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Outline

| Value in Healthcare

II.  Ontario’s Experience and Opportunities



Value

Quality of the
person’s experience

Dollars spent

For the full cycle of care

Quality includes clinical outcomes
and the person’s experience




Pr|nC|pIeS of Value Organize into Integrated Practice

Units (IPUs) around the patient’s /
client’s condition

Create Enabling
Information Technology ,A
Organization

Measure
outcomes and
cost for every
patient / client

Realize value
through learning

and scale Reward
economies; s ~ PoSitive providers
Grow by . COMPENTonN based on
expanding results

excellent IPUs ‘
- Bundling

Move to Bundled
Prices for Care Cycles



The Person’s Condition

A person’s condition is an interrelated
set of clinical or social circumstances best
addressed in an integrated way

e Defined from that person’s perspective

e |ncluding the most common co-occurring
conditions and complications

e [nvolving multiple specialties and services

The person’s condition is the
unit of value creation in health care delivery

Adapted from: Michael E. Porter and Elizabeth O. Teisberg (20006)



Driving Improvement

Broad
expertise
develops over
the care cycle
for the patient.

Attention to
results enables
and encourages
Improvement.

Deeper Penetration
(and Geographic Expansion)
in a Person’s Condition\

Rapidly Accumulating

Improving Reputation _
Experience

Better Results,

Adjusted for Risk Rising Efficiency

|

> Better Information/
£ Clinical Data

Faster Innovation

Greater volume

_ P A
over which to spread ° ‘ﬂ g p% More Fully

-
Y
|

IT, measurement, T\ \ Dedicated Teams
and process T N\ ‘l
improvement costs More Tailored Facilities
Wider Capabilities over Greater Lé{erage
the Care Cycle Rising  in Purchasing

\ Capacity for
Sub-specialization

u

Adapted from: Michael E. Porter and Elizabeth O. Teisberg (20006)



Breast Cancer Care in Taiwan

The Sun Yat-Sen Cancer Center (SYS)

Follow-up

SYS vs. Taiwan Breast Cancer Patient Survival
Trend Over Time, 1990-2006

Stage | Stage |l Stage llI
SYS, ‘90-'97 93.0% 88.7% 60.8%
SYS, ‘98-'02 97.0% 90.6% 69.4%
SYS, ‘03-05 96.9% 95.5% 80.5%

All Taiwan, ‘02-'06 93.4% 86.7% 61.9%




Typical Care Structure: Diabetes

Quipatent \
Endocrinoelogist £ | Social \WorKker:
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tient

Adapted from: Michael E. Porter and Elizabeth O. Teisberg (2006



A Value Based Diabetes Center
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From Principles to Practice




Our Early Experience in Wound Care: An Opportunity to
Enhance Value

Cost of Wound Care per
Client by Wound Type

Costs by Wound Type

$6,000

Source: R. Shannon, Wound
Care Canada Vol.5, Suppl.

« Consistent application © 2007
of “best practices”
reduces per client costs
(R. Shannon, 2007)

Diabetic Foot
Ulcer

e Sixty-six percent cost Leg Uler
savings for leg and
diabetic foot ulcers

With With Best
Standard  Practices
Community
Care




Current ICCP framework

Key Design

Integr
Elements

Alternative Rei
(Payment for

System Navigation

Integrated Service Delivery Alternative Reimbursement

(Payment for Outcomes)

* Team is as broad as needed for
client’s needs

» Clinical leadership provided by a
lead service provider; depending
on care setting, leadership

* Rewards service providers based
on results/use of best practices

» Encourages innovation & service
delivery improvement

assigned to individual best
positioned/qualified

* Includes single chart and shared
care plan facilitated by a
coordinated assessment

Clinical Best Practices

Enablers

est Practices

ad Assessment

d Case Management

System Navigation

» CCAC specialized Case
Manager becomes the point of
contact to coordinate care across
health and other support
systems, ensuring seamless
transition for clients at key
transition points




Current State for Diabetic Foot Ulcer Clients

Self / Family /
Community

Hospital

Primary Care

CCAC Intake

CCAC Case Manager *

Assessment

Recommendation
for other services

Nursing .. Specialized
Provider Personal . Nutrition Wound

(1 thru n) SeEE e Review

* Navigating to

non-CCAC services
14



Future State for Diabetic Foot Ulcer Clients — Part One

Self / Family @ Primary
/ Community Care

CCAC Intake

\lelglite]glgle CCAC Case Manager Regular reporting on

and linking

HCO’s Clinical Coordination of the Wound

Bundled

Supplies Nursing Personal Occ Nutrition
PP Provider Support Therapy Counselling

outcomes/progress

Specialized

Wound
Review

Other Services
& Devices

Specialized, Integrated




The Future

CCAC Case Manager

(Intense System Navigation and Integration)

