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Rather than playing its historic role as 
gatekeeper to a scattered array of specialties, 
primary care has to become the nexus, 
providing simplicity, value and better health 
outcomes. 

Primary care in the New Health Economy: Time for a makeover
PwC Health Research Institute, November 2015
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OBJECTIVES

 Learn about Primary Care in Ontario

 Data and context for measurement

 Understand what Data to Decision is

 Where is this going and what next?
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PRIMARY CARE IN ONTARIO

Primary care is a diverse sector with over 4,000 entities delivering health 
care to Ontarians. These include: 

• 738 group practice models (FHO, FHN, FHG, RNPGA etc.) 
• 7,562 physicians 
• @ 3,000 solo practice physicians in fee-for-services or enhanced fee-

for-service 
• 186 Family Health Teams 
• 26 Nurse Practitioner-led Clinics 
• 79 midwifery practice groups 
• 73 Community Health Centres 
• 10 aboriginal health access centres 
• Several specialized models 
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Ontario Physician Practice Models 
Physician Group Key Characteristic 
Family Health Network (FHN) 
 

A physician group whose billings are based on a capitation 
model 

Family Health Organization 
(FHO) 
 

A physician group whose billings are based on a more 
detailed capitation model; often a successor organization to 
a FHN 

Rural and Northern Practice 
Group Association (RNPGA) 
 

A physician group, operating with agreement terms that 
reflect the reality of family medicine in rural or northern 
settings.   

Alternative Payment 
Plan/Alternate Funding Plan 
(APP/AFP) 
 
 

A physician group, operating with agreement terms that 
reflect the reality of a non-traditional family practice 
setting. i.e. physicians working with inner city high needs 
population, or physicians in teaching hospital settings. 

Blended Salary Model (BSM) 
 

Physician compensation model is combined base salary and 
capitation. 

Fee for Service Physician compensation is based on submission of 
applicable billings codes from Schedule of Benefits Physician 
Services Under the Health Insurance Act RSO (October 1, 
2005 (as most recently amended May 1, 2015) 
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INTERPROFESSIONAL PRIMARY CARE TEAMS 

 Teams include health care providers such as nurse practitioners, social workers, 
dieticians etc in addition to physicians

 Teams provide programs and services designed to help meet individual and 
community health needs 

 Models include: 
 Community Health Centres

 Aboriginal Health Access Centres

 Nurse Practitioner Led Clinics 

 Family Health Teams 
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NOTES ABOUT DATA & MEASUREMENT

 All primary care physicians can receive;
 Primary Care Practice Reports from Health Quality Ontario

 Screening Activity Reports from Cancer Care Ontario

 Electronic Medical Record EMR capacity and utilization is quite 
varied.  

 EMR vendors are consolidating.
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DATA TO DECISIONS

4.1
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AFHTO: CONTEXT

 184 interdisciplinary primary care teams across Ontario, Canada

 Measurement is a strategic priority 
 to improve and demonstrate quality of team-based primary care 

 Guided by Starfield principles 
 Relationship between patients and primary care providers is foundation of a sustainable healthcare 

system 

 Data to Decisions (D2D)
 Voluntary, membership-wide performance measurement initiative

 5 iterations since Oct 2014
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D2D 4.1 INDICATORS
 Performance measures

1. Colorectal cancer screening

2. Cervical cancer screening

3. Same/next day appointment 

4. Childhood immunization

5. Patient involvement in decisions 

6. Regular care provider (individual/team)

7. Readmissions

8. Courteousness of office staff

9. Reasonable wait for appointment

10. Diabetes care

11. Follow-up after hospitalization(exploratory)

 Peer categories

1. LHIN

2. Rural/urban

3. Panel size

4. Access to hospital data 

5. Teaching status

6. EMR Data quality

 Roll-up measures

1. Quality composite with drill-down

2. Cost with sub-categories

ADMIN data
Patient Survey data 
EMR data
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D2D contribution PCR enrolment

