their list of ac  ve pa  ents is up-to-date 
and accurate, and they assess panel size for the 
physician’s ability to handle capacity. 

When panels are “clean,” it’s easier to develop 
accurate, up-to-date registries for disease 
indicators – cri  cal in taking proac  ve ac  on.
Because the CRPCN catchment is so large and 
varied, clean panels help the CRPCN decide 
on classes to off er, health care providers to 
hire, and allied health care to engage in our 
communi  es.
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Or, how one small town tackled a pandemic and won...
The Coronavirus Comes to High River

Tuesday
A  7 High River Hospital ER doctors started 

seeing a few cases of suspected COVID-19 
from Cargill, and realized an outbreak may 

be evolving. They elevated their concern 
to local Alberta Health Services (AHS) and 
Primary Care Network (PCN) leaders.

Monday
A  13 The High River medical staff  associa  on 

(High River Hospital physicians) had their 
regular mee  ng and discussed how Cargill’s 
posi  ve screens should be addressed. 

It was decided early on there should be 
resources to rapidly test, iden  fy, and 
connect pa  ents to family physicians.

Tuesday
A  14 CRPCN started planning a local COVID-19 

response to the Cargill outbreak. Three 
weeks earlier, the CRPCN team had 
developed a pandemic plan, so already had 
a framework in place.
The Town of High River was quickly pulled 
in. Craig Snodgrass, Mayor of High River, 
escalated the urgency up the poli  cal 
chain, as well as to Cargill, and AHS.

The Town provided the Culture Centre, 
which was empty due to social distancing, 
and large enough to allow staff  to spread 
out to operate the call centre.
Out front was the drive-by swabbing. The 
tent and supplies were provided free of 
charge by Canadian Tire* in High River – a 
great show of support by a local business. 

* Check out the Appendix for a feel-good story on 
High River's Canadian Tire.

Meat-packing plants are the kind of business where most people literally 
don’t want to know how the sausage is made. So, even though residents of High 
River live so close to Cargill, many were surprised to hear that the company was 
responsible for processing one-third of Canada’s beef (4,500 head of ca  le daily). 
To generate that kind of volume, 2,000 people were running two shi  s – and 
with that many people in one plant, close quarters were standard.
Because of that employee proximity, it was no surprise that Cargill employees 
were some of the fi rst to show up with symptoms of COVID-19 in the Town of 
High River.
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Wednesday
A  15 CRPCN met with AHS to outline their plan. 

While AHS had proposed se   ng up a swab 
centre (great because they can handle so 
much volume), it was going to take them a 
bit longer, and the CRPCN wanted to get a 
temporary site up and running right away. 

Plus, the CRPCN wanted to provide more 
of a one-stop experience. Pa  ents could 
call, get pre-screened, and book an 
appointment right then. (With AHS, callers 
had to go through 811, then wait for a call.)

Friday
A  17 CRPCN staff  worked to set up High River’s 

Culture Centre to be the access hub. This 
wasn’t meant to be temporary, like the 
tes  ng site, but would operate as a call 
centre for the dura  on of the crisis.
The admin team was vital to the mission. 
So many calls were received that fi rst day 
that nurses couldn’t fi eld them as they 
came in. Instead, admin staff  would relay 
voicemail messages to nurses for callback 
screening. 
One of the challenges was weak internet, 
which limited the ability to access pa  ents’ 
Electronic Medical Records (EMR), so paper 
was the order of the day. Despite this 
impediment, nurses s  ll managed to screen 

and fi ll three hours worth of appointments 
for the fi rst shi  , happening that a  ernoon. 
At 1 p.m., tes  ng began at the CRPCN’s 
drive-through site for people who had been 
pre-screened and might be COVID-posi  ve. 
The access hub was manned by nurses, 
admin staff , panel managers and physicians 
to ensure pa  ents were followed up and 
either transferred to their family physician 
or a  ached to a family physician if 
necessary. The smooth transi  ons between 
mul  ple groups, and the seamlessness 
to the pa  ents points out the value of a 
Pa  ent Medical Home.*

* What’s a Pa  ent Medical Home? Check out the 
Appendix and fi nd out!

