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TO:
1. Receive an overview & progress update on:

* Provincial Vascular Health Primary Care Priority Activities

2. Review & discuss how the current resources/approaches
link with current Primary Care Ql Decision Support
Initiatives

3. Discuss collaborative opportunities to help Inform future
implementation plans
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BURDEN

o Vascular diseases are the leading cause of preventable death and
disability in Canada

o Between 2010 - 2014, hypertension rates 1°8.4%, diabetes
110.1%, obesity T°8.9% - for Canadians aged 35+

o 90% of Canadians have elevated risk, modifiable by effective
management of health behaviours and common cardiovascular risk
factors

POTENTIAL

o Prevalence of 5 or more positive modifiable vascular health
determinants/ behaviours is associated with 83% | risk of death



Vascular Health Profile-Ontario

Health Profile 2012 Ontario 2014 Ontario

Obesity % 18.0 18.3
Diabetes % 6.8 6.6

Hypertension % 17.4 17.6
Current Daily Smoker % 14.5 14.4
Heavy Alcohol % 15.9 16.9
Physical Activity % 50.5 53.8
Hospitalized 207 198

Heart Attack (per 100,000 population)

Hospitalized Stroke 125 119
(per 100,000 population)

Adapted from “Health Profile, June 2012 and 2014: South East Health Integration Network Ontario” by Statistics Canada,
2014. Retrieved from www.statcan.gc.ca
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Nz newere .. Primary Care Work Group (PCWG)
Following the 2012 Vascular Health Blueprint - .
for Ontario, the PCWG was established to
improve quality & access to continuum of

SHAPING THE FUTURE

vascular services by: OF VASCULAR HEALTE:
* Referencing HMP experience, evolving e-health
technology & current system barriers/enablers w owm o

to support implementation of Vascular Health (VH) best practices

e Recommending & disseminating targets, tools and strategies to:

o Enhance use of best practices
o Increase access to current, high-quality health information
o Support collaboration between Specialists & Primary Care HCPs
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Advancing the Ontario

* Hypertension Management Program (HMP)

* Provincial Vascular Health Primary Care
Work Group Initiatives

o Vascular Health Assessment & Support
Tool (VHAST)

o Vascular Health Ql Toolkit
o Vascular Health Medical Directives



Hypertension Management Program
(HMP)
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) e T HMP Overview
Evidence-informed program developed to improve
diagnosis, management & control of primary
hypertension

e Education, practice support, provider tools to improve detection,
management & treatment + resources promoting patient self-management

e HCP- and Patient-focused content developed & maintained by HMP team
with input from Hypertension Canada, Heart&Stroke, CDA, & other partners

o Content relevancy: always reflects current evidence, guidelines & best-practices

o Health information consistency & minimal content redundancies/duplicate
resources achieved through collaborations

e Program evaluations have repeatedly shown significant reductions in
SBP/DBP as well as positive changes in relevant labs (E.g. cholesterol,
glucose, Alc)

* Lessons learned from the HMP has informed “VHAST” development
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Operational infrastructure functions on a fully scalable, web-based delivery
platform enabling sustainable program mgmt. & clinic support processes

] e

B I . T ——=— T
V €D Hypertension Manageme: X \& — - e— —— - - -
<« C' | [ www.heartandstroke.on.ca/site/c.pvI3leNWIJwE/b.9053829/k.52E3/Hypertension_Management_Program.htm QP =
= PN ontario stroke @ | Hypertension -
Hypertension Management Program \; network K :g;fg;"‘*"‘

The Heant&Stroke Hypertension Management Program (HMP) was developed by The Heart and Stroke Foundation of
Ontario (HSFO) as a chroni disease management program 1o im he management and control of hypertension, R ~
or high blood pressure. Register for PEP online! —
consistent with oz (COPM) Framework and Access Hypertension Canada's CME
addresses four key levels of the CDP! rk — Del Design, rmation Systems, Personal Skills & adiredited online hyparension couse foF
Support and Provider Decision Support. The goal of the HMP is optimal blood pressure control and FREE.
for people through: J
e i sty i | EEE gy e
= improved effectiveness of systems and processes for the management of hypentansion -
= enhanced communication and collaboration among heakthcare providers {"\.\\H\
= improved patient sef-management i} o

The HMP addresses many of the key recommendstions as indicated in the Canadian Heart Heakth Stategy and
Action Plan (CHHS-AP).
Click here for details »

News & Educational / Order HMP Resources
Opportunities Order your HMP materials online.