Nephrology

Heart
Health

Medication
Manage-
ment

Clinical Coordination of the Wound
Bundled payment

Nursin: Personal Nutrition FpCECELG] | | (i Sl
Supplies ; d Qcc Therapy . Wound - Devices
Provider Support Counselling . .
Review = Chiropody

Specialized, Integrated Team

Clinical Coordination of the Wound

Primary
Care

Acute Care

Diabetic
Education
Services

Community
Services

16




Realighing Systems
(Golden & Martin, Healthcare Quarterly, 2004)

Strategy
& Tasks

Information
& Decision
Support

Rewards

> Structure

People/HRM

17



Integration:
Why do we care?
What does it mean in palliative
care?

by

Margaret MacAdam, Ph.D.
The Age Advantage Inc.

The Age Advantage Inc.




Why are we talking about
Integration?

o All health systems are changing to improve care for those
with chronic conditions; cost of chronic conditions expected
to rise

o Service and system integration are methods to improve
accessguality and financialsustainability of health systems

A Within the quality goal is a specific effort to improve
the client experience as well as client outcomes

o These goals also apply to recent improvements in the
delivery of palliative care programs

The Age Advantage Inc.




why do we care?

o The location of death is changing rapidly in Canada:
In 1984, 80% of deceased Canadians died In
hospital, although many would have preferred to die
at home;
By 2004, only 61% died in hospital; many more
were able to die at home because of increased

support in the community
(Wilson, D. 2009. Dying at home: A trend that could make hospitals
more efficient. Science Daily

o Yetissues remain in the delivery of integrated
palliative care services

The Age Advantage Inc.




Those requiring palliative care
are difficult to serve In the
current system

o They typically need a range of services for varying
periods of time

0 Service providers are not used to sharing client
assessment information, care plans and service
problems with each other to reduce the burden on
families and patients

o Individual serviceD OT OEAAOO Al 110
outcomes for palliative clients

21




How Is Integrated palliative
care different from what we

?

Current Systenhave NOW:

0 Linkages: referrals to independent
providers

New System

0 Coordination: explicit agreements to
Improve transitions
among providers

0 Integration: new organizational and

pooled funding
mechanisms to achieve a
shared goal

22




Goals of projects providing
Integrated palliative care

Goals:

Improve quality, access and patient and family
satisfaction with care; reduce hospital utilization

Cost effectiveness or value for money:
Deliver improved services at no additional cost
or less cost than is usual in current system
of palliative care

23




Canadian models

0 Four essential components of integrated best practice
models of palliative/end of life care*

U Universality
U Care coordination

U Assured access to a broad array of basic and advanced
EOL services

U EOL care provision regardless of setting

*Wilson et al (2008). Researching a best practice end-of-
life care model for Canada. Can J Agin@7:4:319-330

24




Characteristics of successful
Integration models

0 Targeted admission criteria
0 Case managed team approach

0 Access to a wide range of services to meet
client needs, and

0Active involvement of physicians

25




Infrastructure supports

OShared clinical and administrative
Information systems

OFinancial incentives to change behavior
OShared vision and goals
OExcellent leadership

26




Successful palliative care
projects

0 Promoting excellence in EOL/palliative care

0 22 EOL projects in a variety of settings, targeting a variety of types of
patients

0 Shared features:

0 Comprehensive assessment encompassing physical, psycho-social and
spiritual domains;

0 Interdisciplinary care;

0 Regular communication between and among providers, patients and
families;

0 Coordinated care management;
0 Documented advanced care planning;
0 Crisis prevention;

0 Ongoing monitoring and 24-hour access to a clinician who knows the
patient; and

0 Patient and family education

27




Evaluation findings:
Practicality of integration
within existing settings

0 All projects were sustained by their host agencies
after the end of grant funding;

0 Projects were feasible to develop and acceptable to
clinicians, administrators and payers;

0 Patients and families found the new model acceptable
(only 4.6% dropped out across all projects)

28




Acceptance and use of
palliative care services

0 Access to palliative care was made available upstream
and patients did not have to cease curative care while
receiving palliative care;

0 Projects reached diverse populations that would have
had little or no access to palliative care (inner city/
underserved patients, mental health patients, and
others)

0 All projects developed routine procedures to assure
and facilitate advanced care planning prior to crises
and/or hospitalization;

29




Quality of care

0 Projects used established care standards, protocols and
guality of care measures;

0 New standards were developed for pain and symptom
management, psychosocial care, spiritual counselling and
support, quality of life improvement, and continuity of
care;

0 Projects typically used quality of life assessment tools to
uncover issues that required therapeutic treatment;

0 To improve coordination and continuity, projects
designated an individual to manage the care of the
client, including coordinating care across service settings
and facilitating team communications.