In just three days, the physical loca  on, 
the necessary I.T, the required staff , the 
communica  on to town residents, the tes  ng 
supplies, and signage all came together to create 

the CRPCN temporary swabbing test site and 
access hub/call centre. Plus, brochures were 
created for pa  ents that outlined what to do 
a  er their test, what to watch for, and who to 
contact with ques  ons.

Thursday
A  16 Because AHS was unable to ac  vate their 

site un  l Monday, April 20, the CRPCN 
informed the Town, doctors and AHS that 
they would implement an interim weekend 
swab site. 

Approvals were obtained, and late 
Thursday a  ernoon, CRPCN management 
alerted nurses and admin staff  to be at the 
offi  ce the following morning, ready to set 
up the test site.

Monday
A  20 AHS opened its more permanent tes  ng 

site in High River. The CRPCN overlapped 
for a day to clear the backlog. Over the 

weekend, requests for tes  ng had been so 
numerous that the CRPCN double-booked 
its April 20 appointments.

O   254    CRPCN’   , 52  . 
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Above – Adver  sing on east side of town, coming in from Highway 
2. The Town was very gracious in waiving its usual restric  ons on 
sign placement.
Above middle & right – Test site, with High River Hospital in 
distance. Shows just how orderly and calm opera  ons were.
Below – Test site, with Culture Centre in background, which was 
made available by the Town to CRPCN staff  for use as an access 
hub/call centre.

During the assessment of each 
pa  ent, doctors and nurses 
u  lized the COVID-19 Pathway*, 
which turned out to be a very 
eff ec  ve tool.

* Check out the Appendix for a copy of 
the Pathway.

Once the fl ow of results 
for COVID-posi  ve pa  ents 
started arriving, CRPCN 
nurses ini  ated phone 
calls to ensure pa  ents 
understood what isola  on 
meant, and to fi nd out if 
they needed any support 
services (including the 
provincial isola  on hotels). 
Pa  ents with a medical 
home were provided warm 
hand-off s to their family 
doctors, and una  ached 
pa  ents were connected to a 
physician. 

Leah Malazdrewicz, a CRPCN 
RN, said that it helped to 
be part of a  ght-knit small 
town, because referrals were 
made directly from nurses to 
community resources. They 
already knew who to contact 
for things like groceries 
for people who were self-
isola  ng. Other community 
agencies were also u  lized, 
for example, when there 
were language barriers, or 
if pa  ents weren’t local to 
High River.
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I am proud of how we were able 
to keep people out of acute care. 

If there is a second wave, we are 
ready!

Leah Malazdrewicz, RN



What
worked?

V  P  C
Based on what we were seeing around the world, we 
assumed 10-20% of COVID-19 cases would require 
acute care. In our experience, it was more like 1-2%!
Follow-ups for the majority of COVID-posi  ve pa  ents 
were done by doctors and a mul  disciplinary team 
with PCN support – this pandemic response has truly 
been a team eff ort. 
We used phone contact almost exclusively, not even 
videoconferencing. Our prime objec  ve was ensuring 
infected pa  ents did not leave their house, and did not 
come to acute care and infect health care workers.
CRPCN physicians followed 488 COVID-posi  ve 
pa  ents virtually. Other than the test swab, pa  ents 
were never face-to-face with a doctor, keeping them, 
and others, safe. Our “virtual” pa  ents were managed 
confi dently, competently, and with calm.

R   T
Because pa  ents have that trusted rela  onship with 
their family physician, they listen to, and are reassured 
by, the informa  on they're being told.
One of the most consistent stories told by health care 
providers is that their role was to “talk their pa  ents 
off  the ledge.”
There was a lot of anxiety around coughing, breathing, 
and general fl u-like symptoms, but a careful history 
dis  nguished the really serious cases. 
Thanks to the "trusted rela  onship," I had a pa  ent 
who had called 811 and was given the advice to head 
to acute care. I happened to call her shortly a  er, and 
ran through the Pathway with her. A  er assessment, 
we agreed that she should stay at home to be closely 
monitored instead. 

