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Welcome & thank you for joining us!

Please let us know who you

are by introducing yourself o e
(name & OHT or Other org) Chat Raise Hand

»Open Chat

»Set response to everyone
in the chat box
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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.
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Learning Gear 1: Analytics & Population Insights

Patient, Garegiver &
Provider Co-design

Analytics &
Population
Insights

Description: Using comprehensive data (quantitative
& qualitative) and advanced analytic approaches on
populations served to understand health service
needs, gaps, inequities, preferences & aspirations.

Sample Questions: Where are system gaps & what’s
driving them? Where are the inequities? What
priorities are we addressing (or what problems are we
solving)? What are patient, caregiver, community
preferences & aspirations?

Health System Affinities: business intelligence
functions, data decision & analytics supports,
program planning groups, clinical informatics, patient
and family advisory councils, etc.




Poll 1

1. Have you joined us for an HSPMN webinar previously? (Single Choice)

—_a . T
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Yes. | have participated previously
___________________________________________________________________________|
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Mo. This is my first event
|




Poll 2

1. What sources of data have you used to understand your OHT
population? (check all that apply) (Multiple Choice)

Ministry of Health Data Reports 29/52) 56%
|

Health System Performance Network Data Reports (18/32) 35%
|

Ontario Health Dashboard (34/52) 65%
|

Local Hospital Data (22/32)42%
|

Primary Care Data (26/52) 50%
|

Public Health Data (21/52) 40%
|

Surveys (Patient, Population or Provider) {31/52) 60%
|

Other (let us know in the chat) 6/52) 12%

s

/32 (100%] answered
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LHS Analytics and Insights

Dr. Walter Wodchis

Principal Investigator
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Senior Director of Population Director of Transformation Scientist Project Manager
Health Management Guelph-Wellington OHT Michael Garron Hospital and South Georgian Bay OHT
London Health Sciences and East Toronto Health Partners

London-Middlesex OHT




AGENDA

Intro to using analytics from the HSPN
and more in-depth OHT examples:

1. Understanding our population needs : Middlesex London
2. Understanding our neighbourhoods: East Toronto

3. Using patient experience data: South Georgian Bay

4. Going deep with linked data: Guelph-Wellington
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Understanding our population needs :
Middlesex London

Presenter: Matt Meyer
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Advanced analytics and
Population Insights
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Outline

- Brief introduction to the MLOHT and our philosophy
- |[llustration of how we’ve used population data
- Key insights

- How we've supplemented the numbers with other
information

12 Middlesex London OHT




What is our Middlesex London Ontario Health Team’s

(OHT) Shared Purpose?

PATIENTS/CLIENTS/CARE
PARTNERS & PROVIDERS

Improving our healthcare experience together -

IMPROVEMENT, COLLABORATION,
ACTION-ORIENTED CO-DESIGN,
CO-CREATION
where people are heard, care is connected, and
PATIENTS/CLIENTS/CARE WE ASK AND WE LISTEN, SEAMLESS, DIGITAL HEALTH
PARTNERS & PROVIDERS BECAUSE WE CARE ENABLERS, CARE MANAGEMENT

whole health is possible for everyone

PHYSICAL, SPIRITUAL, MENTAL, EQUITY, INCLUSION,
EMOTIONAL, ENVIRONMENTAL, DIVERSITY
SOCIAL, CULTURAL, ECONOMIC




* What We Know

Our attributed population (MoH data unless otherwise stated)
« 514,024 people
« 92,045 (17.9%) >65yrs
« 199,332 (38.7%) >50
« 23,011 Frail Adults >65 (Canadian Frailty Network projection)

« 148,784 (28.9%) live outside of London

« 9,252 (1.8%) Francophone (SW LHIN)
«  Arabic most common language besides English

« 87,384 (17%) visible minority (SW LHIN)

« 88,412 (17.2%) living in poverty (SW LHIN)



:_iWhat We Know

Our Indigenous Population (SOAHAC)

17,108-22,155 Indigenous adults in London (2x census)

o« ~ 26% >45 yrs

51% in London reported 1+ chronic condition

28% Indigenous adults (20 years +) in London were
experiencing multimorbidity (2+ chronic health conditions)
15% diagnosed with diabetes by their provider

7% COPD

6% Heart Disease

17% High Blood Pressure

16% Arthritis

90% live in poverty (below LICO)



What We Know

MoH OHT Data:
Health Conditions present:
. COPD - 6,389
. Heart Failure — 4,836
. Chronic Disease — requires further assessment

Acute care (total population)

. 29,083 patients admitted

. Acute days 221,672

. ALC days 23,624
Inpatient Rehabilitation

. 1,019 patients

. Rehab days 33,589
Complex Continuing Care

. 495 patients

. 33,823 days
Long-Term Care

. 3,284 residents

. 757 people on wait list



* What We Know

OHT Top 10 HPG Ranked by Total Cost
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:_iWhat We Know

LHSC Decision Support data from IDS (16/17-18/19)

« Residents of Middlesex County >40 yrs admitted to
hospital with 1 of 5 Chronic Conditions (CHF, COPD,
Diabetes, Cancer, Ischemic Heart Disease)

