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Welcome & thank you for joining us!

Please let us know who you
are by introducing yourself &= b
(name & OHT or Other Org) Chat Raise Hand

»Open Chat

»Set response to everyone
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.
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Poll 1

1. Have you joined us for an H5PMN webinar previously? (Single choice)
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39/139 (100%) answered

Yes. | have participated previously. (71/1

Mo. This 15 my first event.
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AGENDA

1. Why and how is health equity measured?

2. HSPN measurement and reporting of health inequity
» V1.0: OHT relative distributions of Material Deprivation

» V2.0: Stratification by Material Deprivation
» V3.0: Indicator associations with Slope Index of Material Deprivation

3. Ontario Health Dashboard Slope Index of Material Deprivation

4. Ontario Health Team Approaches
% Mississauga Ontario Health Team
< Ottawa Ontario Health Team -Equipe Santé Ontario
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Why and How ?
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Material Deprivation Quintile

Distribution of Deprivation for OHTs We use the Material Deprivation Score from the Ontario
Marginalization Index to assess equity in OHT indicators
across socioeconomic status.
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Indicators

* Proportion of the population aged 25 to 64 without a high-
school diploma

* Proportion of familieswho are lone parent families

* Proportion of totalincome from government transfer
payments for population aged 15+

* Proportion of the population aged 15+ who are unemployed

* Proportion of the population considered low-income

* Proportion of households living in dwellings that are in need
of major repair
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Why is Health Equity Measured?

1.

There are strong socio-economic and health system equity
factors that lead toward lower health outcomes including
knowledge, time, and resources that affect people’s ability to
access the right health services at the right time. These include
pre-occupation with income security, housing security, food
security, transportation and primary care attachment, etc.

. Understanding where medical access and quality are important

and where other socio-economic factors are important can
direct OHT action toward partnerships and intervention.



How is Health Equity Measured?
You Need:

1. Indicator:
* ACSC Hospitalizations, Cancer Screening, etc.

2. Stratifier:

* Material Deprivation, Income, Education, Immigration, Race, Primary
Care Models

3. Analysis/Measurement:

» Stratified analysis, Ratio of highest to lowest, Slope Index of Inequality
(RI1l), Relative Index of Inequality (RII)
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HSPN Measures of Equity

V1.0 : Descriptive
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Hospitalizations for Ambulatory Care Sensitive Conditions

Distribution of risk-adj ACSC hospitalizations, according to OHT
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Ratio of OHTs attributable population residing in most vs least deprived areas (quintile):
() Q1 (high % in least deprived areas) ) @2 () @3 @ 4 @ qS (high % in most deprived areas)

Mote: Dashed lines reflect total population (crude) average in given year

Correlation with deprivation Variability across OHTs (same year)
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ED visits best managed elsewhere

Distribution of risk-adj ED visits managed elsewhere, according to OHT
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HSPN Measures of Equity

V2.0 : Stratified
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HSPN OHT Improvement
Indicators & Population

Segmentation

“Your OHT” Results
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Stratification / Segmentation

* For the top chosen indicators, we report on the OHT-specific
results by four Stratifications or four ways to Segment the

population:
1. Neighbourhood Material Deprivation Quintile
2. Primary Care Patient Enrolment Model

3. CIHI Pop Grouper Health Profile Categories (HPCs)

4. BC Health System Matrix Segments

HSPN &
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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

o Q5 521.5 »
= ambulatory care sensitive
= condition per 100k:

@) 347 .2

c

O .

= * Ontario average

> . . . .

£ 270 indicated in figure

5 footnote.

© 220.5

o

©

=2 Q1 (least) 176.5

0 100 200 300 400 500
Blank rows represent segments Rate (per 100 000 person yearS)

with no events, small counts < 5,
or with <30 patients in Notes:

denominator. *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.
*Overall 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

O
= person years that could
g b be treated in alternative
5 ' primary care setting.
.g 104 .
s * Ontario average
a indicated in figure
% footnote.
©
=2 Q1 (least)
Blank rows represent segments 0 o 10
with no events, small counts < 5,
ortwith e :)atients”in ts <5 Rate (per 1,000 person years)
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.
*Overall rate per 1000 person years in Ontario = 10.1.
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Percentage of screen-eligible patients (women 23-69 yrs of age) up to date with
Papanicolaou (Pap) tests on March 31, 2023 by Material Deprivation Quintile

Up-To-Date Pap Test 2022/23

Ontario
Q0
=
@/
Q9
®
o
a
8
| .
9
=
0 250000 500000 750000 1000000
Population

Blank rows represent segments

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 = 56.0%.

HSPN &

Horizontal axis shows the
number of women 23-69 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.
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Material Deprivation Quintile

Percentage of screen-eligible patients (women 52-69 years of age) up to date
with a Mammogram on March 31, 2023 by Material Deprivation Quintile

Up-To-Date Mammogram 2022/23

Ontario

0 100000 200000 300000
Blank rows represent segments Populatlon
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.