30




Costs of care

0 Some projects reported reduced use of hospital
days, ER visits, intensive care, ventilator care, primary
care visits, and urgent care clinic services;

0 One project found a cost saving of $7,058 in Medicare
costs between treatments and control groups and
reduced use of hospital services;

0 Another managed care project found that by year
3, there was reduced hospital utilization and savings
of $33,000 per managed case.

31




Programmatic lessons

0 Palliative care programs are more likely to succeed
when located in stable organizations;

0 Education can increase quality and access but only
xEAT Al EIl EAEAT O PAOAAEOA A
desire to learn;

0 Collecting extensive process and outcome data was
difficult in busy clinical settings; collecting patient and
family satisfaction data was also difficultz both
patients and families are often too overwhelmed,

0 Clinicians were surprised at the levels of unmet need
among patients.

32




The On Lok Program

0 A non-profit managed care plan that provides health
and LTC to frail, older, low-income persons

0 All clients meet the state nursing home eligibility
requirements

0 The On Lok programs provides care at 5 sites in
California

33




The On Lok End of Life Model

0 Integrated health and long-term care
services, including specialized palliative care services

0 Interdisciplinary team approach for management and
continuity

0 The central person is a skilled NP who facilitates care
among the patient, family, and physician(s), and who
manages day to day care

0 Capitated payment system
0 Systematic approach to quality assurance

34




On Lok services

0 All On Lok patients are assessed for palliative care
needs within 6 months of enrolment

0 More than 90% of enrolees develop EOL advance
directives

0 Palliative care services include medical care, personal
care, pain management, social work and
counselling, private duty and psychiatric nursing, and
spiritual counselling; all services are fully integrated
with other ongoing services

35




On Lok: quality assurance

0 Providers compare interdisciplinary team
performance across teams and benchmark for quality;

0 Staff hiring includes EOL experience and is
supplemented by extensive training;

0 Unfortunately, no cost benefit data are available about
the palliative care model;

0 Extensive data are available on the efficiency of the
total On Lok model, which would include the palliative
care patients.

36




Conclusion

0 These examples show that successful palliative care
models use:

0 Interdisciplinary care management;

0 Access to and authorization of a wide range of needed
services;

0 A key navigator for patients across the service system
and over time

0 Financial incentives such as capitation
0 Strong and systematic quality assurance programs

37




Thank you very much!

For more information, contact

Dr. Margaret MacAdam, Ph.D.
University of Toronto
m.macadam@utoronto.ca

The Age Advantage Inc.
Info@theageadvantage.ca

38




ICCP — the case for
integrated care

Julie M. Foley, ICCP Project Lead

Integrated Client Care Project
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What is ICCP?

X Multi-year population-based initiative with potential to
improve provincial population health outcomes

X Develops, implements, evaluates new and existing home
care model delivery

X |CCP aligns with the CCAC-wide commitment to
integration, quality improvement, and better client
outcomes

X Partnership among MOHLTC, the Ontario Association of
Community Care Access Centres (OACCAC), the
Collaborative for Health Sector Strategy, University of
Toronto, Rotman School of Management and the Local
Health Integration Networks (LHINS)



Project Components

Project Management & Implementationia the
Ontario Association of Community Care Access

Centres (OACCAC)

Impact Assessmentia the Institute for Clinical
Evaluative Sciences (ICES)

Quality Improvement/Change Managememia
Health Quality Ontario (HQO)

Educationvia the University of Toronto’s Rotman
School of Management

(Rotman Collaborative)

Policy Development/System Integratiovia
MOHLTC and the LHINs

41



ICCP mission

To achieve optimal client outcomes
for home and community care clients in
order to drive value in health care (maximum
value achieved for money spent)

Value = Quality of the person’s experience

Dollars spent



Impact of ICCP to date (wound care)

Standardization
x  Definition of outcome measures for wounds
x  Standardization of coding wounds
x  Established consistent expectations of outcomes and what is included in the alternative reimbursement
“bundle”
Innovation
Evidence-based practice innovations
X Introduction of lead service provider role
X  Lower leg assessment within 7 days A significant LOS reduction
X Inter-professional care pathways
X  Coordinated assessment/integrated care delivery; specialized case management; Experience-based
Design
X Shared care path

