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Integrated Client Care Project
Wound Care Evaluation Framework

Introduction

The Integrated Client Care (ICC) project offers an exciting opportunity to dramatically
improve the value of health care services for Ontarians. The project is a multi-year
initiative that involves the development, implementation, continuous quality
improvement (CQI) and comprehensive evaluation of selected integrated care early
implementation sites involving CCACs. The goal is to study the impacts and policy
required to support the transition within the home care sector and eventually across
the health care system to more integrated, client-centred delivery models. The early
implementation sites will develop comprehensive approaches to organize client
service delivery according to specific clinical conditions/client care groupings that
supports and is aligned with continuous quality improvement efforts in the home care
sector. The first of the Integrated Client Care groupings to be implemented is wound
care.

Given the importance of evaluation to the success of the project, the ICC project team
invited leading researchers, evaluators and experts in community-based integrated
health care delivery to assist us in scoping out ministry and CCAC evaluation interests
and formulating an approach to evaluation to produce timely and reliable evidence
relevant to the project’s long-term effectiveness. The advice of the ICC evaluation
working group is reflected in this framework. This information will be used to develop
a request for proposals in order to invite interested evaluators to submit evaluation
plans to achieve ministry and CCAC interests. Evaluators will be selected through an
open, competitive process.

Integrated wound care design is a complex intervention comprised of six key
elements: bundled reimbursement; coordinated assessment; case management;
system navigation; and clinical best practices; and integrated care delivery. The main
objectives for evaluation are to understand how integrated wound care delivery
models can be developed effectively in order to support the spread of innovative and
successful models to other communities/regions, as well as the impact of the model
on client and health system outcomes.

Our intention is that the evaluation process will roll out at the same time as the
implementation details of the integrated wound care intervention are being developed
in different CCACs. The evaluator will act as a resource and educator, along with
quality improvement advisors, as to how the intervention might most effectively be
supported. CCACs, providers, and quality improvement advisors will educate the
evaluator as to the practical realities of businesses to ensure that the final evaluation
approach is realistic and minimizes burden on the parties. CCACs and providers will
be encouraged to work with the evaluator to come to an agreement on the most
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manageable evaluation approach given information such as the number of branches
within the CCAC, volume of wound care clients, number of provider teams, etc. which
are currently unknown. Flexibility on the part of the selected evaluation team will be
key.

CCACs and providers can be reassured that this is not an evaluation of CCACs or
providers but is an evaluation of a specific integrated client care model. Evaluation
per se will not affect volume distribution between providers and it is not intended to
create a burden on CCACs and providers. For example, every effort will be made to
use existing data collection tools and consider a smaller subset of clients for
qualitative evaluation to minimize burden.

The evaluation framework provides options to minimize time and fiscal burdens of
evaluation while preserving a valid and generalizable model for evaluation and
supporting continuous quality improvement efforts. Ideally, all participating CCACs
and providers will be included in evaluation, at least in regards to the analysis of
outcome-based data. Evaluation is a value-added exercise for all participating CCACs
and providers. Evaluation will:
e establish evidence of what works well within your geography/organization;
¢ enhance the effectiveness of your strategies to improve the quality of your
organization’s integrated care strategies over time;
e give your organization a firm understanding of the value for money of this
approach to inform organizational investments;
e provide you with comprehensive short term and process measures to inform
ongoing integrated care planning within your organization;
e establish comprehensive baseline data and a process to track progress and
long-term impact in relation to value-based care delivery; and
e establish your organization as a leader in evidence based practices.

Of ultimate importance, information that will be collected through these evaluations will
be instrumental in improving the quality of services provided to Ontarians.

PART I: Overview Of Integrated Wound Care Intervention

1.1 Current Environment

CCACs purchase home care services from service providers through a competitive

procurement process by issuing request-for-proposals based on specific services,

geography or client types

- Services are paid for on a fee per unit of service basis rather than a unified cost
to achieve service goals
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Typically contracts are for individual services that are not integrated and clients
requiring more than one service may receive care from several provider
agencies

1.2 Key Elements For Change: New Integrated Delivery Protocols

Wound care early implementation sites will incorporate new integrated delivery
protocols. The following have been identified as the key elements for redesign that
will be implemented and evaluated. For further details on the following key elements
see “Model Design and Site Selection Framework” available at http://ccac-ont.calicc.

a.

Case Management

Case management involves adopting the most effective case management
approach for client populations, recognizing the variation in client complexity
and need for different levels of care interventions (e.g., the use of specialized
case managers for client populations).

The current service delivery redesign shifts the process away from having the
CCACs authorize units of service to their monitoring of trends and client
outcomes.

The impact for the client is more focused attention to clients and caregivers
individual needs.

Coordinated Assessment

Assessment for client eligibility for care remains with CCACs. However, CCACs

will now also explore opportunities to streamline their approach to client
assessment and eliminate duplication of multiple assessments by members of
the multidisciplinary team (e.g., assessment teams, integrated assessment
tools and shared outcomes).

| The impact for the client is a reduced need to repeat their care requirements.

C.

Integrated Clinical Service Delivery

Based on an assessed need, client care will be provided by a multi-disciplinary
team who may work for one provider or a group of providers. However,

regardless of the employment arrangement of team members, one organization

will be accountable to the CCAC for clinical coordination, clinical outcomes and
contract performance. The capacity for information sharing, collaboration,
decision-making and reporting agreed upon outcomes across and between
team members and partners is essential.

The composition, mix and skills of the multidisciplinary team will be based on
the client’s clinical conditions.
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Integrated clinical service delivery requires that service providers are
accountable for all services, including medical supplies and equipment.

| The impact on the client is better coordinated and seamless care.

d.

Clinical Best Practice

Clinical best practice demands the consistent use and sharing of leading
evidence-based practice by each CCAC and their service providers (e.qg.,
agreed upon clinical best practice methods such as shared care paths across
all providers of care including those in other partnering organizations).

Using clinical best practice requires that client care be based on outcomes
which are tracked, reported and evaluated against performance targets.

The impact for the client is better care as a result of consistent practice and
expertise.

System Navigation

Having the CCAC case manager adopt an enhanced system navigator role will
improve system linkages, communication and coordination across the client’s
cycle of care (e.g., acute, primary and community).

The impact for the client is seamless transition and access to services in
accordance with care needs.

Bundled Reimbursement

CCACs will adopt a bundled reimbursement model for the cycle of care where a
single payment will be provided for all services related to a specific treatment or
condition, possibly spanning multiple providers or multiple settings.

The bundled reimbursement approach will also create incentives to encourage
service innovation and reward outcomes.

The impact for the client is more efficient use of resources leading to improved
wait time and access.

1.3 Participating CCAC Sites

There are four CCACs and multiple service providers participating in the wound care
clinical grouping. Interested CCACs include: Central West CCAC, North East CCAC,
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Erie St. Clair CCAC, and Champlain CCAC. For a better understanding of the
contracts and services managed by CCACs, refer to the OACCAC public website at
http://www.ccac-
ont.ca/OACCAC/Contracts.aspx?EnterpriselD=15&LanguagelD=1&MenulD=78.