*Overall proportion screened in Ontario = 56.0%.

HSPN &

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.
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POPULATION SEGMENT

Percentage of screen-eligible patients (women 52-69 years of age) up to date
with a Mammogram on March 31, 2023 by Primary Care Model

Up-To-Date Mammogram 2022/23

Ontario
Not Rostered _ 46.0%
CCM 62.0%
100000 200000 300000 400000 500000

Blank rows represent segments Populatlon

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.

*Overall proportion screened in Ontario = 62.3%.

HSPN @

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.
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HSPN Measures of Equity

V3.0 : Cross-Analyzed
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Slope Index of Inequality

* The Slope Index of Inequality (Sll) is an absolute measure of inequality
that summarizes the difference in a health outcome between the most
and least deprived populations within an area.

» Captures the entire socioeconomic gradient. Population subgroups
(OHT-ADASs) are ranked from least deprived (0) to most deprived (1)
based on the equity stratifier (Material Resources).

* The Sll is estimated as the slope of a population-weighted linear
regression, where the outcome is regressed on the deprivation rank.

* Units are the same as the outcome, making the results easy to
interpret (e.g., ED visits per 1000 person years).

HSPN & 2



Slope Index of Inequality (HSPN)

More deprivation |:>

Adapted from: https://www.scotpho.org.uk/methods-and-data/measuring-health-inequalities/

HSPN &
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Slope Index of Inequality

The direction of the indicator and the stratifier determines the

interpretation of the Slope Index.

Sll Interpretation

Indicator (y-axis)

Stratifier (x-axis) Positive & Significant | Negative & Significant

Higher-positive
(e.g. screening)

Higher means more , : S : " ”
ESOUFCES Anti-Equity (pro-"rich”) Pro-equity (pro-"poor”)

Higher means less

-equi rpoor) | Anti-Equity (pro-rich”)
resources Pro-equity (pro-"poor”)

Higher-negative

(e.g.
hospitalization)

Higher means more Pro-equity (pro-"poor”) Anti-Equity (pro-"rich”)
resources

Higher means less Anti-Equity (pro-"rich”) Pro-equity (pro-"poor”)
resources

HSPN &
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Slope
Index of
Inequality

Sl = 0 — No inequity across deprivation
levels

Larger absolute Sll — Greater inequity

Negative Sll — Higher rates in less
deprived areas

Positive Sl — Higher rates in more
deprived areas

Higher rates may be better or worse
depending on outcome




Relative Index of Inequality

* The Relative Index of Inequality (RII) is the relative complement to
the Sll and is calculated using the same regression equation as
the SlI.

* Instead of the slope, it is calculated by taking the ratio between
the incremental advantage of the most advantaged group in the
population and the least advantaged.

* Rl is reported as a standardized unit-free metric, comparable
across indicators.
 RIl =1 — no inequity
* RIl >1 — higher rates in more deprived areas
* RIl <1 — higher rates in less deprived areas

HSPN & 2



Methods

Study Population

* Included all residents of Ontario alive and eligible for health insurance as of April
1, 2023 or April 1, 2024 depending on indicator.

* Analyses were restricted to indicator specific eligible populations:
o ACSC Hospitalizations / ED Visits: Patients <75 years
o Cervical cancer screening: Screen-eligible women aged 23-69
o Breast cancer screening: Screen-eligible women aged 52—69
o Colorectal cancer screening: Screen-eligible adults aged 52—74

Equity Stratifier

 The factor scores for the Material Resources dimension of the 2021 Ontario
Marginalization Index.

HSPN @ ’



Methods

Geographic Exclusions
« OHT-ADAs were selected as the geographic unit of analysis.

« OHT-ADAs with populations below the minimum threshold to yield 220 expected
events were excluded.

« OHT's that have containing fewer than 10 ADA's were excluded.

Adjustments

 All Rates were adjusted for Age; ACSC Hospitalization, ED Visit, Colorectal
cancer screening, and % Not rostered additionally adjusted for Sex.

HSPN @ .



ACSC Hospitalization
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Median Rate

200 300 400
ACSC Hospitalization Rate (per 100,000)
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@

600

Higher ACSC rates were
associated with greater

deprivation-related
inequity (Sl r=0.80).

Nearly all OHTs showed
higher hospitalization
rates in more deprived
ADAs.
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Avoidable ED visits
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Most OHTs cluster at
low ED visit rates and
low inequity, with a
small number of OHTs
driving higher inequities
and a few OHTs with
high ED rates.

The overall association
between ED visits and
gradient of inequity is
positive but weak.
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|

Cervical Cancer Screening

80
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40

20

-60

Median Rate

—————— 65%
Median Equity

Rate of Cervical Cancer Screening (%)

Pearsons Corr: 0.08
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The median equity
below zero reflects a
small gradient with
lower screening in more
deprived areas.