« Average annual values

« Patients admitted to hospital 7,934
« 98% LHSC, SJHC, MHA

« Admissions/patient 1.4

« Conservable bed days (19,067)

« ALC bed days (10,640)



Key lessons — by the numbers

- 514, 024 — Our population consists of people, yet we
don’t know who they are

6389 COPD, 4,836 CHF- Population-based
prevalence estimates suggest closer to 30,000 and
10,000

- Approx. 65,000 — the estimated number of people in
our population who don’t have Primary Care

19 Middlesex London OHT




Outline

- How we've supplemented the numbers with other
information

20 Middlesex London OHT




iPopuIation Selection Process

OHT signing partners were emailed about this process on August 1st

August 1-7th Partners asked to communicate with staff, patients, and
partners about potential populations

August 8-14th Dr, Matthew Meyer and Dr. Shannon Sibbald met with
interested partners

August 15t The Population Health Coalition met to select up to 3
populations for further exploration.

August 16-28t The Population Health Coalition to work with partners to
better describe the proposed populations

August 29th Final proposals brought to the Coordinating Council for decision.



Results

= / population suggestions were received

= 1 — Parents and infants up to 12 weeks postnatal (4t" trimester), especially high-risk
and marginalized

= 6 — Older Adults with Chronic Disease requiring system-level care
coordination/navigation



iPopuIation Health Coalition

Community researchers, system experts and patient/caregiver
representatives with no formal affiliation to any of the partner
organizations. They represent the following groups:

Schulich School of Medicine and Dentistry (Departments of Family Medicine,
Epidemiology and Biostatistics, Public Health)

Western’s Indigenous Health Laboratory

IVEY's International Centre for Health Innovation

The Centre for Research on Health Equity and Social Inclusion
Patient and Caregiver advocacy groups

Met August 15t

Recommendation: Consider Older Adults with Chronic
Conditions requiring system-level care
coordination/navigation



Population Recommendation

1. Who will you be accountable for at Maturity?
«  Our attributed population (514,024 people)

2. Who will you focus on in Year 1?
« Older adults with Chronic Conditions in need of
system-level care coordination and navigation
o Sub-populations:
« High-risk patients with COPD and/or CHF
« Older adults at risk of institutionalization

3. Are there specific equity considerations within your population?
« Francophone, Indigenous, Visible minorities, Non-ESL
families, New comers to Canada, Rural residents, People
living in poverty or homeless



INVOLVING PATIENTS, CLIENTS & CARE
PARTNERS

Development of a Patient/Client Care
Partner Council

Co-Design
Communications 2.8 Pathways
Meaningful engagement of : )
tients/client d t in all Network Of
patients/clients and care partners in a Patients/Clients/
aspects of work S Care Partners &
Governance Providers  Quality &
Analytics
Digital
Development of a ‘Network’ of Health
' patients/clients, care parents and
providers

Operations Tea™

Py N



PATIENT, CLIENT, CARE PARTNER
MATRIX

PATIENT & CARE PARTNER GROUPS PROVIDER GROUPS

Urban and rural

Immigrants and newcomers

Various age categories

Various genders

Various sexual orientations

Various racial or ethnic groups

Various languages

Various income level

People with disabilities

People who act as care partners

People without access to personal transportation
People without access to care partners
People with various states of disease severity

Primary Care

Community Care

Addiction and Mental Health
Home Care

Acute Care

Rehabilitation

Long-Term Care

Palliative care

Emergency Medical Services
Social Services

Emergency Department
Pharmacy



EMERGING THEMES: CHALLENGES

Through our interviews with patients, care partners, and providers, we identified system challenges that our Ontario Health Team
and partners can build solutions for, including:

Patients and care partners are not regularly being referred to available community supports and programs.

Access to and Awareness of Services Providers have difficulty keeping track of all available services and programs in our community.

Care plans (documents that include important health and social information about the patient, including goals and
Care and Action Planning next steps in care) are not always provided to patients. Providers found that accessing key information about
patients can be time-consuming and challenging.

Care partner (family/friend caregiver) needs are not always considered in care planning and management for the

Care Partner Support patient. Care partners want more education and information.

Case Management and Coordination Care coordination and navigation is essential for many patients, but is not always available.

ald

- Providers don't always have access to the information they need to support patients and care partners, and
Lol Communication Between Providers sometimes information is difficult to find. Providers find it challenging to connect with other colleagues in the
system to discuss a patients’ care.

Patients are regularly diagnosed only after a significant health event. Providers need tools to identify patients

Early Diagnosis Process earlier who may have Chronic Obstructive Pulmonary Disease and/or Congestive Heart Failure

Patients value programs and education that can help them manage their own care, but some patients do not find

Promoting Self-Management out about these programs early enough.

Providers need to understand individual patient circumstances, preferences, and home environment in order to

Patient-Centred Care plan their care effectively.

Patient goals of care need to be regularly assessed, incorporated into care plans, and communicated across care

Goals of Care teams.

Patients, care partners and providers talked about the importance of establishing strong care relationships as
patients move through the system.

