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WORKSHOP REPORT: 

Collaborative Learning Networks in Primary Health Care 
Transformation in Alberta 

Workshop Overview: 

The workshop was hosted by Dr. Stephanie Montesanti, Assistant Professor in Health Policy at the 
School of Public Health, University of Alberta.  Key stakeholders from primary health care and research 
institutes across Alberta were invited to attend the workshop on February 10, 2016. A total of 18 
stakeholders attended, representing the following 16 affiliations: 

- Alberta Primary Health Care Research Network (APHCRN) 
- Primary Health Care Strategic Clinical Network 
- Canadian Primary Care Sentinel Surveillance Network (CPCSSN) 
- Southern Alberta Primary Care Research Network (SAPCReN) 
- Northern Alberta Primary Care Research Network (NAPCReN) 
- Alberta Strategy for Patient Oriented Research Primary and Integrated Health Care Innovation 

Network (SPOR PIHCIN) 
- Alberta Health Services (AHS) 
- Applied Research and Evaluation for Primary Health Care (ARES) 
- Enhancing Alberta Primary Care Research Networks (EnACt) 
- IMAGINE: Citizens Collaborating for Health 
- Centre de recherche du CHUM (Montreal) 
- University of Calgary: Community Health Sciences  
- University of Alberta: Faculty of Nursing 
- University of Alberta: School of Public Health 
- University of Alberta: Faculty of Medicine and Dentistry  

The workshop included an introduction to collaborative learning networks by Dr. Montesanti, and then 
led into an interactive case study exercise. In the afternoon, there were three guest speakers, followed 
by an opportunity for questions and a group discussion. Names of guest speakers and presentation 
topics are listed below: 

 Dr. Wilfreda (Billie) Thurston (Adjunct Professor, Community Health Sciences, University of 
Calgary) will lead a discussion on the theory underpinning group dynamics and social 
relationships, and partnership models applied in the health and research field. 

 Dr. François-Pierre Gauvin (Research Associate, Patient and Public Partnerships, Centre de 
recherche du CHUM, Montreal) will present on the design and evaluation of partnership 
approaches and its impact on patient-reported outcomes. 

 Dr. Gail MacKean (Adjunct Assistant Professor, Community Health Sciences, University of 
Calgary) will talk about IMAGINE – Citizens Collaborating for Health, a new grassroots initiative 
that aims to improve the healthcare system by engaging Albertans in the design and delivery of 
healthcare. 

In the afternoon, Dr. Gauvin presented on the topic of knowledge exchange and translation (KET) 
process used in health care. Finally, the workshop concluded with a group discussion on the topics 
covered throughout the day. Dr. Montesanti provided a summary of the key ideas that were raised 
during the workshop.  
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Workshop Findings: 

Dr. Montesanti and Research Assistant Elizabeth Campbell compiled notes from the workshop and 
developed overall themes to organize the findings into this final report. In the following sections, four 
main themes are covered, with sub-themes and examples provided. The four themes are as follows:  

1. Frameworks for collaboration 
2. Collaborative impact framework 
3. Research  impact 
4. Patient engagement 

 

1. Frameworks for collaboration 

Two frameworks for collaboration were presented to participants at the workshop: Collaborative 
Learning Networks (Figure 1), and Partnership Learning Models (Figure 2). Based on discussions with 
participants, common themes that emerged included the following, and are further described below: 

a. Collective impact 
i. How is collective impact defined according to workshop participants? 

ii. What do we know about collective impact frameworks? 
iii. How do you measure collaboration? 
iv. Critiques of these frameworks? (i.e., flexible and dynamic approach as opposed to 

linear approach to collaboration) 
b. Partnership learning model 

i. Attention to context 
c. Challenges to working together 

i. Mitigation of challenges 

 

Figure 1. Collaborative Learning Networks framework 
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a. Collective impact: 

How is collective impact defined according to workshop participants? 

