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Overview

= Canadian Primary Care Models

= Performance Measurement

= A Sampling of Research and Innovation In
Primary Care

= Scotland — New Scotland
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We Want An Integrated Primary Care
System That Will .......

= Offer primary care services for a defined
population

= Be patient, carer and family-focused

= Provide comprehensive services with
Inter-professional teams

= Link with health and social care sectors
= Be accountable for outcomes

Canadian Academy of Health Sciences, 2011
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Social Context — Work Within or Change ??

= Social and Physical Setting: Work
Insecurity

= Culture and Socialization: A Good Start
= Soclo-Economic Status

= Social Relationships, Social
Isolation/Integration, Social Support,
Social Role Valorization

= Political and Policy Environment
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Source: Wodchis WP, Austin PC, Henry DA. A 3-year study of high-cost users of

health care. CMAJ 2016 Jan. 11 [Epub ahead of print]
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Canadian Medicare:

Universal Health Care Insurance

= Health service delivery a provincial responsibility
= 13 provincial/territorial health care insurance programs

= Federal government funds provinces through the
Canada Health Transfer ($36 Billion — 2016-7 — per
capita). Contributions have been decreasing over time.




Ontario, Canada

Population: 13.9 million
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Models of Primary Care —Ontario, Quebec,
Nova Scotia
= Primary Care Models in Ontario and

Key Reform Characteristics — 2002 to
Present.

Marchildon and Hutchison, Health Policy.120(2016) 732-
738

= Family Medicine Groups and CSSS’s —
Quebec
Hutchison, Levesque et al., Milbank Q, 2011, 89(2) 356-8

= Collaborative Care Practices — Nova
Scotla ..NSHealth.ca
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Primary Care Models in Ontario - 2016

= Family Health Group (2003) — 2565- 20.5%

= Comprehensive Care Model (2005) - 377— 3.0%

= Family Health Network (2002) — 230- 1.8%

= Family Health Organization (2007) — 5033 — 40.2%

= Rural/ Northern Physician Group Agr.(2004) 98 — 0.8%
= Nurse Practitioner Led Clinic (2007) — 97

= Family Health Team (2005) — 2771 - 22.1%

Plus Specialty Clinics and Integrated
Primary/Hospital/Rehab Models (Kaiser - Like??)
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Patient Care Groups Proposal

= A New Model of Population Based Primary
Care for Ontario, Price et al., 2015

Expert Advisory Committee on
Strengthening Primary Care in Ontario
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Challenges in Canada

= System Complexity

= Physician Engagement (Doctors Nova Scotia Report,
April, 2017)

= Teamwork

= Requirements for Investment

= Equity

= Evidence-Informed Decision-Making — Performance
Indicators

= Transformative Potential

Hutchison, Levesque et al., Primary Care in Canada,
Milbank Quarterly, 2011 89(2) 256-288
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Access
and
Coordination

Source: Canadian Institute for Health Information. How Canada Compares: Results
From The Commonwealth Fund 2015 International Health Policy Survey of Primary
Care Physicians. Ottawa, ON: CIHI; 2016.




Access to Care

After Hours

Practices where patients can see a doctor or nurse after hours
without going to the ER.

How Does Canada Compare? 2015
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Access to Care

Wait Times for Specialists

of Canadian primary care doctors thought their patients
often experienced long wait times to see a specialist.

How Does Canada Compare? 2015

i

{\Q;\\Q} '-'o ‘b (b Q‘\ <§\

‘b X Q» N

SIS S @0’ S Co‘z’é\ NG
S




Access to Care

Medication Cost Barriers

How does Canada compare (2015)?

United States
Netherlands
Canada

New Zealand
Australia
CMWEF average
Germany
United Kingdom
Switzerland
Sweden
Norway
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of Canadian primary care doctors thought their patients
often experienced difficulty paying for medications or other
out-of-pocket costs.

&
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Access to Care

Related to Social Contex‘

AN

Primary
Place of
Care (e.g.,
primary care
provider)
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Coordination of Care

Communication between Emeraency Room, Hospital and Doctor

Doctors in every country in a 10-nation survey reported that their practices struggled to coordinate care and
communicate with other health providers, which is key to managing patients with complex care needs.

80
Percent of primary care doctors
who report they always receive
notification when patient:
68 69 et g
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is discharged from hospital
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Osborn et al 2015
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Coordination of Care e n
with Homecare Services f

% of physicians who regularly communicate with
homecare staff about their patients who are receiving
homecare services.

How Does Canada Compare? 2015
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Coordination of Care
with Social Care Services

of Canadian primary care doctors thought it was easy or very easy to
coordinate their patient’ s care with social services or other community
providers when needed (e.g., housing, meals, transportation).

