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Alberta Health Services

Delivery arm of health care in Alberta. ReportaAtdW
Alberta Health and Wellness

Department of the government of Alberta

Alberta Provincial Stroke Strategy
The APSS is a collaborative partnership between A#\W AHS, the
Heart & Stroke Foundation of Alberta, NWT & Nunavilihe goal is
enhance stroke prevention, services and provid®almated and
integrated approach to care across the province.

Chief Executive Officer

Comprehensive stroke centre
A CSC is a tertiary hospital that provides a falhge of stroke services,
including: CT-scan availability, Door to CT timeskethan 20 minutes
with pre-alert, stroke team on-site, neuro-intetiw@mst expertise on-
site, central hub of stroke neurologist expertisa telestroke network.
Computerized tomography

Emergency Department

Emergency Medical Services

EMS are health care professionals who provide pspital
assessment, treatment and transport of patients.

Global Observatory for eHealth

General Practitioner. Also knows as Family Rtigsi

Information and communication technologies

Organisation for Economic Co-operation andddgvment

Primary Stroke Centre

PSC is a hospital that provides the following strgkrvices: CT
availability, door to CT time less than 20 minutath pre-alert, stroke
expertise on-site or available by telestroke lmlatCSC, tPA treatment
availability, serves communities in closest proxymi
Transient Ischemic Attack

A TIA occurs when a clot stops blood flow to thaibrfor a short time.
Symptoms resolve completely within 24 hours.

Tissue plasminogen activator

tPA is a thrombolytic agent

World Health Organization



This report gives a brief overview of telemediciaad telemedicine in Alberta as an
introduction to the main content of the reportoaerview of the recent developments and
outcomes of stroke care in Alberta. The Albertavitraal Stroke Strategy (APSS) is a
relatively new strategy to stroke using telemedic@and with amazing outcomes for patients
and costs.

Ischemic stroke and Transient Ischemic Attacks {Tdée diseases which are best treated by
early administration of thrombolytic agents. Therser the administration the better the
outcome. Before such a drug can be given to argatieagnosis and diagnostic imaging are
needed. Therefore there are different parts iptheess of stroke care addressed by APSS to
influence stroke outcome, such as the time of patieival to the hospital, the time from
arriving to diagnostic imaging and treatment.

Alberta has a low population density with many régrareas. Only 4 hospitals have
neurologists to serve a population of 3.7 millidibéstans, and inhabitants of the northern
Canadian territories. Canada has an aging popnlatid challenges with increasing
unhealthy behaviour and lifestyle of its populatidhe demographics are likely to cause a
higher incidence of stroke and other chronic diseaNlationally the same trends are seen and
a national initiative to improve stroke care waisuge

Canada is a big country with a low population dgnsi 3 inhabitants per square kilométre
whereas the Netherlands and other European cosih@iee a population density of 400
inhabitants per square kilometre (see map: poulatensity 2006). This means that the
majority of Canadian people live far away from hitelpand other care. Especially the
northern parts of the country have few facilitiEee number of remote communities makes
telehealth to link experts with patients extremedgful in Canada. It reduces travel costs and
time and gives experts a larger geographical areaver’

Following the creation of the Canadian Stroke 8tyatthe province of Alberta developed the
Alberta Provincial Stroke Strategy. APSS conceatrain health promotion, disease
prevention, acute care, rehabilitation and comnyueiintegration. Also a part of APSS is
evaluation and quality improvement to keep imprgwitroke care, and to identify and
address bottlenecks in the system. Part of the AR 8 use of telestroke. Telestroke in
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Alberta is the use of technology to link PrimarydBe Centres to stroke experts in one of the
two comprehensive stroke centres

1.1 Methodology

This report is the final product of Emma van Bussgliblic health internship. For the
preparations and feedback on this report, she wlonk#h Prof. Guus Schrijvers to set up a
plan of investigating the recent developments k&t care in Alberta, and the role of
telestroke in stroke care. Sherry Thompson conddate with Dr. Tom Jeerakathil who
Emma shadowed during one week while he perfornretesand acute telestroke care in the
University of Alberta Hospital in Edmonton. To sa@patient telestroke care Emma spent a
second week in the AH Owen Stroke Prevention Clihithe University Hospital, where
some patients are seen using telestroke technology.

