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REPORT OVERVIEW – SELECTED RESULTS FROM 2016-17
Additional measures may be presented in each section. See the section covers for more information.
Panel characteristics (pages 9-17)
Measure

Your panel

PCN

Zone

Page

Number of panel patients

1,165

382,901

1,731,889

10

Average age

39.0

39.7

37.9

11

Sicker patients (CRG > 5)

45.9%

45.3%

40.1%

12

High & medium continuity patients

84.6%

73.9%

70.4%

13

Average Material Deprivation Index quintile
(5 = least privileged)

2.2

2.5

2.8

16

Average Social Deprivation Index quintile
(5 = least privileged)

2.6

2.8

2.9

17

Preventive care and imaging (pages 18-29)
▲Results in top 16% of physicians in zone ▼Results in bottom 16% of physicians in zone
Measure

Your panel

PCN

Zone

Page

Diabetes screening
(% eligible patients screened)

97.5%

87.5%

77.9%

19

Lipids screening
(% eligible patients screened)

89.8%

89.2%

80.7%

20

Colorectal cancer screening
(% eligible patients screened)

84.1% ▲

69.0%

59.2%

21

90.0%

77.1%

67.2%

22

91.0% ▲

72.7%

64.8%

23

140.6

100.6

98.1

24

4.5

7.1

6.0

25

38.5%

29.6%

23.6%

29

Cervical cancer screening (age 25 to 69)
(% eligible patients screened)
Breast cancer screening
(% eligible patients screened)
DEXA scans
(multiple scans per 1000 patients age 65 and older)
Lumbar spine imaging
(MRI and CT scans per 1000 patients)
Influenza vaccination (age 18 and older)
(% patients receiving vaccination)
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Chronic conditions (pages 30-36)
▲Results in top 16% of physicians in zone ▼Results in bottom 16% of physicians in zone

Measure

Your panel

PCN

Zone

Page

0%

-

-

33

Kidney disease screening in adults with diabetes
(% eligible patients screened)

62.5% ▲

45.7%

46.6%

34

Drug therapy for kidney disease in adults with
diabetes
(% eligible patients who were dispensed an ACE
inhibitor or ARB)

0%

53.8%

53.1%

35

Comprehensive annual care plan
(% eligible patients with CACP)

Pharmaceuticals (pages 37-39)
▲Results in top 16% of physicians in zone ▼Results in bottom 16% of physicians in zone
Measure

Your panel

PCN

Zone

Page

Antipsychotic use in adults age 65 and older
(% patients age > 65 dispensed an antipsychotic)

3.0%

2.8%

2.8%

38

Statin use in adults over age 40 with diabetes
(% eligible patients who were dispensed a statin)

66.7%

61.3%

61.5%

39

Antibiotics for acute sinusitis
(% patients with acute sinusitis who were dispensed
an antibiotic)

75.0%

73.7%

73.7%

40

Utilization (pages 41-52)
▲Results in top 16% of physicians in zone ▼Results in bottom 16% of physicians in zone
Measure

Your panel

PCN

Zone

Page

Family physician visits
(adjusted average per patient)

3.9

4.5

4.1

42

ED visits
(adjusted average per patient)

0.23

0.26

0.28

44

ED visits for GPSCs*
(adjusted average per patient)

0.02 ▲

0.03

0.04

46

*GPSC = General Practitioner Sensitive Condition – a condition for which patients visit the emergency
department but is potentially treatable in a primary care setting.
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This report is based on your proxy panel
The proxy panel is:




An estimate of your active patient panel from April 1,
2014 to March 31, 2017.
Based on the pattern of family physician billing claims
during that period. Patients who were not seen during
that period will not be included.
Created using an algorithm that predicts which family
physician, from all those seen by a patient during that
period, is most likely to be the patient’s main family
physician. For more information on the proxy panel
algorithm, see Appendix 1 on page 52.

What is a confirmed panel list?
 A list of patients you have confirmed to be yours. These
patients agree that you are their main family physician. A
confirmed panel list is created from your electronic
medical record.
 Request a confirmed panel list (CPL) report if you have
completed or almost completed a process to confirm
which patients believe you to be their main family
physician. The HQCA creates a panel report based on the
confirmed panel list that you send to the HQCA.
 The confirmed panel list report will usually be a better
choice for you than the proxy panel report if:
o you can produce a list of patients who believe you to
be their main family physician AND
o you were their main family physician from April 1,
2014 to March 31, 2017.
 If you provide care for a defined panel of patients as well
as to patients of other physicians (e.g., in a specialty
practice, or urgent care or walk-in practice), consider
requesting a confirmed panel list report for only the
patients on your confirmed panel.

About this report
Measurement is integral to ongoing
quality improvement. This report is
provided for information, not
judgement. The information about your
patient panel in this report can be used
to:
 Stimulate self-reflection about your
practice and how you manage your
patients.
 Identify opportunities for
improvement.
 Establish baseline performance for
future improvements.
 Gauge your performance compared
to peers within your PCN and
Alberta Health Services Zone.
Continuity of care
Panel management and continuity are
essential and foundational change
elements in the implementation of the
Patient’s Medical Home. Continuity is
essential to improve patient care and
achieve health care system
transformation.

Evidence is clear that when patients
have a longitudinal relationship with
a single family physician, results are
better quality of care and reduced
overall health care system utilization
and costs.
This report is a resource to help
strengthen the Patient’s Medical
Home.

5

How well does this report reflect your practice?
Use the breakdown below to determine if this report is reflective of your practice during the data period.

High
>80 % continuity

Medium
51-80 % continuity

Low
<50 % continuity

About the measure
Continuity is the percentage of all visits
to a family physician by your panel
patients that were to you.

179

You have
1,165 patients

547

439

What categories do your patients fall into?
Most are high and medium continuity: The information
in this report is a good reflection of your practice.
 You most likely have a stable practice with patients
who saw few other family physicians.
Most are low continuity: The information in this report
may not be a good reflection of your practice.
 You might be new to practice or changed practices
 You often saw patients in transient care settings (e.g.,
walk-in, after-hours, or urgent care clinics)
 Your patients often saw other family physicians (e.g.,
visited a specialty family physician for maternity care,
or used a walk-in clinic or urgent care centre).

The higher the continuity, the greater the
likelihood the patient was yours during
the data period.
 High continuity: >80% of all visits
were to you
 Medium continuity: 50 to 80% of all
visits were to you
 Low continuity: <50% of all visits
were to you

Possible actions
Request a CONFIRMED PANEL LIST REPORT
A confirmed panel list (CPL) report is based
on a list of patients you have confirmed to be
yours that you send to the HQCA.
It will be a better choice if you have
completed, or almost completed, a panel
confirmation process AND you were the main
family physician for these patients during the
data period.
For more information, contact the HQCA:
primaryhealthcarereports@hqca.ca
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PHYSICIAN: PROXY PANEL

PRACTICE CHARACTERISTICS
Measures included
Physician visits and return visit rate

page
8

Data source


Physician claims

Resources
For detailed information on each measure, consult the online data dictionary.
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Physician visits by year
Number of patient visits to the physician and the return visit rate, from April 1, 2015 to March 31, 2017.

Number of patient visits
Total visits
Female visits
Male visits
Unique patients seen
Return visit rate

2015-16

2016-17

3,678
2,624
1,054
1,252
2.9

3,391
2,335
1,056
1,144
3.0

About the measure
Total visits includes all patient encounters in
any setting, except an emergency department. It
includes multiple visits during the year for
individual patients.
Unique patients seen is the number of
individual patients you saw (i.e., the number of
unique personal health numbers recorded). This
includes visits where you might be the patient’s
main family physician, as well as patients of
other family physicians who you may have seen.
Return visit rate is calculated as your total
visits divided by your unique patients seen:
Rate = (Total visits)/(Unique patients seen)
Interpretation
Compare the number of unique patients you
saw to your panel size.
Do you see patients of other physicians in the
clinic or in other practice sites such as afterhours clinic, urgent care, or the emergency
department?
Consider what your return visit rate shows.
Does your return visit rate seem accurate with
how you practice and manage access?
Possible actions
Number of unique patients seen or return
visit rate is higher than expected.
This could affect access for your confirmed
patients. Consider an initiative to determine if
access is an issue, and what might be done to
improve access for your confirmed patients.
Check the AIM Alberta website for resources
related to balancing supply and demand within
a practice to improve access for patients.

PRACTICE CHARACTERISTICS
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PANEL CHARACTERISTICS
Measures included

page

Panel size

10

Gender distribution

10

Age distribution

11

Burden of illness

12

Physician continuity

13

Average physician continuity over time

14

Average clinic continuity over time

15

Community material deprivation index

16

Community social deprivation index

17

Data sources







Physician claims
Alberta Health Services’ Clinical Risk Grouper (CRG) tables
Alberta Health Care Insurance Plan (AHCIP) Registry
Pampalon Index
HQCA’s attachment algorithm

Resources

For more detailed information on each measure, consult the online data dictionary.
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Return to Report Overview

Panel size
Number of active patients as of March 31, 2017.