According to participants, the collective impact is often forgotten in all the difficulties and challenges 
when working with various stakeholders. The primary benefit of a network should be the collective 
impact and the secondary benefit is to advance careers and for personal benefit. Participants suggested 
changing the model to emphasize the collective. Furthermore, in the context of networks, one 
participant suggested that the work done in a network needs to be different than what we do on a 
regular basis; networks add a certain value that cannot be done when groups work in isolation. 
 
What do we know about collective impact frameworks? 

A key theme that was raised by participants was the idea that networks are able to have a positive 
impact if all groups and members have a shared, common goal. Participants agreed that groups need to 
work together to develop a common goal within network, which may or may not align with the actions 
and goals they work towards within their individual groups.  
 
How do you measure collaboration? 

The question of how one can measure collaboration was raised in the group. Participants were not sure 
of a method or strategy to use, but believed that there is some value to having an objective measure of 
collaboration, especially when trying to track progress within a network. 

Critiques of these frameworks 

Participants were critical of representing the dynamic process of collaboration with a linear model. The 
models presented at the workshop (Figures 1 and 2) outline clear, linear models, however in actuality, 
one participant described the process as much ‘messier’. Instead, the frameworks should convey a 
dynamic process as collaboration doesn’t follow a linear approach. 

 

Figure 2. Partnership Learning Model 
(Source: Bailie et al. (2013). A systems-based partnership learning model for strengthening primary 
healthcare. Implementation Science.) 
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b. Partnership learning model 

Attention to context  

When considering the Partnership Learning Model (Figure 2.), participants highlighted that attention to 
context was an important theme. Attention to context was described in terms of an over-emphasis on 
‘systems’ thinking, and the importance of discourse when working in collaborative and diverse 
networks.  

In primary health care, outcomes are often framed as systems-based; however, health care is only 10% 
of population health.  Participants agreed that the term ‘health system’ is only thought of as the health 
care system, and this small subset of population health likely would not have a systems impact as it does 
not represent the whole health system. To address the discourse challenges, one participant suggested 
using the term ‘collaborative population impact’.  
 
Attention to context and discourse also came up when considering the diversity of people that may 
work together in a network, or a network of networks model. Different field s and organizations may 
have different connotations for similar words, or may use different words to describe the same 
phenomenon. These terms can be misinterpreted if clear language is not used when communicating 
with others outside of a group or organizations. The term ‘participatory research’ was raised as an 
example of a term that can have many different understandings depending on the group. 
 
Therefore, when working in a multidisciplinary network, attention to context plays an important role in 
ensuring that all members are able to effectively communicate with each other and to be realistic and 
specific when considering potential population-level impacts.  
 

c. Challenges to working together 

Mitigation of challenges 

An example was raised about the need for structure and planning when working in network 
partnerships. Challenges may arise when the goals and outcomes of a project are not clearly defined at 
the outset of group work or a partnership. Participants agreed that important steps to take to mitigate 
challenges are to define what the key outcomes will be and determine how each group member will be 
involved. Members may be involved in certain aspects and are not necessarily committed to everything. 
It was also noted that different networks take different forms, depending on the group members, and it 
is therefore crucial to not make assumptions and take time to manage expectations and plan member 
involvement at the outset. 
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2. Collaborative impact framework:  

The next session in the workshop focused on the following questions:  
a. What does a collaborative impact framework for multidisciplinary research networks look like?  
b. What makes multidisciplinary primary health care research networks successful? 
c. How do we create a model that is applicable to PBRNs? (e.g., champions, trust, attention 

discourse, shared common goal) 
d. Elements/key features of the collective impact framework 

To answer the above questions, an interactive case study exercise was conducted with participants. The 
instructions were to ‘workshop’ two prepared case studies of primary health care research networks 
(one local and one global) to illustrate different approaches to partnership and stakeholder 
engagement, processes for clinician engagement in research, knowledge translation and research 
implementation, and network structure.  

