Overview

Digital health is one of the eight Ontario Health Team

(OHT) building blocks and it includes both:

1) digital-health assets and services (which are the focus of
RISE brief 7); and

2) data analytics made possible through the use of these
assets and services (which are the focus of this RISE
brief).

The three domains within the digital-health building block

that touch on data analytics include:

1) data harmonization across organizations, sectors and
systems;

2) data modelling and analysis; and

3)
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and datasets, with the datasets bolded when they have been standardized according to norms set by the Canadian
Institute for Health Information (and not bolded otherwise). We do not repeat an asset or dataset (e.g., interRAI)
after it has been mentioned once in the table.

Table 1: Examples of data sources for data analytics

Type of care Examples of digital-health assets Examples of datasets that draw on
and the types of data they include these digital-health assets
(in bold when standardized)

Home and





https://www.thehealthline.ca/

1) be accountable for a population that is based on patient-access patterns, whether or not individuals reside in the
community; and
2) start looking at population-wide data on key metrics, not organization-specific data.

Using data analytics to improve patient care and experience

To steadily improve patient care and experience (building block #4), OHTs will need to adopt a ‘rapid learning and

improvement’ lens. This involves six steps:

1) identifying a problem (or goal) through an internal and external review, which includes understanding the causes
of the problem and the barriers to achieving the goal;

2) designing a solution based on data and evidence generated locally and elsewhere;

3) implementing the plan, possibly in pilot and control settings;

4) evaluating to identify what does and does not work;

5) adjusting, with continuous improvement based on what was learned from the evaluation
(and from other OHTS’ evaluations); and

6) disseminating the results to improve the coverage of effective solutions across the health system.

The initial focus for teams on an OHT readiness path will be improving care experiences and health outcomes for
their year 1 priority populations. In so doing, they will want to document scalable processes that can be spread to
other populations in later years.

As described in more detail in RISE brief 6 about population-health management, teams will need to:
1) use a population-health management approach, which means:

a) identifying one or more year 1 priority populations for whom quadruple-aim metrics are particularly poor and
segmenting them into groups (or population segments) with shared needs and understanding the barriers to
having these needs met (step 1 in the rapid learning and improvement cycle),

b) designing in-reach services (i.e., services that are proactively and opportunistically offered anytime a patient is
‘seen in’ or ‘touched by’ the health system) and out-reach services (i.e., connecting with those who are not
seeking care now and proactively offering services) that are sensitive to the barriers that each group may face
in having their care needs met (step 2 in the cycle), and

c) stratifying services for delivery (step 3 in the cycle); and

2) design optimal care pathways for patients needing acute episodic or planned surgical care (step 2 in the cycle),
much like some OHT partners have done in pilot projects for the integrated funding of ‘bundled care.’
Teams will likely need to appoint a working group to undertake this work for each year 1 priority population.

Step 1: Identifying a problem (or goal)

Robust data analytics are essential to identifying a priority population and segmenting it into groups (or population
segments) with shared needs, including gaps in care and care coordination and barriers to having these needs met.
To inform this data analysis, the working group will have ideally chosen an initial basis for identifying the priority
population (e.g., quadruple-aim metrics are particularly poor) and defining a population segment (e.g., a
combination of age and conditions), and identified the factors that may help to identify their needs (and hence
should be included in the data analysis). As described in RISE brief 6 about population-health management, the
factors can include: 1) severity of conditions or risk factors; 2) utilization (or non-utilization) of different types of
health services; 3) a broad range of socio-demographic factors; and 4) attributes of the neighbourhood where they
live. Once the data analysis has been completed, the working group (or the more senior decision-makers to which it
reports) can then prioritize population segments (and gaps in care and coordination and barriers to having needs
met) where the greatest impacts on the quadruple aim can likely be achieved through in-reach and out-reach
services.



Robust data analytics are also essential in understanding the profile of patients who will require acute episodic or
planned surgical care, as well as the type, volume and cost of services they’re now receiving and the barriers to
receiving needed care. This profile will help the working group focused on designing optimal care pathways for the
subset of a year 1 priority population that will require such care.

In both cases, the focus of the data analytics is primarily understanding what is not working well now and why.
Steps 2 and 3: Designing a solution and implementing the plan

The working group will need to rely primarily on research evidence, not data analytics, when designing a solution
and implementing the plan. Both design and implementation will need to be sensitive to the barriers that each
population may face in having their needs met. Data analytics can help only in a targeted way by identifying what
solutions and implementation strategies are being provided now and by which providers (and hence how these
differ from what the research evidence indicates should be provided and how).

Step 4: Evaluating to identify what does and does not work

Data analytics become important again in monitoring the implementation of prioritized solutions and contributing
to evaluations of their local impact, which we address in more detail below.

We capture the essential points about improving patient care and experience from the above, as well as from RISE
brief 6 about population-health management and from RISE brief 9 about evidence sources (including how
research evidence complements data analytics), in a RISE summary sheet.

Using data analytics in performance measurement, quality improvement, and
continuous learning

In addition to using data to improve patient care and experience, OHTs will need to use data analytics in
performance measurement, quality improvement, and continuous learning (OHT building block #8). OHTs may
want to consider the following suggestions when doing so:

1) focus on a limited core set of metrics that cross objectives (e.g., focusing on a ‘vital few’ metrics that cover all
aspects of the quadruple aim and that cover both sector-specific and cross-sector metrics);

2) use population-based and patient-centred measurement perspectives (e.g., ensuring that there are metrics that
include both service users and non-users, and that the metrics can be stratified to compare key population
segments and identify inequities);

3) apply ‘tiered’ measurement and reporting cascades (e.g., ensuring performance is measured across the different
organizational units that make up the OHT, that these can be ‘rolled up’ into measurement cascades, and adding
additional metrics to higher-level units as appropriate);

4) match metrics to implementation activities (e.g., when designing a solution, develop
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Regarding the first suggestion, teams invited to full application will find a listing of the ministry’s core metrics for
OHT candidates in year 1.

As mentioned in the overview and again in point 5, it’s the data sharing and use in patient care that likely has the
greatest potential to drive improvement. There is an extensive literature about audit and feedback that OHTS can

draw upon when planning such
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