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Purposes of Project

• Enable care coordination between primary care
GPs and specialty services within and across
regions

• Create population-based registry and
dashboard to monitor and improve care

• Deploy the registry in provincial Alberta
Netcare EHR Portal environment

• Facilitate linkage to primary care physicians
and enrolment into regional programs

• Provide decision support tools
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Canada
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The Value Proposition

For Patients

• Enhanced health outcomes and quality of life
through early and accurate delivery of
appropriate medical services.

• Timely access to appropriate medical services
and facilities.
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The Value Proposition

For Family Physician Practices

• A single comprehensive Chronic Disease patient
registry integrated with clinic registry and
system processes.

• Could be used by offices with paper and
electronic charts

• Automated tools to improve health outcomes
for managed vs. unmanaged patients

• Improved linkage between regional services and
primary care



www.capitalhealth.ca 6

The Value Proposition

For Regional Health Authorities

• Assist clinicians in delivery of Chronic Disease patient
care.

• Data populated and used by Primary Care GPs.

• System-wide dashboard to monitor performance of
delivery models.

• Metrics to support appropriate allocation of funding and
resources.

• Clinical data linked to system-wide financial data for
economic analysis
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Sharing Data Between EMR’s and Registry

8

Alberta CDM Solution
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Dashboard Drilldown Flow
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Dashboard Trend
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Registry

• Operates within the provincial Electronic
Health Record (Alberta Netcare)

• Populated by GPs and regional services

• Remote, web-based access for information
transfer & clinical documentation regardless of
location

• Interface capability to allow data exchange &
auto-population between systems

• Stringent security requirements
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Patient Profile Viewer

• Contains a summary of clinical information including

• Care Co-ordination -Medications

• Co-morbidities / Complication

• Markers of Disease Progression

• Screening for Further Complications

• Health Status and Management Against Goals

• Can be accessed by any health care provider requiring
the health information
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Registry – Patient Viewer
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How Did We Get Here?

• Completed Western Health Information Collaborative
Four Western Provinces of Canada (05/06)

• The purposes were to:

• Modify existing information systems to conform to
the WHIC data definitions and message standards.

• Share the data message between two provincial
partners and with family physicians’ offices.

• Support communication amongst providers.
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How Did We Support Primary Care GPs to
Identify Patients?

• Used existing platform to facilitate identification,
management and early intervention with all disease
states.

• Used common datasets across multiple chronic
condition pathways to improve communication and
allow for aggregate data mapping e.g. 12 conditions
captured in pathways.

• Provided standard reports.

• Provided on-going support and training.
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Outcomes Realized To Date

• Common data definitions, messaging
standards, and dashboard indicators identified

• Set up for system to system communication

• Clinicians are on board with a vision
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Corollary Outcomes

• Reusable work for
multiple chronic
conditions

• Foundational elements
help with other types of
clinical system builds

• Improved support for
family practice
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Where Do We Go From Here?

• Expand the deployment to additional primary
care physicians

• Expand the deployment across additional
disease conditions

• Integrate the registry with existing EMRs

• Implement e-referrals and communication tools

• Expand deployment across the province
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Lessons Learned

• Consistency between primary care clinical
processes, issues, and system requirements

• Consistency from region to region

• More successful when we go from clinical
viewpoint

• Concerns about big brother watching

• Pay for performance

• Faint of heart need not apply
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Evaluation Process

• Evaluation

• Post implementation analysis & benefits
realization study will be completed, including
planning for further deployment
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Thank You!

Stephanie Donaldson Kelly
Director of Operations,
Chronic Disease Management
Capital Health

Stephanie.DonaldsonKelly@capitalhealth.ca