D2D PARTICIPATION: HIGH AND HOLDING

 85% of teams 
contributed data to at 
least 1 iteration

 62% for each of last 3 
iterations with new 
teams each time

 80% + enrolled in 
Primary Care 
Reports from HQO

 More data with each 
iteration  
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		event		date		email sample start dates		email sample end dates		other data sources		other ongoing sources		conversations		QI beliefs		QI definition		QI activities		QI performance

		announcement to members		1/Feb/14		18/Jan/14		15/Feb/14		member survey on indicator selection, board presentation/minutes, omd mou/emails, 		iwg and qsc minutes and materials, ebulletins, all-member emails (ie from AFHTO)		convene indicator working group, d2d approval by board, agreement with omd to produce report				short list indicator selection, member input for indicator selection 1, what does cost have to do with anything		response to indicator selection survey

		data submission		15/Jul/14		1/Jul/14		29/Jul/14		d2d 1.0 survey, ices request notes, ices request results/participation						why not hqo doing this				participation in ICES request, D2D contribution, pre d2d 1.0 survey response

		launch of d2d 1.0		1/Oct/14		17/Sep/14		15/Oct/14		d2d 1.0 results, board presentation, external documents, member webinar. Post d2d 1.0 survey				rick conversations about cost; conversations, public announcement of d2d 1.0, presentation at afhto conference		comparison is important; physician champions				internal approval of D2D  budget "expansion of starfield measurement"; participation in post D2D 1.0 surveysurvey, EMR use		impressed with decent performance, off-put by cost data 

		announcement of d2d 2.0 plans to members		10/Dec/14		26/Nov/14		24/Dec/14		indicator selection survey, threshold survey, advisory group notes, patients canada project notes/survey, /ICES data request process notes, ebulletin launch notes								member input for indicator selection d2d 2.0 and quality roll-up thresholds		patients canada survey, request ICES data again

		data submission		15/Feb/15		1/Feb/15		1/Mar/15		d2d 2.0 survey, ebulletins, QRU videos				 comments re: ebulletins too long etc		do it because afhto asked and comparison is useful		quality roll-up videos		response to d2d 2.0 survey, ebulletin readership

		launch of d2d 2.0		1/Jun/15		18/May/15		15/Jun/15		d2d 2.0 results, board presentation, external documents, member webinar				public announcement of d2d 2.0				quality roll-up doesn’t make sense				still impressed with performance --more cautious per sean

		announcement of d2d 3.0 plans to members		14/Jul/15		30/Jun/15		28/Jul/15		survey for indicators				afhto conference, d2d booth and carabiners, danielle martin address 				member input for indicator selection d2d 3.0, clinical consultation 		invite enrolment in pcr

		data submission		1/Sep/15		18/Aug/15		15/Sep/15		afhto conference presentations and booth, danielle martin notes, pcr invitation, d2d 3.0 survey										sign up with follow-up; response to d2d 3.0 survey

		launch d2d 3.0		1/Feb/16		18/Jan/16		15/Feb/16		d2d 3.0 results, board presentation, external documents, member webinar, patients canada presentations (or maybe earlier?)				public announcement of D2D 3.0, presentations by patients canada								no change in performance -- excused by no-refresh of data -- too soon

		announcement of d2d 4.0 plans to members		15/Mar/16		1/Mar/16		29/Mar/16		survey for indicators								member input for indicator selection d2d 4.0

		data submission		1/Aug/16		18/Jul/16		15/Aug/16		d2d 4.0 survey 										participation rate -- no sign up; response to d2d 4.0 survey

		launch d2d 4.0		1/Sep/16		18/Aug/16		15/Sep/16		public announcement of D2D 4.0, ahfto conference presentations, d2d booth, presentations at other conferences										interest in becoming more open 		no change in performance -- excuses made





Sheet2

		Iteration		Announce-ment		data submission open		data submission close		launch		teams		D2D contribution		PCR enrolment