Glalilefe

Sustained Care Relationship



Our Decision Tool

- At the MLOHT we have adopted a decision tool for
project/initiative selection that includes request for
description/context and alignment with:

- Quintuple Aim

- Purpose

- Co-design themes

- Prioritized populations
- Scalability

- UN sustainability goals
- Collaboration

28 Middlesex London OHT




Takeaways

- You can learn a lot from the numbers

* You can also learn a lot from the absence of
numbers

- Context matters

29 Middlesex London OHT




° MIDDLESEX
-\ LONDON
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Ontario Health Team

Thank you!

For more information, please contact Matthew.Meyer@LHSC.on.ca

www.mloht.ca
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Analytics from the HSPN

A review of HSPN data and analytics for OHTs
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Spider Diagrams for Total Population Indicators

Premature Mortality
100th
Virtual Visits Cost per Month
75th
S0th
Continuity of Care Days in Acute Care
25th
O/(1strank)
7d Physician Follow Up ALC Days
ED Visits Managed Elsewhere ACSC Hospizalizations
30d Readmissions

Reporting period 202122 202223

D
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2022/23 Rate of hospitalization for ambulatory care sensitive conditions
(ACSC) per 100k by Material Deprivation Quintile
ACSC Hospitalization 2022/23

Ontario

Horizontal axis presents
rate of hospitalization for

® 521.5 "
= ambulatory care sensitive
= condition per 100k:
@) 347.2
S .
= « Ontario average
> . . . .
£ 270 indicated in figure
s footnote.
© 2205
o
©
= Q1 (least) 176.5
0 100 200 300 400 500

Blank rows represent segments

with no events, small counts < 5,
or with < 30 patients in Notes-
denominator.

Rate (per 100,000 person years)

*Rate of ACSC hospitalization per 100,000 person years is shown at the end of the bar.
*Data are suppressed for segments with small counts.
*Qverall rate per 100,000 person years in Ontario = 300.1.
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2022/23 Rate of ED Visits best managed elsewhere
by Material Deprivation Quintile

ED Visits best managed elsewhere 2022/23

Ontario

Horizontal axis presents
rate of ED visits per 1000
person years that could
be treated in alternative
primary care setting.

12.2

« Ontario average
indicated in figure
footnote.

Material Deprivation Quintile

Q1 (least)

Blank rows represent segments 0 o 10
with no events, small counts < 5, Rate (per 1 000 person years)

or with < 30 patients in ’

denominator. Notes:

*Rate of ED visits per 1000 person years is shown at the end of the bar.
*Data are suppressed for segments with small counts.
*Qverall rate per 1000 person years in Ontario = 10.1.
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2022/23 Rate of ED Visits best managed elsewhere
by Primary Care Model

ED Visits best managed elsewhere 2022/23

Ontario

Horizontal axis presents rate of

Not Rostered ED visits per 1000 person years

= that could be treated in
UEJ alternative primary care setting.
) CCM
m " [ " .
g » Ontario average indicated in
O FHG figure footnote.
|_
<
= CAP (FHO/FHN/Other)
o
O
(a
FHT 159
Sk t t 0 5 10 15
ankK rows represent segments
with no eventsp, small coSnts <5, Rate (per 1 5000 person years)
or with < 30 patients in Notes:

denominator.

*Rate of ED visits per 1000 person years is shown at the end of the bar.
*Data are suppressed for segments with small counts.
*Overall rate per 1000 person years in Ontario = 10.1.
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2022/23 ALC Days (percent of acute days) in acute hospitals
by CIHI Population Grouping Methodology

ALC Days 2022/23

Ontario

Palliative Il 24 2%
Major MH I 40.0%
Major Cancer I 12 5%
Major Chronic R
Major Acute I 20.5%
Moderate Chronic NI 13.9%
Other Cancer I 13.7%
Moderate Acutc I 152%
Obstetrics I 0 3%
Other MH I 10.9%
Minor Chronic I 13.5%
Major Newborn
No Conditions I 15.9%
Minor Acute NN @ 126%
Healthy Newborn
Non-users I 15 2%

0 500000 1000000 1500000
Total Inpatient Days

POPULATION SEGMENT

Blank rows represent segments

with no events, small counts < 5, ]
or with < 30 patients in denominator. B Other Inpatient Days ALC Days

Notes:

*Proportion of inpatient days designated as ALC is shown at the end of the bar.
*Data are suppressed for segments with small counts.

*Overall ALC Days in Ontario = 18.8%.

19.6%

2000000

Horizontal axis presents total
iInpatient days:

« Bright green indicates ALC
days;

 Dark blue represents non-
ALC inpatient days;

* Percentage to the right is the
proportion of inpatient days
designated as ALC.