The flat trendline shows
little relationship
between overall
screening rates and
deprivation-related
iInequity.
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Breast Cancer Screening

Vieian Rate Screening rates vary

5 : across OHTs, with a
° v | median SlI below zero
50% 55% 60% | & 65% 70% 75% .
5) 9 ®@° ©
i 2 a Shallow trendline shows
_____________________ _, g - @ Median Equity modest association
0 @ Ve @ between overall
a® 2® | @ screening levels and
-15 I . .
® @: &) inequity (Sl r=0.12).
: @
-20 ) ©@:

-25
Rate of Breast Cancer Screening (%)
Pearsons Corr: 0.12
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Colorectal Cancer Screening

" Screening rates vary
across OHTs.

5 | Median Rate

. @ @i Median _Eqmty is below
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Inequity

-20

Pearsons Corr: 0.12

HSPN @ “



S

% Not Rostered

0% 5% 10%

-30

Pearsons Corr: 0.23
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Median Rate

2§D o
1%, @ @sw Biow % A% 5% 0%

3

% of not Rostered Patients

OHTs with a higher
percentage of patients
not rostered have
slightly higher inequity,
though most cluster
near the median.

The overall association
between attachment

and gradient of inequity
IS positive and modest.
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RIl and Sl
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Interpretation

Strong Associations

« ACSC hospitalizations and not being rostered to primary care rosters showed a
strong relationship with Material Deprivation (both are higher in more deprived
neighbourhoods).

Weak Associations

« Cancer Screening had a range across OHTs where some OHTs had equity gaps,
others were equity-positive (lower SES had higher achievement); ED visits best
managed elsewhere are rare and only a few OHTs have inequities.
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/ Standardized Performance Measures \

Note: Some measures are considered
‘developmental’ and require additional time to test
and validate.

v' System-Level Measures
v' Patient and Provider Experience

v' Process Measures (locally collected)

OHT Performance and Improvement Program

/ Enabling Processes
Structured reporting and collaborative reviews

transform data into insights that guide decisions.

v' Quarterly OHT level Performance Reports

OHT-specific performance for OHT, PCN and PFAC Leads,
OHT Staff and OHT Leadership Council
v" Quarterly Performance Review (QPR)

Meetings led by Regions to discuss quarterly OHT reports and
performance quality improvement.

N S

v' Quality Improvement Plans
Quality improvement planning and support fully aligned to

performance program /

The OHT Performance and Improvement Program combines standardized measures
with enabling processes to support continuous performance improvement



Overview of OHT Performance Reports

A. Summary Scorecard B. Historical Trends and Equity

Provides the latest quarter performance overview with a % change Provides the last 3 years performance trends along with comparison
related to the same quarter in the previous fiscal year with regional and provincial averages and equity stratified data

Ambulatory Care Sensitive Condition (ACSC) Admissions per 10,000 Population Equity Stratification

# Patients on HCC waitlist referred to a

% Attached to Primary Care

Notes:
The dot colour represents quarterty
performance relative to the same quarter

last year to avoid seasonal fluctuations
85.5% 107 Horaare th colurcodn %0
.
- Green dot: Performance improvement
of more than 1%

% Reduction in HCC Waitlist (with - Red d
respect to previous quarter): 91.3%

primary care provider

D

m
s
1 2 3 4 5

200

erformance decline of more

%
« Grey dot: No change in performance (or
within 1%)

CHF Admissions per 100 COPD Admissions per 100 ACSC Admissions per 10,000 15.0
CHF-specific admissions COPD-specific admissions
21 @ 12 @ 63 @

=3

Last Year Same Quarter % Change Last Year Same Quarter % Change Last Year Same Quarter % Change Notes on the indicators: 50
19 +11.2% 1.2 +0.3% 6.2 1.3%
J J \
Breast Cancer Screening Rate Cervical Cancer Screening Rate Colorectal Cancer Screening Rate 2022-2023 2022-2023 2022-2023 2022-2023 2023-2024 2023-2024 2023-2024 2023-2024 2024-2025 2024-2025 2024-2025 2024-2025 2025-2028
the q nt bet n Ap ne. 2025 a a2 @ o at @ a3 * at @ ® Same Quarter Last Year @ Current Quarter
3. % Attached to Primary Care: ‘Atachment New OHTAM Flag —@— Selected OHT = @~ -Ontario —@—Region

62.8 % . 63.9 % . 62.6 % . e 2020-  2020- 2022 2022 2023 2003- 203 2003 2024- 2024 2024 2024 2025 I

2023 Q-1 2023Q2 2023Q3 2023Q4 2024 Q1 2024 Q2 2024Q3 2024 Q4 2025Q1 2025Q2 2025Q3 2025Q4 2026 Q1 i

Last Year Same Quarter % Change Last Yeor Same Guarter % Change Last Year Same Quarter % Change Selected OHT 9 52 71 65 57 55 62 69 62 62 71 71 63 8.2 101
60.7 % 3.4% 652 % 24% 64.0 % 2.2% Ontario 62 63 19 76 66 66 76 83 69 67 78 87 76 1
4 - s - 4 Region 74 71 93 88 17 76 89 97 8.5 8.1 9.1 1086 93 2024.2025 0F S5 2026 OF

