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Population Health Management

Population Health Management includes

1.Population Identification
2. Segmentation for Needs, Risks & Barriers

3. Co-Designing Person-Centred Care Models & Service Mix

4. Implementation & Reach
5. Monitoring & Evaluation

Care Models are equitable systems of care with multiple
care pathways and processes inside. They are person-centered
and include other components to enable integrated clinical
pathways (e.g., decision support, patient self-management
support) to occur for whole person care (e.g., multiple diseases)

Integrated Clinical Pathways are the steps taken to
deliver a care process (including social care) along the entire

patient journey for the duration of their condition/chronic care for a

specific disease or the multi-comorbid. They are undergirded by
evidence-based guidelines/quality standards.
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Ontario Health Teams

Introduced in 2019, Ontario Health Teams
(OHTs) are a model of integrated care delivery
where groups of health care providers and
organizations work together as a team to
deliver a full and coordinated continuum of
care for patients, even if they're not in the
same organization or physical location.

« Ataminimum, OHTs must have hospital,

home and community care, and primary
care partners.

The goal is to provide better, more integrated
care across the province.

Ontario Health is a partner in OHT planning,
implementation, and oversight.

OHTs Integrate Care Around Patients

______________________________________________

. Organizations and providers work together as an |
: OHT, with patients as partners to ensure |
i integrated and coordinated care. |



Population Health Management Data

{ Population Health ] {Patient Interaction Layer]
Management Solution & Clinical Viewers
Access to Data for PHM (the group) Access to Data at Point of Care (the patient)
* Quality Improvement * Common/Centralized Clinical Viewers
* Stratification and Opportunity Identification | < > |* Cross-Sector Data Integration
* Outreach Services * In-reach Services
* Outcomes Assessment and Costing * Proms/Prems provision/collection
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Legislative Authorities (Roles)

PHIPA defines multiple “prescribed roles” that
specify how OH can collect, use and disclose
Personal Health Information (PHI)

Each role has specific permissions, obligations,
and accountabilities with respect to PHI

As a Prescribed Person, OH may collect and use
PHI to operate the Ontario Cancer Screening
Programs. The “use” of the data includes sending
reminder letters directly to patients to improve
care provisioning.

As a Prescribed Entity, OH may use the data for
health system planning. The “use” of the data can
determine how many people are overdue for A1C
screening. It does not allow contacting providers
or patients.
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Opportunities in Data - Current

Aggregated, suppressed reports
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Opportunities in Data - Current

Patient Cohorts

Diabetes
COPD
Palliative
Heart Failure
Mental Health
Frail Elderly

Ontario
Health

Frail Elderly Indicators by Geography

*Some indicators don't show in Geography tab due to data suppression

Fiscal year
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Opportunities in Data - Current

CPSO
al

Cancer Screening - SAR Home

Physician level summary Breast Cervical Colorectal
screening screening screening
-~
Total eligible individuals 166 384 267
Total excluded individuals {due to previous cancer, 12 16 1
surgery, or High Risk OBSP)
Abnormal screen, follow-up needed 0 1 1
Invalid result, retest required N/A 1 2
Overdue for screening 30 78 48
2. Due for screening <6 months 29 43 26
Due for screening £6 months 29 43 26
3. Physician review required 20 11 137
Colonoscopy or Flexible sigmoidoscopy in the last N/A N/A 130
10 years
Review patient history 15 6 0
Abnormal screen, follow-up underway or 5 5 7
completed
4. Normal screen: no screening action required 87 250 53
Normal screen 87 250 53

A red cell background means these patients are categorized as Action Required; a yellow cell background means these
patients are categorized as Due for screening <6 months or Physician review required; a green cell background means
these patients are categorized as No screening action required: normal screen.

Confidential - Contains Personal Health Information

Physician: eI
Region: _ ----------

Data as of: 31-Dec-2023

Screening Activity Comparison
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assessment activities may not be included due to data lag. Ontario
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Y: Yes, eligible; N: No, ineligible; X: Excluded; HR: High Risk OBSP
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Opportunities in Data - Future

Predictive Analytics

e.g. Lower Limb Amputation Predictions
Comprehensive Data Linkages

Full patient summary, accessible by the patient
Privacy Authority Updates
Record Level Data Sharing
Comprehensive Data Collection Strategies

Including Patient-Level Equity Data
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InReach and OutReach

A cornerstone of Population Health Management, fueled by data:

InReach

* Feeding data into point of care solutions
* Developing a common patient summary and comprehensive care plan
* Centralized alert feature for points of concern

OutReach

 Development of predictive models to identify at-risk patients
* Summary of patients requiring provider outreach/intervention
* Proactive healthcare delivery prior to acute exacerbation

11



Questions/Feedback

Questions?

Alternatively:
Concerns around the use of your health data

* What kind of consent model do you think should be used in a provincially-funded health

system? Full data disclosure to a centralized health dataset can lead to better outcomes and
significant cost savings.

 What data should your provider have access to? Are there limitations?

12
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