« Ontario average indicated in
figure footnote.
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2022/23 ALC Days (percent of acute days) in acute hospitals

by BC Matrix Segment
ALC Days 2022/23

Ontario
End of Life N 26.5%
Long-Term Care I 22 9%
High Chronic/ Frail KN 33.3%

Cancer I 11.7%
Frail/ Community N 23.4%
High CCs I 19.2%
MH/ Substance Abuse I 10.9%
Medium CCs I 15.1%
Adult Major I 7.7%
Maternity/ Newborn I 0.3%
Low CCs I 10.7%
Child/ Youth Major §0.3%
Healthy NI 5 0%
Non-users Il 8.1%

0 500000 1000000 1500000
Total Inpatient Days

POPULATION SEGMENT

Blank rows represent segments

with no events, small counts < 5, ]
or with < 30 patients in denominator. B Other Inpatient Days ALC Days

Notes:

*Proportion of inpatient days designated as ALC is shown at the end of the bar.
*Data are suppressed for segments with small counts.

*Overall ALC Days in Ontario = 18.8%.

Horizontal axis presents total
iInpatient days:

« Bright green indicates ALC
days;

 Dark blue represents non-
ALC inpatient days;

* Percentage to the right is the
proportion of inpatient days
designated as ALC.

« Ontario average indicated in
figure footnote.
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Percentage of screen-eligible patients (women 23-69 yrs of age) up to date with
Cervical Cancer Screening (Papanicolaou/Pap tests) on March 31, 2023 by
Material Deprivation Quintile

Up-To-Date Pap Test 2022/23

Ontario
Horizontal axis shows the

O
E _ 151 number of women 23-69 years
¢
ke « Bright green indicates
E Q3 _ 56.3% number of women not
§ screened;
T @z _ 58.8%  Dark blue represents number
= * Percentage to the right is the
0 250000 500000 750000 1000000 proportion of each segment
Blank rows represent segments Population screened.
o with < 30 patints i denominator B Necreened N ot scroenad - Ontario average indicated in
Nofes. figure footnote.

*Proportion of segment screened is shown at the end of the bar.
*Data are suppressed for segments with small counts.
*Qverall proportion screened in Ontario = 56.0%.




POPULATION SEGMENT

Percentage of screen-eligible patients (women 52-69 years of age) up to date
with a Breast Cancer Screening (Mammogram) on March 31, 2023

by Primary Care Model
Up-To-Date Mammogram 2022/23

Ontario

Not Rostered 46.0%

CCM 62.0%

FHG 62.3%

CAP (FHO/FHN/Other) 66.2%

FHT 68.0%

0 100000 200000 300000 400000 500000

Blank rows represent segments Population
with no events, small counts < 5,

or with < 30 patients in denominator.
B N screened N not screened

Notes:
*Proportion of segment screened is shown at the end of the bar.
*Data are suppressed for segments with small counts.

*Qverall proportion screened in Ontario = 62.3%.

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

« Bright green indicates
number of women not
screened;

« Dark blue represents number
of women screened;

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

« Ontario average indicated in
figure footnote.




Central OHT
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Poll 3

1. What type of information have you used to choose priority
populations? (check all that apply) (Multiple Choice)

..... A PR

41/41 {100%) answered

_____

Local knowledge and beliefs (perceived issues) (25/41)

(=]
o

[ ] ]
[}
=]
&

Population Prevalence (28/41) ¢

Cost burden (total spending) (10/41) 24%
I
Quality of care indicators (performance gaps) (27/41) 66%

Patient experience (22/41) 549

=]

Other (let us know in the chat) (47411 10%
]
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Understanding our neighbourhoods:
East Toronto
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East Toronto Data for Improvement

Health Partners A collaborative effort to improve
cancer screening rate in East Toronto




OHT cQIP Indicators & Population
Segmentation
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It takes a community. We are #0One Toronto

Anchor partners East Toronto Health Partners (ETHP)
p—_— ,,,,u- PROVIDENCE . .
! - mb UNITY HEALTH TORONTO « Group of 100+ community, primary care,
- home care, hospital and social services
e COMMUNITY Sil¥chael's an.mnmtm o organizations in East Toronto working
""" e boortanity e e together to create an integrated system of

care across our communities
Engaged partners*

[ Access Adance XY pevswooss _@_ « Patients, family members and caregivers are

fﬁta E ) partners in every aspect of the development

= sisms, ot Redl Patient, of ETHP, working together to improve the
" family and o o

fhc LOFT caregiver way East Toronto residents find and get care
N TNG advisors close to home

@ mING  TNO

i o - Together, we are East Toronto’s Ontario

thiink Health Team

*See a full list of ETHP members at ethp.ca/partner-organizations

TR

East Toronto
Health Partners


http://www.ethp.ca/partner-organizations

East Toronto: Who we serve

ilape
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8 We serve
350,000+

people who live in East Toronto

and who choose to receive care
here
. ] ;
A Bantosit - Easd York
Py I Mas Dl ke rciigye
o
B hekifTu- A

1
1 Dardorih
[ | T
Cliffside

Child/Youth (age 0-19): 23.1%
Seniors (ages 65+): 13.7%
3 |-._

Seniors living alone: 32%

L

oog
e

21 Diverse
Neighbourhoods k opod N

50+ languages spoken
5 Designated N
o /‘:}',-‘_

i

Neighbourhood
\__Improvement Areas __J o
©C o _
FA e

East Toronto
Health Partners
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|
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Building a Learning Health System

The Six Phases of a Rapid-Learning Health System

Evaluate4

Evaluate Adjust

d Dissemiglate

> embedded
— g rapid learning
4 cycles
mpement
Disseminate Implement é" A A

Fully

Implement

Transitioning to an
LHS: scale and spread

Implement é
CO - D e S I g n Q Disseminate
©coo_
>

East Toronto
Health Partners

n

Building internal evaluation capacity

Greene SM, Reid R & Larson E. Implementing the Learning Health

Laying the groundwork: Initial tests of change
System: From Concept to Action. Ann Int Med 2012: 157: 207-210




Rapid Cycle Evaluation

D iptive Developmental evaluation
escrip :
Qualitative Shift Formative
Process Another

Process .