1.4 Implementation and Outcome and Impact Phases: Timelines
and key steps

Phase 1: Implementation stage (ends approx 18 months after initiation)
Key steps include:

1. Integrated care protocols implemented
o Integrated, multidisciplinary care teams established; education provided to
selected teams
o Support for the development of new businesses processes, value stream
mapping etc, provided to selected teams through the Centre for Healthcare
Quality Improvement (see Appendix D)
o New design elements introduced
o Integrating mechanisms and structural supports established in relation to new
teams
2. Client intake to new intervention commences:
o New entrants assigned to integrated care team or usual practice team
o Existing clients also assigned to integrated care team or usual practice team
o May be some opportunity to randomize assignment
3. Data collection begins in relation to aligning payment/incentives with new delivery
model:
o Providers continue to be reimbursed on fee for service basis (maybe some
enhanced coverage of costs)
o Available information on costing assumptions/models associated with best
practices transparent to providers
o Data tracked in order to establish a bundled price
o Bundled price established and confirmed, although provider continues to be
reimbursed through fee for service during early implementation stages
4. Integrated delivery model successfully established
o Integrated care intervention/new design elements established and stabilized
o Providers or teams move from fee for service payment to new bundled price
o Continuous quality improvement is ongoing

Phase 2: Outcome and impact phase — integrated wound care intervention and
bundled reimbursement model in place and being implemented in selected sites.
Focus on this phase is tracking integrated care/quality improvement outcomes (begins
when implementation stage successfully completed and ends approximately 3 years
after new wound care intervention initiated)
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o Outcome and impact evaluation commences in relation to outcomes which can
be attributed to new integrated care protocols
o Considering the outcome and impact evaluation in further detail, particular
attention should be directed to:
o How results have been influenced by the structure and process of the
project.
o The key transferable lessons drawn from your analysis.
o The economic analysis to be conducted within the early implementation
sites.
o Rigorous evaluation of the bundled reimbursement model will also be a
focus of this stage, in addition to tracking impact of mature state model
more generally.

1.5 Expected Results

Through implementation of an integrated service delivery model for certain types of
wounds which supports service based on an episode of care rather than units of
different services, the vision for success of early implementation sites includes:

i. The establishment of excellent provider teams and the creation of incentives to
improve the value of services for wound care clients.
ii. The improvement of integrated delivery within home care, including:

a. Anincrease in client-centeredness and service quality.

b. Anincreased accountability for client clinical outcomes as each provider
becomes accountable for the overall clinical outcome of the individual
client.

c. The accelerated development of best practice care plans.

d. The supported development of case costing.

iii. An increase in the effective use and linkages of resources across the health
system.

iv. Services meeting the assessed needs of clients with fewer unmet needs and
reducing the burden of iliness.

v. Improved health status and quality of life in wound care clients.

vi. The more efficient and sustainable use of health care resources
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Part Il: Evaluation Objectives and Key Measures of Success

2.1 Evaluation Objectives

Evaluation of selected early implementation sites is important to demonstrate value
and the impact projects are having on clients and the health care system and to
improve the quality of care. The objectives of the ICC project evaluation are:

1. To evaluate the effectiveness of the model of care as implemented by select
CCACs and their providers. The evaluation is expected to:
e Compare early implementation sites employing the new integrated model
with a usual practice model.

e Measure the effects of project interventions for the client, for providers, for
informal caregivers, and for the health system.
o Outcome patterns should be examined using quantitative, qualitative
and contextual data to understand the relationship between
processes, structures and outcomes.

¢ Establish a methodology to quantify value and return on investment.
e Establish baseline information in order to measure progress over time.

2. To identify fundamental design characteristics found at early implementation
sites introduced by the participating CCACs during the implementation phase of
the evaluation and key transferable lessons. This phase of the evaluation is
expected to:

e Produce and disseminate evidence of what has worked well and identify
opportunities for improvement at the project level to enhance the
effectiveness and impact of the strategies being employed by the CCACs
and their service providers.

e Better understand the client, program and system level characteristics that
underpin successful integrated health care delivery initiatives.

3. Feed into longer term process to assess impact and results being achieved at
provincial and LHIN/CCAC levels

Through this evaluation, the ministry and CCACs wish to:

¢ Identify fundamental design dimensions of successful integrated delivery
models to help inform future policy, practice and funding decisions, recognizing
that there cannot be a one size fits all solution

e Build a compelling evidence-base to demonstrate the value and the impact of
integrated client care delivery models on clients and the health care system

o Need consistent and comprehensive short term and process measures
to inform ongoing project planning and policy considerations
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o Need to set the conditions for longer-term outcome evaluation by
establishing baseline data and a process to track progress and long-term
impact in relation to value-based care delivery

e Better understand how best to target services to respond to the varying
degrees of care complexity, or intensity of care needs, to maximize efficiency
and cost-effectiveness of available resources and demonstrate results

e Better understand how to best support the spread of innovative and successful
models to other communities/regions, acknowledging that program approaches
and models which appear to work well in one jurisdiction may not always work
well in even proximate jurisdictions given the different contexts in which

programs operate

2.2

Key Measures of Success

To ensure early implementation sites are on track for achieving success, the following
key measures are proposed:

Result

| Proposed Measures

Process

Excellent provider teams are
established and incentives are
created to improve value of
services for client

# of participating sites/# new integrated delivery teams
¢ Integrated wound care intervention established
o Degree of alignment with provincial integrated delivery protocols

Improved integrated delivery
within home care, including
increased client centredness
and quality

Established effective integrated care delivery within home sector
e Degree of integration (Extent, scope, and depth of integration)
e Absence of duplication

Improved CCAC/service providers’ experience

e Staff turnover and absenteeism

e Satisfaction; process of care; clear roles and responsibilities

o Knowledge/understanding of clients’ condition and overall care plan
e Access to information

Increases in the effective use
and linkages of resources
across the health system

Established effective integrated care delivery across sectors
e Degree of integration
e Primary care involvement

Services meet assessed needs
of clients with fewer unmet
needs and reduced burden of
illness

Improved clients’ experience

e Client compliance with the treatment plan and self care
Access to services and information

Cultural/language equity of services

Satisfaction level

Unmet needs

Client distress

Process of care

Improved informal caregivers’ experience
e Satisfaction level

e Unmet needs

e Caregiver burden and distress
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Outcomes

Improvements in health status
and quality of life

Improved health/recovery

Improved quality of life

Faster rate of wound area reduction
Improved depression level

Improved chronic disease management

Decreased time to recovery or reduced time to return to normal activities
e Decreased time to achieve functional status, standing/walking
e Reduced complications (infections, amputations)

Disutility of care or treatment processes
e Reduced adverse effects (i.e. complications attributed to provider error)

Enhanced sustainability of recovery and nature of recurrences
e Reduced number of recurrences
¢ Increased length of time in between recurrences

Efficient use of health care
resources

Improved cost efficiency in home care
e Change in home care costs over a cycle of care:
- Utilization of all services and supplies (e.g. nursing visits + medical
supplies and equipment + other home care services)
- Administrative costs and costs associated with case management
- Total cost of all home care services and supplies

Cost avoidance in health care system

e Change in client utilization of health system resources
- Reduced unscheduled ED visits

Reduced ALC days

Reduced utilization of long-term care

Reduced wait times

Ultimate outcome: Improved
value

(Equivalent) health outcomes achieved at (a lower) cost (or better outcomes
achieved at a comparable cost over the full cycle of care)

e Wound recovery in relation to total cost to home care

e Wound recovery in relation to total health care costs

e Quality adjusted life years

2.3 Logic Model

This evaluation is intended to test a theory of change based on four main components of
the project: Specialization, Integration, Coordination, and Education. Theory-based
evaluation will help the evaluator explain how and why effects occurred. A logic model
was developed to demonstrate the possible change pathway to realize expected
outcomes. The logic model demonstrates the program components, implementation
activities, intended program outcomes, and specifies a chain of causal assumptions
linking program activities, immediate and long-term outcomes and the ultimate goals. The
logic model is expected to help us understand early indications of program effectiveness.
Since some outcomes are expected to happen beyond the evaluation duration, early data
relevant to the program’s long-term success are especially useful.
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Provider's Specialization & Integration CCAC Coordination Education &Change
Management
v ¥ ¥
- To integrate client care teams and services - To ensure seamless delivery of care - To provide
around wound condition - To align financial incentives, shared risk and accountabilities continuous
- To adopt the most effective and efficient - To facilitate communication/ consultation across care continuum quality
practices and techniques for wound care - Clearly define role, scope and responsibilities of care coordinators improvement
- To build capacity for supporting complex for wound care clients processes
needs of wound clients - To minimize errors and inefficiencies in the care delivery
v v v
v v v
Clients/ Informal caregivers System - Developed
- | levels of pain - Enhanced efficient use of health resources Conynuous
- | time to achieve functional status, standing/walking CCACI Care Providers quality
- Faster rate of wound area reduction - 1 Effectiveness of case management for wound care improvement
-| adverse effects - Seamless care is delivered approach
- | Complications and number of recurrences - Improved CCAC/service providers’ experience i Changes are
- | rates of infection -1 Satisfaction reahzgd and
- tlength of time between recurrences -tKnowledge of client condition and care sustained
- Improve client/informal caregivers’ experiences plan - Improved use