Validated Indicators

Primary Care HCC Waitlist Indicators
Attachment

# Patients on HCC waitlist referred to a CHF Admissions per 100 patients (#) Breast Cancer Screening (%)
Primary Care provider

% Reduction in HCC Waitlist (with
respect to previous quarter)

% Attached to Primary
Care

COPD Admissions per 100 patients (#) Cervical Cancer Screening (%)

ASCS Admissions per 10,000 patients (#) Colorectal Cancer Screening (%)



Equity Stratification on the Performance Reports
Health Equity Quintiles

Equity Stratification

Equity-stratified data has been introduced for the OHT-level performance reports. The equity
By Quintile variable used is ON-Marg material resource quintiles, an area-based measure derived from
Canadian Census data. Quintiles are assigned at the dissemination area (DA) level.

* Material Resources (previously material deprivation) include factors related to access
and attainment of basic material needs, such as % unemployed, % without a high
school degree within a geographic area

* ON-Marg assigns deprivation quintiles based on the proportion of the population

within a geographic area, which have fewer material resources. Q1 represents the least
marginalized areas, while Q5 represents the most marginalized.

131

Example: The graph on left shows an OHT where the number of ambulatory care sensitive
conditions (ACSC) are greatest in the most marginalized group (Q5) compared to the other 4
quintiles. In the addition, the level of inequality has increased relative to the same quarter in
the previous.

How tointerpret it?

» OHTs should aim for an even distribution across quintiles.

» OHTs can use the performance reports to identify clinical priorities with the most uneven
distribution across quintiles as performance improvement opportunities and consider

1 2 3 4 5 targeted interventions within areas with lower material resources.

® Same Quarter Last Year @ Current Quarter

43



Equity Stratification on the Performance Reports
Slope Index of Inequality (SI) starting on Fyz25/26 Qz report

8.2 10.1

2024-2025 Q2 2025-2026 Q2

Ontario Health suppresses data to ensure reliability and
patient privacy when cell sizes are less than or equal to
6. Only OHTs with at least 200,000 attributed persons
and 5 quintiles of data are included

This example shows that inequities
have increased for ACSC from Q2 last
fiscal year to Q2 this fiscal year (ie, the
Sll is further from 0).

How to interpret it?:

+ Current interventions may not be reaching
the populations with the greatest need.

* Resources and efforts may need to be
redistributed or better targeted.

« Barriers to primary care access may be
growing for specific groups.

The Slope Index of Inequality (SII) provides an additional tool to measure an OHT's progress at
improving health equity.

SlI quantifies the social gradient of the indicator, showing the difference in indicator values
across sub-groups at each quintile of material resources. It captures the entire socioeconomic
gradient rather than focusing on extremes (e.g., rate difference).

SlI offers a robust, comprehensive, and policy-relevant measure of equity, making it ideal for
monitoring trends and guiding targeted interventions.

It provides a single value for the two references periods. A higher magnitude (regardless of
sign) means worse inequality (the gap between groups is larger). A value of 0 means perfect
equality (no difference across the socioeconomic gradient).
* A negative Sll indicates the indicator is higher among the most marginalized sub-group
« A positive Sll indicates the indicator is higher among the least marginalized sub-group

To ensure reliability, Ontario Health will only include an Sll value if the OHT has 5/5 ON-Marg
quintiles present, and an attributed population of 200,000 persons or more.
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Inequality &
Performance

Mississauga Health's Approach to Utilizing
the Relative Index of Inequality for
Performance Measurement

Trillium

M - . a
ea
Hea],th Partners Ontario Health Team
Partnering for your health



Who we Serve

Anne

is facing challenges while
coordinating her father’'s care
and managing his medical
needs

Sita
is managing her diabetes,
handles household chores,

and plays an active role in
caring for her family

m

900,000+

People seeking services in
Mississauga

Do Not Have a Family Doctor

Mi
/ Health
Ontario Health Team
< Partnering for your health
Hassdan

Is living alone in Mississauga
and was recently found
wandering and confused

50% +

Residents born outside Canada
with 130 languages spoken



Current State

Performance and Equity Measurement at MOHT

- Background

» Current data sources available (OH dashboard, OH performance summaries,
IntelliHealth) provide limited granularity.

« Cannot create sub-indicators or conduct intersectional analysis (e.g., geography,
equity, condition-specific)
 Limits nuanced reporting for internal performance and meeting evolving MOH/OH
priorities (e.g., unattached patients, chronic condition tracklng%
* Current Status at MOHT
» No automated process to extract/transform/load data for OHT-specific indicators
» Reporting capacity constrained by lack of customizable, regularly refreshed datasets

* OH to release limited new data (ge.g., unattached patient counts), but major platform
enhancements are not expected.