Dr. Adam Vyse, High River family physician, and president of 
the CRPCN governance board, off ers his insights into what 
made the response to the outbreak in High River so successful. 

T  P
Following the emergence of the 
COVID-19 pandemic, a team that 
included specialists from Respirology 
and Infec  ous Disease, the AHS 
Primary Care team, Primary Care 
Networks and members of the Calgary 
Zone developed the Pathway to help 
support family physicians to care for 
their pa  ents. 
It was intended to be followed for 
pa  ents who:
• Were presumed or confi rmed 

COVID-posi  ve, or
• Had infl uenza-like illness (ILI) 

symptoms, un  l a swab result is 
obtained, or

• Had tested nega  ve, but present 
with strong clinical suspicion 

The Pathway gave health care 
providers structure and confi dence – 
especially early in the outbreak. It was 
eff ec  ve across the en  re team, from 
offi  ce assistant, to nurse, to family 
doctor.
Across the Zone, there are no known 
cases where the Pathway failed to 
iden  fy a deteriora  ng pa  ent. Even 
if a pa  ent sounded sick on the 
phone, Pathway fl ags reassured that 
most were not cri  cally ill.
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F  P  G  R  S
Based on data we were seeing, we an  cipated 
higher mortality. Even though Cargill workers 
were healthy, with lower-risk ages of 30s and 
40s on average, there were many instances 
of mul  -genera  onal families living together. 
These household contacts were widely variable 
in age and risk status.
Many had the full range, from young children to 
parents or grandparents in their 70s and 80s.
Of the COVID-posi  ve pa  ents that we saw, half 
were average risk, one-quarter were high risk, 
one-quarter were low risk.

Surprisingly, many household contacts 
that isolated in the home did NOT become 
symptoma  c.
Strong primary care led to good outcomes. 
Residents were educated on how to self-isolate, 
and how to protect the vulnerable members in 
their household. 
One of my pa  ents, an 85-year-old diabe  c 
grandmother lives with her daughter and son-in 
law – who works at Cargill – and both got sick. 
They managed to isolate the grandmother at 
home, and she never got sick.
We leveraged the immense capacity of primary 
care to look a  er ci  zens in a pandemic.

M -  T  
The CRPCN has existed for 15 years, and in 
that  me, has made connec  ons to health and 
social system components. When we raised the 
alarm, those connec  ons – AHS, PCN leadership, 
Medical Offi  ce of Health – really paid out, and 
made a huge diff erence. A perfect storm of 
strengths came together. 

Swi   reac  on to the outbreak was facilitated by 
teamwork that has seen no equal in our lives. 

At a system level, there was integra  on with 
Public Health, for rapid fan-out of isola  on 
informa  on.

Very quickly, tes  ng sites were established, 
providing results that then required follow-up. 
The batching of COVID-posi  ve results to the 
appropriate primary care network via the secure 
system out of AHS was revolu  onary.

There was also proac  ve work with allied health 
care. For example, employees working with 

the vulnerable popula  ons in long-term care 
were restricted from working if they had family 
members who were Cargill employees. Credit 
goes to the managers of these facili  es, who 
were very fl exible with days off , and sick days.

The CRPCN nursing staff  provided a lot of 
naviga  on to community resources as well, and 
were able to alleviate anxiety by connec  ng 
pa  ents to the most appropriate resource – 
whether that was the isola  on hotel, fi nancial 
support, food security concerns, etc. Isola  on 
can be diffi  cult. Providing individualized support 
is key in preven  ng pa  ents from breaking 
quaran  ne for essen  al needs, and thereby 
spreading the virus. 
A silver lining in this pandemic may be that 
COVID-19 has created a situa  on where partners 
across the health system work more eff ec  vely 
together. Health system integra  on is a key part 
of a high-performing health system.

