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Welcome & thank you for joining us!

Please let us know who you
are by introducing yourself
(name & OHT or other orQ)

U Open Chat

U Set response to EVElyone
in the chat box




Land Acknowledgement

We wish to acknowledge this land on which the University of
Toronto operates. For thousands of years it has been the
traditional land of the Huron-Wendat, the Seneca, and the

Mississaugas of the Credit. Today, this meeting place is still the
home to many Indigenous people from across Turtle Island and
we are grateful to have the opportunity to work on this land.




Poll 1

1. Have you joined us for an HSPN webinar previously 7 (Single Choice)

s
135/135 {100%) answered

Yes (89/135) 66%
|

Mo, this is my first event (46/135) 34%
|
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Now availl abl eé

https://hspn.ca/evaluation/oht/reports/

Ontario Health Te ams
Central Evaluation

Findings from the 2022 Organizing for OHTs Survey -

Cohorts 1,2 and 3

Octob er 2022

Ontario Health Teams Central
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Developmental Evaluation: The Evolution of Ontario Health
Teams
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Overview

Advancing Population Health
Data to support population health management
The example of diabetes in Ontario

Approaches to improve population health

HSPN @&



RISE® HSPN @ .

Rapid-Improvement Support and Exchange NMetwork

OHT transformation

A OHTSs are intended to hold fiscal and clinical accountability for an Pfc”;‘raefy
attributed population (currently defined by primary care attachment ’
and hospital referral and use patterns)

A OHTs are responsible for Population Health Management and Py
Integrated Careé or possibly Managing Popul a
Integrating Care

Patient

~

A OHTs wi |l | continue to -baselegr at e
population health management approachesto deliver better elimnznee
health outcomes and provide bette?y

(Ontario Health Teams: The Path Forward, MOH, Nov. 2022. p2) Labs/DI



RISE® HSPN @ .

Rapid-Improvement Support and Exchange

Network

How can you advance ?

APopuIation heal th management requires data about t
¢ (butyou do have some and could have more data)

A Population Health Management requires a long view, but | have many pressing concerns
¢ OHTs are expected to deliver on digital health initiatives

¢ OHTs are expected to report on measures for cQIP (Cancer screening, Mental Health visits, ALC days)
and other TPAA measures

¢ OHTs are expected to deliver care pathways for specific conditions (CHF, COPD, Stroke, Diabetes)



RISE® HSPN @ .o

Rapid-Improvement Support and Exchange

Metwork

OHT Integrated Accountable Local Care Systems:
A Definition

A Primary care providers, specialists, hospitals,
home care and other healthcare providers that

KOrganized, RBetter Patient

. - - . d
come together to deliver coordinated high equitable E%‘;ﬁ‘t'r?“‘)”

guality, equitable, value-based care to an
attributed population

easy to
access

Q

Primary care

A Build mechanisms to proactively coordinate &
facilitate timely, efficient & person-centered

care

Provider

A Together, groups agree to be held accountable Experience
forin Quadr upl e Ai nmMdarano ut ¢ 0 Me 9 srroviders feel ACost-effective
oiaposics attributed population - population health, organizs care care

patient and provider experience & cost-effective for patients L
care

aims need apply an equity lens

10

Adapted from McClellan M et al. Health Aff (Millwood), 29(5), 982-990.
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Rapid-Improvement Support and Exchange

RISE & HSPN use a five component approach to population-health management

This will need to be done on an on-going basis as your population
changes and can include two lewels of identification:

POPULATION 1) Understanding your attributed population (MoH data)
IDENTIFICATION 2) lIdentifying a priority population with which to start/to
prioritize next (HSPN reports)

An iterative proces.sI

)

Throughout each component:
Codesignwith.IVED EXPERIENCE
ApplyanEQUITY LENS
Leverage QI processes and complete
TESTS OF CHANGE
P ADAPTbasedonlearningand as
population changes

MONITOR & EVALUA

Using a quadruple aim
approach

CGODESIGNING

IMPLEMENTATION & PERSOXCENTRED . .
Creating sustainable spread Adapting and testing
’ " CARE MODELS & evidence-based care delivery

SERVICE MIX

Source: Adapted from Population Health Alliance, 2012

Resource: Overview of Population-Health Management (mcmasterforum.org)



https://www.mcmasterforum.org/docs/default-source/rise-docs/infographics/rise_infographic_population-health-mgmt.pdf?sfvrsn=8a028c47_5