Find out about the latest hypenension news, HMP.
updates and education opportunities.

HMP In Practice

Access all the resources you need to help you
implement and run the HMP in your dlinic.

HMP Orientation

Leamn about the HMP and find out how it & or will
be mplemented at your sts.

—
Lifestyle Change Support Program Tools

Seif-management and behaviour change tools to Helpful tools that can assist you in working with
help patients with adherence and progress towards hypertensive patients.

their goals.

7:03 PM

11/25/2015

www.heartandstroke.on.ca/hmp
Use of Client Relationship Management software



http://www.heartandstroke.on.ca/hmp
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FHTs CHCs AHACS Primary Care —
On Reserve

T

’_ EMRs (Telus PS, Oscar) & Paper Health Records — standardized assessment/documentation J

Automated, Timely, Standardized data flow from consented patients’ records

—

Compliant

Data Security HMP Clinical Data Reposito
& — ﬂ
Privacy

\ 4

Vv \
HCP Website View £ Administrative Website View

Role-based access to patient -level data - Access level controls and provider registration
Registry functionality -Population level data aggregate for monitoring
Comparative, confidential practice reports - Data upload monitoring
Data available on-demand, 24/7 -Available 24/7
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Advancing the Ontario Stroke System

e Current Participation: 73 primary care clinics (incl. 14 First Nations)
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O 557 pCWG Priority 1: VHAST

Advancing the Ontario Stroke System

Building on a “Proof of
Concept” model & alpha
prototype designed with
primary care providers and
stakeholders, the VHAST
proposes to function within
Ontario EMRs with
embedded capability for
clinical data to be compared
against best practice
guidelines, including C-
CHANGE guidelines, at point
of care.
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* Have straightforward, feasible specifications

Include the following diseases/conditions:

Hypertension Diabetes Dyslipidemia PAD

Angina/MI CHF CKD Stroke/TIA

* Function within ®99SCARIME Ontario MD funding-
eligible eMR

* Leverage published C-CHANGE (2014) guidelines
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VHAST Prototype - Features

Feature #1: Present/capture multiple diagnoses in a single flowsheet

Patient Diagnosis

History of current iliness

History

Subjective:
Self Management

Smoking
Target 0 Cigs/Day

Exercise
Target: 150 Mins/\Week

Today
Histary of current illness
Today
‘ Cigs/Day Cigs/Day Pack-Years Pack-Years

O Current Goal [J Cessation Plan

MNotes

‘ MinsiWeek Mins/Week

Hypertension a Dyslipidemia O cHF a Angina/Mi
O Diabetes O ckp O PaD O Tiasstroke
Risk Factors Target Organ Damage
Sex Risk Age M= 55 O Ethnicity Risk O Brain

J Family History of CVD J Family Histary of Dyslipidemia O Retina

O Family History of Type 2 Diabetes 8 Heart
Mental Health ) ) Kidney

Mental Health Diagnosis
Diagnosis g O pap
p: O other Atherosclerosis
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Nz netwerk - WHAST Prototype - Features

Feature #2 — Provide a longitudinal view of past encounters

Patient Diagnosis
7] Hyperensian O Dyslipidemia O cHF O Angina/i
U Diabetes U cko 0 pap O Tivstroke
Subjective:
Self Management Today Oct 15th, 2015
Smoking ) ) ) )
_ Cigs/Day Cigs/Day Pack-Years Pack-Years a8 Cigs/Day Fack-Years Pack-Yea
Target 0 Cigs/Day
O current Goal (0 cessation Plan * Current Goall < Cessation Plan
‘ Notes - Nates
- r
Exercise Jgy | MinshVeek Mins/Veek 150 MinsAVeek
Target. 150 Mins/Week ;
O Current Goal O Exercise Plan Current Goal! Exercise Flan
Notes [ | Notes
P 4
Weight | Ka Kg a5 Kg
O current Goal (O weight Loss Plan Current Goal! WWeight Loss Flan
Motes [ Motes
P 4
Mutrition ) o ) )
Fruits & Veg: Fruits & vegs/Day [ Fruits & vegs/Day
O current Goal O Nutrition Plan Current Gaall Mutrition Loss Plan
‘ Notes i Nates
- r
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Feature #3 — Expand/Shrink based on a patient’s diagnoses