Patients

Your panel

PCN panel

Zone panel

1,165

382,901

1,731,889

Gender distribution
Percentage and number of patients on your panel by gender,
April 1, 2016 to March 31, 2017.

Female
Your Panel

Male

62.4%

PCN Panel

52.5%

Zone Panel

37.6%

47.5%

49.7%

50.3%

Your panel

PCN panel

Zone panel

Male

438

182,056

871,551

Female

727

200,845

860,338

PANEL CHARACTERISTICS

About this measure
Panel size
Your panel size was determined using
the HQCA proxy panel algorithm and
administrative data from the past
three fiscal years (April 1, 2014 to
March 31, 2017).
Active patients
Your report is based on active
patients – those for whom there was
at least one physician billing, who
were covered by the Alberta
Healthcare Insurance Plan (AHCIP)
on March 31, 2017 and born before
April 1, 2017.
Interpretation
Why consider gender?
Gender can influence return visit
rates. Women typically tend to use
healthcare services more than men.
Gender can also influence assignment
of patients to a proxy panel.
Compare your gender distribution
to your peer groups.
Distribution differences may account
for differences between comparators
in measures that are influenced by
gender (e.g., cervical cancer screening
with Pap).
Gender is also taken into account in
producing adjusted utilization
measures.

10

Return to Report Overview

Age distribution
Distribution of your panel into different age categories, as of March 31, 2017.

Percentage of panel (%)

20

15
Your Panel

10

PCN Panel
5

Zone Panel

0
0-10

11-20 21-30 31-40 41-50 51-60 61-70 71-80 81-90 91-100 100+
Age (March 31, 2017)

Average age (years)

Your panel

PCN panel

Zone panel

39.0

39.7

37.9

Interpretation
Consider how the age distribution of
your panel differs from that of your
comparator groups.
 This may account for differences
between comparators in measures
that are influenced by age.
 Age is taken into account in producing
adjusted measures.
 Age is one factor that can impact
return visit rates, as older patients
tend to use healthcare services more
than younger ones.

PANEL CHARACTERISTICS

Possible actions
Consider the types of services or programs
needed to meet the needs of your panel.
 Is a quality improvement initiative needed to
improve services for a particular age group
on your panel?
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Return to Report Overview

Burden of illness
Distribution of your panel by burden of illness (Clinical Risk Grouper) as of March 31, 2017.
Your Panel

PCN Panel

Zone Panel

Percentage of patients
20.4%
21.9%

1
(Healthy)

29.9%

9.8%
10.8%
10.5%

2

16.6%
16.0%
14.4%

3

4

Chronic illness
↓

7.3%
6.0%
5.1%
22.9%
21.8%
19.6%

5

Higher CRG = “sicker” patients
Interpretation
How ‘sick’ are your patients overall?
Burden of illness is related to how patients use
health system resources, with greater overall
utilization for patients in higher CRG categories.

20.2%
20.0%
17.5%

6

7

1.3%
1.7%
1.4%

8

0.7%
1.0%
0.8%

9
(Catastrophic)

0.9%
0.7%
0.7%

Patients with CRG 5 to 7 are patients with
chronic conditions who are often the focus of
chronic disease management programs. They
typically use more resources (e.g., follow-up
visits and visits with team members). They also
often use more urgent and emergency
department care and have more visits to
specialists.

Average CRG score

Your
panel
3.8

PCN
panel
3.7

Zone
panel
3.4

Patients with CRG ≥5

45.9%

45.3%

40.1%

PANEL CHARACTERISTICS

About the measure
Burden of illness is measured using the Clinical
Risk Grouper (CRG), which assigns patients to a
CRG category depending on their medical
condition(s).
 Level 1: Healthy
 Levels 2-4: Acute/minor chronic
o e.g., chest pain (acute condition)
o e.g., migraines (minor chronic)
 Levels 5-7: Dominant chronic diseases
o e.g., diabetes (CRG 5)
o e.g., diabetes & asthma (CRG 6)
 Level 8: Malignancies
o e.g., breast cancer
 Level 9: Catastrophic
o e.g., history of major organ
transplant

Possible actions
Consider the supports and programs that are
available to your patients CRG 5 and above.
Typically these are the most resource intensive
patients in primary care and they are best
managed using a multidisciplinary team
approach.
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Return to Report Overview

Physician continuity
Percentage of patients in each physician continuity category as of March 31, 2017.

Panel Breakdown by Continuity
Category, 2016-17
Your Panel

PCN Panel

Zone Panel

47.0%

High Continuity
80-100%

36.1%
32.6%

37.7%

Moderate Continuity
50-<80%

37.8%
37.9%

15.4%

Low Continuity
<50%

26.1%
29.6%

About the measure
Physician continuity is the percentage of all
visits to any family physician by your panel
patients that were to you. Maximum of one
visit per day was counted. Continuity is
calculated using three years of physician
claims data (e.g., 2016-17 is based on data
from April 1, 2014 to March 31, 2017).
Interpretation
Your patients will be in the high and
medium continuity categories if you had a
stable practice, your patients had good
access to you, and you saw few patients of
other physicians.
Your patients will be in the low continuity
category if you were building a practice,
often saw patients of other physicians (e.g.,
urgent care), or patients had trouble making
an appointment with you.
Possible actions
Request a Confirmed Panel List (CPL)
report from the HQCA.
If your proxy panel continuity does not
match how you believe you practice,
consider what your continuity would look
like in a CPL report. A CPL report is
generated by using your securely submitted
patient panel.
Consider how to increase continuity.
Check resources at AIM Alberta on
improving access and at Toward Optimized
Practice (TOP) related to the importance of
continuity.

PANEL CHARACTERISTICS
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Return to Report Overview

Average physician continuity over time
Average physician continuity of your patients over time.

Your Panel

PCN Panel

Zone Panel

67.7%

2014-15

62.6%

Interpretation
Consider how practice factors affect the
change in average continuity over time.
Your average continuity is expected to increase
over time as the proportion of confirmed patients
who see you for most of their family physician
visits increases.

55.9%

70.9%

2015-16

About the measure
Average physician continuity
Patient continuity to a physician is calculated
using three years of physician claims data (e.g.,
2014-15 is based on data from April 1, 2012 to
March 31, 2015).

63.6%
55.8%

72.8%

2016-17

66.1%
55.7%

If your continuity hasn’t changed over time, it
may mean that:
 Your panel already has a high average level of
continuity (e.g., >80%).
 Your patients often see other family
physicians (e.g., specialty care or in urgent
care or walk-in clinics) and this does not
change over time.
If your continuity is lower than in previous
years consider what practice factors might
account for this.
For example, increased patient load resulting in
access issues.
Possible Actions
Consider what practice changes you could
make to increase the proportion of patients
who see you for most of their family physician
visits.
AIM Alberta can assist family physicians to
improve access for patients.

PANEL CHARACTERISTICS
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Return to Report Overview

Average clinic continuity over time
Average clinic continuity of your patients over time.
Your Panel

PCN Panel

Zone Panel

79.6%

2014-15

70.9%
64.7%

81.8%

2015-16

72.6%

83.8%
75.7%
65.2%

Interpretation
Clinic continuity and physician continuity
Clinic continuity is typically equal to or higher
than continuity to a main family physician. It will
be stable or increase over time as continuity to a
main family physician stabilizes or increases.
High clinic continuity
Patients are visiting their family physician or a
practice colleague in the same clinic most of the
time. It does not account for visits to other health
professionals within the clinic when a physician is
not seen.

65.1%

2016-17

About the measure
Average clinic continuity
Patients are assigned to a clinic in the same way
that they are assigned to a family physician, using
three years of physician claims data (e.g., 2014-15
is based on data from April 1, 2012 to March 31,
2015). Clinic continuity refers to the concept of a
medical home, where a patient may be seen by
their main family physician, a practice colleague,
or perhaps a locum.

Low clinic continuity
Patients are often seeing their main family
physician in other locations (e.g., emergency or
urgent care, other clinic), or see other family
physicians in different locations. It could also be
lower for physicians who changed practice
locations.
Possible actions
Consider strategies to increase patient visits
to your clinic.
If your clinic continuity is low or declining,
consider whether you have an access issue and
what can be done to improve patient access to
you or another physician within your main
practice location.
AIM Alberta can assist family physicians to
improve access for patients.

PANEL CHARACTERISTICS
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Return to Report Overview

Community Material Deprivation Index
Distribution of panel patients in five categories that represent economic conditions at the patient’s
neighbourhood level. Quintile 1 (Q1) is the most privileged; Quintile 5 (Q5) is the least privileged.
Your Panel

PCN Panel

About the measure
Material deprivation is comprised of
indicators related to education, employment
and income drawn from 2011 census data.
This component of deprivation represents
conditions at the neighbourhood level. Each
quintile represents 20 per cent of the
Canadian population.

34.8%
28.3%
24.7%

Q1
(Most Privileged)

Patients are assigned to a quintile based on
their neighbourhood (approximately 400 to
700 homes).