R I s E @ HSPN &

Hapld Improvement Support and Exchange Network

think about the priority population, needs, risks and barriers and
connect them to care model design using the Kaiser risk pyramid

HIGH RISK/
INCREASING Care management
COMPLEXITY

N

(o)

N i Disease
management

~50%

Source: Adapted fromKaiser Permanente 12

@

OHT Long Term Goal: Integrating Care for Full Attributed Population



RISE®

Rapid-Improvement Support and Exchange

Population-health

Population Health Management: management

Care Pathways and Care e
Mo d e IS s o

COMPLEXITY

Co- G G
IMPLEMENTATION & R
REACH R

Care pathways are the steps taken to
deliver a care process (including social care) along
the entire patient journey for the duration of their
condition/chronic care for a specific disease. They
are undergirded by clinical practice
guidelines/quality standards. > Care

Clinical
practice

Care models are systems of care with multiple
care pathways and processesinside. They are person- Care models
centered and include other components to enable care Q: a

*O

pathways (e.g., decisionsupport, patient self-
management support) to occur for whole person care w 13
(e.g., multiple diseases)

v




Poll 2:

1. How confident are you with implementing population health management inclusive of care pathways and care
models (Single Choice) *

1387138 (100%) answered

1. Mot at all Confident (9/138) 7%
|

2, (11/138) 8%
|

3 (10/138) 7%
|

4, (15/138)
|

5. somewhat confident (40/138) 29%
.|

6. (16/138)
|

7. (17/138)
|

a. (11/138)
|

8. Veery Confident (9/138) 7%

HSPN §



Discussion Questions:
What would you like to learn more about?

Where can we provide more clarity?

Respond in the chat

HSPN @&
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What could we talk about

AThere is a whole population over ages, episodic and chronic care,
between sexes and genders, and types of clinical conditions. We need
some simplification.

Alt would be good to have data on the entire population and advanced
analytics to identify clusters of individuals with common needs and
gaps In supports.

AWe have some data for Ontario (and some that you have for your OHT

HSPN & 16



We can segment the population using groupings
ike CIHI Pop Grouper or BC Health System Matrix

Premature
HIGH Segment $ PMPM Mortality % Pop
USERS Palliative $ 7,590 51,051 0.1%
Major Mental Health $ 1,775 1,706 2.0%
A= lieT e
COMPLEX
JHIGHRISK

Obstetrics $ 230 28 2.2%
Major Newborn $ 121 36 0.4%
No Health Conditions $ 77 115 4.8%
HEALTHY PATIENTS Minor Acute $ 76 66 36.9%
Healthy Newborn $ 54 13 1.2%
Non-users $ 36 97 8.0%

All data for 2020/21 based on 2019 Attributed Population
$PMPM = Provincial attributed government cost per member per month
Premature mortality per 100,000 population (Missing if fewer than 5 events)

@ 17

Source: Adapted fromKaiser Permanente

HSPN




People are not Static:
Changes Over Time In CIHI Pop Group: OHT Population

Distribution and Transitions of HPG Category, OHTAM Data
201712 2018132 20712/20

100 —

e.g. people with
diabetes will have
acute episodes
and may have
other conditions  =°

Y]

o —

thatneedto 5
be addressed =

HF G Categorny
Mo Conditions B Healthyw MNewborn
O bhstetrics Other hH
MModerate Acute Mlajor Cancer
Major Chronic MMajor Acute

rAinor Chronic
Other Cancer
Fajor H
Falliative

Mon-users

Finor Acute
FModerate Chronic
Major Mewborn

OREd
E0ND
B00

BOED

MNofe: fransifons o deafth orfoss o folfow uo ae ol sHhown



Think about youppportunities for improvement

b2¢g ftSiQa GFr1S AG R2g4y | SO@E
A Move from entire OHT attributable populations to sub
populations. Use populatiecregmentation to identify
patient populations with (crudely) similar health and
soclal care needs.

A i.e. Identify some population groups and see what the
needs are !