/Problem: MOHT needed more timely data tailored to

local needs and priority populations so we can make better
informed decisions (e.g., primary care team expansion)

.




Mississauga Health OHT Scorecard

Solution

Objective:

The OHT Performance Scorecard is designed to enable
comparability with other OHTSs, track trends over time,
and monitor health equity

Intended for application in.annual reports, proposals,
and planning, while minimizing duplication across
partners

Advancing OHT Strategic Priorities:

1.

Alignment with OH: Balances OH's required measures with
local OHT priorities

Enhanced Insight: Enables more frequent updates and flexible,
OHT-tailored indicators

Equity & Customization: Incorporates equity measures (RII)
Performance Monitoring: Monitors progress against key
indicators compared to peer performance

Integrated Care Support: Prepares OHT to evolve with
upcoming requirements

I\

Mssissaugo Health is committed to achieving an
equitable system of health and wellness across
each community by;

« Understanding the needs of diverse
communities;

« Reducing the barriers to care;

+ Supporting the development of diverse,
inclusive, and anti-discriminatory
organizations;

« And advocating on the social determinants of

K health.




Comparison between MOHT and
OH selected measures

Metric Selection & Data Collection
12 metrics total, selected in consultation with M-OHT & subject matter experts

Clinical MOHT Measures OH Performance Measures
Category
Rate of ED Visits for Potentially Avoidable *  CHF-specific admissions per 100 individuals G |'
Patient Flow Causes per 10,000 population +  COPD-specific admissions per 100 individuals oal:
& Chronic CHF admissions per 100 individuals « ACSC admissions per 10,000 . .
Disease COPD admissions per 100 individuals Remal,n ﬂeXIble j[O
Pathways ACSC Hospitalizations per 10,000 population chan ln_g prIOrltIES
Percent of ALC Days and definitions
p tati Breast Cancer Screening Rate (%) * Breast cancer screening rate (%) Wh”.e. Oﬁ:e r!ng.
Cr:xen ative Cervical Cancer Screening Rate (%) »  Cervical cancer screening rate (%) add |t|0na| N Slghts
Colorectal Cancer Screening Rate (%) »  Colorectal cancer screening rate (%) into MOHT priority
ED as First Contact for MHA Care N/A areas
Priorit Repeat (2+) Fall-Related ED Visits Among those . .
Ponulations |dentified as Frail Older Adults & integrate equity
P Decedents with 2+ ED Visits in the last 30 Days into eve ry
ofLite measure
% Not Rostered (to team-based care) * % Patients Attached to Primary Care
Primary Care + # Patients on the HCC waitlist referred to a
Access & primary care provider

Attachment

* % Reduction in HCC waitlist




RIl is the relative index of inequality. It measures relative risk of
one group to another. In our reporting, we assess risk using

What is material deprivation derived from ON-Marg index. In other words,
RII? it tells us how much better or worse a particular group is based on
health outcomes
* Itis unitless and allows us to investigate the differences
among the groups — insight into where we should prioritize
* RIlis a well-established measure used for health system
Why RII? performance — aligned to THP’s Learning Health System
approach
* RIl is used for corporate reporting at THP (e.g., OBSP) —
understood by both THP and MOHT leadership
What are THP in partnership with the MOHT is leveraging the RII metric to
understand how healthcare is utilized by different groups.
we ) "
measuring Access results in positive heallth outcomes, and therefore we _want
> to understand how access varies among those from low deprived
; areas versus high deprived areas.
ON-Marg is an index created based on census data. The ON-
What is Marginalization Index is a tool used to measure and understand
ON-Marg? the degree of disadvantage an or exclusion that different

communities may face.

suring Inequity ..o

Education Health Care
Access and Access and
Quality Quality

. Eﬁ Neighborhood

Economic i
il and Built
Stability m Environment

Social and
Community Context

LEARNING HEALTH SYSTEM




Data Pipeline

* [dentify available  + THP IBH * THP Performance < Scorecard
data sources Biostatistician Analytics built distributed to THP
housed at ICES: runs indicator MOHT scorecard and MOHT
DAD, NACRS, results using leadership
OHIP, RPDB available admin
data

* MOHT, Peers,
and Provincial
results included

« Through MOHT's partnership with THP and the Institute for Better Health, we have a
unlciue opportunity to build this scorecard from the ground up using foundational
th administrative data grounded in evidence-based key performance indicators.

« Designed with maximum flexibility to evolve alongside shifting priorities and emergi
program initiatives.