A A Major

: \ ‘ ! ' shift
01 03 ‘

2018/19
External evaluation
12 projects

Internal eval
* 5 projects
LHS
Operation committeg

Internal evaluation
15 projects
LHS approach

» External evaluation
« 25 projects

02

 Divert from Hospital  Divert from Hospital  Divert from Hospital «  Building capacity in
« Reduce time in ED « Reduce time in ED « Reduce time in ED ‘ the community
« Safe transition to « Safe transition to « Safe transition to : :
» Evaluation toolkit
home home home

* Implementation

 Evaluation workshops templates

» Evaluation templates




Data for Improvement

—

DATA UNDERSTANDING

\\\\\\\\"

TR
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Data for Improvement

C o _
R

East Toronto
Health Partners



Cancer Screening

SORTED
& BES
ARRANGED
> | _ >
2 2 sl
PRESENTED
VISUALLY
Cervi r Scr ' H

! Population Co-design
Segmentation
C o
TR

East Toronto
Health Partners



Data for Improvement

East Toronto
Health Partners



Data Knowledge Translation




Pickleball!

C o

East Toronto
Health Partners
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Pickleball in my Community Centre /

East Toronto
Health Partners



What is data? /

* Information, such as facts and numbers, collected 1o be
examined and considered and used o help decision-
making

* Quantitative and qualitative
» Data represents people’s encounters with the care system

* By the time we have access to data, conduct our
analyses, and discover trends, people have already lived
through those experiences.

®,
/-\___/,.

East Toronto
Health Partners



Data for Improvement

Key Principles
» Co-design
» Understanding the data

- What is data@¢

* Tell a compelling story using
data

- Faclilitate participants to draw
connections to their lived
experience

» Understanding the approach
« Simplify
» Explain complex concepts
using simple visualizations
Ve
Health Partners

o]a]s]elolololo]-]

ata
Sara Shearkhani, Mahammad Shabani, Anne Wajtak, Brian Wong and Kelly M. Smith
-
- Ay
=
E

Summary of the Key Massages
* Challenge:

« The cancer screening participation has decreased
during COVID19

*  While parficipation is increasing, there are sfill
opportunities for improvement

«  Aim: We would like to co-design strategies to

increase the cancer screening participation

+  One size does not fit all- different strategies are
needed for different populations
* We need to identify:

Different patients/clients populations with lowest cancer
screening rate

Those who are relatively healthy (unattached:;
nonusers)

Difrferen’r neighborhoods with lowest cancer screening
rate

Priority neighborhoods



Co-designing Interventions /

» 2 workshops focused on data, quality improvement,
evaluation

» Use the knowledge and expertise in the community
* Partnership with external partners (cancer screening)

* MaRS Innovation Challenges:

* plans fo expand an existing community health amlbassador
program to educate target populations about colorectal
cancer. This approach also incorporates bot fechnology to
identify eligible clienfs and send screening reminders fo those
with a primary care physician.

@)
/-\ i
t Toronto

Health Partners



Poll 4

1. Who have you involved in interpreting data? (check all that apply)

(Multiple Choice)

R — o

27/27 (100%) answered

OHT performance management or data team (20/27) 74%
|

OHT leadership group/collaboration council/governan... (17/27)63%
|

Patients and family (e.g. patient advisory group) (16/27) 59%
|

Community (public consultations) (4/27115%
|

Provider groups (e.g. primary care, home care, etc) (16/27) 59%
|

Other {let us know in the chat) (1/27) 4%




Discussion Topic
1. What is your biggest barrier to using data for

i“ 7

population insights? (use “-” as leading text in
the chat. E.g. “- no access”

2. What is your biggest enabler for using data for
population insights? (use “+” as leading text in
the chat. E.g. “+ Business Intelligence team”)
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Using patient experience data: South
Georgian Bay

Presenter: Sarah Grace Bebenek

May 28, 2024
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South Georgian Bay Patient
Experience Survey

Sarah Grace Bebenek, SGB OHT



d éo Objectives

ONTARIO HEALTH TEAM

* Qverview of the SGBOHT

« Understand the background behind the Patient
Experience Survey

« Review a summary of survey results
« Understand how these results have informed the
work of the SGB OHT PFAC and the broader OHT



ONTARIO HEALTH TEAM Patient, Family and Caregiver Advisory

«—» Council

SGB OHT

Ontario HealthCentral

—> Governor’s Advisory Council

A
v

Collaboration
Council

«— South Georgian Bay Provider Care Network

Executive Lead Transformation (SGB OHT
Backbone Team)