-1Client compliance with care plan

-1 Self care behaviour

-1Access to services and information
-1Cultural/language equity of services
-1 Satisfaction

- Unmet needs (clients/ caregivers)
-/ Client distress

- Caregiver burden

-1 Concentration of relevant clients for specialized
integrated client care teams

- Established effective integrated care delivery within
home sector & across sectors

- Absence of duplication

of standards of
care

v

v

Clients/ caregivers
- | rate of amputation

- | ER wait times
-| wait times for home services

- Improved chronic disease management
- 1 QOL clients/ informal caregivers
- Improved survival

- Avg. cost/client remains the same or lower over the cycle of care
- Cycle of care continually expanded to include full spectrum of
necessary services for wound clients (home, acute and primary care)

Providers

System
- Role shifts are sustained

- Improved service efficiency

- Cost avoidance in health care system

utilization of long term care

-Tlevel of expertise amongst providers on the wound care
- Sustainable integration of the multidisciplinary teams

- Improved cost efficiency in home care (services and supplies)

-1 Unscheduled ED visits; | ALC days; | unnecessary

v

v

v

Improved value for client and system: Equivalent health outcomes achieved at a lower cost or better outcomes achieved at a comparable

cost over the full cycle of care

January 2010

13




INTEGRATED CLIENT CARE PROJECT: WOUND CARE EVALUATION FRAMEWORK

Part lll: Implementation and Outcome and Impact
evaluation of selected wound care early implementation
sites

Evaluation Objective:

1. Identify fundamental design dimensions and key transferable lessons to support
the spread of innovative and successful models to other communities/regions

2. Evaluate the effectiveness of integrated models of care as implemented by
selected early implementation sites

3.1 Key Expected Deliverables

The evaluation of the Wound Care Project will consist of an implementation and
outcome and impact evaluation of selected sites. These key deliverables have been
grouped to reflect the structure of the proposed evaluation model.

1. A structured report of key evaluation findings from selected early implementation
sites at the end of the implementation phase (approximately 18 months after
commencement of evaluation) describing:

A. The structure of the early implementation site

The resource/structural components that are planned or being
developed to deliver the model.

The characteristics of the model and the setting.
B. The process used at the early implementation site
e The types of services/activities planned or being developed.
e The mechanisms and processes planned for integrated care delivery.
e The challenges encountered when developing the model.
C. Baseline findings
e The experience of clients and informal caregivers.
e Homecare sector costs.
e Health system utilization.

It is expected that a report describing the implementation stage will inform funders and
policy makers about the issues encountered when implementing the project at all
sites.

2. A structured report of key evaluation findings from selected early implementation
sites at the end of the outcome and impact phase of the project (approximately 3
years after commencement of evaluation) describing:

A. The structure of the early implementation site
e The resource/structural components that are used to deliver the model.
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e The characteristics of the model and the setting.
B. The processes used at the early implementation site
e The types of services/activities provided and how they were provided.
e The mechanisms and processes provided for integrated care delivery
and degree of integration established (extent, depth and scope).
e The challenges encountered when implementing the model.
C. Outcomes
e The impact on clients and informal caregivers.
e Home care sector costs.
e Health system impact.

3. An analytical report describing the link between the process and structure and the
outcomes of the two phases of the project describing:

e Client impact, cost-effectiveness and the broader economic impact of the new
integrated wound care delivery model compared to a usual practice model.

e The relationship between process, structure and outcomes to the fullest extent
that such a relationship can be deduced as well as hypotheses concerning
applicability of the model to other sites.

¢ Hypotheses concerning applicability of the model to other sites as well as the
characteristics of the client population best served by the model.

3.2 Description of the Proposed Evaluation Model

A comprehensive model to evaluate the impact of a variety of selected sites is
illustrated below. The model evaluates the structure and processes of care delivery,
the impact of care on objective and perceived outcomes, and the financial outcome of
the care provided. Adequate structure and processes are antecedent to quality
outcomes. The correlations among structure, strategies of care (process), and their
objectives (outcome) are key to the assessment of the value and the impact of the
project.

Structure
A

|
ICC project Outcomes
! Client
! Caregiver divided by Cost
! Health System
\'
Process

This model is recommended to integrate both quantitative and qualitative questions
and to focus on quality as it relates to the specific initiatives. Quality is defined in
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these terms: “... an assessment of quality is a judgment concerning the process of
care, based on the extent to which that care contributes to valued outcomes.”* While
definitions of quality are many and only partly congruous, this need not pose an
insurmountable barrier to the assessment of quality: “Unlike the task of defining the
quality of care, the formulation of the criteria and standards to be used for assessing
quality is a highly practical business, one that involves a translation of the conceptual
into the operational.” Formulating quality assessments would involve an assessment
approach and mix of criteria regarding:

e Structure: “the resources used in the provision of care, and to the more stable
arrangements under which care is produced”;

e Process: “activities that constitute care”;

e Outcomes: “consequences to health”. (Donabedian, 1982)

The three elements of structure, process, and outcome are the foundation for many
quality assurance models in the health care field. 2

In the past, most evaluations focused on evaluating structure. “The need for improved
outcome measurement is presently receiving more attention; however, it is also
acknowledged that establishing credible and acceptable outcome evaluation will be a
lengthy and resource-consuming task.” In view of this, “many within the health care
system have turned to the examination of the processes used in health care with the
belief that, by improving process, both quality and efficiency can be enhanced.”

Including a process evaluation is a good investment, to document how the project was
implemented in relation to the design, explain discrepancies between expected and
observed outcomes, to understand how context influences outcomes, and to provide
insights to aid implementation. In any project, there will be unpredictable factors that
affect implementation and causes deviation from the original project plan. Process
evaluation is therefore critical to monitor true project implementation and has many
potential benefits to feedback to the project’s quality improvement approach to
increase program success.

Outcome evaluation is the primary feature of this evaluation. Outcome evaluation will

measure short- and long-term effects attributed to project implementation. In addition,
including an economic evaluation along with an assessment of effectiveness will make
the results of the evaluation much more useful for decision-makers.

1 Donabedian, Avedis. The Criteria and Standards of Quality. Ann Arbor, Michigan: Health
Administration Press, 1982.

Donabedian, Avedis. An Introduction to Quality Assurance in Health Care. Oxford University Press,
2002.

2 This triad is adopted, for example, in the Health Canada publication Quest for Quality in Canadian
Health Care: Continuous Quality Improvement (2nd edition).

4. Health Canada publication Quest for Quality in Canadian Health Care: Continuous Quality
Improvement (2nd edition).
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3.3 Detailed MOHLTC and CCAC Evaluation Interests

The following list outlines the key ministry and CCAC interests. Evaluation proposals
should address the following primary interests in their submissions for review. The list
of evaluation dimensions is meant to be suggestive, not prescriptive.

a. Structure

i) Necessary resource/ structural components needed to deliver the project

For example:

e Key stakeholders/participants in this project, e.g., clients, families, health care
team, health care organizations, professional associations, administrators.