OHT Performance Summary - Mississauga Health

Patient Flow & Chronic Disease Pathways Preventative Care Priority Populations Primary Care Access & Attachment

Rate of Emergency Department Visits for Potentially Avoidable Causes per 10K People _

Monthly Trend

'f YTD

Rate of Emergency Department Visits for Potentially
Avoidable Causes per 10K People 1 0_2
Number of unscheduled visits to the emergency department

for conditions that could be managed in primary care (e.g.,
family doctor, nurse practitioner, or other community

% of ED Visits

healthcare provider) in the community, divided by the total ; Jan 2023 Jul 2023 Jan 2024 Jul 2024 Jan 2025 Jul 2025
number of unscheduled emergency department visits in the Date
. . p— = = = =
observation period PYTD RIl Mississauga Health Initial 12 OHTs Province
Rolling 12 Month Average Most Recent Fiscal Quarter Most Recent Fiscal Quarter Most Recent Fiscal Quarter

Decreasing values are preferred

28.0 1.61 49 14.3 17.1

% ED Visits for Potentially Avoidable
Causes




MOHT Scorecard
Results

r




Data Trends

Percent of ED Visits for Potentially Avoidable Causes
CHF Admission Rate per 100 CHF Patients

COPD Admission Rate per 100 COPD Patients

ACSC Hospitalizations per 10K Population

Percent of ALC Days

Breast Cancer Screening

Cervical Cancer Screening

Colorectal Cancer Screening

ED as First Contact for MHA

Not Rostered Individuals

Decreasing
Decreasing
Decreasing
Increasing
Neutral
Neutral
Neutral
Neutral
Decreasing

Decreasing

1.61
1.19
1.04
4.54
1.61
1.26
1.23
1.28
0.87
1.34

/

\_

* ACSC exhibits high inequity and an increasing utilization trend
*  M-OHT ranks well relative to others OHTs in terms of ACSC hospitalizations
o Despite this, we see a strong equity gradient among this patient cohort

»  Presents an opportunity for tailored interventions to better support the vulnerable population




Conclusion

Summary

« A need for data tailored to our population, accessible at a frequent cadence to
better inform decision making and track trends over time

« Sought to integrate equity as an inherent aspect of each metric to better understand
support our diverse population

o You can't drive performance improvement without equity

« Many of our metrics exhibited some level of equity gradient, but strong gradients
were seen in ACSC, ALC, and Avoidable ED Visits

Next Steps

 ldentify existing OHT initiatives that may be able to "move the
needle" on our metrics

« Develop target setting methodology to track changes in metric
values
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Place-Based Data

* |In Ottawa, there are rich, local, place-based resources to support equity-informed
planning are available

‘:f -
*‘tf@b OEJ nﬁu qu-::nl mmf:it:.rp

ONS=SQO Health Profiles Partnership

NEIGHBOURHOOD
@ EQUITY INDEX

CIEDO

By using one place-based system (Neighbourhoods) across OHTs and community partners, we can;
1. Understand our City’s unigue communities and their needs
2. Use the same, simple language in collaborative planning

3. Integrate health outcome, system usage, population health, and social determinant data from multiple sources

* Statistics  Statistique Sﬁ/ @Y% Hcaith System
INSPIRE PHC SEadl
I I Canada Canada J NQ@ [crformance

Network

with the patient at the heart

EQUIPE SANTE ONTARIO

4 Ottawa

ONTARIO HEALTH TEAM




Natural Neighbourhoods

Ottawa Neighbourhood Study’s ‘natural neighbourhoods’
Standard ‘stats’ shapes often hide equity and health disparities

e WAL v

Aggregated
¢ cissemination
area (ADA)

Standard Census-
based geography

EDERATION
EIGHTS

RIVERSIDE
PARK

Alta Vista
higher income,
older population

FAIRCREST v
WEIGHTS

... Billings Bridge-
Heron Park

lower income,

younger population

1ERON GATE

fDERATION
EIGHTS

RIVERSIDE

EQUIPE SANTE ONTARIO

4 Ottawa

ONTARIO HEALTH TEAM




Equity Data Iin Planning

To support Interprofessional Primary Care Team expansion/creation planning, we developed a Primary Care
Dashboard for our OHT’s primary care geography integrating;

Primary Care Data

This interactive dashboard integrates primary care, population health,

. 2 . )
@ Ottawa Prl ma ry Ca re Dash boa rd and social determinant of health data from multiple sources. Data is Primary Care Primary Care - h [pupulgug“ h,,..,“\ Primary Care and | P—
@ Ottawa | svanema