VHAST Prototype - Features

Patient Diagnosis I

Patient Diagnosis

Lhlotas

Hypertension I Dyslipidemia Hypertension O Dyslipidemia
O Diabetes O cxo Diabetes O ckp
Objective: Objective:
Labs & Test Results TOday Labs & Test Results Today
ACR
| ACR | Date of Last: Date Atc | 0.058 | Date of Last: 2014-08-08
S Target: 7 %
eGFR .
| 810 | Date of Last: 2014-11-10 Glucose | 53 | Date of Last: 2013-09-26
— Target. 7 mmol/L
- | | : BT
K+ Date of Last: Date i
S TC/HDL Ratio | 30 | Date of Last: 2013-00-26
ECG | ECG | Date of Last: | Date T
) | 322 | Date of Last: 2013-09-26
A Today's value is out of range!
Maximum: 2 mmol/L
Assessment Today HDL | 177 | Date of Last: 2013-09-26
TG | G | Date of Last: Date
ACR | ACR | Date of Last: Date
eGFR | 810 | Date of Last: 2014-11-10
K | K+ | Date of Last: Date
ECG | ECG | Date of Last: | Date
Assessment Today
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Feature #4 — Pre-populate flow sheet with EMR Data

Patient Diagnosis

O Hypertension W] Dyslipidemia
Diabetes J ckp

00

Objective:

Labs & Test Results Today

Alc
JA Today's value is out of range!
Maximum: 7 %

78 Date of Last: 2014-10-08

Glucose
A Today's value is out of range!
Maximum: 7 mmol/L

71 Date of Last: 2015-03-10

TCHDL Ratio 5.0 Date of Last: 2014-10-02

LDL
A Today's value is out of range!
Maximum: 2 mmollL

a7 Date of Last: 2014-10-02

HDL

12 Date of Last: 2014-10-03
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VHAST Prototype - Features

Feature #5 — Provide alerts based on integrated C-CHANGE guidelines

Patient Diagnosis

Ak Today's value is out of range!
Maximum: 0 Cigs/Day

) Current Goal

O Hypertension O Dyslipidemia O cHF
Diabetes J ckp O PaD
Subjective:;

Self Management joday

Smoking 10] CigsDay Pack-Years Pack-Years

[J Cessation Plan

Motes

Exercise
Target: 150 Minseek

MinsfiWeek

) Ccurrent Goal

Minsiveelk

[ Exercise Plan

Motes
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Nz netwerk - WHAST Prototype - Features

Feature #6 — Categorize medication into applicable categories

Patient Diagnosis
Hypertension O Dyslipidemia O cHF
U Diabetes O cKkp O paD
Plan:
Treatments jioday
Anti-hy pertensive Diuretic I
ACEIARB Ramipril 10 Mg Adherent: © ves © No
Clear
Ramipril 5 Mg Adherent: © ves O No
Clear
Ramipril 10 Mg Adherent: O ves O No
Clear
CcCB
Alpha-blocker
Beta-blocker
Other Omnaris 50ug Adherent: © ves © No
Clear
Ava Pantoprazole 40 Mg Adherent: © Yes O No
Clear
Avodart 0.5 Mg Adherent: © Yes © No
Clear
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Feature #7 — Demonstrate simple, integrated clinical decision support

$\q, COQ&O
] i i &‘. ol . . .
Patient Diagnosis 5 ¢ Ontario College of Family Physicians
%, £ Education | Leadership | Research | Advocacy

% &S
¥ prysy

(J Hypertension
Diabetes

Who We Are ‘ What We Do ‘ News ‘ Awards Professional Development Tools Q search the OCFP...
plﬂ n: Home / Professional Development / Initiatives / Insulin Use and Titration
Treatments Insulin Use and Titration
ACEIARB [iemsenssure
e @ msoun s
Navigation % PRESCRIPTION

rree A cor
ey s ova of the <ol
et UL TYPES

Statin > Who We Are
» WhatWe Do

> News

Oral Anti-diabetic(s) Awards

» Professional Development

» Tools

» Contact

Insulins

Click here for moare information
Insulin Titration - Insulin Prescription - updated November 5, 2014. Please contact your EMR
Support for tips on how to incorporate this form into your software record system_ The version date is
shown on the righthand side on the front of the form. The most recent version is dated November 5,
2014.