An interview with Tom Jeerakathil Chair of the Bvafion and Quality Improvement Pillar of
the APSS, discussions with other doctors involvethe program, and the APSS interim
evaluation report are the sources for most ofrtf@mation in this report. Background
information was obtained from other literature elemedicine, telemedicine in Canada and
stroke care in Alberta.



The WHO recognized the potential of telemedicinaddress some of the challenges faced
by developed and developing countries in providingessible, cost-effective, high-quality
care service$ln 2005 the WHO established a new workgroupbal Observatory for

eHealth (GOe) to investigate the needs, opportunities and dewvedémts in eHealth. In 2009 a
report on county profiles of participating counsrigame out by the GO@ profile of Canada
is part of this report. The Netherlands didn’t join

EHealth is the use of information and communicatexhnologies (ICT) for health. WHO
distinguishes eHealth tools and eHealth servioss lf®x below), and asked all its members to
respond on how useful the tools and services woeltbr the country. All tools, except from
the GP Information Systems and the Geographicatmtion system ware rated by at least
50% of OECD countries as very useful or extremalgful.

Please rate the following list of eHealth tools on the basis of how useful they would be if
WHO could offer genaric prototypes for adaptation by your country.

Electronic Health Becords (aHH)

Patient Information Systems (PIS)

Hospital information Systems {HIS)

General Practitioner Information Systems (GFIS)
Mational electronic registries

Mationzal drug registries

Directories of healthcare professionals and institutions
Decision Support Systems (D55)

Telenealth

Geographical Information Systerns (G15)

Crther, please spadfy

Which of the following eHealth services does your country require from WHO and please
grade their usefulness.

Advice on national needs assessmenit for eHeaalth

Advice on eHealth policy and strategy

Advice on methods for monitoring and evaluation of eHealth services

Information on effective/best eHealth practices

Aagvice on eHeasth norms and standands

Infarmation on trends and developments in eHealth

Amvice on eleaming programmes

Advice on human resources development for eHealth

har el ¥ preueT
LAner, please specy

Telehealth as defined by the WHO “is the use of t€&ither support the provision of health
care or as an alternative to direct professiona.daencompasses telemedicine and the use
of remote medical expertise®”

2.1 Telehealth in Alberta

According to the department of Health and Wellnestie Government of Alberta (AHW),
Alberta has one of the largest and best integitaletiealth networks of North America.
Alberta uses videoconferencing technology to cohAézertans with health care providers,
and to connect healthcare providers with eachrobh@ only physicians use telehealth, the
technology is also used to deliver education amdiaidtrative activities at a distance. At the
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start of 2011, across Alberta there are over 988ogonferencing sites, the system is secure
and confidential. Alberta’s biggest driver for teéalth is to address the inequities between
urban and rural citizens for access to effectiffigient health serviced Since 2009 Alberta
Health Services (AHS) is responsible for TelehemtAlberta. Telehealth is supported
through donor contributions, AHW, AHS, Health Caa&trst Nation and Inuit Health

Branch and Canada Health Infoway strategic investene

The initiative to improve stroke care in Albefithe Alberta Provincial Stroke Strategy

includes one of Alberta’s biggest telehealth inivies: Telestroke. Besides the use of
telehealth in stroke care to remove health-acecessuities, the programs goals are to improve
stroke prevention and stroke care in the province.



3.1 Canada and Alberta

The Canadian stroke strategy launched in 2005 adkhed on a successful provincial effort
in Ontario, as an idea and partnership betwee@#madian Stroke Network and the Heart
and Stroke Foundation. Now the federal governmentell as all provincial governments are
involved to make stroke care move to improvemé&nthe Canadian Stroke Strategy
mobilized key stakeholders in every province toueashe best research findings were being
moved into practice in the health system. At aamti level Canadian best practice
recommendations for stroke care were developedyupddted at a regular basis. These
recommendations describe optimal care for strokiemqta and best-practices for stroke
prevention, medical care and recovélyith these recommendations as a guideline prosince
built their own protocols.