This model of pandemic planning and case 
management is a blueprint for other jurisdic  ons. 
Ac  ng quickly and eff ec  vely depended on high 
trust between departments and organiza  ons. 
Cross-connec  ons were created in real  me. 

If we see a second wave, we feel ready with 
infrastructure and plans. Between now and then, 
we are working to solidify and streamline new 
bridges and connec  ons. The prevailing sense of 
teamwork is inspiring. We hope all communi  es, 
large or small, can do the same.
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B   N
The Cargill situa  on was unique in that many 
employees lived in mul  -genera  onal homes, 
o  en with young and old family members. 

They were also spread over a wide geographic 
area, and shared commu  ng. The result was that 
three PCNs became very involved with Cargill 
pa  ents – South Calgary PCN, Mosaic PCN, and 

Calgary Rural PCN – as well as East Calgary Family 
Care Clinics (ECFCC)

ECFCC received data from Health Link and public 
health, and then followed up with everyone who 
required a  en  on in less than four hours, and 
passed the name to family physicians. 

Media focus was on acute 
care, and "fl a  ening the 
curve" so as not to strain 
emergency rooms and hospital 
beds. But, primary care was so 
eff ec  ve that acute care was 
hardly ever required. Most 
COVID-19 pa  ents received 
the high-quality care they 
needed right in the pa  ent 
medical home. That meant 
system capacity was never 
overloaded, and hospitals 
were not overburdened, as 
had been predicted. 
Physicians, clinic staff , and 
PCNs worked in partnership 
with public health, AHS and 
community groups to tackle 
the High River outbreak – 
the largest in Canada – and 
in doing so, created a rapid 
response model that a  racted 
interest and admira  on 

not just provincially, but 
across Canada and even 
interna  onally.
For example, at the Zone level, 
over a weekend, a process 
was developed where AHS 
swab results would be relayed 
to PCNs, so that iden  fying 
COVID-posi  ve pa  ents 
would be organized, with a 
warm hand-off  to the pa  ent 
medical home.
Alberta's single health 
authority, created when 
a network of regional 
authori  es merged a decade 
ago, meant that provincial 
labs, agencies, networks and 
public health were already 
used to working together, so 
groups were able to build on 
what was already in place.

It was impressive how fast 
we were able to ramp up the 
delivery of pa  ent informa  on 
to the pa  ent medical home. 
In the past, barriers have 
prevented fast response, but 
during this crisis, MOH, AHS, 
Health Link, ECFCC, Calgary 
Foothills PCN and Mosaic PCN 
were able to streamline data 
so it was delivered in a  mely, 
secure manner so pa  ents 
could receive immediate care. 
It was fantas  c to see how 
organiza  ons broke through 
barriers to put the pa  ent at the 
centre, and very heartwarming 
to see how various support 
services contributed to support 
pa  ents in this unprecedented 
 me in all of our lives. 

Stephanie Crichton
Execu  ve Director, CRPCN

The number of COVID-posi  ve pa  ents as a result of Cargill outbreak was  1,500+
(936 Cargill employees, plus family members - split fairly evenly between 

South Calgary PCN, Mosaic PCN, and Calgary Rural PCN.)

The number of hospitaliza  ons in High River was  9
The number of deaths was  2

The percentage of pa  ents managed virtually was  98%
These numbers are current as of June 10, 2020
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Terri Shaul, Director of Clinical Innova  on