available by Ottawa Neighbourhood Study geography, FSAs, and ADAs Practices Neighbourhood Neighbourhood
Prepared by Shelley Horrocks | September 2025 (aggregate dissemination areas). \ /\
. Downtow
Filters = ol Primary Care Practice Locations
Planning Zone e j
B Select all . . o s
' 23 1 0 6 Primary care practices are located within selected Ottawa OHT-ESO's
B Zone 1 i i o geography of responsibility
™ Zone 2 o ) it 0 N
M Zone 3 Pri C Physici
™ ou Pt o rimary Care Physicians
M Zone4 e ®
&
Gati 0 : 7 5
FSA B, 4 L4 44 0 Practicing family physicians are located at the selected practices*
Al riawa @ -
s A s Note that some teams may be larger than listed due to the employ of NPs and AHPs (excluded here)
Practice Name ¥ 'S o ® *This number was calculated using the list of physicians provided to Ontario Health Teams by Ontario
- X [ ¢ e A Q Health in October 2025. This list uses data extracted from CPSO. This list excludes: new physicians,
i @ = RO physicians classified as "NONPC" by Ontario Health due to lack of billing over the past 2 years,
Y .. °® Rams  physicians with a listed address that is not an active location providing comprehensive primary care,
.. [ o : ® physicians practicing in an FSA not assigned to Ottawa OHT-ESO, physicians without any specialty in
Map Descrlptlon McKelte ® v ) family medicine, and nurse practitioners due to a lack of comprehensive list.
This map shows the locations
¢ 2 ® i
of all primary care locations ° ‘ [ tracﬁce Name Number of Primary Care Physicians * |
in Ottawa OHT-ESO's o < L ] o % i
A ol Your Health - Votré Sante 7
eography of responsibility. ok Uppe i
geography P! Y. ~ @ o Yang Medicine 1
Each dot represents one Negean 7 ° iy o ) WELL Health Medical Centres - Westgate 1
practice location. The colour ° WELL Health Medlca! Centres - Bank & Heron 3
of the dot correlates to the X WebbMD Me.dlcal Clinic (walk-in) 1
number of primary care e A e Walkley Medical Centre 5
physicians at each site. The Belis Com itaies AVpo Wabano 1
darker the dot, the more e e Vina Medical Centre 1
physicians. University of Ottawa Student Health and Wellness Centre 6
Trainyards Medical Centre 3
) . Towngate Family Medicine Clinic 9
Number of PC Physicians A e TOH Wellness Clinic 5
«>86 , p
adarh Hsbrook @® TOH Riverside Family Health Team 1
l 2 TOH Academic Family Health Team 19 EQUIPE SANTE ONTARIO
«437
3 The Doctress’ Office 1
; Ste Anne Medical Centre 1 . 0 tt a w a
Py
Powered tw Total 440
P ONTARIO HEALTH TEAM




Equity Data Iin Planning

To support Interprofessional Primary Care Team expansion/creation planning, we developed a Primary Care
Dashboard for our OHT’s primary care geography integrating;

Primary Care Data

_ This interactive dashboard integrates primary care, p health, ~ N
° Ottawa Prima ry Care Dashboard and social determinant of heath data from multiple sources. Data is GIDASI Primary Core p;i:'::?" Primary Care Z:’:;%:: il | —
® Ottawa available by Ottawa Neighbourhood Study geography, FSAs, and ADAs. L Practices Neighbourhood Neighbourhood ) Sad SOGHERSA ADA

Prepared by Shelley Horrocks | September 2025

Filters Primary Care Attachment Indicators Neighbourhoods in Ottawa OHT-ESO's Geography
Neighbourhood Name How many are unattached to primary care in selected neighbourhoods? + Hold Ctrl to select multiple neighbourhoods on the map - Search an address to get oriented (click 3 lines in top left
Al + Zoom in to see neighbourhood names corner, click search icon)
= & Inspire PHC methodology: nspire PHC methodology: Darker shaded neighbourhoods have a higher number of unattached residents.

CHC Catchment & attachment includes being attachment includes being

rostered to primary care

rostered to primary care

Al physician, pediatrician, or 131K physiciae, pediatiician, orvisiting o @ Join layer updated X
visiting CHC within 2 years. 2024 CHC within 2 years. g 4 2022 - Neighbourhood
Planning Zone ""':"::';" SR FEsiEoks Nt m"oﬁ:‘"‘sm EH Layer data has filtered applied.
val 3 ever ;
a
Hiingesh etinbisd 934 Number Unattached by Age (2024) M
1552 3821 006 @7-17 ®158-3 £4 @65+ oo -
O O — B Famayvie
T
Allages # unattached (2024) -
557 nms | L B
-
O O s
oK K
Unattached (1 by Age
What percentage of residents are unattached to primary care in selected neighbourhoods? - e T e e
G clogies, inc, METUNASA, USGS, £ Powered by Es

ic Vulnerability

iiefcen! Ucn?llached by Age (29%4) Select your FSA(s)

T metpeneneanecizissass Find your postal code FSA's neighbourhoods

°
-]
<
>
5,
g2
=
2
S
2
=
£,
)

EQUIPE SANTE ONTARIO

4 Ottawa

ONTARIO HEALTH TEAM

% Unattached




Equity Data Iin Planning

To support Interprofessional Primary Care Team expansion/creation planning, we developed a Primary Care
Dashboard for our OHT’s primary care geography integrating;

Population Health, SDD, & SDoH

® . This interactive i primary care, ion health, (ﬁ Popul w g
Ottaw m ( D pulation Primary Care
awa Primar y Lare aSh boa I'd 30 social determinant of health data from multiple sources. Data is Primary Care Primayy Cate Health Trimaey Care and SDoH - Release
Ottawa ilable by O i Stud Fss, and ADAs, (__ Proctices | (Neighbourhood | FHRMANNERNY (ond SDoH -FSA) | s
@ Prepared by Shelley Horrocks | September 2025 y Ottawa | iy ) SR o =
=g

Filters Neighbourhoods and FSAs R .