¢ Involvement of key stakeholder/ partners in developing, implementing, and
evaluating the project.

e Project’s governance structure; and whether consensus amongst all
stakeholders/partners was established early and revisited regularly

e Description of organizational culture; strength of the leadership; and shared visions
of an integrated health care delivery system, including cohesion among visions and
impact on the way in which team members interacted and provided care

e Resources and supports/ structures required to develop and implement the project
(e.g., at the organizational, health care system, and legislative level):
o Human resources, e.g., characteristics of the providers

Physical resources, facilities

Information Technology

Organizational policies and supports

Education/training

Partnerships/collaborations with other providers across the health and social

care system

e Resources and supports/ structures that are/were missing, but are important to
include in other similar projects.

e New roles or changes to current roles and responsibilities required to implement
the project (e.g. from a professional perspective, organizational perspective,
system perspective, etc.).

0O O O O O

i) Characteristics of the project and the setting

For example:

e Characteristics of the individual clients who are receiving the intervention (clinical
and functional profile);

e Characteristics of the individuals providing the intervention, e.g., project staff
including mix of professionals providing the intervention, etc.;

e Characteristics of the setting;
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e Nature of professional interactions (e.g. between client and clinician, team
members, providers and CCAC etc.)

e The need/ rationale for this project.

e The goals and key features/components of the project, including evidence-based
data to support these key features.

e Exploration of expected outcomes and the timeline for the achievement of
outcomes.

e Exploration of anticipated barriers and facilitators to achieving success.

a. Process

i. Types of services/ activities that were provided and how they were
provided

For example:

e Types, location, and intensity (frequency, duration, resources) of services or
activities that were provided.

e Describe the use of any information technology and communication mechanisms
(e.g. electronic records, data collection systems, computerized assessments, e-
referrals etc.), including the principle aim of incorporating technology into the
project design (reduce costs and duplication of assessments, improve quality, track
utilization and outcomes, provide more frequent service to client, enable better
service provider coordination, etc)

¢ Whether the intervention that is being delivered is being utilized as planned and
whether services and activities differed significantly from what was originally
anticipated.

e Changes that have occurred since the project’s implementation (for example,
staffing, technology, change management, reimbursement practices; etc)

e Exploration of aspects of the project that worked particularly well. Describe the
areas of the project that can be improved, and how.

e Barriers and facilitators to the development and implementation of the project.
Describe strategies that were used to maximize facilitators and minimize barriers.

e Points of access for receiving services and processes to maximize accessibility. If
applicable, where there were more than one point of access, describe the
processes to ensure seamless care delivery

e The level of uptake of the project by clients and their caregivers, e.g. services
recommended vs. services received; information/education available vs.
information/education utilized.

e Describe any active participation by the client and their family or informal
caregivers and mechanisms to encourage participation

e Factors that facilitated or hindered formal service use from the perspective of
clients and their informal caregivers. Discuss the facilitators or barriers (if any) that
were experienced by vulnerable or disadvantaged subpopulations.
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Level of client and provider compliance to the different care plans or components
of the project.
Use of any alternative therapies

ii. Mechanisms and Processes for Integrated Care Delivery

Provider role in integrating home care delivery

Detail the extent, scope, and depth of integration within multidisciplinary team
Describe processes and mechanisms for integration; whether all organization
levels from administration, financial, organizational, clinical and service delivery are
targeted; whether integration is being developed and implemented within the
context of population needs and focused on the goals of improved health
outcomes and higher quality of care; and whether integration has been an ongoing
process

Describe the uptake and use of standardized care delivery through
multidisciplinary teams and use of provider-developed, evidence-based clinical
care guidelines and protocols

Describe strategies and processes put in place to facilitate change management
and continuous quality improvement.

Describe how staff was supported in their efforts to adapt to work changes through
education or incentives.

Consider the impact on provider satisfaction of moving to integrated delivery.

Examine provider compliance with the care plan and compliance with best practice
clinical care guidelines

Explore the extent to which the provider team became more specialized and skilled
in treating wound care clients, including whether the project resulted in an
increased capacity and clinical ability to handle more clinically challenging clients.
Consider the extent to which duplicative or low-value activity or processes were
replaced by higher value activities and processes.

Examine the facilitators or barriers to achieving integration or increased
specialization.

CCAC role in promoting horizontal integration

Extent to which the wound care early implementation site(s) have been integrated
with primary care, community or acute care services; description of mechanisms
used; and exploration of the effectiveness of the CCAC role in facilitating horizontal
integration (include the extent of connection and success of working relationships)
Assess whether and how this project increased communication and collaboration
and how it reduced duplication among providers across the health care continuum.
Describe the system of change protocols and mechanisms used to achieve these
results.

o For example, discuss the: availability of common information systems shared
between providers; shared information on common clients; standardized
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assessment/care planning processes; agreed upon referral practices relative to
other agencies; shared performance management systems; common
interfaces; integrated delivery models that involve multiple agencies; and
shared management and budgeting systems.

Determine the barriers and facilitators to collaborating with other service providers
and agencies when implementing this project.

Gauge the extent to which the project is improving the management of the client’s
condition over the cycle of care and consider whether transition points are being
managed more effectively (e.g., more seamless delivery to client, reduced waiting,
more appropriate care).

Funding, incentives and other approaches to improve outcomes

Describe the use of performance measurement/management approaches to
improving client outcomes.

Describe the use of funding incentives to effectively reward innovation and improve
client outcomes

Describe factors within the project that promote future sustainability.

Review the rate at which new learning occurred and was disseminated among the
project’s participating providers and to providers not participating

Expore whether the project increased learning opportunities for increasing the
prevalence of preventative care

b. Outcomes

i) Project

For example:

Consider those anticipated outcomes that were not achieved.
Discuss those outcomes that were unexpected or unanticipated.

Review the benefits of this project to clients and their families, to health care
providers, to your organization, to the system as a whole and probe any future
anticipated benefits.

i) Impact on clients and informal caregivers

For example:

Explore the extent to which anticipated health outcomes for clients are being
achieved. Possibilities include —

o Improved quality adjusted life years

o Decreased levels of pain

o Improved chronic disease management
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Decreased time to achieve functional status

Faster rate of wound area reduction

Reduced adverse effects

Reduced complications and number of recurrences

Increased length of time in between recurrences

Reduced rate of amputation.

e Examine the rate of change in client health outcomes from baseline measures.

e Compare whether outcomes for participants in the project were significant versus

outcomes of non-participants. Explore any differences that can be identified that
appear related to the use of the project intervention.

e Describe whether the impact on client or system outcomes attributed to one model
is significant when compared with others where different program models have
been implemented and are being compared.

e Explore client and caregiver experience and the extent to which they were satisfied
that the project resources were addressing their needs.

e Conduct an analysis of which clients appear to benefit most from particular
supports and services and at what cost.

© O O O O O

i) Health system impact and economic analysis

For example:

e Examine whether the project improved the cost-efficiency of service providers.
o Change in home care costs over a cycle of care
- Utilization of all services and supplies * (e.g. nursing visits +
medical supplies and equipment + other home care services)
- Total cost of all home care services and supplies.
e Consider whether a change in provider reimbursement resulted in efficiency gains,
improved client health and/or increased the value of care to clients.
e Extent to which the project likely averted costs in health care system. Possibilities
include a —
o Change in client utilization of health system resources
- Reduced unscheduled ED visits
- Reduced ALC days
- Reduced or delayed utilization of long-term care.
e For different models being compared, calculate —
o The differences in per person cost of use of service
o The differences in unit cost of service
o The factors that account for these differences.

* All services and supplies will be tracked for a 12 month period prior to the project determining the feasibility of
a capitation reimbursement model.