30.6%
25.7%
24.0%

Q2

Interpretation
Consider whether your patients are more
or less economically privileged.
Deprivation may have implications for the
types and prevalence of chronic conditions
seen and for patient access to treatments
and services impacted by ability to pay.

17.7%
20.0%
17.9%

Q3

Material deprivation is a factor in
adjusted utilization rates.
Greater material and social deprivation is
associated with greater morbidity and
mortality and healthcare utilization.

12.6%
15.9%
14.3%

Q4

Q5
(Least Privileged)

Zone Panel

Possible actions
Consider talking to your patients about
economic barriers and document what
effect these might have on their care.
Your PCN might have resources to assist
patients facing barriers to access the
treatments and services they need.

4.2%
10.0%
19.1%

Your panel

PCN panel

Zone panel

2.2

2.5

2.8

Average quintile

PANEL CHARACTERISTICS
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Return to Report Overview

Community Social Deprivation Index
Distribution of panel patients in five categories that represent social conditions at the patient’s
neighbourhood level. Quintile 1 (Q1) is the most privileged; Quintile 5 (Q5) is the least privileged.

Your Panel

PCN Panel

30.8%
26.0%
22.8%

Quintile 1
(Most Privileged)

26.2%
22.4%
19.4%

Quintile 2

13.0%
16.1%
18.5%

Quintile 3

14.2%
16.7%
19.2%

Quintile 4

15.9%
18.9%
20.3%

Quintile 5
(Least Privileged)

Average quintile

Zone Panel

Your panel
2.6

PANEL CHARACTERISTICS

PCN panel
2.8

About the measure
Social deprivation is comprised of indicators
related to the state of being separated,
divorced, or widowed, living alone, or a
member of a single-parent family, drawn
from 2011 census data. This component of
deprivation represents conditions at the
neighbourhood level. Each quintile
represents 20 per cent of the Canadian
population.
Patients are assigned to a quintile based on
their neighbourhood (approximately 400 to
700 homes).
Interpretation
Consider whether your patients are more
or less socially privileged.
Deprivation may have implications for the
types and prevalence of chronic conditions.
Patients in the least privileged categories
may not have the social support systems of
those in higher categories.
Social deprivation is a factor in adjusted
utilization rates.
Greater material and social deprivation is
associated with greater morbidity and
mortality and healthcare utilization.
Possible actions
Consider talking to your patients about
their family and social situation and
document what effect these might have
on their care.
Your PCN might have resources to assist
patients requiring support.

Zone panel
2.9
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PREVENTIVE CARE AND IMAGING
Measures included

page

Diabetes screening

19

Lipids screening

20

Colorectal cancer screening

21

Cervical cancer screening

22

Breast cancer screening

23

Bone mineral density (DEXA) scans

24

Lumbar spine imaging

25

Influenza vaccination for all panel patients

26

Influenza vaccination for at-risk patients

27

Data sources






Physician claims
National Ambulatory Care Services (NACRS)
AHS laboratory data
AHS diagnostic imaging data
AHS cancer screening data

Resources
For detailed information on each measure, consult the online data dictionary.
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Return to Report Overview

Diabetes screening 
Percentage of patients age 40 and older without diabetes with a diabetes screening test within five years
as of March 31, 2017.


Your Panel

PCN Panel

Zone Panel

Percentage of patients

97.5%

87.5%

77.9%

Number of patients on your panel
Eligible
Screened Not screened
526
513
13

About the measure
Diabetes screening is defined as a laboratory test
for hemoglobin A1c or fasting glucose (AHS
laboratory data) or the V77.1 (physician claims
data) diagnostic code for diabetes screening. The
“Diabetes Risk Calculator” from the Alberta
Screening and Prevention program is not included.
This metric excludes patients less than age 40
years and patients with diabetes identified in the
episode specific disease categories (EDC) in the
CRG.
Interpretation
Consider the number of patients not screened.
If you are surprised by the number of patients on
your panel not screened, an EMR search might
help you to identify patients who should be called
in for screening.
 The Alberta Screening and Prevention
Program (ASaP) recommends screening at
least every five years for adults age 40 and
older at low to moderate risk of diabetes and
any adults at high risk of diabetes.
Compare your screening rate with a peer
group.
If your screening rate is considerably different
from a peer comparator, what practice or patient
factors might be influencing rates? Consider what
you can do to improve screening rates for your
patients.
Possible actions
Consider an initiative to improve screening
rates.
Resources are available at Toward Optimized
Practice.

PREVENTIVE CARE AND IMAGING
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Return to Report Overview

Lipids screening
Percentage of patients age 40 to 74 with at least one lipids screening test within five years as of March
31, 2017.



Your Panel

PCN Panel

Zone Panel

Percentage of patients

About the measure
Lipid screening is defined as a laboratory test for
either plasma lipid profile or cholesterol, taken from
AHS laboratory data. The age range aligns with the
recent addition of female patients age 40 to 50 to the
screening guidelines.
This metric excludes patients younger than age 40 or
older than age 74.

89.8%

89.2%

80.7%

Interpretation
Consider the number of patients not screened.
If you are surprised by the number of patients on
your panel not screened, an EMR search might help
you to identify patients who should be called in for
screening.
 The Alberta Screening and Prevention Program
(ASaP) recommends screening with a nonfasting lipid profile at least every five years for
all patients age 40 to 74.
Compare your screening rate with a peer group.
If your screening rate is considerably different from
a comparator group what practice or patient factors
might be influencing rates? What you can do to
improve screening rates for your patients?

Number of patients on your panel
Eligible
Screened Not screened
502
451
51

PREVENTIVE CARE AND IMAGING

Possible actions
Consider an initiative to improve screening
rates.
Resources are available at Toward Optimized
Practice.
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Return to Report Overview

Colorectal cancer screening

▲
Percentage of patients age 50 to 74 with at least one colorectal cancer screening test as of March 31,
2017.
▲Your result is in the top 16 per cent of all physicians in your Zone.
Your Panel

PCN Panel

Zone Panel

Percentage of patients

84.1%

69.0%

59.2%

About the measure
Colorectal cancer screening includes at least one of
the following tests:
 Fecal immunochemical test (FIT) within two
years (AHS laboratory data)
 Flexible sigmoidoscopy within five years
(physician billing data)
 Colonoscopy within 10 years (physician billing
data)
This metric excludes patients younger than age 50
and older than age 74.
Interpretation
Consider the number of patients not screened.
If you are surprised by the number of patients on
your panel not screened, an EMR search might help
you to identify patients who should be called in for
screening.
 The Alberta Screening and Prevention Program
(ASaP) recommends colorectal cancer screening,
with a FIT test (every two years), flexible
sigmoidoscopy (every 5 years), or colonoscopy
(every 10 years) for all patients age 50 to 74.
Compare your screening rate with a peer group.
If your screening rate is considerably different from
a peer comparator what practice or patient factors
might be influencing rates? Consider what you can
do to improve screening rates for your patients.

Number of patients on your panel
Eligible
Screened Not screened
345
290
55

PREVENTIVE CARE AND IMAGING

Possible actions
Consider an initiative to improve screening rates.
Resources are available at Toward Optimized
Practice.
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Return to Report Overview

Cervical cancer screening
Percentage of female patients within and outside the recommended age range who had a cervical cancer
screening test as of March 31, 2017.

Your Panel

PCN Panel

Zone Panel

Percentage of patients screened

90.0%

Recommended
Age 25-69

77.1%

67.2%

50.0%

Age 21-24

47.1%
41.6%

22.7%

Age ≥ 70

15.8%
14.2%

0.0%

Age <21

2.4%
2.0%

About the measure
This metric is based on data from the Alberta Cervical
Cancer Screening Program (ACCSP) and excludes any
females who had a hysterectomy performed since April
1, 2005. For this metric, the HQCA has aligned with the
Alberta Health Services Cancer Screening Program
(AHSCSP) screening timeframe (42 months). This is
because AHSCSP is responsible for sending notifications
to patients on when they are due for screening.
Screening recommendations changed during the data
period. The most recent recommendation is to screen
women age 25 to 69 every three years.
Interpretation
Consider the number of patients not screened.
 If you are surprised by the number of patients on
your panel not screened, an EMR search might help
you to identify patients who should be called in for
screening.
 An EMR search may also help confirm why a Pap test
was ordered (e.g., women over age 70 with a history
of cervical cancer may need regular screening).
Compare your screening rate with a peer group.
If your screening rate is considerably different from a
peer comparator, what practice or patient factors might
be influencing rates? Consider what you can do to
improve screening rates for your patients.
Possible actions
Consider an initiative to improve screening rates.
Resources are available at Toward Optimized Practice.