Neighbourhood Name 754 outlined in pink. Darker blue neighbourhoods have higher number unattached to primary care. Population Health Indicators

& S How many are living with chronic conditions in selected neighbourhoods?

CHC Catchment Area -]

Al i ava

SO YR
“

SES Quintile Planning Zo 2 20+ with diabetes FY. with COPD FY22/23 65+ with CHF FY23/24
All A on {0

A Al Rl

S

L 3908 R ss38

15.52 3821 Wy with 1+ ED visit for MHA in FY23 >65 with frailty FY23/24
et a el o How many eligible residents are overdue or have never received routine cancer screening?
557 nms

O——0

x 15K 48315 33K

colorectal cancer

Social Determinant of Health Indicators

6 9 K Percent of eligible residents NOT up-to-date for cancer screening
Factors which impact health risk and access to appropriate, quality health services. Typically due to historic

@Breast cancer screening @ Cervical cancer screening @ Colorectal cancer screening
and ongoing structural violence and marginalization based in racism, colonization, sexism, and other factors. Older Adults (65+)
Residents within 15 min walk of CHC or CRC (%) Renter households in subsidized housing (%) P 52 50 2 # i
6 48

; ; — 23K 29K :
2 2 i
J: ¥ I Newcomers Refugees 5,40
£ & &
2 3 | ——; 5
£ <. I g
: : ) ; 11K 44K ¢

Sum of Residents within 15 min walk of CHC (%) % of renter households in subsidized housing Indigenous Black é

ow income @% ees nous @% French most spok... @% no English and ... @ % Biack % Racialized 55K 148K

Wolresidents @

Lad H..J] L l..J uJ L.J |..IJ u.J ,__J |.u| . IOWO;;KWM

g s § 0% : ¥ ¢ B EQUIPE SANTE ONTARIO
; = g 2 z In low income & Racialized ) NelghbourhoodNa:e ) . ONTARIO HEALTH TEAM



ldentifying Disparities

Ottawa Neighbourhood Study’s ‘natural neighbourhoods’

Standard shapes often hide equity and health disparities

Alta Vista

R z 13.7% unattached
A\ ':L
5 (N=1,034)
& Old Ottawa 3
5 South
%‘p Playfair Park
Paarre - ADA (combined)
Brewer Park - Guildwood

Estates 16% unatta Ched

Urbanc

Acre *Ao
o different data year

P Estates

Billings Bridge-Heron
Park

22.5% unattached
(N=1,220)

shading= % uncertainly attached to primary care (2022)
dot= N uncertainly attached to primary care (2022)

Percent of eligible residents MOT up-to-date for cancer screening

@ Ereast cancer screening @ Cenvical cancer screening ® Colorectal cancer screening

46 45

ALTA VISTA

BILLIMGS BRIDGE - HEROM PARK
Meighbourhood Name

EQUIPE SANTE ONTARIO

4 Ottawa

ONTARIO HEALTH TEAM




Grounding Planning

Once disparities are identified, we can use sociodemographic and social determinant of health data to explore targeted

interventions.

Neighbourhood Sociodemographic Factors Barriers and Enablers

38% o . - .
®% in low income @ % Newcomers @ % Refugees @ % Indigenous % Renters in subsidized housing
@ % French most spoken lang. at home @% no English and French = 28%
@ % Black @% Racialized
Legend
‘- 5%

22%

% w/i 15 min walk of CHC

Billings Bridge - Heron Park 56%

20

% of residents

EQUIPE SANTE ONTARIO

4 Ottawa

ONTARIO HEALTH TEAM

ALTA WISTA

BILLINGS BRIDGE - HERON PARK



THANK YOU!

Any questions?




Poll 3

1. Of the measurement approaches used today, which do you think

are useful for OHTs?
(select any/all that are useful) (Multiple choice)

S AT S
- -

20/80 (100%) answered

Descriptive (initial HSPMN and Ottawa OHT/ESO)

Stratified (v.2.0 HSPM)

Slope Index of Inequality (same scale)

Relative Index of Inequality (compare across

indicators)
I

[}
L]
Ln

]
LJa
[}
[}]
iz
(=}




Discussion

What forms of supports over and above the
reports and data available through Ontario Health
would be useful to you?

. H Health System
ment and EV&IUQ[IOI’] H S P N Performance
Network



Up Next

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

- February 24th, 2026

. ...stay tuned!




THANK YOU!

Health System Performance Network (HSPN)
https://www.linkedin.com/in/hspn/

hspn@utoronto.ca

u The Health System Performance Network
I__.T__\ hspn.ca

Institure of Health Policy, Management and Evaluation H S P N @ P
% UNIVERSITY OF TORONTO Network



https://www.linkedin.com/in/hspn/
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