January 2010 21



INTEGRATED CLIENT CARE PROJECT: WOUND CARE EVALUATION FRAMEWORK

e Explore and describe the cost-effectiveness, implementation efficiency,
sustainability and scalability of the project to the region.

3.4 Recommended Evaluation Approach

a. Duration

Anticipated duration for each evaluation contract approximately 3 years after selection
of evaluator. The evaluation duration is based on enough time to see the changes.
However, it is anticipated that the implementation evaluation will inform policy makers
on the effectiveness of the project.
« 18 months for implementation evaluation
- Including development of evaluation plan, obtain ethics approval, align
evaluation with site implementation; obtain consent of participants to
evaluation, identify comparator group(s) and establish baselines
- Integrated wound care intervention developed and established
+ 18 months for outcome and impact evaluation and follow-up of participants to
track outcomes against key indicators
+ Analysis of the results and providing final report

b. Sample size and inclusion criteria

Project participants considered for evaluation will be CCAC clients who have venous
leg and diabetic foot ulcers. While the early implementation sites will likely include
acute care clients, clients considered for rigorous evaluation will be clients requiring
long stay or maintenance wound care services. The selection of these wound types
satisfies the following selection requirements: strong evidence of clinical best practice
exists for these wound types; level of client need is expected to be manageable within
existing resources; and, there are existing initiatives for these client populations with
which the project can build on. Depending on the number of referrals participating
CCACs typically get, evaluation clients might be new entrants only or might include
existing clients as well.

Considering the complex nature of the intervention as well as the sophistication of the
analysis, the bigger the sample size, the better the chance to detect the effect.
Therefore, the evaluation would benefit from considering a robust sample size (for
example, approximately 250 to 500 clients in each of the trial and control groups.)
Ideally, all participating CCACs will be included in the analysis of outcome-based
client data. A smaller subset of the clients (approximately 30 clients and their families)
will be selected for qualitative evaluation. This could be focused on one wound care
implementation site, or involve smaller representative samples of clients at two or
more wound care early implementation sites.

January 2010 22



INTEGRATED CLIENT CARE PROJECT: WOUND CARE EVALUATION FRAMEWORK

However, one of the advantages of the pragmatic approach is that the evaluation can
deal with limitations to consider the most reliable sample size in a real world situation.

c. Initial Thinking Regarding Evaluation Design

Ideally, the selected evaluation design should meet the following criteria:

- Allow for the comparison of the value of a service delivery model incorporating new
integrated care design features (ICC group) against usual practice model (control
group) for wound care clients.

- Provide for internal validity and generalizability of results

- Facilitate ongoing quality improvement

- Provide reasonable opportunities to access to integrated care for all eligible clients

- Provide opportunity for all interested CCACs and providers to participate in the
evaluation of integrated care

- Control for contamination and personality factors

On balance, the Working Group recommends use of a pragmatic randomized control
design, while recognizing that this approach has significant challenges. Pragmatic
RCTs are especially helpful in the evaluation of complex interventions such as the ICC
project. Exclusion criteria will be kept to a minimum and therefore the design is
expected to reflect the heterogeneity of the clients.

This approach is recommended based on the limitations of observational and
conventional RCTs. While observational studies can provide generalizable results,
they lack internal validity. On the other hand, conventional RCTs provide strong
internal validity but are limited in generalizability of results. RCT needs a controlled
environment and restrictions in participant selection that likely result in the case and
control groups being unrepresentative of the population. The proposed pragmatic
RCT addresses the shortcomings of both approaches.

i. Process of randomization for rigorous evaluation

Currently, clients are assigned to service providers by CCAC case managers using a
computer model based on contracted service volumes and market share. Service
providers then assign clients to specific care teams based on location of clients’
residence.

Within this context, three options were identified for randomizing wound care clients to

ICC groups and control group: (1) Double randomization at the CCAC level,; (II)
Randomization at the provider level;. (lll) Mix of both approaches. Choice of the
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options may depend on the nature of the interested CCACs and their providers. It
should be mentioned that all options are considered feasible approaches.

Option 1: Double randomization at the CCACs level where multiple contractors
cover the CCAC, or cover the same geographic area of the CCAC

Interested providers within participating CCACs will be randomized. Some will be
identified for early implementation of the new integrated care protocols beginning April
2010 (i.e. the ICC group) and some for later implementation which will be 20-24
months after the first teams begin providing the new integrated care model (i.e. the
control group). A number of ICC and current practice providers will be selected for
evaluation.

If there are several providers in similar geographic area, patients within each of these
areas will be randomised to one of the contractors' teams, either a team belonging to
a contractor that was randomized to the new provision method or one belonging to a
contractor that was allocated to receive the ICC approach late. The patients allocated
to the 'late’ teams will receive usual care. Outcomes will be compared between new
integrated care models and usual care models.

This approach may have some imbalances since different providers have somewhat
different cultures. However, these imbalances are usually washed out if the number of
randomized units is above 10 or 12.

Option 2: Randomization at the provider level

Each CCAC will ask one of its large contractors which has sufficient volume of wound
care clients to randomize teams within it either to new ICC approach or usual care.
Each team covers a particular area and new patients attach to their area team. In this
approach provider must be willing to organize care through both new integrated care
model as well as usual practice models. Each model will be provided by different
staff. Outcomes will be compared between teams delivering new integrated care
models and current practice models.

It is noted that client preferences may affect project outcomes. For example, clients
may voice a preference of being placed to an integrated care team as the project
progresses. Over time this would cause a shift to prospective cohort analysis.

Another concern with this approach is that since intervention operates at multiple
levels, some of the higher levels -eg at contractor senior management levels, or
purchasing of supplies- may have potential for contamination. However, this is seldom
a substantial problem, as the main activities of QI interventions and coordination
interventions like this one occur at the front line level, not at higher management
levels.
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Option 3: Mix of both approaches

The study can use a mix of both approaches, some CCACs using randomization
method I, others could use method Il. This approach is dealt with by stratification,
while the different clustering levels are dealt with using multi level analysis.

ii. Data-Collection Methods

For the evaluation of the integrated care project, a mixed method research design of
qualitative and quantitative evaluation will be utilized.

Quantitative measures: Quantitative approaches will be utilized for those parts of the
evaluation that can be counted and measured.

Qualitative measures: The qualitative analysis has great value for this study since it
can provide explanations as well as recommendations for improvement.

Client level baseline data will be collected at participant intake. As clients begin to
receive care, subsequent assessment will take place. The period of time between
intake and subsequent assessment is required to be sensitive enough to detect rate of
change (time period TBD).

Service provider and system level baseline data will be collected prior to project
implementation. Subsequent data collection will occur following implementation of
each site at a duration sensitive enough to detect rate of change (time period TBD).