Ontario was in 2000 the first province to laungbravincial stroke strategyln Alberta the

first attempt to start a province wide stroke giggtstalled, but in 2005 Alberta followed with
a solid stroke strategy; the Alberta Provinciab®é Strategy. After the government of

APSS

ALBERTA PROINCIAL STRCHE STRATIGY

ALBERTA PROVINCIAL STROKE STRATEGY
ORGANIZATIONAL CHART

ALBERTA HEALTH AND WELLNESS

t

ALBERTA STROKE
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PROVINCIAL TELESTROKE EDUCATION ADVISORY
WORKING GROUP * RHAs. AHW, HSFA. Fillar Chairs, GROUP
Physician Advisary Group
+ Support migration to telestroke epresentation * Faciitates coordinated provincal
ications that will of > Owersees and guides development health =
applications that will support goals e e ﬁ;ma_ehtn ‘care prow
> Approves Provincia Stroke
Bluepeint
% Forum for Provincial mitiatives and
/ issues
o P
APSS PILLARS

= Reference Panel for stroke prevention HEALTH REGION STROKE

and freatment STEERING COMMITTEES
» Define components of Stroke System
= Establish and disseminate evidence- | Regional and Interregional Stroke

based standards of care, protocols, Plan development and

algorithms, resources implementation
* Resource for RHA stroke plan

development and implementation
» Resource for APSS Provincial infiatives
e - o 4

Alberta committed a two year funding of 20 milli@AD a business plan was made. Since
AHS didn't exist in 2005 the Alberta Stroke Court@ld to collaborate with the 9 health
regions that preceded AHS, to make the strategieess. The Alberta Stroke Council is a
collaboration of stakeholders in stroke care inekth — see chartAHW, AHS, the Heart &
Stroke Foundation of Alberta, NWT & Nunavut anchiddal experts. At the start not all
regions saw the importance of better stroke catlesame did not identify it as a priority.
These regions needed extra effort to join APSSdwipcially improve stroke services.

The national repofthe Quality of Sroke Carein Canada’ published June 2011 shows that
Alberta scores high compared to other provincetherprovincial key indicators for stroke
care. Data are from the year 2008/2009 and Allsetees second in ‘arriving within 3.5
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hours after symptom onset’ with 38% and an avecd@% in Canada. Alberta is number
one with 32% of stroke patients receiving a CT drIMcan within one hour of arrival, the
Canadian average is 22%. Twelve percent of patigniisischemic stroke received tPA,
compared with 8% on average. With 52% Alberta hashighest rate of patients admitted to
a stroke unit, which is proven to give better outes, compared to a Canadian average of
23%. Alberta is also above average (with 64% nurfdogrout of ten provinces) with the
percentage of patients going back to their honer discharge. Although the data of the
provinces are not completely comparable this shibasAlberta is doing well regarding
stroke care. According to Dr. Jeerakathil prio2@®5 Alberta did not score so well compared
to other provinces.

3.2 Alberta Provincial Stroke Strategy

Alberta has two big cities and four hospitals witturologists; Edmonton, Calgary, Red Deer
and Lethbridge. Before the reformation in strokeecatarted in 2006 by APSS, there were
these four hospitals and a hospital in Grande ierproviding thrombolytic drugs to stroke
patients. Other people in Alberta, and the NortrsiNerritories, Yukon and northern British
Colombia had to travel all the way to Edmontonde a neurologist. In acute stroke situations
their chance for thrombolysis was low only becaofsthe distance to the nearest hospital

with the right expertise and equipment. People fiGtiowknife in the North-West

Territories live about 1500 kilometre from Edmontarnere the nearest neurologist is
located.

NUMNAVUT TERRITORY
KON |\ TRRITORIES o
} ¥ : iy
“Whitefarss
i nrea
COLUMBLA A BERTA
& MANITOBA
LG -, Lo
T U pdmantn SASHATCHEWAN e
i R R QUEBEC i
: i, <o sockn | WisaipaP NTARIO '
L i A PRINCT
Vit = o TF‘II.R! ﬂ_-hlpln
mawﬁ.;g?‘ ‘b“m"%m
TeTia NOVA SCOTTA

APSS was first initiated in 2005 to meet the goweental (AHW) core business goals and
strategies, including advocating a healthier lifestimproving health protection with
screening and prevention services, improving adweksalth services and improve the
outcome of health services by managing chronic itiomd. APSS is a provincial counterpart
of the Canadian stroke Strategy.

APSS concentrates on health promotion, diseaseptien, acute care, rehabilitation and
community reintegration. Also a part of APSS, ialaation and quality improvement to keep
improving stroke care, and identify and addressdmcks in the systef.