Number of patients on your panel
Age 25-69 (Recommended)
Age 21-24
Eligible
Screened
Not screened
Screened
450
405
45
13

PREVENTIVE CARE AND IMAGING

Age ≥ 70
Screened
15

Age < 21
Screened
0
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Breast cancer screening ▲
Percentage of female patients age 50 to 74 with at least one breast cancer screening test as of March 31,
2017.
▲Your result is in the top 16 per cent of all physicians in your Zone.
Your Panel

PCN Panel

Zone Panel

Percentage of patients

91.0%

72.7%

64.8%

About the measure
This metric is based on data from the Alberta Breast
Cancer Screening program (ABCSP) which looks at
whether patients had at least one mammogram
completed within a 30-month period. For this metric,
the HQCA has aligned with the Alberta Health
Services Cancer Screening Program (AHSCSP)
screening timeframes. This is because AHSCSP is
responsible for sending notifications to patients on
when they are due for screening. Each patient is
counted only once.
This metric excludes female patients younger than
age 50, older than age 74, and women with a history
of invasive breast cancer who had a screening
mammogram.
Interpretation
Consider the number of patients not screened.
If you are surprised by the number of patients on
your panel not screened, an EMR search might help
you to identify patients who should be called in for
screening.
Compare your screening rate to your peers.
If your screening rate is considerably different from
your peers, what practice or patient factors might be
influencing rates? Consider what you can to improve
screening rates for your patients.

Number of patients on your panel
Eligible
Screened Not screened
221
201
20

PREVENTIVE CARE AND IMAGING

Possible actions
Consider an initiative to improve screening rates.
Consider a quality improvement initiative to improve
screening. Resources are available at Toward
Optimized Practice.
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Bone mineral density (DEXA) scans
Number of single (1) or multiple (>2) DEXA scans within a two year period per 1000 patients prior to
March 31, 2017.

Single scans
Your Panel

PCN Panel

About the measure
This metric is based on a radiology
procedure code (X128) for bone mineral
content determination with dual photon
absorptiometry (i.e., a DEXA scan), with or
without vertebral fracture assessment. It
presents the number of patients who
received a DEXA scan ordered by any
physician.

Zone Panel

Number of single scans per 1000 patients

Patient age (years)

0-50

8
6
5

865
927
922

51-64

859
899
902

65+

Multiple scans
Your Panel

PCN Panel

Zone Panel

Patient Age (years)

0
0
0

51-64

65+

135
73
78

141
101
98

Interpretation
Consider the number of patients under
age 65 who had a DEXA scan.
DEXA scans are a useful screening tool for
osteoporosis in patients age 65 and older.
For younger patients, screening with DEXA
scans is limited to those at moderate to high
risk of osteoporosis or with known risk
factors. It is also used to investigate a
fragility fracture.
Consider the number of patients with
multiple scans.
Follow-up scans are recommended for
selected patients, but usually not within two
years.

Number of multiple scans per 1000 patients

0-50

PCN and zone comparator group values are
the average number of patients for all active
physicians in each group.

Possible actions
Reflect on how you order DEXA scans.
Consider an EMR search to identify these
individuals and determine why the scans
were ordered.
Scans might have been ordered for patients
by other physicians. Consider what you can
do to build patient awareness around when
a scan is appropriate.
Review the Toward Optimized Practice
osteoporosis guideline.

PREVENTIVE CARE AND IMAGING
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Lumbar spine imaging
Number of MRI or CT lumbar spine imaging scans completed in each fiscal year per 1000 patients.

MRI
Your Panel

PCN Panel

Zone Panel

Number of MRI scans per 1000 patients
9.2

2014-15

7.4
6.5

6.2
5.4

3.4

2016-17

5.9
5.1

CT
Your Panel

PCN Panel

Zone Panel

Number of CT scans per 1000 patients
2014-15

0.0
1.3
1.1

2015-16

0.0
1.1
1.0

1.1
1.1

2016-17
0.9

PCN and zone comparator group values are the
average number of patients for all active
physicians in each group.
Interpretation
Consider the number of patients scanned.
Lumbar spine imaging is not recommended
unless red flags are present. If you are surprised
by how many of your patients were scanned,
consider reviewing your ordering practices. It is
also possible that other physicians ordered
lumbar spine scans for your patients.

4.5

2015-16

About the measure
This metric is based on Common Procedure and
Examination List (CPEL) codes for MRI and CT
imaging. It includes patients who received
lumbar spine imaging ordered by any physician.

Consider how many patients had a CT scan.
Lumbar spine CT imaging can pose risks to
patients by exposing them to radiation, which
can increase cancer risk. If your patients are
receiving CT scans for lower back pain then you
might want to consider partnering with the
Physician Learning Program for further insight.
Possible actions
Reflect on how you order lumbar spine
scans.
Consider an EMR search to identify these
individuals and determine why the scans were
ordered.
Scans might have been ordered for patients by
other physicians. Consider what you can do to
build patient awareness around when a scan is
appropriate.
Resources on imaging for back pain are
available from Choosing Wisely Canada and the
Alberta Physician Learning Program.

PREVENTIVE CARE AND IMAGING
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Influenza vaccination
Percentage of patients in each fiscal year who received an influenza vaccination.

Your Panel

PCN Panel

Zone Panel

Percentage of patients

37.0%

2014-15

29.4%
23.8%

34.1%

2015-16

27.6%
22.2%

37.3%

2016-17

29.3%
23.4%

PREVENTIVE CARE AND IMAGING

About the measure
This metric includes vaccinations done by
public health professionals, community
pharmacists, and physicians.
This metric does not capture vaccinations
done by office staff (unless billed by the
physician) or PCN staff (e.g., nurse or
pharmacist). It also does not capture
vaccinations done through employer workbased occupational health and safety
programs.
Interpretation
Compare the vaccination rate for your
patients over time.
Is it increasing, decreasing, or the same? If
your vaccination rate is lower than
expected, consider using vaccination
promotion strategies with your patients.
Consider the vaccination rates for
populations at risk of complications
from influenza.
The following pages show vaccination rates
for groups at risk of developing flu-related
complications.
Possible actions
Promote influenza vaccination.
Information and resources are available on
influenza in Alberta and recommendations
for influenza vaccination in Canada.
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Influenza vaccination for patients under age 6
Percentage of patients under age 6 in each fiscal year who received an influenza vaccination.
Your Panel

PCN Panel

Zone Panel

Percentage of patients

Number

32.2%

2014-15

Patients under age 6 on your panel

36.7%

127

Received
vaccination
43

No
vaccination
84

31.7%
40.8%

2015-16

33.6%
29.2%
33.9%

2016-17

35.3%
30.6%

Influenza vaccination for patients over age 65
Percentage of patients age 65 and older in each fiscal year who received an influenza vaccination.
Your Panel

PCN Panel

Zone Panel

Percentage of patients
71.4%

2014-15

58.8%

Patients over age 65 on your panel

52.4%
63.1%

2015-16

57.0%
50.4%

2016-17

57.1%

Number
169

Received
vaccination
119

No
vaccination
50

70.4%
50.5%

PREVENTIVE CARE AND IMAGING
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Influenza vaccination for patients with COPD
Percentage of patients with COPD in each fiscal year who received an influenza vaccination. Identifying
COPD patients using administrative data underestimates the total COPD population.

Your Panel

PCN Panel

Zone Panel

Percentage of patients
75.0%

2014-15

Patients with COPD on your panel

51.7%
48.6%

Number
62.5%
51.1%

2015-16

16

Received
vaccination
10

No
vaccination
6

47.4%
62.5%

2016-17

52.7%
49.3%

Influenza vaccination for patients with asthma
Percentage of patients with asthma in each fiscal year who received an influenza vaccination.
Your Panel

PCN Panel

Zone Panel

Percentage of patients
45.1%

2014-15

35.7%
31.5%
39.2%

2015-16

Patients with asthma on your panel
Received
No
Number
vaccination
vaccination
153
68
85

32.4%
28.4%
44.4%

2016-17

PREVENTIVE CARE AND IMAGING

34.0%
29.7%
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Influenza vaccination for sicker patients (CRG 5 or greater)
Percentage of patients in the higher burden of illness categories (CRG 5 or greater) in each fiscal year
who received an influenza vaccination.

Your Panel

PCN Panel

Zone Panel

Percentage of patients

Patients CRG 5 or greater on your panel
48.0%

2014-15

Number

40.5%
36.2%

535

Received
vaccination
250

No
vaccination
285

42.3%

2015-16

37.0%
32.9%
46.7%

2016-17

37.5%
33.3%

Influenza vaccination for patients over age 18
Percentage of patients age 18 and older in each fiscal year who received an influenza vaccination. This is
a primary healthcare indicator that is reported annually by PCNs on behalf of their member clinics.

Your Panel

PCN Panel

Zone Panel

Percentage of patients

Patients over age 18 on your panel
39.1%

2014-15

Number

30.6%
24.9%

894

Received
vaccination
344

No
vaccination
550

33.9%

2015-16

28.1%
22.6%
38.5%

2016-17

29.6%
23.6%

PREVENTIVE CARE AND IMAGING
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CHRONIC CONDITIONS AND FREQUENT DIAGNOSES
Measures included

page

Chronic conditions, Group A

31

Mental health conditions

32

Comprehensive annual care plan (CACP)

33

Kidney disease screening in adults with diabetes

34

Drug therapy for kidney disease in adults with diabetes

35

Top ten treated condition categories

36

Data sources






Physician claims
Alberta Health Services’ Clinical Risk Grouper (CRG) data
Alberta Health Services’ CRG Episode Disease Category (EDC) data
Pharmaceutical Information Network (PIN Dispense) data
AHS laboratory data

Resources
For detailed information on each measure, consult the online data dictionary.
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Chronic diseases (Group A conditions)
Percentage of patients with a chronic condition from Group A of the Comprehensive Annual Care Plan
(CACP). These patients are often the focus of chronic disease management programs in primary care.