Other
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Completed v/
v @ O

Cs ontariostroke  \/HAST Prototype
N

SOW 06-07

Prototype
. Trial of - OSN Staff Training
Implementation and Support
SOW 02 Implementation & & Support - Close
. Support Planning Strategy
SOW 01 VHAST User Acceptance
Testi
Prototype esting Aug—Sept—Oct
o Mock-up Aug-Sept-Oct
Business & '
Software June/ Aug Final
Requirements INna
Mar-Apr-May

Evaluation
Report

Jan-Feb-Mar
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Advancing the Ontario Stroke System

* VHAST prototype completion achieved October 2015
o ability to pull existing data from an EMR offering
o integrate care elements for the 8 vascular conditions
o link data to relevant C-CHANGE recommendations
o introduce value-added data transformations (Rx categorizing)

* Key milestones achieved including-
o clinical and functional requirements gathered & logged

o Usability Assessment Testing with 5 test cases by 12 different
health care professionals at 7 Ontario PC organizations

o report on findings including lessons learned
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Prototype Achievements
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C\ ontariostroke  FUtUre VHAST Benefits &
®

= = Data elements & flowsheets for 3 = Data elements for any combination of 8
'g vascular conditions vascular conditions
% = Not easily scalable = Design scalable
o
= Search disparate, = Easily access common care elements
- disease-centred views within an integrated, patient-centred view
qC) = |lIntegrated CDM = (Capacity to manage multiple CDs
od GE) = User-customized forms required concurrently
c >
o 9
2 O
& £
9 2 " Non-standardized data elements = Common data elements displayed in data
= % reside on individualized forms fields within a consistent, standardized
8' view
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Current Environment Future State-VHAST

= Disease-specific CBPGs = Point of care decision support via
dissemination vary EMR-embedded, harmonized
5 §_ = |imited access to integrated guidelines (including C-CHANGE)
5 = CBPG’s in EMRs = |ntegrated care plan prompts for 8
) g = Data alerts vary vascular conditions
:g :8 = Rx not categorized by class = (Categorizes vascular drugs
G o = Rx compliance per CBPGs not Comparisons of patient Rx & CBPG-
flagged consistently recommended drug therapy
2 ~ ® No standard tracking of = |ncorporates tracking of patient
% é patients’ readiness for lifestyle goals, priorities, behaviour
; % o modifying risk factors, lifestyle change, progress & supports
= 9 % goals, or progress = |inks to patient education resources
s =

VH: Vascular Health; CDM: Chronic disease management; CQIl: Continuous quality improvement; KT: Knowledge translation; QIP: Quality improvement plan; CBPG: Clinical best practice
guideline; C-CHANGE: Canadian Cardiovascular Harmonized National Guideline Endeavour; Rx: Prescription; HCP: Health care provider
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s Vascular Health QI Toolkit

PCPs ID'd need for “Go To” VH QI Toolkit to assist in
developing & implementing Ql Plans or projects

Drafted “companion” Ql resource & overarching AIM

Initial complimentary Vascular Health topics chosen:

Hypertension Screening & Smoking Cessation
Management
Abdominal Aortic Aneurysm (AAA) CKD Screening (patients with
Screening diabetes)

Completed draft Ql elements templates for AAA screening
hypertension screening & management, smoking cessation,
CKD screening (patients with diabetes)

Future Plans: Test & evaluate with interested PC sites; Format
into web based tool



Wascular Health Primary Care Working Group — QI Toolkit
January 26, 2016 version

Hypertension Management — Improving screening, identification and management of
hypertension for adult patients in Ontario

How might our primary care team improve the processes within our clinic to support
hypertension management for more patients?