3.2.1 Innovations and changes due to APSS

Due to APSS care providers off all areas involvéith wtroke patients in Alberta now are
involved and educated in improving stroke care, facdities have been set up where
necessary. Additionally a database is set up tsuregatient flow, outcome and costs of
stroke care.

Ischemic stroke is best treated by administerirginombolytic agent tPA (tissue
plasminogen activator) within 4.5 hours after theet of symptoms, and the benefit is greater
with earlier treatment. To improve the percentageatients who can receive this treatment
the time of people entering the hospital after sygmponset was decreased, by increasing the
awareness of citizens of recognition of stroke symms and importance of early treatment.
Citizen awareness was increased by awareness gampkiMS personnel were trained to
recog?ize the symptoms and to bypass small hospiigthout the facility of thrombolytic
drugs.

The number of primary stroke centres was incre&eed three to 14 by training the staff in
neurologic examinations, and administering of tP@ providing CT scan abilities in all sites.
Protocols for diagnostic tests, admission to &kstimit, treatment and rehabilitation and
specialized stroke care after discharge were dpedlin Alberta, consistent with the
Canadian Best Practice Recommendations for Strake/C

To improve the door to treatment time of peopléwsiroke, more regional hospitals got CT
scanning capabilities, their health professionalgehbeen trained and they now have the
ability to provide thrombolytic drugs. Telestrokgugpment has been implemented in the
PSCs and the CSCs to enable video-consultatiomakesprofessionals in Edmonton and
Calgary. Patients in rural areas can now be trdagdteir local doctors for stroke in regional
hospitals. This system creates a faster treatnrmehtheerefore better patient outcome, and less
costly transports.

For the follow up of stroke and TIA patients spésta in the two comprehensive stroke
centres have the ability to see their patientssidaoconferencing. The patients can visit a
clinic with videoconferencing ability close to théiome, and achieve specialized care without
travelling. There are about 50 telehealth sitessscthe area APSS covers, these are part of
Alberta’s telehealth project, and are not solelgdufor stroke care. In most cases there is a
nurse or APSS coordinator at the patients’ sitatditate the consultation by helping with

the physical examination — instructed by the expeBEdmonton- and who takes care of
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execution of tests ordered by the doctor. Not igkwconferencing sites have such personnel
to accompanies the patient.

For acute stroke consultation the patients ownafantan emergency room of one of the
primary stroke centres shows the patient via vidaterencing, and present anamnesis and
examination to the stroke expert in the comprelvensentre. The stroke specialist confirms
the patients’ status by doing a neurologic exanonatsing the technologies to instruct the
patient and see his or her reaction and capabililiee expert than can decide whether or not
thrombolytic drugs should be administered, andchibre-neurologist doctor performs'it.

3.2.2 The effect on outcome of the implementation of APSS

At the start of implementation the evaluation andldy improvement pillar of APSS put
effort in creating a database to track improvenrestroke care inside and outside the
hospital. The database is build with billing datanf physicians and hospitals, and owned by
AHS-analysts. The evaluation and quality improvenpailar of APSS has access to all
anonymized information. With the database set wgasuring now and into the future is
guaranteed.

The progress made in stroke services through edlsaof the program will be summarised
here. The findings showed here are derived fronABPESS interim evaluation report

published in December 20%0.

Educating Albertans

At the beginning of the implementation of APSS2007, a public awareness campaign was
established, and in 2009 and 2011 more campaigresekeased. The effects of public
awareness measured by the following outcomes shagndicant effect in the arrival at the
emergency department (ED). Surveys before and thigfirst two campaigns show an 4-13%
increase in awareness of specific symptoms of sfriolit the awareness declined between the
campaigns. The median time from symptom onsetsbrskeen well, to emergency department
arrival decreased by 62 minutes for Transient Isgcbdttack (TIA) and by 31 minutes for
stroke patients. With this the proportion of patsewho arrived within the treatable time
window increased significantly.

Reducing stroke occurrence and mortality

To prevent new strokes or TIAs in patients who caone hospital with this disease, tertiary
prevention is important. Since the launch of AP&Sd was an improvement in prescription
of thrombotic agents at discharge from hospitgdatients without atrial fibrillation from 64%
to 75%. Lipid lowering drug prescriptions at disagincreased with 15%. The prescription
at discharge of antihypertensive agents for patiesth ischemic stroke did not increase, but
was with 72% relatively high at baseline.