How to choose areas for focus

1. High burden population

2.Gaps In care

3. Evidencébased interventions and targets
4. Willing providers

5. Implementation supports available (e.g. funding)

HSPN & 20



What are your priorities (8.g. Cohort 1 OHTs)

PRIORITY POPULATIONS

OHT YEAR-1 POPULATIONS

FRAIL/COMPLEX OLDER ADULTS (16/30)

MENTAL HEALTH & ADDICTIONS (15/30)

PALLIATIVE (10/30)

COPD/CHF (7/30)

DEMENTIA (5/30)

OTHER (7/30)

21



Think about your opportunities for improvement

Smal l er Il s better €& specific i ndicator
(depicted as closer to the outside of
(ésome are doing much better). Combi
Mental Health Frail / Older Adults
First Contact in Days Spent
100th (42%{1%n£()3r MHA 100th (42n§rar!?(|)ome
75th 75th
50th 50th
Outpatient F t*x
Visis @y Caregiver B
7Dy 7 ED Visits Distress 25t ED Visits
0 (1stirank) 0 (1st rank)
ED Visits* Repeat
(within 30d) ; ke
Self-Harm ED Visits Change in* Khnes
Reporting period 2017118 2018/19 s 2019/20 Reporting period ~ ——— 2019/20

results and ar eas
t he di agr am) e and
with cost resul ts

End-of-Life / Palliative

Death in
100th (42n|d_|r9n%pl tal

75th

50th

Palliative® Days
Home Visit at Home
(in last 25th (in last

90 days) 6 months)

W

Palliative Home-Care* _ ED Visits
(in last 90 days) (in last 30 days)

Reporting period 201718 201819 e 3019/20

Example data shown here: See your own OHT-specific reports

HSPN &

22




Pal

[ SGQa g1 f1 UKNRIAK |
1. High burden population
2.Gaps In care
3. Evidencébased interventions and targets
4. Willing providers

5. Implementation supports available

HSPN & 23



1. Burden: Average health system cost by conditiol

Ontario Population (preOHT): Average incremental cost by condition (per person per ye:
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1. Burden: Total health system cost by condition

Ontario Population (preOHT) Total incremental system cost by condition per year
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1. Burden: Total health system cost by condition

Ontario Population (preOHT) Individual incremental vs Total incremental system cost

3.5 1
e Hypertension
3.0 - ° ® Diabetes
& Other mental health
15 2.5 1
@
» 2.0 1
S
= ] Osteoarthritis ® Renal
2 1.5 ° ® Mood Disorders ® CHF
>
(:_; 1.0 'Asthm; e Cancer ¢ COPD ® Dementia
° ® Coronary syndrome
0.5 - ® Arrhythmia ® Stroke
® Rheumatoid arthritis e AMI
(1000) @ . 1000 2000 3000 4000 5000 6000 7000 8000 9000
Osteoporosis
0.5) -
©5) Total Individual Patient Incremental Cost ($)
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1. Burden: Total health system cost by condition

Ontario Population (preOHT) Individual incremental vs Total incremental system cost

3.5 1
e Hypertension
& Other mentaT=mes
15 2.5 1
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Sidebar: Person-centred care for people with Diabetes

People with diabetes also have other related and un-related
conditions:

A What about co-morbidities amongst people with diabetes ?
A What about cancer screening for people with diabetes ?

A What about hospitalizations for CHF, COPD, Stroke & lower-limb
amputations ?

HSPN & 28



At least 90% of people with Diabetes have other conditions

m Condition + 1 othem Condition + 2 other@ Condition + 3 othersa Condition + >=4 others

N E— 3888 Osteoarthritis
388 Hypertension

— = 20 Asthma

2882 Mood disorders
488 Diabetes —>
588 Cancer

3338 Coronary

———'__:

e ———————

338 Arrhythmia
5 288 Osteoporosis
e —_— k. e 2002 Renal Failure
___— - .
289 Dementia
_——_ 2003 Rheum.Arth
__—_ 2003 Stroke

- 2009

2003 AMI
0% 20% 40% 60% 80% 100%

HSPN @? Koné et al., 2015 2




Mammogram uptake is low amongst people with diabetes
(particularly those in areas of high deprivation)

Horizontal axis shows the
number of women 52-69 years:

A Q5 is neighbourhood with
highest level of deprivation.

A Bright green indicates
number of women not
screened,;

A Dark blue represents number
of women screened,;

A Percentage to the right is the
proportion of each segment
screened.

A Ontario average indicated in
figure footnote.

30
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