Imagine having access to information
on patients in your
practice/organization that facilitates
identification of those whom would
most benefit from hypertension
interventions? Who would that patient
be and how might the improvement

change their care experience, their
health journey, their life?

The Reason for the Effort

= Carol, age 67, was unaware that her blood pressure was uncontrolled and this has resulted in the decline of kidney
function. Imagine being able to screen and follow the ‘Carols’ in your practice to ensure this does not happen?

=  Ahmed, age 38, has a family history of high blood pressure but was shocked to learn that he has high blood
pressure at his age. The screening program offered at his primary care clinic enabled him to learn about treatment
options and self-management approaches to reduce risks for his cardiac and vascular health.



Vascular Health Primary Care Working Group — QI Toolkit
January 26, 2016 version

Background

Hypertension is a major risk factor for cardiovascular morbidity and mortality and is the highest ranking diagnostic
category for drug expenditures in Canada *. In 2000, hypertensive heart disease, which includes high blood pressure and
any conditions due to high blood pressure, was the leading contributor to cardiovascular disease drug costs (60.2%).
Hypertensive heart disease accounted for 26.5% of physician costs 2 In 2003, the estimated direct healthcare cost of
hypertension in Canada was $2.4 billion. In 2007, 21.1 million visits to community physicians were attributed to
hypertension. With the current demographic changes due to the aging of the 'Baby Boomer' generation and an unusually
large cohort born between 1946 and 1965, provincial health plans are grappling with how to plan for the 'silver tsunami' as
this generation become senior citizens over the next 23 years.

Epidemiologic studies have indicated that, for people aged 40-69 years, each increase of 20 mm Hg in usual systolic
blood pressure is associated with a doubling of mortality rates for stroke and ischemic heart disease. Hypertension also
referred to as the 'silent killer', affecting 21.3% of the adult population (23.8% of men and 19.0% of women). Prevalence
increases with age, from 3.4% among people 20-39 years of age to 51.6% among those 60-79 years of age. According
to the Heart and Stroke Foundation of Ontario 2006 Ontario Survey on the Prevalence and Control of Hypertension (ON-
BP), *there has been a significant improvement in the treatment and control rate since the Canadian Heart Health Survey:
among those with hypertension, 65.7% are treated and controlled. However, one-third of Ontarians with hypertension are
still not treated and their blood pressure is not well controlled. In a recently published study of hypertension management
in Ontario primary care practices, screening, treatment and control rates were 92.5%, 86.4% and 44.9% respectively *



Vascular Health Primary Care Working Group — QI Toolkit
January 26, 2016 version

QI Initiative Elements

QUALITY DIMENSIONS: Effectiveness; Population health

AIM: Improve the screening, identification and management of hypertension for adult patients in primary healthcare teams
in Ontario with a focus on patients at high risk for development of vascular diseases.

MEASURES: General Focus - Screening & Identification
Qutcome Measures Process Measures Balance Measures

% of adult patients 18 years of age or olderwith a
B/P value in the EMR *

% of adult patients diagnosed with % of adult patients 18 years of age or olderwith a
hypertension and w B/P value =140/30 diagnosis of hypertension

*BIP values may be obtained during regular scheduled office visits or may be provided by patients in follow-up to B/P
measurement at another location, e.g. community pharmacy.

MEASURES: High Risk Factor Focus — Screening, ldentification & Management
Outcome Measures Process Measures Balance Measures
- % of adult patients 18 years of age or olderwith
identified risk factors such as diabetes™

% of adult patients w identified risk % of adult patients w identified risk factors such as
factor(s)” w B/P value = 140/90 in EMR diabetes™w BI/F value in the EMR

* Risk factors include:
o Diabetes
o Vascular diseases — cerebral vascular disease (CVD), chronic kidney disease (CKD), penpheral artenal disease (FAD),
coronary artery disease (CAD)
o Behavioural activities - smoking
o Other — Obesity
o Ethnicity - Southeast Asian, African, Aboriginal



Vascular Health Primary Care Working Group — QI Toolkit
January 26, 2016 version

CHANGE IDEAS:

1.