Participants were then asked to break out into small groups and examine one case together. Groups 
were asked to look for strengths, commonalities and differences, and promising network features and 
characteristics that could be adapted within the Alberta Primary Health Care Research Network. Key 
highlights from each group are presented below: 

Case 1: 

Theme Examples 

Resourcing is 
critical 

Money, time, champion, willing people gathering together around a common 
purpose, impetus for working together (which may be different for different people 
involved in the partnership). 

Process 
issues 

Taking a step-wise approach, whereby we work with early adopters and innovators 
to work out kinks before it goes out to other groups. This involves adaptation as it 
goes out to a broader and diverse group. 

Consider 
multiple 
opportunities 
for 
connection 

Focus on multiple opportunities for integration, connections, and transitions 
between primary, secondary and tertiary health care. Need public engagement and 
involvement, and importantly, public investment in primary health care research 
network.  The work needs to have meaning for improving practice and answering 
clinical questions, and addressing needs and health of Albertans. 

Case 2: 

Theme Examples 

Process 
issues 

This is a new emerging network and most of these groups have not had a previous 
relationship. Process issues include: the need to have a shared vision, diversity of 
participants, issue of discourses and need for plain language. 

Issues over 
the long-
term 

Need for long-term resources, partnership management agreement to allow for 
easier communication and attention being paid to particular relationships.  
When evaluating effectiveness, need to not to be too concerned with short-term 
goals and should instead focus on long-term outcomes and impacts (even if network 
doesn’t last that long, still may have longer term impacts). 

Need for co-
creation of 
knowledge 

Communities have a lot of knowledge (past and present), and we need to be aware 
of co-creating knowledge and information. Groups also need to think about what we 
mean by ‘knowledge’ and the language used around that. Need to consider the 
capacity within all communities within the partnership for participating in network. 



Workshop Report:  Collaborative Learning Networks in PHC Transformation in Alberta 
 

6 
 

 

Figure 3. Alberta Primary Health Care Research Network: “network of networks” 

The discussion turned to look at the elements of networks more generally, and the role of a network of 
networks, specifically the Alberta Primary Health Care Research Network (APHCRN). The APHCRN 
network of networks slide was described as a ‘bubble’, and this ‘bubble’ model was new to some 
participants. Some participants were unsure how all of the groups work together, as the bubble model 
did not follow a more familiar hierarchical organization chart to show the connections between 
organizations. One participant was quite interested in the connections between groups, and described 
these connections as ‘dark matter’ that hold people together. 

While the ‘network of networks’ was depicted as an organized network, in reality it has an informal 
structure and was described by one participant as a ‘living, emerging network’. The network was 
described as being dynamic and groups have the ability to reach out beyond the bubble to connect to 
different groups and communities. Another participant emphasized that networks should always be 
flexible; “networks are ephemeral” and they come and go.  
 
Another theme that came up when discussing networks was the need for one overall vision or goal. It 
was understood that because of the diversity of the groups involved in the network, it may be 
challenging to have one goals, but many participants agreed that the goal could be as simple as: to 
improve the health care of all Albertans from a primary care perspective, including built environment, 
social determinants of health, public health. 

 
Benefits of the ‘network of networks’ model were to break down silos and connect people by 
communicating in a network. As well, networks allow for knowledge exchange to occur in an effective 
way through those existing communication channels. 
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What are the barriers to working together in a ‘network of networks’? What are the downsides of 
alignment of other networks within the network? How do we engage patients and citizens in the 
network and what is their role in the network?  

Challenges: 

 Trust: Groups within a network need to have trust or belief in the common goal. It can be 
difficult to build trust between organizations; trust usually develops between individuals. 
Absolute vs. contextual trust: absolute trust may not be possible, but need to trust groups to 
work towards goal. 

 Opportunism vs. common goal: Parties involved in network can be both opportunistic and work 
towards a common goal. One participant described their experiences working in a larger 
organization, claiming there is no trust and people make opportunistic decisions for personal 
benefit all the time. Other participants agreed that this challenge is inherent when working in a 
larger system, such as government or institutional organizations. When working in partnerships, 
it is important to develop terms and conditions at the outset to avoid being taken advantage of. 