Population Health Population Health SurgePlanning Qualit | - SGB OHT

y ntegrated Care S Digital Health :
Management - A;\Aanagfrl_rllenltr; Roundtable (as Improvement PathwaysAction Communications an%j Innovation Interprofessional
SupportingSeniors ental Healt needed) A T Team Action Team Action Team Primary Care

Action Team Collaborative ClinicCouncil



ONTARIO HEALTH TEAM

2022 Patient Experience Survey

%

000
‘iemim)

November 2021

Step One

SGB OHT PFAC
reviewed the HSPN
Survey and
recommended it to
be used as a tool to
evaluate the patient
experience in South
Georgian Bay, as a
baseline to inform
future work

Background

(]

December 2021

Step Two

Survey distribution
list developed based
on data collected
from the South
Georgian Bay
community EMR.
Those who had a
primary care
appointment in the
last two years were
included in the
survey distribution.

Step Three

All patients with an
email recorded in
their chart, and
consent provided,
were emailed the
survey link through
the secure Ocean
platform, via the
SGB OHT license. A
random sample of
those with no email
were mailed a copy
of the survey with a
return envelope

o
[
[
Step Four

Collect survey
results from
HSPN, and meet
as a PFAC to
explore how we
can work
together to
improve patient
experience in
South Georgian
Bay



$7 % 2022 South Georgian Bay Survey
@" Responses

ONTARIO HEALTH TEAM

38164 350 6018 3600+

SURVEYS EMAILED SURVEYS SENT BY MAILTO SURVEY ENTRIES/CLICKS COMPLETE SURVEY
SECURLY THROUGH OCEAN THOSE WITH NO EMAIL RESPONSES



Planning for the Second Patient
Experience Survey

ONTARIO HEALTH TEAM

 After receiving the results from the 2022
Patient Experience Survey, the PFAC was
engaged to review the survey results and
provide feedback to be incorporated into
the next survey.

« The SGB OHT worked with HSPN toadd
customized questions to the survey to
reflect localized services.

 Patients who accessed unattached
services such as cancer screening clinics
were included in the survey distribution
list for 2023.




2023 Survey Responses

ONTARIO HEALTH TEAM

35,000+ 350 3000+

SURVEYS EMAILED SURVEYS SENT BY COMPLETED SURVEY
SECURELY THROUGH MAIL TO THOSEWITH RESPONSES RECEIVED
OCEAN NO EMAIL



ONTARIO HEALTH TEAM

Survey Themes

How to help support patients who
are marginalized/vulnerable
Assessing the patient experience for
those with no family doctor or nurse
practitioner

Access to services/care
Patient/caregiver involvement as a
member of the care team

Use of digital tools to support care
Understanding the demographics of

our population

—

Patient Experience Survey Outcomes

SGB OHT Clinic for unattached
population

Development of a patient handbook
Furthering patient and caregiver
advocacy work

Patient tools to support use of digital
tools

Improving accessibility to
communications around services
Data to inform SGB OHT decision
making and resource allocation




Questions?




ONTARIO HEALTH TEAM




Discussion Topic

How are you engaging with
patients/family/caregivers and/or community in
understanding patient needs or priorities?




Going deep with linked data: Guelph-
Wellington

Presenter: Emmi Perkins

May 28, 2024



Advancing Primary Care-Based
Population Health Management in
Guelph Wellington OHT

May 2024

- ID @ Guelph
ttttttttt ¥ ® Wellington
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ppppppp Ontario Health Team



Our Story

Primary Care Attachment Patterns by OHT
Aftached and in FHT@Aﬁameﬁl and in CHC
Uncertainly attached and in No Team Attached and in No Team
® Min: 20,881  Max 916,842

~ 950/0 Of primary care phySiCians @Ry Riverisnet OHT March 31, 2020

®L|JD~J:::—T Ontario Health Region boundary

practice in team-based models — 5
Family Health Teams, 1 Community
Health Centre

- All primary care physicians use the
same EMR (albeit unique, separated
instances)

Northem Ontario

» Relatively high primary care
attachment rate

nt O
Morth Taronto GH
Mid-West Toronto OHT]
Windsor West Toronto OHT
Ch - - - Ess= OFT Notes: Methods and limitati al (2021} | Mississauga OHT,
° ampions 1or improving aata Fuorkp b
is definiti
if h resutts
ail: er
regions outside of the GTA may which are not routinef
re . Indigenous primary care .