Your Panel

PCN Panel

Zone Panel

Percentage of patients
8.1%

Hypertension

13.7%
12.2%
4.4%
5.5%
5.0%

Diabetes

COPD

0.3%
1.1%
1.1%
6.0%
4.5%
4.2%

Asthma

CHF

0.5%
0.9%
0.7%

Angina and IHD

1.0%
1.3%
1.1%

Chronic renal failure

0.6%
1.2%
1.0%

Number of patients on your panel
Hypertension
94
Diabetes
51
COPD
4
Asthma
70
CHF
6
Angina and IHD
12
Chronic renal failure
7

CHRONIC CONDITIONS AND FREQUENT DIAGNOSES

About the measure
This metric only includes chronic conditions that
appear in the Group A component of the 03.04J
comprehensive annual care plan (CACP) form:
 Hypertension
 Diabetes
 Asthma
 COPD
 Angina and ischemic heart disease (IHD)
 Congestive heart failure (CHF)
 Chronic renal failure
These conditions are based on the prevalence of
episode specific disease categories (EDC) from the
Clinical Risk Grouper (CRG) system. Patients can be
in more than one category and are counted only once
per category. These numbers might be
underestimated if patients are managed by multidisciplinary team members in the medical home
without a physician visit being billed.
Interpretation
Consider whether the number of your patients
with chronic conditions is consistent with what
you expect.
The patients shown here may have complex health
needs and may be eligible for a CACP.
Compare condition prevalence with a peer group.
Consider how the needs of your patients may be
similar to, or different from, the patients in the
comparator group. Differences in distribution of
chronic conditions between groups can also impact
utilization rates.
Possible actions
Review the programs and services available
through your clinic, PCN, or community.
Consider a quality improvement initiative to improve
your services to one of more of these patient groups.
Consider whether a CACP would be appropriate.
An EMR search can help identify patients on your
panel who may be eligible for a CACP, and may
motivate a discussion on whether a CACP would be
beneficial.
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Mental health conditions
Percentage and number of patients with selected mental health conditions.

Your Panel

PCN Panel

About the measure
This metric includes these common mental health
conditions:
 Acute stress and anxiety diagnoses
 Depressive and/or other psychoses
 Bi-polar disorder
 ADHD
 Alzheimer’s disease and other dementias
 Schizophrenia

Zone Panel

Percentage of patients
9.4%

Acute stress and anxiety
diagnoses

7.4%
7.0%
9.4%

Depressive and/or other
psychoses

These conditions are based on the prevalence of
episode specific disease categories (EDC) from the
Clinical Risk Grouper (CRG) system. Patients can be
in more than one category and are counted only
once per category.

8.2%
7.3%
1.4%

Bi-polar disorder

1.0%

Interpretation
Consider whether the number of your patients
with mental health conditions is consistent with
what you expect.
The patients shown here may have complex health
needs and may be eligible for a CACP.

1.0%
3.1%

ADHD

2.1%
1.8%

Alzheimer's disease and
other dementias

Compare condition prevalence with a peer
group.
Consider how the needs of your patients may be
similar to, or different from, the patients in the
comparator group. Differences in distribution of
chronic conditions between groups can also impact
utilization rates.

0.7%
1.1%
0.8%
0.3%

Schizophrenia

0.4%
0.4%

Number of patients on your panel
Acute stress and anxiety diagnoses
Depressive and/or other psychoses
Bi-polar disorder
ADHD
Alzheimer's disease and other dementias
Schizophrenia

CHRONIC CONDITIONS AND FREQUENT DIAGNOSES

109
109
16
36
8
4

Possible actions
Review the programs and services available
through your clinic, PCN, or community.
Consider a quality improvement initiative to
improve your mental health services to one of more
of these patient groups.
Consider whether a CACP would be appropriate.
An EMR search can help identify patients on your
panel who may be eligible for a CACP and may
motivate a discussion on whether a CACP would be
beneficial.

32

Return to Report Overview

Comprehensive annual care plan (CACP)
Percentage and number of patients eligible for and receiving a CACP, April 1, 2016 to March 31, 2017.

Received CACP

Your Panel 0%

No CACP

100%

Number of patients
Eligible for CACP
Received CACP
66
0

About the measure
Patients can be eligible if they have:
 Two or more Group A conditions
 One or more Group A condition(s) and one or
more Group B condition(s)
The Group A conditions include:
 Hypertension
 Diabetes
 Asthma
 COPD
 Angina and ischemic heart disease
 Congestive heart failure (CHF)
 Chronic renal failure
The Group B conditions include:
 Mental health conditions
 Obesity
 Addictions
 Tobacco use
Interpretation
Consider the number of eligible patients.
If the number of your patients who are eligible for
a CACP is higher than expected consider an EMR
search to identify eligible patients and determine
whether a CACP would be appropriate.
Consider how many patients received a CACP.
If you are surprised by the number of your
eligible patients who received a CACP you might
want to consider whether your patients received
a CACP from another physician.
Possible action
Review your care planning processes.
Consult resources related to the CACP process
from the AMA. Resources related to a care
planning initiative are available from Toward
Optimized Practice.

CHRONIC CONDITIONS AND FREQUENT DIAGNOSES

33

Return to Report Overview

Kidney disease screening in adults with diabetes ▲
Percentage of adults with diabetes who had at least one urine albumin/creatinine ratio (ACR) done in
any setting between April 1, 2016 and March 31, 2017.
▲Your result is in the top 16 per cent of all physicians in your Zone.

Your Panel

PCN Panel

Zone Panel

Percentage of patients

62.5%

45.7%

About the measure
This metric presents patients with diabetes
(identified using the CRG EDC aggregate codes)
who had a urine albumin/creatinine ratio (ACR)
test completed (AHS laboratory data). The metric
excludes patients under age 18.
Interpretation
Consider the number of patients not
screened.
The Canadian Diabetes Association Clinical
Practice Guidelines suggests yearly screening
with ACR in patients with diabetes.
 If the number of your patients who were not
screened is surprising consider what steps
might be required to ensure patients are
screened.
Compare your screening rate with a peer
group.
If your screening rate is considerably different
from a comparator group consider whether
practice or patient factors might be influencing
rates. Consider what you can do to improve
screening rates for your patients.

46.6%

Possible action
Increase screening rates for kidney disease.
Consider an EMR search to identify patients with
diabetes who have not been screened for kidney
disease and flag these patients for screening at
their next visit.
Number of patients on your panel
With diabetes

With an ACR

With no ACR

48

30

18

CHRONIC CONDITIONS AND FREQUENT DIAGNOSES

Review screening recommendations in the
Canadian Diabetes Association Clinical Practice
Guidelines.
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Drug therapy for kidney disease in adults with diabetes
Percentage and number of adults with diabetes and kidney disease who had one of the recommended
medications dispensed between April 1, 2016 and March 31, 2017.


Your Panel

PCN Panel

Zone Panel

Percentage of patients

About the measure
Patients with diabetes were identified using the
CRG EDG aggregate codes. Kidney disease was
identified from AHS laboratory data as a urine
albumin/creatinine ratio (ACR) result of >30
mg/g (or >3 mg/mmol).
Interpretation
Consider how many of your patients had
medications dispensed.
Drug therapy is recommended for all adults with
diabetes who have an abnormal urine
albumin/creatinine ratio. Patients should be
prescribed an angiotensin converting enzyme
(ACE) inhibitor or angiotensin receptor blocker
(ARB). Consider whether drug therapy would
benefit the patients with no recommended
medications dispensed.

0.0%

53.8%

Consider the factors that could account for
patients not receiving an ACE or ARB.
Some of your patients may have a
contraindication or chosen not to fill a
prescription.