		D2D 1.0		31-Mar-14		4-Jun-14		25-Jul-14		1-Oct-14		46		25%

		D2D 2.0		26-Feb-15		19-May-15		1-Jun-15		18-Jun-15		102		55%

		D2D 3.0		23-Jul-15		3-Dec-15		15-Jan-16		1-Feb-16		117		64%

		D2D 4.0		27-May-16		15-Aug-16		13-Sep-16		28-Sep-16		115		63%		83%

		D2D 4.1										116		63%		87%
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D2D contribution	D2D 1.0	D2D 2.0	D2D 3.0	D2D 4.0	D2D 4.1	0.25	0.55434782608695654	0.63586956521739135	0.625	0.63043478260869568	PCR enrolment	D2D 1.0	D2D 2.0	D2D 3.0	D2D 4.0	D2D 4.1	0.82608695652173914	0.86956521739130432	
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		d2d 4.0		team		d2d 3.0		team

		0.6489		4318		0.733		4318

		0.67		18561313		0.6277		18561313

		0.56		52535263		0.56		52535263

		0.77		54647866		0.77		54647866

		0.69		!32HmL*		0.663		!32HmL*

		0.69		%Office5		0.5569		%Office5

		0.6066		10A?b3y!		0.53		10A?b3y!

		0.6695		14FHTkw!		0.72		14FHTkw!

		0.6313		1837QI		0.53		1837QI

		0.0646		240DunCan		0.6625		240DunCan

		0.76		5JL7yz*N		0.767		5JL7yz*N

		0.79		68348-GO		0.736		68348-GO

		0.3729		715D		0.42		715D

		0.76		84main39		0.89		84main39

		0.074		BFHT430!		0.711		BFHT430!

		0.69		bLP#64*		0.742		bLP#64*

		0.3712		C4duc3us		0.3862		C4duc3us

		0.6001		CFHT3305		0.65		CFHT3305

		0.5907		CKFHT15		0.44		ckfht15

		0.5326		D2D15SMO		0.58		D2D15SMO

		0.7216		Data#123		0.73		Data#123

		0.368		fht115		0.2298		FHT 115

		0.83		FHT1292!		0.8245		FHT1292!

		0.784		FHT342S!		0.6672		FHT342S!

		0.6244		FHT66		0.66		FHT66

		0.5926		GAWCK465		0.66		GAWCK465

		0.66		hfafht15		0.74		HFAFHT15

		0.6888		Ilovemyjob!		0.67		Ilovemyjob!

		0.8394		K!68mJ*		0.8214		K!68mJ*

		0.6116		L1F2H6T*		0.67		L1F2H6T*

		0.5191		L3221905		0.47		L3221905

		0.6498		ladybugs		0.67		ladybugs

		0.69		list55!B		0.6358		list55!B

		0.74		Mirabelle		0.74		Mirabelle

		0.7416		newvi421		0.2928		newvi421

		0.87		SMCFHT15		0.8362		SMCFHT15

		0.32		stat22M!		0.342		stat22M!

		0.44		Stats$99		0.5038		Stats$99

		0.7		stjoe2020		0.77		stjoe2020

		0.71		Track#43		0.71		Track#43

		0.7372		trfht2015		0.675		trfht2015
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QUALITY AND COST
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QUALITY AND COST
• Patient of teams with higher quality 

have lower overall healthcare costs 

• Quality explains just under 50% of 
variation in cost, taking patient 
complexity and rurality into 
account

• NB: For ease in illustration, graph shows SIMPLE 
relationship between quality and cost (NOT 
taking complexity and rurality into account).  
Therefore the relationship does not appear to be 
as strong as it is (ie slope of the line is not as 
steep as it would be with complexity and rurality 
accounted for) 
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AFHTO’S VIEW OF QUALITY 

 Quality roll-up indicator

 Alternative to “body-part” measures:  
 “You are more than your joints, your 

gastrointestinal system and your 
hormones”

 Incorporate patient priorities

http://www.burnabynow.com/community/health/five-reasons-why-you-need-a-family-doctor-1.408917

http://www.burnabynow.com/community/health/five-reasons-why-you-need-a-family-doctor-1.408917
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Quality Roll-up components (in descending patient priority) Weight