74%
How Does Canada Compare? 2015

e 45% 459 8%
0
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Understanding Patient and
Family Experience

...particularly those with complex health
and social care needs) and identifying
outcomes of importance.
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BEMC
Family Practice

RESEARCH ARTICLE Open Accass

A qualitative descriptive study on the alignment
of care goals between older persons with
multi-morbidities, their family physicians and
informal caregivers

Kerny Kiski -, Ashlindes Gill*, Gayathvi Naganathan®, Ross Usshur ™, i Liisa lzakkimainer™"
and Waher P Wedchis™

Abstract

Badkground: Zoa seiting B a recommended approach inclinkcal cue that can help indhiduals with mukrmaorbidioes
angd tEr Canegiaeds manage Jhaonec Condiions. In this pager, The Tvpes of Qoals That wene impomant for Slder Detsons
wyith: maiti-mioripickties. were exgioned fam the perspectives of patients, their regivers and physidams Comparisans of
Q0als were made a0nass eadh patient, gk angl Dhysadian Tisd T cerenTing alignment
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wbuchy book place bebwrer My ang Ociober 2012 at a Famiy Health Team located in Ortana, Canads, The cimple
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In Most Cases, Little Alignment

___Patient | Caregiver |___Physician____

“So safety is a big concern for him.
He lives with his elderly wife who’s
the primary caregiver. So she’s at

...help with huge caregiver burnout risk there.
the :nemory And most recently, he’s always had
0SS,
“Staying alive...to stay . sort of outbursts of anger Yvhere he
sositive and upbeat...” P g would, you know, hit things or
memaory, he  throw things but not directed at her.
still enjoys But more recently she expressed
social

some concern that, you know, he
may actual direct it at her; so | guess
my goal of care is to try to come up

with a good long term care plan”.

contacts...”




TEPME—— Uiesiomon]s

Canadian Innovations in Primary
Care

=Access and Integration Experiments
=Patient Portals and Apps

*Paying Physicians for Complex Care
*Refugee Health Clinics

"Risk Assessment Tools

*Reviewing Practice Guidelines — Multi-
morbidity
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INTEGRATED CHRONIC CARE
SERVICE — Nova Scotla




Nova Scotia Health Authority
Management Zones

Amherst
Mew Glasgow
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I Functions
Community responsiveness and outreach: engagement,

community development, priority populations

ICCS is pr

Wellness

Promotl.on, ——_—_—
Chronic Primary Care Chronic Disease
Disease Delivery Across Management

Prevention & the Lifespan Programs and

Risk Factor Services

Management

Research, surveillance, knowledge sharing, and
evaluation through a Population Health* approach and
in partnership with Public Health and others

Enablers

N W s . SR - WO BT . O

Leadership &
Governance

Economic
Conditions

Workforce

Engagement
Platform

Quality,
Safety, & Risk

Infrastructure

Accountability

Culture

Functions and Enablers for the Nova Scotia Primary Health Care System

w 'nova scotia
‘)

health authority




m
ntegrate ronic Care Service

Service under Primary Health Care, provincial
health authority

= Caring for patients with complex chronic
conditions, multi-morbidities, unknown
diagnosis and other complexities

= Team-based approach

= Care team includes physician, nurse practitioner,
care coordinators (OT), dietitian, nurses,
psychotherapist

= Functional health management




PATIENTS OF ICCS

Multiple chemical sensitivities
and other environmentally
triggered conditions such as

Chronic fatigue syndrome,

“Fibromyalgia and chronic pain

allergies, asthma 5606 conditions
/_ . = gyt \
I 2504 Multimorbidities ‘
Complex Patient :
Population 44%
K .

Central Sensitivity Clusters

(MCS, CFS, FM, IBS, Migraine,
TT Headache, restless leg
syndrome)

Multimorbidities referral relating
to poor functional health

Complex or unknown diagnosis
with poor functional health

Sensory Processing Disorders




Guiding models and frameworks for

Chronic
Care Model

ICF
Functional
Health
Model

(WHO)

team-based care

-~

Person-centered care

Cconsensus

'
Criteria and Te am WO rk

relevant
CPGs

: Canadian
Primary Health Care Competency
Whole-person Competency Framework for
care ek Interprofessional
Collaboration
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* New patient volumes » Healthcare utilization
 Patient volumes » Referrals

discharge rates ED utilization
* Wait times Disability and RTW

» Referral rates * Visits to PCPs
» Program component
utilization

» Missed appointment,
cancellations

« Phases of care Process
outcomes

Healthcare

Costs

Health
outcomes

« COPM functional
health, symptoms
guestionnaire

* PACIC
* Hopes and Needs
* Interviews & satisfaction

: gglrif;rd « Stanford self-efficacy
} . « Referring physician
» Treatment-specific satisfaction
outcomes

ICCS OUTCOMES
(quadruple aim approach)




A whole-person care model for complex populations includes five elements

1 Care coordinator

- Deals directly with the patient
Functions as quarterback

Strong PCP involvement
Develops personalized care plans
Integrates multidisciplinary teams

7\

2 Multidisciplinary healthcare team 3 Care collaborators

- Approach patient care as a team Nonmedical entities

- Seamless handoffs among care providers - Personal care needs

Physical heatth: Mental health: Long-term care: - Community groups - Faith groups

- Primary care - Behavioral health - Long-term-care - Family - Transportation
- Dietitians & fitness - County systems facilities (hospice, - State agencies - Furniture movers
- Pharmacy nursing home) - Accessibility remodelers

- Specialists - Translator/interprater

- Hospital - Home aides

- Lab

4 Informatics 5 Incentive structures

- Health risk assessment tool - Single accountable entity

- Remote patient monitoring, emergency signaling - Organization level: preventive health,

- Stratification and predictive modeling behavioral health, and long-term-care providers
-  Workflow and notifications - Individual level: care coordinators, care team

Accessible patient information systems

]

Source: Strategy& analysis
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) Scotland — New Scotland
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