Between 2004/05 and 2008/09 there was a 23% dedfliemergency department and
inpatient hospital visits for stroke, and in-hoaprortality for ischemic and haemorrhagic
stroke reduced with 27%.

Improving access to best care

To improve access to stroke professionals elevetrahow can provide stroke care were
added and a physician TIA Hotline was implementefatilitate urgent access to specialist
consultation, diagnostic imaging and stroke preeantneasures. The hotline is 24 hours per
day available, and contacts callers from NorthellmeAa to a specialist in Edmonton, and
callers from Southern Alberta to a specialist ing@gy.
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The proportion of patients receiving thrombolytgeat in the acute phase of ischemic stroke
or TIA increased from 4.9% to 7.6%. The median theéveen arriving at the ED and
treatment decreased by 10 minutes.

The inpatient stroke care changed to more CT saad<arotid arteries imaging for TIA and
stroke patients, and more patients were receivamng on a stroke unit. Prevalence of
potentially preventable complications of thesegua as pneumonia and urinary tract
infections did not change.

The proportion of ischemic stroke and TIA survivdrscharged back to their pre-admission
residence increased significantly from 77% to 8Q.8%s means that over 160 Albertans were
able to avoid a major increase in the level of they require.

Referrals to Stroke Prevention Clinics and the nema those clinics for ischemic stroke and
TIA survivors increased since the start of APS8l &tly 51% of patients had a documented
referral by 2007/08.

Improving health care system efficiency

To improve efficiency in Stroke care, emergency iwedservices now have a protocol to
divert patient direct to primary stroke centrestibke or TIA is suspected. Due to the
increased capacity of rural centres to manage esfpakients, there has been a 29% reduction
in transfers of patients from rural areas to teyt@are EDs. Annual savings in EMS transfer
costs are likely to be more than $90,000 per year.

Despite the aging population there has been remtuatistroke patients presenting to EDs and
admitting to hospitals. The reduction in hospi@essions has resulted in a $22 million
decrease in the annual costs of stroke in the pecaviCost savings from use of thrombolytic
agents, and with that a better outcome, was esthtatbe $141,000 in the year 2004/2005
and $174,000 in 2007/08.

Improving satisfaction

The overall satisfaction of inpatients stroke caes stable with 95% of people being
moderately to very satisfied from 2007 to 2009. $aesfaction of care after leaving the
hospital was 75% in 2007 and increased to 85% @9 2éfter addressing a number of
community support services.

3.2.3 Satisfaction of specialists

For the telestroke specialists in Edmonton seeatgpts via videoconferencing is not
affecting the efficiency or quality of care theylider. Neurological examination for acute
patients is with help from the local doctor comeldtor the decision whether to start tPA or
not neurologists use the NIH scoring scale, on Wwhiceliable impression can be derived
using videoconferencing. Most neurological testedus follow up-patients are
accomplishable, when necessary these patientsoram t a comprehensive stroke centre for
their next appointment. Equipment works in genesall, and problems are solved quickly.
The stroke-specialists have access to the bloo# amit brain imaging of the patient and can
take over the control of the camera at the videfsencing site to adjust the camera as
needed for the examination.

For acute stroke care there is always a strokaaston call in as well EDmonton as
Calgary. In Edmonton the telestroke calls, on tbfne regular work asks good planning of
the physician to do all work properly. Althoughsitiard work, it works out well. An extra
stroke specialist to lower the pressure for phgsision call might solve this, but due to a
complicated system to hire staff this is impossfblethe coming time. | have no information
on the pressure of work in Calgary, where morekstgpecialists are than in Edmonton.
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3.2.4 Costs and funding

The vision and targets of APSS align with AHS artd\M#s vision and targets Becoming

the Best 5 year health action plan'?, and therefore these organisations has given #hgive
APSS financial support. In 2005 a two year fundingimitment to APSS of 20 million CAD
in total was made, which the Alberta Governmenéevesd in 2008 with 22.5 million CAD for
the next three years. When the current fundingrespn 2012 AHS will take over the
funding to APSS? The funding has been ample and covered new ineggsmsustaining of
achieved infrastructure and equipment and invedsriarthe start of addressing
recommendations made in the APSS interim evaluaépart.