 Representation: Who represents the organization? Individuals may not accurately represent 
their organization if they have been assigned to work on a project. As well, individuals may claim 
that their behaviour is due to their understanding of a policy within their organization. 
Participants agreed that the individual is the first harbinger of trust, or can be the first person to 
damage that trust. Overall, accurate representation is thought to not be possible; one person 
cannot possibly represent a larger organization. 

 “Toxic no’s”: The term “toxic no’s” was used to describe people in an organization or network 
that are damaging to the workplace. To manage the conflict, the term ‘collaborative thuggary’ 
was used to describe the process where people work together to reduce the power and harm of 
the disruptive ‘toxic no’ group member. 

 Inequities in partnerships: Inequities exist related to power imbalances between roles, gender, 
etc. Need to establish strategies to address these inequities when working in a partnership. 
Some strategies include the following: 

o Promote open communication and conversations around inequities during partnership 
development 

o Rotate chairs for organizations, use talking sticks 
o Develop evaluation criteria for the network: How inclusive is it? How participatory is it? 

How sensitive is it to the needs of members? 
o Create a network facilitator position (in addition to chair and other positions) with the 

role to ensure that all members’ needs are addressed. 
 

Overcoming challenges 

 Team building activities: One participant described a team building activity that was held by her 
employer and the activity was led by an Indigenous group. The activity allowed for a high level 
of trust to be developed within a short period of time through an intensive session. Another 
example is the Alberta Health Services Wisdom Council. The council is practiced in a traditional 
indigenous manner. The group is diverse with different levels of inherent power with 
representatives from different First Nations and Metis groups, and is thoughtfully managed in a 
way that is respectful and traditional to those members involved. 
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3. Research Impact 
a. What knowledge mobilization practices can be used? What works?  

What Works: 

 Facilitated interaction: Need facilitated interaction, both at outset and after research has been 
conducted. 

 Policy change training – example from USA: One participant describe their experience in the 
USA with a public health group that had specific training for people to lead discussions on policy 
change. These newly trained people would then meet with politicians to influence policy change 
in the state.  

 Diverse group included in KT planning: A variety of people should plan the knowledge 
mobilization activities. Family physicians and specialists need to be included in KT activities as 
they have a lot of power. Researchers also need to be included because currently research is far 
removed from practice, and we need to rethink how we generate research that better aligns 
with practice. 
 

Challenges: 

 Rigour: The topic of methodological rigour came up during the discussion with participants. For 
example, was the qualitative method photovoice considered a rigorous method? It was clarified 
that photovoice, and other qualitative methods can be rigourous.  

 Selection bias: How do you get around selection bias with patient selection, and with patients 
who get paid? Patients may need to be selected to participate, however there may be bias when 
choosing those participants. 

 Systemic /cultural issues in medicine: Cultural problems with how physicians provide for their 
patients; this is a systemic issue. One participant emphasized that we are all patients and should 
work together with other patients to get better care. Many physicians leave clinical setting 
because don’t like how system is organized. System doesn’t work for patients or for doctors. 
Everyone needs to work together to fix problems. 

 Political influence: Further developing a KT process won’t necessarily mean that an issue will 
move forward to influence policy change.  Compromises are often made between evidence and 
politics. 
 

Recommendations: 

 Enforcement: Enforcement needs to be added. Need incentives, disincentives, and 
consequences for actions.  

 ADKAR model: Suggestion to consider the ADKAR model, used primarily in business (awareness, 
desire, knowledge, ability and reinforcement). 

 Deliberative dialogue process: Deliberative dialogue process for PCNs to connect groups from 
across the province and from different specialties. Should have deliberative dialogue process 
when determining issues and policy solutions. Deliberative dialogue should also talk about 
success stories to show what’s working well. 

 Situational analysis: Great faith that evidence is important, but it is only one part of policy 
making. Along with evidence, also conduct key informant interviews when creating evidence 
brief to better understand context of policy issue on the ground. 
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 Consider policy makers outside of government: Policy makers aren’t just in government. Many 
exist in practice, e.g. clinical guidelines.  