After the project implementation and data collection, the information will be described,
analyzed, interpreted, and a judgment will be made on the meaning of the findings.

iii. Key Outcomes and Data Sources

NOTE: RAI-HC indicators to use pairs of intake assessment and subsequent
assessment (over a time period determined to be sensitive enough to detect rate of
change)

CLIENT/
CAREGIVER

Client Outcome Measures Hierarchy

Outcome Indicator Possible Data Source
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1. Improved | a) Quality of life - RAI-HC
health/
recovery b) Rate of wound area reduction | - Wound care
classification tool TBC®
c) Depression level RAI-HC
- Mood scale
Tier 1
Health
Status d) Chronic disease management | RAI-HC
Achieved - Section C: 5.b Experiencing
an acute episode or a flare-
up of a recurrent or chronic
problem
- Presence or absence of co-
morbidity
- Measuring with other
items will be explored
2. Decreased | a) Time to achieve functional RAI-HC Section D: Item
time to status, standing/walking, etc 4,5
recovery or - |IADL capacity
reduced time - Change in ADL status
to return to
normal
Tier 2 activities
Outcomes b) Complications (i.e. rate of RAI-HC Section D: Item
during infections, amputations) 13,12
Recovery - Major skin problems
- New or deterioration in
pressure ulcer
3. Disutility of | Adverse effects (i.e. - CCAC/ provider risk
care or complications attributed to management data
treatment provider error base
processes - RA-CA Section D: Item
18
4. Enhanced | a) Number of recurrences RAI-HC assessment
Tier 3 sustainability
Sustainabilit | or recovery b) Length of time in between RAI-HC assessment
y of Health | and nature of | recurrences

recurrences

® Objective measure (TBC) to use pairs of intake assessment and subsequent assessment (over a time period
determined to be sensitive enough to detect rate of change). The possibility of taking photograph of the wounds
and control for healing should be investigated. In order to prevent burden of measurement, it is also intended to

i nvestigate
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SYSTEM

6. Improved | Rate of change in home care - Provider data
cost costs over a cycle of care: - CCAC data
efficiency in | — Utilization of all services and - RAI-HC
home care supplies ° (e.g. nursing visits | - OHIP
as a result of + medical supplies and - NACRS
integrated equipment + other home care | - OHQC
care services) - M-SAA

- Administrative and case

management costs
- Total cost of all home care
services and supplies

7. Cost Rate of change in client utilization | - NACRS
avoidance in | of health system resources - CIHI-DAD
health care - Unscheduled ED visits - OHQC
systemasa |- ALCdays
result of - Utilization of LTCH
integrated - Wait times
care - Community services
outcomes above
7. Improved | (Equivalent) health outcomes - Wound recovery in
value for achieved at (a lower) cost (or relation to total cost to
client and better outcomes achieved at a home care
system (as a | comparable cost over the full - Wound recovery in
consequence | cycle of care) relation to total health
of wound care costs
care - Quality adjusted life
intervention) years’

® All services and supplies will be tracked for a 12 month period prior to the project determining the feasibility of
a capitation reimbursement model.
" This measure helps to compare the value of integrated interventions on different clients groups
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iv. Key Process Measures

Target Targets Indicator Source
/Measures
Clients/
Informal
Caregivers

1. Improved - Client compliance with the treatment plan Tool to be
clients’ and self care developed by
experience - Access to services and information evaluator

- Cultural/language equity of services
- Satisfaction level

- Unmet needs

- Client distress

- Process of care

2. Improved - Satisfaction level Tool to be
informal - Unmet needs developed by
caregivers’ - Caregiver burden and distress evaluator
experience

Service

Providers/

CCAC
3. Improved - Staff turnover and absenteeism Tool to be
CCAC/service - Satisfaction level developed by
providers’ - Process of care; clear roles and evaluator
experience responsibilities

- Knowledge/understanding of client
condition and overall care plan
— Access to information

4. Established - Degree of integration (Extent, scope, and | Integration of
effective depth of integration) Human
integrated care | - Absence of duplication Services
delivery within Measure
home sector

5. Established - Degree of integration Integration of
effective - Primary care involvement Human
integrated care Services
delivery across Measure
sectors

v. Baseline Data

Since it is anticipated that the risk factors will have an effect on the results, baseline
data will be collected and used to adjust the final results.

- Descriptive statistics
o Gender, age, living arrangement, and intake RAI-HC assessment data
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o Develop a “client risk profile” based on RAI-HC items (e.g. for
determining risk factors in explaining adverse outcomes, etc.)
- Classification of wound — including size (standardized tool TBD), etc.

- Causes of wound

— Chronic disease (N/Y — type)

- Type of care path, best practice guidelines, etc. being followed

- CCAC and service provider administrative costs

vi. Summary of Expected Design Features

Evaluation | Design Suggested Plan of analysis
Interest (examples) Participants
Structural o Key informant interviews Program providers Qualitative
components or focus groups
e Survey Statistical (if surveys
e Document analysis used)
Services o Key informant interviews Program providers Qualitative
and or focus groups
activities e Survey Statistical (e.g. level
provided e Document analysis of program uptake;
e Program data penetration of target
population)
Impact on e Key informant interviews CCACs; program Qualitative
client and or focus groups providers; program
caregivers | e Surveys participants and their Statistical (e.qg.
e Case studies caregivers analysis of outcomes
° Provincial and program in relation to various
data*: client and caregiver
Using administrative assessment scales;
databases/ program analysis of
data comparison group)
Impact on e Key informant interviews LHINs; CCACs; Qualitative
health or focus groups program providers;
system e Surveys related service Statistical (e.g.
e Case studies providers; program analysis of utilization
e Provincial and program participants and their and wait times)
data*: caregivers
Using administrative
databases/ program
data
e Economic evaluation e.g.,
cost-effectiveness
analysis, cost-benefit
analysis, etc.
Value of e Key informant interviews/ | LHINs; CCACs; Qualitative
investment | e Focus groups program providers

Statistical (e.g. per
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Evaluation | Design Suggested Plan of analysis
Interest (examples) Participants
e Surveys person unit cost data
e Provincial and program linked to client
data*: utilization and
Using administrative outcome data and
databases/ program health system data)
data
e Economic evaluation e.g.,
cost-effectiveness
analysis, cost-benefit
analysis, etc.
d. Ethics approval and other evaluation considerations

The research must meet Tri-Council Ethical Standards prior to initiating the work.

The project’s intervention to organize services according to clinical condition/client
care grouping is a policy initiative that takes a continuous quality improvement
approach for ongoing project development.

For the most part, the model of care delivery should not require consent. For
example, the project will ensure that data (e.g. RAI-HC) is anonymized and
identification numbers are used for all data collection. Further, the OACCAC is in the
process of rolling out a standardized client experience tool that can be applied to both
control and case groups as standard CCAC process. Given that this is a standardized
process for CCACs, no consent is required. In addition to this existing survey tool,
additional interviews can also be built in to standard CCAC processes (e.g.
assessment interviews, exit interviews, etc.).

Based on the Tri-Council Policy Statement, “Quality assurance studies, performance
reviews or testing within normal educational requirements should not be subject to
REB r e vGiventhe above approach, the project is not expected to require REB
(Research Ethics Board) approval.

However, this it is understood that the requirement to obtain REB approval is to be
determined based on the project’s data requirements.

e. Knowledge translation and utilization

The ICC project team is committed to providing learning opportunities to the home
care and health care sector so all interested parties can be informed of the evidence
and opportunities to improve the provision of added value care to Ontarians.
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Evidence of what works well and identification of opportunities for improvement at the
project level will be disseminated to all providers and CCACs to enhance the
effectiveness of CCAC and provider strategies over time to ensure greater impact.

Knowledge translation is a key project and evaluation deliverable to support
continuous quality improvement from a project, health system, government, and
societal perspective
A Regular forums and events for knowledge translation at key milestones will
provide an opportunity for all CCACs and Service Providers to receive and
interpret project results
i Learnings from participating CCACs and providers will be available and
discussed across the entire sector
i Participation from the broader health sector will be encouraged
I Participation beyond the health sector will be encouraged in order to
create a dialogue from a broader government and societal perspective
A Translation will be supported through leveraging Aging at Home evaluation
processes to provide an additional platform for broader dissemination of
learning
i Contribute to central knowledge repository
I Leverage knowledge exchange activities and increase the project’s
research capacity
I Provide value added to the knowledge exchange through expanding the
scope beyond seniors to create a more complete picture of value for
clients and system integration

Evaluation results will be utilized in a continuous manner to increase project success
and ongoing improvements in value for clients. Ongoing evaluation will support
recommendations for project expansion.

3.5 Implementation Considerations: Alignment with Aging at Home
Strategy Evaluation

Procurement will be rolled out through the Aging At Home (AAH) Strategy evaluation
implementation structure. A competitive selection process is anticipated to be issued
January 2010, with an evaluator for the wound care sites selected by March 2010.