Guelph
¥ ® Wellington

.. Ontario Health Team



Primary Care Attachment Patterns by OHT

Aftached and in FHT Attached and in CHC

-

ONI Nafions Health Pariners OHT

- —
et - -

Uncertainly attached and in No Team Attached and in No Team

Mipissing Wellness OHT

" s . P Min: 20,881  Max: 916,842

ok
% @ Rainy Riv trict OHT

-, "
Algoma OHT

March 31, 2020

Ontario Health Region boundary

Ottawa West Four Rivers OHTY

@O‘l‘tawa Valley OHT,
ﬂ wka andArea OHT Ottawa OtE ®0hawa East OHT

Lanark, Leeds and Grenville . ‘Great River Ontaric Health Team /
Ontaric Health Tea Eguipe Santé @nitario du Grand Fleuve /
Kaniatarowanénhne Kaniatarizio
Ata'karitéhtshera Raotingénra

inox and Southern Ontario

Southlake Communi

Hills of Headwaters
Collaborative OHT

Kitchener, Waterod

[Eastern York Region and North Durham OHT,

fiton Health Network

Western York Region OHT
North York Toronto

gara OHT Central West OHT North Westem Health Partners O Scarborough OHT

= attachment are described by Jaskkimainen et al (2021} Mississauga O
oi/10.1108/JH OM-05-2020-0 17 1/ full fhtmi
of several approaches for measuring attachment and is not
tario Health. Attachment aggregated to regional levels will not match results
data sources. High uncertainly attached rates im Northern Ontaric and other
of the GTAmay be inaccurate due to alternative sources of care which are not routinely
digenous primary care access considerations inthis area are required.

o0
fe®
o0

Guelph

Wellington
Ontario Health Team



Patient Scenario

Jane’s Care Team Pre-Integrated Patient Care Team (IPCT)

b
Primary Care Team ﬂ
(Charting:Telus)

Acute Care Team
(Charting: Meditech)

Housing
= (Charting: Hifis)

i

Pl
AN

MH&A
(Charting: Caseworks, other EMRs)

A

96 Care Coordinator
(Charting: CHRIS)

\ 4

l’- In-home Nurse
(Charting: Separate system)

] &
e ]d L
Palliative Care A & Y

(Charting: Paper, Telus, other EMRs)

In-home PSW (Charting: '. GUEIPh

Separate system . We“ington
P y ) .. Ontario Health Team



Jane’s Integrated Patient Care Team (IPCT)

Jane experiences a single care team of dedicated, integrated providers
who are collectively dedicated and accountable to meet all her care
needs. Jane is a central member of her care team.

Comprehensive primary care including:

o Palliative care 0 In-home service delivery “&

O MH&A O Acute care
0 Care coordination 0 Housing, etc.

Integrated Documentation, Harmonized Privacy
Policies & Practices

Guelph

Wellington
. . Ontario Health Team

<
o®



Integrated Health Systems

Transition from Health Conditions to Population-Focused

RS 5
&Q&w;ﬁ&e HIGHEST
o IMPACT
) One specific diagnostic

4

O Population- Sou

Q. Based
£

& :

_FP, Mu |t|p le Groups of patients with

& Conditions- multiple complex and/or
wn chrenic conditions
- Based
o=

qe] e

0 Condition-

i Based Organized, in?cegra‘fed

health and social care for
whole communities
Increased Coordination and Collaborative Partnerships
2=s Degree of Complexity ©@® Guelph
4C {85, IMPACT ®® Wellington
@®@® ontrio Health Team



GW OHT Approach to Segmentation

Integrated Care for Full Attributed Population

Ao

Segmenting Based on Complexity
Very complex needs, Of Needs

end-of-life

« The CIHI Population Health Grouper
MEDICALLY _ methodology was chosen to segment each
, f : o .
— ,ﬁ?GMHP.';F;(K T e IPCT population. This is done via IDS at the

AND EQUITY ISSUES team, physician and patient level.

REGARDLESS OF o .
HEALTH STATUS M' Unstable ongoing - Each physician's roster is segmented
illness according to the most complex/high users,
medically complex/high risk, moderate/rising

Minor | risk and healthy.
inor illness &
HEALTHY PATIENTS @ preventive care  « The complexity of a person’s care needs

needs change over time — so should the intensity of
their care.
©@® Guelph
COPD CHF DIABETES STROKE .
ILLP ¥ ® Wellington

. . Ontario Health Team



The Problem

* Primary care data is not easily accessible, and
therefore, often missing from system-level, ='<
population health analyses. S i\
 Available data is disease-specific and at the —
OHT/neighbourhood level. Segmentation based ||
on holistic complexity at the patient and provider

level was needed.

* The solution: Invest in Integrated Decision
Support (IDS)

" ® Guelph
o IDS .vo Wellington

Sunport Ontario Health Team



Our Investment in Population B
Health Segmentation

Guelph Wellington (GW) OHT acute and post-acute
hospitals, home care, community health centres, and public
health all shared into IDS when the GW OHT was created.

GW OHT has invested in:

« The development and annual costs for an EMR (Telus) extraction tool/report to enable
the contribution of primary care data to IDS

« CIHI Population Health Grouper license

« |IDS on-boarding fees for early adopter primary care sites/physicians
« IDS on-boarding fees for CMHA WW

« Annual IDS license fees are paid by the provider/organization

« Other partners are considering the contribution of their data to IDS

® Guelph
A

@ Wwellington
.. Ontario Health Team



Benefits of IDS Data
T |

IDS combines data from multiple health ey e
system sectors to enable a comprehensive
population health planning and management i o a
r h. aaaaa dic/EMS
approac R . .
This allows OHTs to understand both the e
overall health of their population and the o5
health status of individual patients. o=
.- ® Guelph
.+ IDS ®® Wellington
. Suppor . Ontario Health Team



Benefits of IDS Data

Clinical Value

Health Assessment and
Targeted Interventions

IDS data can be used to
identify/prioritize patients on a
physician's roster who are most
complex/highest risk and enables
clinicians to target prevention and
self-management interventions to
those who are less
complex/healthy.

|

]

" IDS
Integrated
Decisi

| | Support

Organizational Value

Risk Stratification
and Development of
Equitable Models of Care

IDS data enables the segmenting
of patients according to the
population health triangle and the
subsequent development
of care models that equitably
distribute available resources
across the rostered population
(e.g., according to complexity of
need).