%  of patients  involved in decis ions  about their care as  much as  they want 0.96

%  of patients  who had opportunity to as k ques tions 0.95

%  of patients  who felt providers  s pent enough time with them 0.95

%  of patients  who can book an appointment within a  reas onable time 0.94

%  of patients  with readmis s ion within 30 days  a fter hos pita liz ation 0.90

%  of vis its  made to patients ' regular primary care provider team 0.90

E mergency department vis its  per patient 0.87

Ambulatory care s ens itive hos pita liz ations  per 1000 patients 0.78

%  of elig ible patients  s creened for colorecta l cancer 0.69

%  of elig ible patients  s creened for cervica l cancer 0.69

%  of elig ible patients  s creened for Breas t cancer 0.69

%  of elig ible patients  with Diabetic management & as s es s ment 0.69

%  of elig ible children immunized according  to guidelines 0.52

%  of patients  able to get an appointment on the s ame or next day 0.38
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Ontario

Ontario

QUALITY ROLL-UP SCORE DISTRIBUTION: AFHTO TEAMS

Demographic 
Differences

Patients of AFHTO teams 
are less likely 

• to be immigrants 
• to have many co-

morbidities 
and more likely 

• to be older 
• to live in rural settings
• to have higher income
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OAKMED’S JOURNEY WITH D2D
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D2D 1.0 – WHERE WE STARTED

 Indicators were based of HQO’s Quality Improvement Plan Indicators: 
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 Our performance  on D2D 1.0 indicated that OakMed was performing either above or at 
the peer average

 Raised a conversation around the  relevance & meaningfulness of these indicators in a Family 
Health Team setting

 Feedback to AFHTO from all the FHT’s resulted in further iterations of D2D that contained 
more meaningful measures valid in a FHT setting 
For example: In addition to the mandatory same day/next day appointment measure, an indicator 
surrounding a patient being able to book an appointment when needed (not necessarily on the same day) 
was added
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D2D 4.1– HOW HAVE THE RESULTS HELPED?

 D2D 4.1 results have helped drive the conversation around Quality Improvement 
initiatives in OakMed

 D2D shows where you stack up against relevant peers, this has helped stimulate 
conversations and drive QI initiatives within OakMed

 Results from our D2D 4.1 submission have also helped us address creating 
standardized care approaches for immunizations, cancer screening and registry 
development

 D2D has also been used to identify gaps in our data and clinical processes
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OAKMED D2D 4.1 RESULTS
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D2D 4.1: OUR CURRENT QI INITIATIVES

The Oakmed FHT has used D2D 4.1 results to spearhead the following initiatives:

 Diabetes Management: We are working on establishing a baseline registry of our Diabetic patients, 
standardizing recall intervals for equality of access, and providing a system for our patients to receive 
rapid access and advice

 EMR Data Quality: Currently trying to standardize where cancer screening data is recorded within 
the EMR so that this information can be readily queried

 Readmissions to Hospital: Our RN is working to ensure that patients discharged from hospital 
receive the appropriate follow up care (via telephone, a different health care provider, or their 
primary care giver)

 Cancer Screening/Childhood Immunizations: Working within our EMR to ensure that all 
patients eligible for screening or immunization receive them in a timely fashion
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WHAT’S NEXT FOR D2D

 Build and improve on what we have.

 Increase participation.  

 Improve data gathering and data integrity.  

 Integrate with HQO and MOH measurement activity.
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WHAT’S NEXT FOR FAMILY HEALTH TEAMS & PRIMARY CARE
BILL 41      PATIENTS FIRST ACT    AN ACT TO AMEND VARIOUS ACTS IN THE INTERESTS OF PATIENT-CENTRED CARE

 Eliminate CCACs and merge with LHIN.

 Devolve all primary care health team funding from 
MoH to LHINs.

 Creation of subLHIN local planning regions (5-7) 
per LHIN.

 Increased funding for expanding access to primary 
care health care teams.

 Potential for much broader collaboration.
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