 ‘Rural proofing’: The term ‘rural proofing’ is used to describe the process of adapting an idea 
that was developed in an urban centre to one that may be successfully implemented in a rural 
setting. Need to test and adapt programs before implementing them in a new setting or context. 

Overall, participants agreed that there is no perfect KT process. Each knowledge mobilization practice 
has some limitations, but participants provided numerous suggestions on things to consider when 
developing a KT plan. In the context of a network of networks model, groups can work together to 
answer larger research questions that bridge gaps between each group. Participants also described the 
opportunities for innovation within a network of networks through combined resources and expertise.  

 

4. Patient Engagement 
a. How do we involve patients and the public in research networks? (e.g., shaping research 

questions, identifying knowledge gaps, understanding what patient want/need?) 

Participants described four main themes when discussing patient engagement and the organizations 
that support patient-centred research: 

 Patient-centred services and research 

 Patient compensation for research participation 

 Financial resources 

 Collaboration with partners 

Patient-centred services and research: 

All workshop participants agreed that health services and research should be patient-centred. The 
patient should be put in the centre of the health care system, and should focus on understanding the 
needs of patients from the perspective of the patients, rather than a biomedical perspective. Currently 
many physicians and hospital administrators believe that they follow patient-centred practices, however 
many don’t consider the patient perspective. 

Another term that was used in the context of patient-centred practice is ‘citizen-patient’. This term 
highlights that patients are also citizens in a larger community. However, through group discussion, the 
term ‘citizen’ may not be appropriate for all groups, e.g. newcomers, and First Nations people.  

Patient compensation for research participation: 

The question of how to compensate patients came up with participants, e.g. what is appropriate? Is it 
coercion? Most participants agreed that patient compensation is necessary to properly respect patients’ 
time for volunteering in a research study, however many have had negative experiences. For example, 
one participant described issues regarding patient compensation for patients on disability/social 
assistance. Patients on social assistance may not be able to accept financial compensation as it makes 
them ineligible for government support. The inability to properly compensate patients can be a barrier 
to participant in research, therefore patient compensation issues need to be addressed to create more 
opportunity for people to be involved. Currently, the compensation guidelines disrespect the patient’s 
contribution by not allowing research organizations to adequately acknowledge their time contribution. 
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To address compensation issues, many workshop participants agreed that policies need to be updated 
or developed to outline compensation protocols. Many social assistance policies are antiquated and 
need to be updated to not deter people from participating and receiving minimal monetary 
compensation. As well, organizations and research groups need to develop organizational policies. 
Currently there is nothing like that in Alberta, and it was suggested that the SPOR SUPPORT Unit create 
participant compensation guidelines and share with Alberta and other groups. 

There are examples of successful compensation, such as a research project that was able to set up 
payment for participants. However, this was difficult to get through ethics because seen as coercion. As 
well, the UK has developed compensation policies through the National Health Services.  

Financial resources: 

Groups that focus on patient engagement, such as IMAGINE: Citizens Collaborating for Health, require 
financial support to operate. These groups are funded by donations, government support, and research 
grants. However, these funds are limited and these patient engagement groups will need sustainable 
funding sources to continue. Many groups rely on volunteers to operate, but they will need to hire paid 
staff to continue and expand their research and programs.  

Collaboration with partners: 

IMAGINE: Citizens Collaborating for Health is an example of a patient engagement group that partners 
with many other groups to support patients. As well, IMAGINE supports connection and collaboration 
between people working on an issue, e.g. patient/family advocates, or First Nations and Indigenous 
helpers in hospitals. It can be isolating for these people, and groups like IMAGINE can help connect them 
with other like-minded individuals or groups.  
 

 

Multiple layers of impact 

Overall, the themes that emerged from the workshop aligned with three layers of impact: 

1. Collaboration and partnerships 
2. Research 
3. Population level impacts (patient and community engagement) 
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