X New tools to improve value for the client (Juxtalite, offloading products, data collection/sharing via
Blackberry)
Increased capacity
x  Significantly increased QI capacity, now being applied to other areas across the CCACs and service
providers
Improved care
X Wound reduction successes:
x At 4 weeks, all sites exceeded target wound reduction of 30%
X Actual wound reduction ranged from 38% and up to 80%
X Dramatic improvement to self-management
X 72% of clients reported better ability to self-manage using program provided to them during the
integrated client care assessment 43



ICCP: the case for integrated care

ICCP’s unique value proposition champions integrated
care, payment for outcomes (alternative reimbursement)
and system navigation

Integrated care addresses system fragmentation by using,
a coordinated manner, all of the people across multiple
sectors for the contribution each is best positioned to mak
Integration builds transformative relationships.

Outcome-based payment will move us from a system which
pays for activity (e.g. nursing visits) to a system which pays
for results;

System navigation recognizes that optimal health involves
support from many sources beyond the traditional “health
care” sector, i.e. the determinants of health; it provides that
support at key transition points in the trajectory of care.

44



Palliative care - the challenges

X We have known for a long time what it takes
to deliver good palliative care

X We do that now, sometimes, although the
care delivery is not as integrated as it could be

X We need to create the culture and structure
to deliver better care consistently

X The importance of a fresh, “new eyes”
approach to long-standing problems should
not be underestimated



The palliative care opportunity

X Lateral system transformation — using existing resources
and building relationships across organizations and disciplines
for increased communication/collaboration. This will lead to
better care and system-wide improvements. ICCP partners will
identify priorities for action, truly sharing responsibility for
implementing change.

X Advancing evidence-based, person-centred care that aims

to relieve suffering, close gaps for palliative patients and help

them live and die as comfortably as possible in the location of
their choice

X Providing evidence to help inform provincial palliative care
policy



Encouraging innovation

X Channelling our human
resources towards work

- maybe we should § they are best positioned to
try to think .

out of

deliver — creating space for
creativity and innovation

X Capitalizing on new
resources efficiently

X Developing and
measuring key clinical and
system-level outcomes to
address current gaps and
needs (Palliative Outcomes
Working Group)

www.cartooncreator.nl

47



Now ¢ a warm welcome to ICCP
participating sites who will be sharing their
experiences with us:

V Waterloo Wellington CCAC
V Mississauga Halton CCAC
V Toronto Central CCAC

Integrated Client Care Project

Ei——} 5; Ontarlo —) +
Vo i LocalHeath inkegret oaccac (" acasce + Collaborative for
Ontano prepeeietivhe A Lol MY/ Health Sector Strategy
48
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Waterloo Wellington LHIN HPC Direction

To implement integration & improve coordination throughout the
WW Integrated HPC Program on key elements & system impact
performance outcomes

Easy Entry
Care
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Simple
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Pain & Symptom
Management
Bereavement
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Physical &
Practical Needs




4 Individual with Life-threatening lliness & their Family
4 HPC Stakeholders

- All care settings (primary care, acute care, CCC, community, LTC, residential hospic
providers (physicians, specialists, nursing, allied health, psws, volunteers)

Waterloo Wellington Integrated Client Care
Project — Hospice Palliative Care

Integrated
Care Clinical
Coordinati Service
on Delivery —
all ages

Entry to System
HPC Navigation




4 Individual with Life-threatening lliness & their Family

4 HPC Stakeholders

- All care settings (primary care, acute care, CCC, community, LTC, residential hospic
providers (physicians, specialists, nursing, allied health, psws, volunteers)

Waterloo Wellington LHIN HPC Direction

To implement integration & improve coordination throughout the WW Integrated HPC Program on key
elements & system impact performance outcomes

Support
Practical
Needs
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Simple
Navigation
& Access
Emotional
Physical &
Bereave-
ment Care

Waterloo Wellington Integrated Client Care Project — Hospice
Palliative Care

Integrated

System Care Clinical Service
Navigation Coordination Delivery -
all ages

Entry to HPC




Mississauga Halton CCAC

Integrated Client Care Project

Collaborative for
Health Sector Strategy
52
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Toronto Central CCAC

Integrated Client Care Project

Collaborative for
Health Sector Strategy
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Thank you!

Thank your for your participation in this exciting
Initiative ¢ YOU have the expertise to capitalize on
our collective resources to effect positive, patient
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