So many

thank!
to

CRPCN T
I am really proud of my staff ! 
Everyone put in very long hours, not 
only on their regular days of work, 
but on weekends as well. We fi gured 
things out as we went, and this can 
be scary for a bunch of process-driven 
nurses and admin. The environment 
and direc  on o  en changed hourly.
Despite everyone being concerned 
for their own health and safety, they 
showed up, and worked hard – most 
o  en with no breaks. They were calm 
when dealing with pa  ents’ anxiety 
over the phone – even though we all 
had anxie  es of our own.
The CRPCN admin team went above 
and beyond as well. We never 
would have been able to pull this off  
without the support of so many extra 
hands. 
Panel manager staff  was also an 
excellent support. We couldn’t have 
go  en all of the pa  ent informa  on 
into our system without them.
Our Execu  ve Director, Stephanie 
Crichton, was extremely suppor  ve. 
We got what we needed to get 
the job done; she was there to 
support; she made pa  ent calls; she 
connected us with the Calgary Zone 
Cargill task force group for improved 
communica  on; she fed us; she stood 
up for us….  I could go on, and I am 
very apprecia  ve!

L  P
The Highwood clinic physicians really 
pitched in. Adam [Dr. Vyse] especially went 
above and beyond! 
On April 19, several High River doctors 
came to make pa  ent phone calls. Demand 
was so great, we had a hard  me keeping 
up with the volume. This was a huge help!

H  R
The community of High River was so 
accommoda  ng. I have never seen so many 
people come together so quickly, and just 
say, “What do you need?” and then do it.
The Town was also very generous and 
worked to make sure we were able to run 
effi  ciently, using Town resources.

A  H  S
I am also grateful to the AHS groups that 
consulted with us on a regular basis. I feel 
that some pre-exis  ng barriers were broken 
in this  me of crisis to allow for be  er two-
way communica  on.

M  O   H
Dr. Jia Hu was very suppor  ve of our 
eff orts, and I am so apprecia  ve of his 
pa  ence. He took our calls and responded 
to our emails in such a  mely way.
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Big thanks to Ryan at Canadian Tire in High River!
When we asked if he knew where we could rent a tent for our 
COVID-19 tes  ng sta  on, he provided one free of charge!
If that wasn't enough, he also supplied chairs, tables, a 
portable heater with propane, nitrile gloves, disposable masks, 
spray and gel hand sani  zer, liquid disinfectant with spray 
bo  les, and Clorox wipes.
Then if that wasn't enough, he brought his wife Kurs  e to help 
set up the tent!
Thank you so much! You're a hometown hero!

13,224    2,491
People reached  Engagements

When CRPCN staff  contacted the Canadian Tire just looking for 
informa  on on where we might be able to rent a tent, owner Ryan 
Jago stepped up in a huge way.
It was great to see our Facebook page get so many hits, and to see 
the community acknowledge Ryan’s generosity.

A : F  T  Y   C  T
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A : P

To view this Pathway, with 
ac  ve links, fi nd the most 
recent version at:
h  ps://www.specialistlink.
ca/covid19/covid19-
resources.cfm
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A : W    P  M  H ?

Your main point of contact for medical care is 
usually your family doctor’s clinic – “home base” 
for your health care, and what we call your Pa  ent 
Medical Home (PMH).

C   C
One of the main benefi ts of a PMH is con  nuity 
of care. With a PMH, your health informa  on is 
transferred between care providers, and care is 
coordinated.
You can help maintain con  nuity of care by going 
to your regular family doctor or nurse prac   oner 
when you need a health service. 
If your regular doctor is unavailable, care from 
other members in the PMH means the informa  on 
gets shared with your family doctor.
When you require urgent medical a  en  on from 
an emergency department, someone in your 
medical home is aware of the visit. 
Having a consistent rela  onship means your health 
care providers know you and your medical history. 
This reduces the number of  mes you have to tell 
your story or undergo duplicate tests.
You ac  vely engage in decisions about your health 
care, helping providers plan and co-ordinate.