The AAH evaluation strategy has been structured to link learning across provincial,
LHIN and initiative levels. Suggested ICC measures have been developed to align
with AAH key indicators and OHQC public home care indicators. This will provide a
mechanism for ICC indicators to cascade in to multiple measures at LHIN and
provincial levels to provide a comprehensive picture of outcomes for Ontarians over
time.
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Opportunities include aligning with, or adopting a similar governance structure for
evaluation implementation that is external to the ministry and coordinated through a
project management office at ICES. The annual integrated AAH reports presents an
opportunity for ICC to be included in the report or at a minimum utilize relevant
learning from the reports in ongoing project development.

14 LHINs
500
Initiatives

AAH is developing a central knowledge repository to give ministry, LHINS, researchers
and stakeholders a single site to access high quality, up-to-date evidence related to
seniors. This project will consider opportunities to integrate with this collaborative
network to leverage knowledge exchange activities and increase the project’s
research capacity. Not only would this mechanism provide a platform for broader
dissemination of ICC learning but it would also provide value added to the knowledge
exchange through expanding the scope beyond seniors to create a more complete
picture of value for clients and system integration.
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PART IV: PROVINCIAL, LHIN and SECTOR IMPACT

Evaluation Objective: Feed into longer term process to assess impact and results
being achieved at provincial and LHIN/CCAC levels

4.1 Implementation Impact at CCAC and LHIN level

Given this project’s interest in understanding integration at a number of levels (system,
organization, clinical), this framework suggests considering the project’s impact
beyond the rigorous evaluation of select early implementation sites. The interest in
expanding the scope of evaluation comes from a review of literature that suggests the
lack og integration at any one of the levels below impedes integration across all
levels®:

e System integration i activities such as strategic planning, financing, and
purchasing systems, program eligibility and service coverage, within or across
a geographical area

e Organizational integration — coordination and management of activities among
acute, rehabilitation, community care and primary care provider agencies or
individuals

e Clinical integration T direct care and support provided to clients by their direct
caregivers

Given the impact this project has on multiple levels of integration, an approach to
explore project impact at CCAC and LHIN levels is suggested. An initial tool that is
suggested for consideration is the proposed Aging at Home (AAH) LHIN level
evaluation. The review is detailed below:

Proposed AAH LHIN level evaluation: Planning and implementation review as it
relates to system and provider integration

Proposed review under within each LHIN in 2010 will give us a picture of the current

status of integrated care specific to that region. The plan is for the review to be re-

administered in 2012. This should provide us with a benchmark for initial change at a

systems level in those areas with early implementation sites. Specific integration

dimensions to be explored through the LHIN review include:

e Description of how the LHIN defined and interpreted integration

e Description of how the LHIN fostered integration

e Description of system change protocols and mechanisms to guide or govern
communications and collaborative relationships between providers across the
health care continuum

8 MacAdam, M. 2008. Frameworks of Integrated Care for the Elderly: A Systematic Review. Canadian Policy
Research Network.
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e Exploration of the degree to which the LHIN has met its anticipated outcomes for
integration
e Exploration of the extent to which integration and coordination of services
improved
o For example, availability of common information systems shared between
providers; shared information on common clients; standardized
assessment/care planning processes; agreed upon referral practices relative to
other agencies; shared performance measurement/management systems;
common interfaces; integrated delivery models that involve multiple agencies;
shared management and budgeting systems
e Exploration of whether and how the LHIN approached integration of services for
particular vulnerable or disadvantaged populations with broader system
e Exploration of the effectiveness of the LHIN approach
e Exploration of lessons learned
e Barriers and facilitators that were encountered and description of what the LHIN
put into practice to address barriers
e Exploration of changes from year 1 to year 2
e Exploration of changes in home care integrated delivery in identified CCACs, and
the effectiveness of the CCAC role in strengthening and promoting horizontal and
vertical integration

The last highlighted bullet is suggested additional wording that would be added to the
planned LHIN level review under AAH.

4.2 Sector Impact: Client and Caregiver Experience

The impact on clients and caregivers is a central concern of this project.
Consideration should be given to the opportunity to align with existing efforts to survey
client and caregiver experience as an additional tool to gauge the impact over time for
dynamic feedback to project design.

As CCAC'’s are in the process of rolling out a standardized client and caregiver
experience tool, the opportunity exists to review current questions in the existing tool
to see whether or how it may be adapted to provide baseline relevant data with
respect to experience with integrated care that might allow the project to see changes
over time at a systems level.

Currently, the client experience tool addresses overall client and caregiver experience,
as well as experience specific to: first contact/intake with CCAC; case
management/care coordination; quality of service provision from contracted service
provider; and, discharge and transition. This tool includes a number of primary
guestions of interest for this project and offers a mechanism to gather initial client and
caregiver experience within an existing CCAC process. It is expected that all CCACs
will have fully implemented the tool during the 2010 calendar year. A process for
identifying and including local CCAC questions will be developed next year, and the
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same process is expected to include questions that are specific to this project. The
project is interested in engaging in the process of revisions to the tool to include
project specific questions, for example, client involvement in care planning, questions
specific to team-based care, clarity between system navigation and clinical care
coordination, etc.

Additional considerations could include:

e Any potential advantages in leveraging other existing survey tools (primary care
health survey, others?)

e Timeframes that would be necessary in order to achieve either of the above
Measures/indicators from accountability agreements (e.g. M-SAA performance
indicators)

¢ Home care indicators to be publicly reported by the Ontario Health Quality
Council (OHQC)
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APPENDIX A: OVERVIEW OF THE ICC PROJECT

On December 15™, 2008, the Minister of Health and Long-Term Care announced the
Strategy, “Strengthening Home Care Services in Ontario”. This strategy was
announced in response to the January 2008 suspension of the CCAC competitive
process for the selection of home care service providers to ensure that Ontarians
continue to receive the highest quality of home care services.

The Strategy consists of four key deliverables over multiple years. A key deliverable
within the Strategy is the Integrated Client Care Project to develop, implement and
evaluate integrated client care teams for specific client clinical conditions/care
groupings.

The Integrated Client Care Project is a multi-year initiative to further Ontario’s

understanding of how to best achieve value for home care clients. Early

implementation of specific integrated client care (ICC) teams will be developed,

implemented and evaluated with principles of value in mind. For example:

1. Specialization (organize care around clinical circumstance/client care groupings
and focus efforts on that one area to achieve higher quality and better value);

2. Integration (integrate services, professional and other, related to that clinical
circumstance to create multidisciplinary/integrated client care teams); and

3. Coordination (set up information services to ensure seamless delivery of care;
connect wherever possible to relevant primary care and acute care facilities)

The expectation of this type of model is that it will: increase value of home care
services for clients, focus on the client as providers become accountable for client
outcomes, and support a different model of financing services (e.g. moving toward a
bundling of services where costs during the cycle of care are compared to costs as
they are today).

Theoretical Foundations

The move to organize according to clinical condition/client care grouping has its
theoretical origins in a book by Harvard Professor Michael E. Porter and Elizabeth O.
Teisberg entitled “Redefining Health Care” (2006). To achieve the highest value for
clients, services should be organized around clinical condition to ensure coordinated,
specialized care delivered in a patient-centred, seamless fashion.