Focus on data discipline to support primary care providers to screen populations with the intent to measure

blood pressure

Implement an evidence-informed hypertension flow sheet (e.g., OSN Hypertension Management Program
Flowsheet; Vascular Health Assessment and Support Tool (VHAST)when available) for standardized,
consistent assessment and documentation in electronic medical record (EMR)

Map the hypertension patient journey from diagnosis including anti-hypertensive medications where relevant

Decision support aids for patients

Implement the provision of website links, online and paper-based information tools to support self-
management and increase awareness of hypertension risks and/or management of B/P, e.g. patient
resources from the Ontario Stroke Network, Hypertension Management Program (HMP)
(http://ontariostrokenetwork.ca/hmp/)

Implement the provision of website links, online and paper-based information tools to support self-
management related to behavioural modification such as related to smoking cessation, weight loss, exercise
programs

Decision support aids for health care professionals

o HCP and staff training/education
o Use of a hypertension medical directive (e.g., Vascular Health Medical Directives when available) to

enhance capacity for interprofessional team collaboration in care delivery.



Vascular Health Primary Care Working Group — QI Toolkit
January 26, 2016 version

Ql Plan Template

AlM Measure Change
‘Current Target for Target Planned improvement
Quality Dimension Objective Measure/Indicator Process measures Change ideas (2015/16) |Comments
f Performance | 2015/16 Justification [initiatives [Change Ideas) ( )
Improve the screening, |+ % of adult patients disgnosed with PROVIDER - EMR-Focused 1% of adult patients 18 1. EMR reminder/recall
identification and hypertension and w B/P value <or = change ideas vears of age or older with a |systems
to140/30 PATIENT - Fatient decision-  |a/p value in the EMR 2, Decigion support sids

Effective/Population Health

management of
hypertension for adult
patients in primary
healthcare teams in
Ontario with a focus on
patients at high risk for
development of vascular
disease such as
diabetes.

* % of adult patients w identified risk
factor(s) w B/F value < or = to 150/90 in
EMR

suppor-focused change
ideas

2. % of adult patients 18
wears of age or older with a
diagnasis of hypertension

3. Pharmacological
prescribing
4. Behavioural support

PROVIDER - EMR-Focused
change ideas

PATIENT - Patient decision-
suppart-focused change
ideas

1. % of adult patients 18
years of age af older with
identified risk factors

2. % of adult patients w
identified risk factors w B/P
value in the EMR

1 EMR reminder/recall
SYSIEMS

2. Decision Support aids
3, Pharmacalogical
prescribing

4. Behavioural suppomn

Integrated

Patient-Centered




Quality Improvement Tools

Process Map

Diagnosis of Hypertension

[Elevated BP Reading(s) - office, home or pharmacy]

BP
=180/110

Hypertension Visit 1

History, Physical Examination
and Diagnostic Tests

&

AOBP = 135/85

Hypertension

No Hypertension
NO (Annual BP Measurement
L OBPM = 140/90 Recommended)
- 7
0 4 2 4 B
\YES/ E OBPM: ‘:
: Hypertension Visit 2 ]
Out of Office Assessment : = 140 SBP or = 90 DBP H
Alt te Method
- ABPM (preferred) ................_":a..-..._."..--..-..’s H
~ HBPM Diagnostic Series (If ABPM or HBPM is not available) ' H
~ ! i . Hypertension Visit 3 :
'S B § .
= 160 SBP or H
5 ]\ /l E > 100 D8P —’( Hypertension ) s
. . N .

Hypertension Visit 2 White Coat Hypertension : H
.
(Within 1 Month) . If the average HBPM <135/85, Sl b I :
Daytime ABPM or HBPM 2135/85 it is advisable to perform ABPM : .
24-hour ABPM >130/80 or repeat HBPM to confirm ) : Hypertension Visit 4-5 5
S == < osee :
= or .
1 E > 90 DEP ( Hypertension ) :
" .
( Hypertension ) No Hypertension E No Hypertension :
(Annual BP Measurement Fres 140/90 —| (Annual BP Measurement | §
Recommended) 4 : Recommended) 5
< R e R e S

Measurement using electrondc {oscillometric) upper arm devices is preferred over auscultation
ABPM: Ambulatory Blocd Pressure Measurement