System Value

Population Health
Management/
Quintuple Aim

IDS data enables collaborative
leadership/shared
decision-making regarding
resource allocation to optimize
health and well-being and
equitable outcomes for an
attributed population.

® Guelph
N

@ Wellington
.. Ontario Health Team



Considerations

» Variable HIC models across primary
care teams (e.g., FHT is the HIC in
some, physicians are the HIC in
others). HIC level agreement is
required in to order to share primary
care data with IDS

e

® Guelph
N

@ Wellington
.. Ontario Health Team

* Costs
* Privacy — Monitoring for PHIPA
compliance



IDS in Action

Step 1: Segmentation by Complexity

A

Other Doctor  Inactive

: e Using the CIHI Population Health
1 e Grouper, the most complex clients’
health profile on each primary care

R physician roster are identified and

then validated via a chart review by
the team and/or by a discussion with
the physician.

1 CIHI Health Population Grouper 2 CIHI Health Population Grouper 3 CIHI Health Population Grouper

400 600 0 0 00 300 400 500 600

[

Health System Use

® Guelph
Wellington

Ontario Health Team

]
]

" IDS ’ o
Integrated .

] Decision
| | Support



IDS in Action

Step 2 : Patient Journey Map

o . _ .
& IDS Patient Profile Exportphr || (b W
Gender: Encounters - Mar 2023 to Mar 2024
Current Age: 790 CMHA / FHT Visit X DM (30 MOCMODOK MK B XXX XXM MEX | MK X
- CHC Service
Condlltlons 12 Medical Day Care
Sum™: Same-Day Surgery
. . EMS Response
Residence: Guelph £D Viei e % | % wop : X
LHIN ID: 10004453323 Acute Admission | t F I | - |
. Mental Health
Identifiers: i ] Rehab )
HCC Service 2 e e @
Continuing Care—| : L
Mar23 Mayi23 Juli23 I Sepl23 MNowvi23 Jani24 Mar24
Apri23 Juni23 Augl23 Octi23 Deci23 Feb/24
I'L Fy23/24
4 4

Once clinically validated (the CIHI classification matches the clinical profile of the patient), an IDS ‘Patient

Journey Map’ is created to identify other services that the patient is receiving (i.e., other members of the
patient’s care team) and better coordinate care.

- ® Guelph
IDS ®® Wellington

] Support . . Ontario Health Team

Integrated



IDS in Action

Step 3: Shared Care Planning

Appropriate providers from the identified
services/organizations are then brought together to review
the client's case and current treatment plans.

A single, shared care plan is created by the team of
providers. This shared care plan is “quarter-backed” by the
patient’s “Go-To-Person”.

The shared care plan is shared via Robotic Process
Automation (RPA) between the primary care EMR (Telus)
and CHRIS.

® Guelph
v P

@ Wellington
.. Ontario Health Team



IDS in Action

Predicting Palliative Care Needs What is HOMR?

The HOMR tool is an

« Through IDS, the HOMR tool (Hospital One Year Mortality algorithm that uses data

Ratio) is being used to identify patients who are likely to die in

the next year and who would benefit from a palliative approach routinely collected by

to care. hospitals to accurately and
- Once identified, the primary care physician and team validate reliably calculate a patient's

against the patient’s clinical profile, and if appropriate, initiate risk of dying within the next

an integrated care plan that includes all aspects of a palliative 12 months.

approach to care, including advanced care planning, serious
iliness and symptom management conversations, etc.

- Beneficial at both patient level (to address person-centred
needs) and the system level (to predict required palliative care
capacity to meet palliative care needs across the GW
population).

« HOMR score is now also available to the IDS network of
subscriber via IDS’s ‘once for many’ approach.

" ® Guelph
.+ IDS ®® Wellington
" Somport . Ontario Health Team



Thank you

® Guelph
¥ ® Wellington

. . Ontario Health Team



Discussion Topic

How are you engaging with front line providers
(physicians, nurses, community workers) in
determining what do do about emergent/identified
patient needs or priorities?




Up Next

- HSPN webinar series
. 4t Tuesday of the Month: 12:00 — 1:30 pm

Upcoming June to October 2024

Advancing the Learning Health System in
Ontario: Parts 3 -5

ay
HSPN &




Can you share some feedback? Scan
here! (or click link in chat)

ay
HSPN &



THANK YOU!

@infohspn

hspn@utoronto.ca

n The Health System Performance Network

HSPN @

hspn.ca

95
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