53.1%

Possible action
Review whether drug therapy is appropriate.
Consider an EMR search to identify patients not
receiving therapy and determine if treatment
should be recommended.
Number of patients on your panel
With
diabetes
and kidney
disease
0

With
recommended
medication
dispensed
0

With no
recommended
medication
dispensed
0

CHRONIC CONDITIONS AND FREQUENT DIAGNOSES

Review treatment recommendations in the
Canadian Diabetes Association Clinical Practice
Guidelines.
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Top ten treated condition categories
The condition categories presented here are based on the most commonly occurring aggregate episode
disease category (EDC) codes from the Clinical Risk Grouper.
Your Panel

PCN Panel

Zone Panel
Percentage of patients

Skin Diagnoses

16.2%
13.9%

21.1%

Acute Mental Health Diagnoses

20.6%
18.4%
16.7%

Acute Joint and/or Musculoskeletal
Diagno

20.5%
18.0%
15.9%
17.9%
18.6%
17.5%

Infections

16.2%
12.7%
11.2%

Stomach and Intestinal Disorders

13.5%
13.8%
14.4%

Upper Respiratory Infections
Acute Ear, Nose, and Throat
Diagnoses

10.0%
7.1%
6.6%

Chronic Joint and Musculoskeletal
Diagnos

9.6%
7.9%
7.0%

Acute Stress and Anxiety Diagnoses

9.4%
7.4%
7.0%

Depressive and/or Other Psychoses

9.4%
8.2%
7.3%

Number of Patients
Condition
Skin Diagnoses
Acute Mental Health Diagnoses
Acute Joint and/or Musculoskeletal Diagno
Infections
Stomach and Intestinal Disorders
Upper Respiratory Infections
Acute Ear, Nose, and Throat Diagnoses
Chronic Joint and Musculoskeletal Diagnos
Acute Stress and Anxiety Diagnoses
Depressive and/or Other Psychoses

CHRONIC CONDITIONS AND FREQUENT DIAGNOSES

Your panel
246
240
239
209
189
157
117
112
109
109

About the measure
This metric includes diagnoses
from physician encounters in any
setting (including emergency
department, inpatient, and long
term care) that resulted in
treatment. A diagnosis is counted
only once for each patient. Patients
can be in multiple categories.
Corresponding percentages and
numbers for your top ten treated
condition categories are presented
for the comparator groups. The top
ten condition categories for each
comparator group may be
different than yours.
Interpretation
Consider what conditions your
patients are being treated for
most frequently.
If a condition category appears
more frequently than you expect
what factors might account for
this?
Possible action
Review your patient services.
Consider whether your practice
requires services for unexpected
but frequent conditions and
whether services are available
through your PCN.
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PHARMACEUTICALS
Measures included

page

Antipsychotic use in older adults

38

Statin use in patients with diabetes

39

Antibiotics for acute sinusitis

40

Data sources







Physician claims
Alberta Health Registry
Pharmaceutical Information Network (PIN dispense) data
Health Canada Drug Product Database (HC-DPD)
American Hospital Formulary Service (AHFS) pharmacological drug
classification
Anatomical Therapeutic Chemical (ATC) Classification System

Resources
For more detailed information on each measure, consult the online data dictionary.
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Antipsychotic use in older adults
Percentage of patients age 65 and older in each fiscal year who were dispensed an antipsychotic.

Your Panel

PCN Panel

Zone Panel

Percentage of patients

2.0%

2014-15

2.4%
2.3%

3.2%

2015-16

2.7%
2.5%

3.0%

2016-17

2.8%
2.8%

About the measure
This metric includes any antipsychotic
medication dispensed to patients age 65 and
over on new and refill prescriptions. The
prescriptions dispensed may have been written
by any physician including specialists.
Interpretation
Consider the percentage of your patients age
65 and older who were dispensed an
antipsychotic.
Is the percentage of your older patients with a
dispensed antipsychotic greater than what you
expect?
 The use of antipsychotics should generally
be minimized in this population. Side effects
are 2 to 3 times more common in older
adults compared to adults younger than age
30.
 Atypical antipsychotics accelerate cognitive
decline in the elderly.
 Antipsychotics may be warranted for older
adults with a confirmed mental health
diagnosis (e.g., schizophrenia, mania in
bipolar disorder, adjunctive treatment of
major depressive disorder).
Possible actions
Review the appropriateness of
antipsychotics for your older patients.
Consider an EMR search to identify older
patients who were dispensed a prescription and
review the indication for the antipsychotic.
The Appropriate Use of Antipsychotics Toolkit
has resources to assist you with reducing
antipsychotic medications in this group. You
might also be interested in the Choosing Wisely
Canada ‘When Psychosis isn’t the Diagnosis’
Toolkit.

PHARMACEUTICALS
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Statin use in patients with diabetes
Percentage of patients with diabetes age 40 and older who were dispensed a statin between April 1,
2016 and March 31, 2017.

Your Panel

PCN Panel

Zone Panel

Percentage of patients

66.7%

2016-17

61.3%

61.5%

About the measure
Patients with diabetes were identified using the
CRG EDG aggregate codes. Statins include any HMGCoA reductase inhibitor dispensed on new and refill
prescriptions. The prescriptions dispensed may
have been written by any physician including
specialists. Combination products with a statin and
other medication are included.
Interpretation
Consider the percentage of your adults with
diabetes who received a statin.
Patients with diabetes have a substantially elevated
risk of cardiovascular disease and might benefit
from receiving a statin even if they have normal
lipids and no evidence of macrovascular or
microvascular (e.g., microalbuminuria) disease.
Consider factors that may account for patients
not receiving a statin.
Some patients may have a contraindication to
statins or may have chosen not to fill a prescription.
Possible actions
Review the use of statins for your patients.
Consider an EMR search to identify these patients
and determine why they are not receiving a statin.
Review the Canadian Diabetes Clinical Practice
Guidelines rationale for prescribing statins in this
population.

PHARMACEUTICALS
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Antibiotics for acute sinusitis
Percentage of patients who were dispensed an antibiotic within seven days of a visit to a family
physician for acute sinusitis between April 1, 2016 to March 31, 2017.

Your Panel

PCN Panel

Zone Panel

Percentage of patients

About the measure
The diagnosis of acute sinusitis is based on ICD9 and ICD-10 codes.
The metric includes any antibiotic dispensed on
new and refill prescriptions written by any
physician including specialists. It includes family
physician visits in an office, ambulatory care
setting, or long term care facility.

75.0%

2016-17

73.7%

73.7%

Interpretation
Consider whether your patients are being
treated for acute sinusitis with antibiotics.
If the use of antibiotics in this population is
surprising consider whether these patients
received a prescription from another physician.
Consider how often antibiotics should be
used in your patients with acute sinusitis.
Most cases of acute sinusitis resolve
spontaneously and antibiotics are not generally
recommended. However, early antibiotic
therapy may be considered in certain
circumstances.
Possible actions
Review how your patients are being treated
for acute sinusitis.
Consider an EMR search to identify patients
with acute sinusitis to determine why
antibiotics were used.
Review information on managing acute sinusitis
in clinical practice guidelines, or patient
resources on managing sinusitis from Toward
Optimized Practice.

PHARMACEUTICALS
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UTILIZATION
Measures included

page

Family physician visits

42

Specialist visits

43

Emergency department (ED) visits

44

ED visits by category

45

ED visits for general practitioner sensitive conditions (GPSC)

46

ED visits for GPSC by time

47

ED visits by acuity score (CTAS)

48

ED visits for low acuity conditions (CTAS 4 & 5) by time

49

Hospital inpatient length of stay (LOS) days per patient

50

Hospital inpatient LOS for those who had an inpatient stay

51

Data sources
 Physician claims
 National Ambulatory Care Services (NACRS)
 Discharge Abstract Database (DAD)

How to interpret raw and adjusted rates


Raw visit rate is the total number of actual visits by patients on the panel. Use
this number to understand demand for services.



Adjusted visit rate accounts for factors known to affect visit rate: age, gender,
burden of illness, material and social deprivation, and continuity to a main
family physician. Use the adjusted visit rate for comparison purposes.

Resources
For detailed information on each measure, consult the online data dictionary.
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Family physician visits
Raw and adjusted average number of visits per panel patient in each fiscal year to a family physician.

Total visits
Raw
4,238
4,163
4,267

2014-15
2015-16
2016-17

Average visits per patient
Raw
Adjusted
3.6
3.8
3.6
3.9
3.7
3.9

Adjusted FP Visits
Your Panel

PCN Panel

Zone Panel

Average visits per patient

About the measure
This metric includes visits by patients to any
family physician in an office, ambulatory care
clinic, long term care or other non-specified
site. It excludes hospital inpatient visits and
visits to an emergency department. The
number of visits was capped at a maximum
of one per day per patient.
Interpretation
Use both raw and adjusted averages.
 Use raw values (actual visit rates) for
planning purposes. It is an indicator of
patient demand.
 Use adjusted values for comparative
purposes. The adjusted average is based
on your patient characteristics
standardized to the Alberta population.

3.8

2014-15

3.9
3.5

3.9

2015-16

4.2
3.8

3.9

2016-17

4.5
4.1

Compare your raw and adjusted averages.
This can help you evaluate how your patients
utilize healthcare services when patient
characteristics are considered.
 If your adjusted value is smaller than
your raw value, your patients’ utilization
is being driven by the factors accounted
for in the adjustment.
Compare patient access with a peer group.
Comparing your average visits per patient to
that of a comparator might help you
determine if your patients have difficulties
seeing a family physician relative to patients
in that group.
Possible action
Consider an initiative to improve access.
If the values presented suggest your patients
have difficulties with access, consider taking
steps to improve access.
AIM Alberta has resources to help you assess
and improve access within your practice.

UTILIZATION
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Specialist visits
Average number of visits per patient to selected specialists between April 1, 2016 and March 31, 2017.