As mentioned above (estimated) savings have bedaracontinued made since the
implementation of APSS, these savings exceed tiemlion investment of the government
in APSS.

3.2.5 Future perspective of Telestroke

Dr Tom Jeerakathil, chair of the evaluation andliggpuanprovement pillar of APSS and
(tele)stroke specialist in Edmonton, has much camfce in the future of APSS. And so has
Dr Khan, member of the second pillar of APSS artk)stroke specialist in Edmonton. The
goals set in the business plan of APSS in 200B@nreachieved, some even with a large
unexpected surplus. With AHS in place as a progimmordinator in health, collaboration
with the hospitals and other organizations in thees is smooth.

In the near future APSS will work closer togethéthvAHS and its 5 health regions. Data
will be measured per region, and even per care-&enhiis allows region and centre specific
recommendations for more concrete advices for ingar@ent. Goals for the regions, based on
the recommendations of tA€SSinterim evaluation report will be set for a one year period.
The evaluation and quality improvement pillar atmsneet the goals in every individual
centre, in stead of on average in the province.

Improvements for the future are summed as 26 re@mdations in the APSS interim
evaluation report. Sites of improvements includgeasing the number of stroke patients
treated in stroke centres, increasing the percergbmpatient rehabilitation and further
increase in door-to-treatment time. A goal for finere is to provide all video conferencing
sites with nursing/coordinating staff and/or redtienumber of sites for telehealth. A long-
term goal is to expand the number of stroke-spstsaih the Edmonton Comprehension
centre, where there are now 5 specialist workirtt valestroke.

Although achieving the goals will need effort, Deerakathil is optimistic for most of them.
The possible threads are that it's hard to ataawtw stroke specialist to reduce the workload
in Edmonton because of the way of staff is finan@dternate reimbursement plan) and
accountability in this.

As the funding agreement of AHW ends APSS will tmeded by AHS. With this APSS won't
function as a workgroup anymore, but will be intggd in AHS’s Clinical networks - a
structure of engaging clinicians in health carerovpment- and planning. A concern to this
new structure is that APSS might loose its powertilllaboration with vice Presidents and
CEO of AHS and AHW as it has now in the Albertao®& Councif-®

3.2.6 Future planning in Alberta & Alberta Provincial Stroke Strategy

The APSS is set up by AHW, former AHS regions drelheart and stroke foundation of
Alberta, NWT and Nunavut. The provincial governmisriveen funding the initiative.
Although the collaboration with AHW the planningdagoals of APSS are not discussed or

13



clearly taken into the health-care planning repoftaHW or AHS. APSS and the 5 year
health action plan align, in that three of the faation of the becoming the best action plan
are addressed for stroke care in APSS. The thtemare better prevention, better access to
care and reduction in wait times. Prevention afkstrhas a huge overlap with prevention for
other chronic diseases as diabetes and hypertemssidhe actions taken within APSS can be
an example or basis to expand to address moreichdizease prevention.

APSS existed beforgision 2020 and thes-year health action plan were made, the decision
for the second fund to APSS may have a basis intbeall idea that prevention and access
are targets in the province, but APSS isn’t anctfté the future planning documents.
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Telemedicine, the use of ICT for healthcare, garoddwide ground. The WHO recognised
that telemedicine is particularly useful for heal#livery in remote areas. In Alberta, a
province in Canada with many rural areas, the gowent invested 42.5 million Canadian
Dollar in the Alberta Provincial Stroke Program @%) to improve stroke care in the
province. APSS booked since its start good resetfarding public awareness of stroke
symptoms, reducing stroke occurrence, access tcaesand health care system efficiency
and public satisfaction. To improve accessibilitg aaise inequities APSS makes effectively
use of telehealth equipment, this is especialfawour of people living in remote areas.
APSS has made stroke care in Alberta of higherityyaketter accessible, more efficient and
so reduced the costs of stroke care. Since its AB8S reduced the number of emergency
and inpatient hospital visits of stroke patientseduced the in-hospital deaths and improved
access and efficiency in stroke care.

APSS realises that to sustain the achieved impremn&rthere has to be continuing
evaluations and measurements to address centresediicient structures. For the near future
APSS has still goals to achieve to make stroke @adeprevention even better. Funding is
stable because the directions of APSS align wighdirections of the one provincial health
delivery organisation AHS, and AHS will fund APSS.
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