A   ...
Having a consistent rela  onship with a family 
doctor can ensure you are healthier as you age. 
Evidence shows that people who have a regular 
primary health care provider or team:
• receive more preven  ve & chronic disease 

care
• make fewer visits to the emergency room
• are not admi  ed to hospital as o  en
• are more sa  sfi ed with their care

T  D  M  S !
Since having a family doctor reduces the number 
of ER visits and hospital admissions, this is one 
way we can all help reduce health care costs, while 
increasing our own health value! 
According to the Canadian Ins  tute for Health 
Informa  on, the average cost of a hospital stay in 
Alberta is $8,112, equa  ng to $188 per pa  ent, 
per month. By comparison, PCN services cost the 
system $5 per pa  ent, per month.

$188 $5

Page 20



BETTER FOR PATIENTS BETTER FOR PHYSICIANS BETTER FOR THE SYSTEM

• Increases a  achment to a 
primary care provider.

• Coordinates care & services.
• Further links pa  ents to other 

parts of the system, including 
the health authority’s 
specialized community 
services programs for 
vulnerable pa  ent groups 
(e.g., frail elderly, mental 
health and substance use).

• Makes the most of prac  ce 
resources,  me & capacity. 

• Shi  s focus to diagnoses and 
pa  ent rela  onships.

• Brings services together 
around doctors & pa  ents.

• Eases the burden of doing it 
alone. Avoids burnout.

• A  racts and retains doctors.

• Maximizes health care roles 
and resources.

• Reduces hospital visits.
• Builds sustainable, quality 

health care.
• A  racts and retains doctors
• Makes the whole community 

stronger, which in turn 
supports family doctors to 
care for pa  ents and create 
pa  ent medical homes.
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Use AlbertaFindaDoctor.ca to fi nd a family doctor, or to fi nd one by phone, call Health Link at 811.

CRPCN O

C   O  C

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

S
Bay H, 510 Highway 1
Strathmore, AB  T1P 1M6
     403-901-0142
     403-934-4780

M  A  
 #408, 14 - 900 Village Lane
Okotoks, AB  T1S 1Z6
     403-206-7027

A
Arrowwood Medical Clinic
587-652-5999

B  D
Foothills Family Medical Centre
403-933-4368

B  C
Care In The Creek
403-949-2457

C  
East Hills Family Medical Clinic
403-910-0321
Oasis Medical 
587-774-3132
Rainbow Falls Medical Clinic
403-248-4488
Refl ec  ons Medical Clinic
587-333-3751

C
Claresholm Medical Clinic
403-625-4484

E  V
Eden Valley Wellness
403-558-3656

G
Gleichen Medical Centre
403-734-3434

H  R  
Charles Clark Medical Centre
403-652-2929 

High River Teen & Young Adult Clinic
403-652-1654
High River Medical Clinic (Dr. Ogoke)
403-652-2880 
Highwood Health Centre
403-652-7993
Pinnacle Medical Centre
403-908-0357
Revolu  on Medical Clinic
(403) 652-7212

L
Langdon Medical Clinic
403-936-5990

N
Nanton Community Health
403-646-2218

O
Anderson Medical Clinic 
403-995-0010
Foothills Family Prac  ce
403-938-5455
Hill Clinic
403-995-4409
Medicine Tree Health & Wellness
403-995-8810
Mokala Medical
403-995-5740
Okotoks Paediatric Clinic
587-364-4995
Okotoks Urgent Care
403-995-2600
Papillon Medical Clinic
403-982-7771

Pinnacle Medical - Southbank
403-917-0664
Pinnacle Medical - Westmount
403-917-0653
Premier Health
403-995-4055
Sheep River Medical Clinic
403-938-4421
Dr. Simon James Medical Clinic
403-938-3860
Village Lane Medical Clinic
403-938-4990

S
Siksika Health & Wellness
403-734-5600

S
Crystal Ridge Family Medical
403-934-5911
Dr. Maria Muller Clinic
403-934-9210
Pinnacle Medical Centre
403-814-9780
Strathmore Medical Clinic
403-361-2422 
Valley Medical Clinic
403-934-4444

T  V
Foothills Family Medical Centre
403-933-4368

V
Vulcan Medical Clinic
403-485-2216

www.crpcn.ca