Patients with
a visit (%)
Raw

2016-17
Ophthalmology
Internal medicine
Psychiatry
Obstetrics
& Gynecology
Cardiology

Average visits per
patient
Raw
Adjusted
0.9
0.8
0.4
0.4
0.2
0.2
0.3
0.3

12.0%
9.1%
3.3%
7.0%

0.3

7.0%

0.3

About the measure
The specialities chosen are among the top ten
most visited specialties.
The metric includes visits by your patients to
a specialist in an office, ambulatory care clinic,
long term care or other non-specified site. It
includes visits for patients who may not have
been referred by you and return visits
arranged by the specialist.
This metric excludes inpatient visits and visits
to an emergency department.

Adjusted Specialist Visits, 2016-17
Your Panel

PCN Panel

Zone Panel

Average visits per patient
0.8
0.8
0.8

Opthamology

0.4
0.4
0.3

Internal Medicine

0.2

Psychiatry

Obstetrics and Gynaecology

Cardiology

UTILIZATION

0.4
0.4
0.3
0.3
0.2

0.3
0.2
0.2

Interpretation
Use both the raw and adjusted averages.
 Use raw values for planning purposes.
 Use adjusted values for comparative
purposes. The adjusted average is based
on your patient characteristics
standardized to the Alberta population.
Consider how often your patients visit
specialists.
If you are surprised by the percentage of your
patients who saw a specialist, consider
discussing specialist referral expectations
with your patients.
Compare your raw and adjusted averages.
If your adjusted value is smaller than your
raw value, your patients’ utilization is being
driven by the factors accounted for in the
adjustment.
Possible action
To improve efficiency of your specialist
referral process, consider using eReferral.
Alberta Netcare eReferral populates an
electronic referral form with existing
information from Alberta Netcare (e.g.,
demographics, labs, diagnostic imaging). You
can track your referral in real time as it is
submitted, received and triaged, and the
patient scheduled for an appointment.
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Emergency department (ED) visits
Average number of visits per patient in each fiscal year to an ED.

Patients with
a visit (%)
Raw
2014-15
2015-16
2016-17

Average visits per patient

12.2%
14.1%
13.5%

Raw
0.18
0.21
0.19

Adjusted ED Visits
Your Panel

PCN Panel

Zone Panel

Average visits per patient
0.19

2014-15

0.26
0.27

0.25

2015-16

0.26
0.28

0.23

2016-17

0.26
0.28

Adjusted
0.19
0.25
0.23

About the measure
This metric includes visits by your patients to
an emergency department and excludes
urgent care centre visits. Patients can have
multiple visits per day.
Interpretation
Use both raw and adjusted averages.
 Use raw values for planning purposes.
 Use adjusted values for comparative
purposes.
Compare your raw and adjusted averages.
This can help you evaluate how your patients
utilize healthcare services when patient
characteristics are considered.
 If your adjusted value is smaller than your
raw value, your patients’ utilization is
being driven by the factors accounted for
in the adjustment.
Compare visit rates with a peer group.
Comparing your average visits per patient
with a comparator might help you determine if
your patients use the emergency department
more frequently than patients in that group.
 What practice or patient factors might
account for your patients using the
emergency department more frequently
than you expect?
Possible action
Improve access to your services.
If the information suggests your patients have
difficulties with accessing your services
consider taking steps to improve access.
AIM Alberta has resources to help you assess
and improve access within your practice.
Consider whether patients are aware that they
should see you rather than go to the
emergency department for certain conditions.
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44

Return to Report Overview

Emergency department (ED) visits by type
Percentage of ED visits by type between April 1, 2016 to March 31, 2017.
GPSC

2016-17 9.3%

Injury

Mental Health

32.9%

2.3%

Other

55.6%

About the measure
This metric groups ED visits into four
types:
 General Practitioner Sensitive
Conditions (GPSC)
 Injury
 Mental health
 Other
Patients can have multiple visits per
day.
Interpretation
Consider what your patients are
going to the emergency
department for most frequently.
 How often are your patients
visiting the emergency
department for a condition that
could potentially be treated in a
primary care setting (e.g., GPSC
visits)?
 How often are your patients
visiting the emergency
department for a mental health
condition? Consider the types of
supports and mental health
services available to patients in
your practice, PCN and
community.
Possible action
Review the services available to
your patients.
If the information suggests that your
patients are visiting the emergency
department for conditions that could
be treated in primary care consider
evaluating what services are offered
by your practice, PCN and in the
community (e.g., mental health).
Consider whether patients are aware
that they should see you rather than
go to the emergency department for
certain conditions.

UTILIZATION
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Emergency Department (ED) visits for general practitioner sensitive
conditions (GPSC) ▲
Average ED visits per patient in each fiscal year for a condition that potentially could be managed by a
family physician in their office.
▲Your result is in the top 16 per cent of all physicians in your Zone.

2014-15
2015-16
2016-17

Patients with
a visit (%)
Raw
1.4%
2.0%
1.5%

Average visits per patient

Raw
0.01
0.02
0.02

Adjusted GPSC Visits
Your Panel

PCN Panel

Zone Panel

Average visits per patient
0.02

2014-15

0.04
0.04

Adjusted
0.02
0.02
0.02

About the measure
A GPSC is a condition that occurred more than
100 times from 2002 to 2009 but resulted in
admission less than one per cent of the time.
These conditions can usually be managed by a
family physician in their office. Excludes
emergency department visits for care of an
injury. Patients can have multiple visits per day.
The PCN and zone results presented are the
average number of visits for all active patients
assigned to the PCN and zone.
Interpretation
Use both raw and adjusted averages.
 Use raw values for planning purposes.
 Use adjusted values for comparative
purposes.
Compare your raw and adjusted averages.
This can help you evaluate how your patients
utilize healthcare services when patient
characteristics are considered.
 If your adjusted value is smaller than your
raw value, your patients’ utilization is being
driven by the factors accounted for in the
adjustment.

0.02

2015-16

0.03
0.04

0.02

2016-17

0.03
0.04

Make comparisons with a peer group.
Consider what practice or patient factors might
lead your patients to use the emergency
department for conditions that potentially could
be treated in primary care (e.g., patient
awareness, your access, etc.).
Possible action
Improve access to your services and build
awareness.
If your patients have difficulties with access
consider taking steps to improve access. AIM
Alberta has access improvement resources.
Consider whether patients are aware that they
should see you rather than go to the emergency
department for certain conditions.
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Emergency Department (ED) visits for GPSC by time of day
Percentage of ED visits per patient by time of day for a condition that potentially could have been
managed by a family physician in their office (GPSC), between April 1, 2016 to March 31, 2017.

Your panel
Day
(0701-1700)
2016-17

Evening
(1701-2200)

Night
(2201-0700)

80.0%

15.0%5.0%

PCN
Day
(0701-1700)
2016-17

Evening
(1701-2200)

57.8%

Night
(2201-0700)

24.8%

17.4%

2016-17

UTILIZATION

Evening
(1701-2200)

59.5%

Interpretation
Look at when your patients are going to
the emergency department for conditions
that you could possibly manage in your
office.
 If these visits happen during office hours
consider whether your patients have
difficulty seeing you or your team on
short notice.
 If these visits mainly happen in the
evening or at night consider whether
your patients have inadequate access to
after-hours service.
Possible actions
Improve patient access to your services
and build awareness.
If your patients have difficulties with access,
consider taking steps to improve access.
AIM Alberta has access improvement
resources.

Zone
Day
(0701-1700)

About the measure
Patients can have multiple visits per day.
PCN and zone results are the average
number of visits for all active patients
assigned to the PCN and zone.

Night
(2201-0700)

24.5%

16.0%

Consider whether patients are aware that
they should see you rather than go to the
emergency department for certain
conditions.
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Emergency Department (ED) visits by acuity score (CTAS)
Average ED visits per patient by acuity score (CTAS) between April 1, 2016 and March 31, 2017.

Your Panel

PCN Panel

Zone Panel

Average visits per patient

0.05

CTAS 1 & 2

0.07
0.07

0.08

CTAS 3

0.10
0.11

0.05

CTAS 4 & 5

0.07
0.09

About the measure
This metric excludes urgent care centre visits.
Patients can have multiple visits per day. For
more information on CTAS, see Appendix 3
on page 54.
Interpretation
Consider the number of patients with a
low acuity score (CTAS 4 & 5).
 Consider whether these patients could
possibly have been managed by you in
your practice. A high number of visits in
the lower acuity group could suggest an
access issue.
 Compare these results to visits for a
General Practitioner Sensitive Condition
(GPSC). Consider whether your patients
are going to the emergency department
because they are unaware that they
should see you for minor conditions.
Possible actions
Improve access to your services and build
awareness.
If your patients have difficulties with access
consider taking steps to improve access. AIM
Alberta has access improvement resources.
Consider whether patients are aware that
they should see you or another physician in
your clinic for minor conditions rather than
go to the emergency department. What can
you do to encourage patients to call your
practice or Health Link first?
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Emergency Department (ED) visits for lower acuity conditions (CTAS
4 & 5) by time
Average ED visits per patient by time of day for the lower acuity scores (CTAS 4 & 5) between April 1,
2016 and March 31, 2017.

Your Panel

PCN Panel

Zone Panel

About the measure
This metric excludes urgent care centre
visits. Patients can have multiple visits per
day.