AOBP: Automated Office Blood Pressure

HBPM: Home Blood Pressure Measurement

OBPM: Office Blood Pressure Measurement

Hypertension Canada. (2015),Criteria for diagnosis of hypertension. Retrieved from
http://guidelines.hypertension.ca/diagnosis-assessment/diagnosis/
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Provider Resources

The Ontario Stroke Network’s Hypetension Management Program (HMP)

http:/fontariostrokenetwork.ca/hmp/

Hypertension Canada

https://iwww.hypertension.ca/en/chep

Patient Resources

The Heart and Stroke Foundation of Canada-Blood Pressure Action Plan

https://etools.heartandstroke.ca/HeartStroke/BPAP .Net/Tracker.aspx

Hypertension Canada

http://quidelines.hypertension.ca/patient-resources/




Future Planning




cs retwork - 2016/17Work Plan Elements

Advancing the Ontario Stroke System

Priority 1: The VHAST (Complete J3 Prototype)

1. Engage & assess readiness with key stakeholders & optimum development
pathway

2. Conduct environmental scan of current systems

3. Preliminary recommendations for next phase VHAST development
4. VHAST Privacy Framework report and program agreement updated
5. Link to best practice resources

Priority 2: Ql Toolkit & Medical Directives

1. Recommend refinement and further development of Ql Toolkit

2. Recommend vascular health medical directives supporting PC
Priority 3: Integrated VH Care

1. Engage and align with provincial efforts to advance integrated vascular health care
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requirements in
next iteration

e Check functional
requirements

e Testat 10-12
sites-2 LHINs

e Test scope for all
VH Dx (e.g., PAD,
dementia, TIA)

/o Full scale \

pilot &
research
strategy

e Complete L-T
scalability &
sustainability
plan

e Migrate HMP

& Confirm ICES roly

into VH
\ Program J

Vascular Project Timeline

2019 &
Beyond

/o Increase \
research &

implementation

e Consider
incorporation of
other chronic
conditions

- /




Making the Connection & Sharing
Current Initiatives




gj rework - Recognition of PC Priorities

Advancing the Ontario Stroke System

Recognition that programs, tools, resources and initiatives from
others key primary care stakeholders further support integrated
vascular health care delivery

MoHLTC-

* Patient’s First: A Proposal to Strengthen Patient-Centred Health Care in
Ontario-focused on population health & integration at local level

*  Preventing and Managing Chronic Disease: Ontario’s Framework
* Health Links further support an integrated VH delivery based in PC

HQO & AFHTO-QIDSS

* Tools and resources to support primary care teams in relation to Quality
Improvement (e.g., QIPs, Primary Care Practice Reports, Quality
Compass)
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* There are many dedicated individuals who have and will freely

give up their time and expertise to advance and inform this
work

* Ongoing identification and engagement of VH

champions/leaders from all areas of the heath care system is
necessary for continued momentum

Thank You!






M\

®

ontario stroke  Environmental Scan/

network

weneesoesn DISCUSSION QUestions

1. What are some current integrated vascular health

2.

3.

4.

5.

initiatives, programs, resources in place in your PC
setting?
Share successes & learnings

How do we support improved integration through
enhanced information systems, data collection and
data sharing?

What components of the VH PC approaches are
most important to your programs? What is missing?

What are the anticipated gaps and facilitators to
mobilize readiness and gain support for the PC
vascular health resources?

If interested, how do we remain connected?
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Stephen Sundquist
Sr. Manager, Primary Care Programs
Cardiac Care Network
T416 512 7472 x270
E ssundquist@ccn.ca

Colleen Murphy Chris Beaudoin

Project Manager Project Manager

Primary Care Work Group Health Information Initiatives
Cardiac Care Network Cardiac Care Network

T: 613 532 2728 T:416 417 9162

E: cmurphy@ccn.on.ca E: cbeaudoin@ccn.on.ca
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Hypertension Management Program & Primary Care Programes:
www.ontariostrokenetwork.ca

Cardiac Care Network:
http://www.ccn.on.ca/ccn public/FormsHome/HomePage.a

SpX
Health Quality Ontario: http://www.hgontario.ca/

Ministry of Health and LTC: http://www.health.gov.on.ca/en/
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