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Overview

Many OHTs selectezkople with chronic conditioas

one of their year 1 priority populations and have

established working groups focused on Omoving the

needleO on quadregile metrics for this population.

Central to such work is developing a populheatth

management plan, which includes four steps:

1) segmenting the priority population into groups with
shared needs;

2) co-designing care pathways ancach and oueach
services for each group;

3) implementing pathways and services in a way that
reaches and is appropriate to each group; and

4) monitoring implementation and evaluating impact.

To support this work, RISE has:

1) updated RISE brief 6 on populatioealth
managemeniand

2) developed a list of questions related to developing
populatiorhealth management plan (which is avail:
as an ppendix to RISE brief 6).

When undertaking population segmentation, OHTs w
likely wanto be sensitive to diversity in the population
people with chronic conditiois population includes:
1) peopldiving with a single chronic conditisngh as
congestive heart failure, chronic obstructive
pulmonary disease, dementia and dijJteter
more related chronic conditions (e.g., obese indivi
often also have diabetes), two or morelated
chronic conditions (e.g., multimorbidity that include
say, heart disease, HIV/AIDS, and a mental health
addictions issuesr avy such combinatigrand

Box 1: Coverage gear 1 priority
populations and OHT building blocks

This RISE brief addressae first of four year 1 priority
populations that were frequently selected by cohort 1
OHTs:

1) people with chronic conditions, which were sometimes
more specifically defined by OHTs asncluding
congestive heart failure, chronic obstructive pulmonary
disease, dementia, diabetes, and those with complex
care needs

2) people with mental health aadtictons issues

3)! older adults with greater needs, which was variably defi
by OHTSs asncluding@t riskGxo-morbidities/chronic
conditions, complexity, frailty, and high service users

4) people at the end of life and/or needing palliative care.

This RISE brief primarily addresesding block #4
and secondarily addredseitding blocks #3, #5 and
#8

2)! peoplewith low risk (e.g., a single wedinaged chronic condition or risk health behaviour), emerging risk (e.g.
multiple poorly controlled chronic conditiohg}h risk (e.g., high complexity, needs and barriers to accessing

care) or the full spectrum dofki

OHTs will alsdikely wanto be sensitive to ho@ntarians living with low soee@zonomic status carry a
disproportionate burden of chronimnditions with higher rates of hospitalizations and dé&aths.

When cedesigning care pathways ancachand outreach services address this diversity in the population of
people with chronic conditig@HTsmay wanto choose an appropridialancamong: 1primary, secondary
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and tertiary preventip@)managindpoth individuatonditionsandmultimorbidity and3) helping people live as

well as possibiegith their conditions. Moreover, thragy wanto considefindings like those frosystematic

revievg of the research literature suggeshiag 1)the rightintegrateatare fopeople with lsronic conditionsan
significantly reduce emergency admisamahblospital lengibf-stay and 2) xamples of successful integraaick
practices include coordination across and between sbreiegsmore patient contact, treatment and feligpw

in primary care and atientsO homes or titeimmunity’* Theymay also wanb consider thatgople with
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Resourceselated to each of fausteps in populatiofhealth management

While not always directly targeting or using language directly related to the four steps in population



Resourcesrelated tothe OHT building blocks

A number of resources can also be drawn upon that relate to those OHT building blocks that are most conne
to populatioFhealth management foeople with chronic conditio(iBable 2)Where relevant, they are again
organized by: 1) those with a brasuli§ on chronic conditions; 2) those with a focus on each of the four chronic
conditions singled out by OHTs (hanueiggestive heart failure, chronic obstructive pulmonary disease, dement
and diabetesand3) those with a broader focus than chroniditmms but one that is highBlated to chronic
conditions.

Table 2: Resources by OHT building block

Building block Resources
Building block #1: Defined patient population (who is covered, and what e!None identified
does Ocovered® meai®ntifiedpopulation and geography at maturity ar|
target population for year 1. Process in place for building sustained care
relationships with patients. Highlume service delivery target for year.
Year 1 expectations: Patient access and service delivery teegetlumber of
patients with sustained care relationship reported. Plan in place for expg
target population.
At maturity: Teams will be responsible for the health outcomes of the
population within a geographic area that is defined based on lasafiacto
how patients typically access care.
Building block #2: In -scope services (what is covered?):




<! Ontario HealthOs Quality Business Unit (formerly Health Qui
Ontario) developed a number ohtity standards related to
chronic conditions, such as:
o! Congestive heart failure
o! Chronic obstructive pulmonary disease (care in the community for adults

with chronic obstructive pulmonary disease)
o! Dementia (care for people living in the community)
=! Behavioural symptoms of dementia (care for patients in hospitals and
residents in long-term care homes)
o! Diabetic foot ulcers
o! Diabetes in pregnancy
o! Diabetes type 1 (draft)
o! Diabetes type 2 (draft)
<! Ontario HealthOs Quality Business Unit (formerly Health Qui
Ontario) also developedjaality standard for transitions betwe
hospital and homevhich would be relevant to many people wi
chronic conditions
! CorHealth produced roadmap for improving integrated heart failure care
in Ontario
! Alzheimer Society of Ontario produced a repoBeoentia-
friendly communities
! DiabeteCanad has developed evidetisedyuidelines for
diabetes
<! Ministry of Healtlprovides @betes




Building block #7: Funding and incentive structure (how are financial
arrangements aligned?)Demonstrated track record of responsible finang
management and understanding of population costs and cost drivers.
Commitment to working towards integrated funding envelope, identifyin
single fundholder, and reinvesting savings to improve patient care.

Year 1 expectations: Individual funding envelopes remain in place. Single fun
holder identified. Improved understanding of cost data.

At maturity: Teams will be prospectively funded through an integrated fun
envelope based on the care needs of their attributed patient populationg
Building block #8: Performance measurement, quality improvement, anc
continuous learning (how is rapid learning andmprovement
supported?):Demonstrated understanding of baseline performance on k
integration measures and history of quality and performance improveme
Identified opportunities for reducing inappropriate variation and impleme
clinical standards abést evidence. Commitment to collect data, pursue jt
qualityimprovement activities, engage in continuous learning, and cham
integrated care.

Year 1 expectations: Integrated qualiiynprovement plan in place for the
following fiscal year. Progresade to reduce variation and implement clini
standards and best evidence. Complete and accurate reporting on requ
indicators. Participation in central learning collaborative

At maturity

<! None identified




Diabetes Canadiacluding itOntarioregional | «! Provides information, resources and tools to help people with diabetes better understa

offices manage their health

Ontario Caregiver Organization <! Access to information to support caregivers

ICESDChronic dsease and pharmacotherapy ! Carries out populatidmased health research relating to chronic conditions and

research program pharmacotherapy in Ontario and develops provincial indicators for system mandoring
evaluation

ICESDCardiovascular research program «! Carries out populatidmased health research relating to cardiovascular care in Ontario g

develops provincial indicators for system monitaridgvaluation

Ontario Telemedicine Network ! Supports virtual care and virtual communities of practice, evaluates virtual care produ
! Specific portals for virtual and tebased management of COPD, CHF and diabetes

Governmensupportednitiatives as resources

Many governmerdupported initiatives are underway that aim to increase access to, and quality péopdee for
with chronic conditionfrable 4)OHTs can draw on these existing initiatives to complentestrangthen their
services for this priority population.

Table 4: Other initiatives as resources

Health Links ! Coordinated care planning for patigvite often see multiple healthcare providers, access a range of services, al
find it