Average visits per patient

0.04

Day (0701-1700)

0.04
0.05

0.01

Evening (1701-2200)

0.02
0.02

0.01

Night (2201-0700)

0.01
0.01

Interpretation
Look at when your patients are going to
the emergency department for low acuity
conditions.
 If your patients primarily visit the
emergency department for CTAS 4 and 5
conditions during office hours, consider
whether your patients have difficulty
seeing you or your team on short notice.
 Compare these results to visits for a
General Practitioner Sensitive Condition
(GPSC). Consider whether your patients
are going to the emergency department
because they are unaware that they
should see you for minor conditions.
Possible actions
Improve access to your services and build
awareness.
If your patients have difficulties with access
consider taking steps to improve access. AIM
Alberta has access improvement resources.
Consider whether patients are aware that
they should see you or another physician in
your clinic for minor conditions rather than
go to the emergency department. What can
you do to encourage patients to call your
practice or Health Link first?
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Hospital inpatient length of stay (LOS) days
Average hospital inpatient LOS days in each fiscal year per patient.

Patients with
a stay (%)
Raw
2014-15
2015-16
2016-17

Average LOS (days) per
patient
Raw
Adjusted

7.5%
7.8%
6.0%

0.25
0.54
0.42

Adjusted inpatient length of stay
Your Panel

PCN Panel

Zone Panel

Average LOS (days) per patient
0.37

2014-15

0.46

Interpretation
Use both raw and adjusted averages.
 Use raw values for planning purposes.
 Use adjusted values for comparative
purposes.
Compare your raw and adjusted averages.
This can help you evaluate how your patients
utilize healthcare services when patient
characteristics are considered.
 If your adjusted value is smaller than
your raw value, your patients’ utilization
is being driven by the factors accounted
for in the adjustment.
Make a comparison with a peer group.
If your patients are spending more time as
hospital inpatients compared to patients in
another group, what patient or practice
factors could account for this?

0.44

0.77
2015-16

0.37
0.77
1.06

About the measure
This metric presents the average of all
inpatient hospital days experienced by your
patients over all patients on your panel. It
represents how your patients are collectively
utilizing inpatient services on average.

0.44

Possible action
This metric is provided for information only.
There is little a family physician can do to
impact length of stay.

0.42

1.06
2016-17

0.60
0.54
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Hospital inpatient length of stay (LOS) days (for those who had an
inpatient stay)
Average hospital inpatient LOS days in each fiscal year for patients who had an inpatient stay.
Your Panel

PCN Panel

Zone Panel

Average LOS (days) per patient
3.4
2014-15

8.3
7.9
6.9

2015-16

7.7
7.3
7.0

2016-17

9.4
9.0

About the measure
This metric includes only your patients who
were admitted as inpatients to an acute care
hospital.
Interpretation
Consider the average LOS days for your
patients who had an inpatient stay.
Do the average LOS days presented match
what you would expect for your patient
population?
Make a comparison with a peer group.
This might help you determine if your patients
who were admitted to hospital had longer
stays compared to patients in another group.
What patient or practice factors could account
for this?
Possible action
This metric is provided for information only.
There is little a family physician can do to
impact length of stay.
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Appendix 1: HQCA proxy panel selection algorithm
The HQCA proxy panel is an estimate of a physician’s active panel based on the pattern of family
physician billing claims over a three year period. The current data period covers the years April 1, 2014
to March 31, 2017.
The HQCA proxy panel selection algorithm is a step-wise process that predicts which family physician,
from all those seen by a patient over the three year time period, is most likely to be the patient’s main
family physician. If there is a tie between two or more family physicians at any step, assignment moves
to the next step.
The algorithm was built using over 200 family physician confirmed patient panels representing over
200,000 patients. The proxy panel will be most accurate for physicians who had a stable practice during
the data period and who saw few patients of other family physicians (e.g., in an after-hours or walk-in
clinic).
Step 1 - Sole visits

Patient visited only 1 family physician (FP)

Step 2 - Visits for high probability codes*

FP visited most frequently by patient for 7 diagnostic codes and 1 procedure code
that together predict a FP visit.

Step 3 - Visits excluding low probability codes*

FP visited most frequently by patient excluding 142 diagnostic codes and 143
procedure codes poorly linked to a FP visit.

Step 4 - Most frequently visited

FP visited most frequently by patient.

Step 5 - Most recent visit

FP most recently visited by patient.
*Information on the specific codes used can be found in the data dictionary.

APPENDIX 1: HQCA PROXY PANEL SELECTION ALGORITHM
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Appendix 2: Clinical Risk Grouper (CRG)
The Clinical Risk Grouper (CRG) was developed by 3M as a tool to predict future healthcare costs. It can
also be used as a measure of burden of illness which is how it is used in the panel reports.
The CRG analysis groups patients into categories according to the amount and type of healthcare system
resources required for their care. The groupings consider the impact of comorbidities and the health
status of the individual over time. The higher the CRG level, the greater the amount of healthcare system
resources (i.e., ‘burden’) is required to care for patients in that category. Greater weight is given to
chronic conditions.
The CRG classification for each patient is calculated using multiple diagnosis and procedure codes taken
from the following databases:
 Inpatient (DAD - Discharge Abstracts Database)
 Emergency and urgent care (NACRS – National Ambulatory Care Reporting System)
 Physician claims
The original CRG data for Alberta was produced by Alberta Health Services.
For this report, patients are assigned to one of nine core health status groups that are used to represent
the approximate burden of illness across a panel of patients in that category. Note that with respect to
chronic conditions, the terms ‘minor’ and ‘significant’ refer to the typical health system impact of caring
for patients in that category, not the impact on the patient.
CRG Description
1

Healthy (no chronic conditions) – includes minor, treated acute illnesses, e.g., infection

2

Significant acute illness (no chronic conditions), e.g., chest pain, head injury with coma

3

Minor chronic condition in one organ system, e.g., migraine

4

Minor chronic conditions in two or more organ systems, e.g., migraine, hyperlipidemia

5

Significant chronic condition in one organ system, e.g., chronic kidney disease

6

Significant chronic condition in two organ systems, e.g., coronary artery disease, COPD

7

Significant chronic condition in three or more organ systems, e.g., diabetes, emphysema,
CHF

8

Dominant and metastatic malignancy, e.g., brain cancer, metastatic colon cancer

9

Catastrophic condition, e.g., major organ transplant, kidney failure requiring ongoing
dialysis

For more information:
Averill R.F. (1999). Development and Evaluation of Clinical Risk Groups (CRGs). Wallingfor, CT: 3M
Health Systems.
3M™ Clinical Risk Groups: Measuring risk, managing care. Salt Lake City, UT: 3M Health Information
Systems, 2017. Internet (last accessed July 6, 2017):
http://multimedia.3m.com/mws/media/765833O/3m-crgs-measuring-risk-managing-care-whitepaper.pdf
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Appendix 3: Canadian Triage and Acuity Scale (CTAS)
The Canadian Triage and Acuity Scale (CTAS) is a tool that enables emergency departments to triage
patients according to the type and severity of the patients presenting signs and symptoms in order to
prioritize patient care requirements. CTAS level 1 represents the sickest patients and CTAS level 5
represents the least ill group of patients.
CTAS Level

Description

Examples

Level 1
Resuscitation

Conditions that are threats to life or
limb or pose imminent risk of
deterioration and require immediate
aggressive interventions.







Cardiac and/or respiratory arrest
Major trauma
Shock state
Unconscious patient
Severe respiratory distress

Level 2
Emergent

Conditions that are a potential threat to
life, limb, or function and require rapid
medical intervention or delegated acts.









Altered mental states
Head injury
Severe trauma
Neonates
Myocardial infarction
Overdose
Cerebral vascular accident

Level 3
Urgent

Conditions that could potentially
progress to a serious problem and
require emergency intervention. May be
associated with significant discomfort
or affect ability to function at work or
activities of daily living.







Level 4
Less Urgent
(Semi urgent)

Conditions that are related to patient
age, distress, or have potential for
deterioration or complications that
would benefit from intervention or
reassurance within 1-2 hours.
Conditions that may be acute but nonurgent as well as conditions which may
be part of a chronic problem with or
without evidence of deterioration. The
investigation or interventions for some
of these conditions could be delayed or
even referred to other areas of the
hospital or health care system.

Moderate trauma
Asthma
GI bleed
Vaginal bleeding and pregnancy
Acute psychosis and/or suicidal
thoughts
Acute pain
Headache
Corneal foreign body
Chronic back pain

Level 5
Non Urgent













Sore throat
Urinary tract infection
Mild abdominal pain which is
chronic or recurring, with normal
vital signs
Vomiting alone
Diarrhea alone

For more information on CTAS scores see the Canadian Association of Emergency Physicians website.

APPENDIX 3: CANADIAN TRIAGE AND ACUITY SCALE
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Man, those HQCA guys are smart. Walie Aktary, Jody Pow, and Randy Wanye should be folk heroes that should be
celebrated for generations in a national holiday where everyone in the country has to wear tuxedoes.
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