Principles of value in health care that are being applied to this project have been
adapted and extended from Michael E. Porter and Elizabeth O. Teisberg (2006):

1. Value can be achieved in publicly funded and administered healthcare systems.

2. The focus should be on value for patients and clients; improved efficiency
results in more and better care for the dollars invested.
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VALUE = PATIENT/CLIENT OUTCOMES
TOTAL COST over the Full Cycle of Care
Rewards for providers are based on results.
Care and services should be organized around clinical conditions over the full
cycle of care.
High-quality care should be less costly.
Value must be driven by provider experience, scale and learning at the clinical
condition level.
7. The organization of care should be regional and national, not just local.
8. Results information to support value-based accountability must be widely
available.
9. Innovations that increase value must be strongly rewarded.
10. Patient and clients share responsibility for their care with providers.

how

o g

Value can therefore be achieved through equivalent health outcomes achieved at a
lower cost, or better health outcomes achieved at a comparable cost.

This ultimate goal is not expected to be realized in the short-term duration of the early
implementation sites. A review of evaluations of integrated care models enforced the
understanding that the project will likely not produce substantial cost efficiencies in the
short-term. Further adding to the long-term nature of realizing increases in value of
care include the time involved to cost a full cycle of care for a clinical condition/client

grouping.
Additional Project Detail

A selection process was applied to determine the clinical conditions/client groupings
for the project’s early implementation sites. The selection process included
consideration to data (service utilization, costing, etc.) and value principles (e.qg.
significant potential to improve client outcomes, requires interventions of multiple care
providers, etc.). Based on these analyses, five client care groupings have been
identified for the project’s early implementation sites:

Wound care clients

Palliative clients

Frail elderly clients (75+ with 2 or more clinical conditions)

Clients with chronic disease (e.g. Diabetes)

Medically fragile children

aokrwnhE

These five early implementation sites will be developed and implemented in a phased
approach beginning with wound care expected to be launched Winter 2009. The
evaluation of these sites is expected to be ongoing and inform project design.
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APPENDIX B: STRATEGY MAP

Since the ICC project is a complex and multifaceted program, one of the difficulties will
be establishing a causal linkage between program interventions and changes in health

outcomes. To facilitate this process and understand how the integrated project works
a theory of change was developed and a strategy-based performance measurement
approach is being used in order to better understand how an integrated care system
expects to perform relative to its strategic goals. This is expected to foster a more
disciplined and standardized method of evaluating performance at all levels of the

system.

The strategy map (see below) outlines a logical flow of outcomes that are theorized to
be necessary to achieve improved value over time. Based on this strategy map,
performance indicators can be developed in relation to the project’s strategic goals,
which can be assessed on an ongoing basis to improve outcomes.
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APPENDIX C: ICC EVALUATION WORKGROUP
MEMBERSHIP

The evaluation framework for wound care early implementation has been developed in
collaboration with a working group of expert researchers with experience in health
care integration.

Membership includes:

Robert Barnett, North East CCAC

Gina Browne, McMaster University and MOHLTC Theme Lead (Innovative and
Integrated Systems of Prevention and Care)

Natalie Ceccato, OHQC - Project Manager, LTC & Home Care Reporting
Diane Doran, University of Toronto and MOHLTC Nurse Senior Researcher
Jeffrey Hoch, University of Toronto and St. Michaels Hospital

Margaret MacAdam, The Age Advantage

Jennie Pickard, OACCAC

Jeff Poss, University of Waterloo

Susan Taylor, Centre for Health Care Quality Improvement

Georgina White, OACCAC

Merrick Zwarenstein, ICES and Sunnybrook Health Sciences Centre
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APPENDIX D: ICC CONTINUOUS QUALITY IMPROVEMENT
PARTNERSHIP

Centre for Healthcare Quality Improvement

The Ontario Association of Community Care Access Centres is working together with
the Ministry of Health and Long-Term Care and the Collaborative for Health Sector
Strategy at the Rotman School of Management at the University of Toronto to develop
this new strategy to strengthen home care and to test innovative changes to policy
and client service delivery.

The project’s quality improvement approach will be supported by the Centre for
Healthcare Quality Improvement (CHQI). Early Implementation Sites will be
supported by an Improvement Advisor who will be trained by the Institute for
Healthcare Improvement and by a CHQI consultant. CHQI will assist with activities
such as value stream mapping, process redesign and measurement. This partnership
IS expected to build sustainable quality improvement capacity and capability in the
community sector as well as facilitate improvement of care delivery processes to
contribute to the achievement of project goals.

CHQI activities will be continuous and ongoing throughout project implementation to
support continuous and sustainable quality improvement. A more detailed
understanding of the CHQI role is presented below:

CHQI Roles Responsibilities

Project The Project Leads will participate in a value stream mapping session for their

Leads respective client care grouping. The intent of the session is to identify the gap
between the current state/model of care and a desired future state that

(1 from incorporates the critical components and standards identified by the Integrated

CCAC Client Care Project and to develop a prioritized improvement plan.

and

1 from With this plan to guide them, the Project Leads will work with the Improvement

Primary Advisor (lA) to develop an implementation plan based on the output of the value

provider stream mapping. They will work collaboratively to co- lead the improvement team

agency) to develop, test and implement the change ideas. They will contribute to the

development of plans to support full implementation, spread and sustainability
across their organizations.

With support from the IA, the Project Leads will be expected to submit monthly
Leadership Reports outlining their progress to date, outcome, process and
balancing measures. These reports will be reviewed with the Executive Sponsor
and submitted to the OACCAC (for accountability purposes) and CHQI (for
feedback and improvement support).

Each of the Project Leads should be designated as 0.50 FTE.
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Responsibilities

Team
Members

The improvement team will be composed of a combination of front-line staff and
managers from CCACs and the consortium of partner agencies working together
with client/family representatives and other community service agencies. In
collaboration with the Project Leads and IA, they will participate in the value
stream mapping session. They will develop and progress the improvement plan
according to the priorities and timelines established.

These individuals will develop, test and implement the change ideas through
kaizen events and PDSA cycles. Based on their experiences, the improvement
team will make recommendations for embedding the improvements into daily
practice in their respective areas to ensure sustainability.

All members of the team will be responsible for collecting process measures, and
for reviewing their outcome and balancing measures to further their learning and
inform subsequent PDSA cycles.

Team members’ time commitment will vary over the course of the initiative,
depending on the focus. Generally, each member’s time allocation will vary from
1-4 h per week.

Improvement
Advisor (I1A)

The 1A will be the local source of improvement expertise. He/she will be provided
with training through the Institute for Healthcare Improvement’s IA Professional
Development Program scheduled to begin in March 2010. He/she will apply this
knowledge to the Integrated Client Care Initiative, ideally for both current and
future client groupings.

The 1A will participate in the preparatory analysis with participating organizations
prior to the value stream mapping session. Along with the Project Leads and
Team Members , he/she will engage in the value stream mapping session and
contribute to the development of the improvement plan..

The 1A will be responsible for developing an implementation plan based on the
output of the value stream mapping and for facilitating and supporting concurrent
improvement initiatives as determined by the implementation plan. He/she will
guide the planning and execution of PDSA cycles and will document the team’s
improvement journey. He/she will collate, integrate and synthesize real time data
for process, outcome and balancing measures and will assist the team in
interpreting the data and taking appropriate action.

The 1A will lead the development of monthly Leadership Reports and review these
with the Improvement Teams and Executive Sponsors.

The IA is a full time position.

Executive
Sponsors

The Executive Sponsors will assume responsibility for the progress of the
improvement plan toward achieving the aims set by the improvement team and
achieving targets for the core outcome measures for the project. They will review
the monthly Leadership Reports with the IA and Project Leads, and respond to
requests for support.

They will ensure the Project Leads and others involved have the resources
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Responsibilities

required to execute the project effectively. This includes providing enablers for
success (including dedicated time to work on the initiatives) and removing
identified barriers.

Executive Sponsors will be responsible for ensuring that there are mechanisms in
place to sustain the improvements and to share them, as appropriate, both internal
and external to their respective organizations.
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APPENDIX E: Overview of evidence-based best practices
and possible linkages with current research

The ICC Evaluation Workgroup has initiated and promoted dialogue with the broad
health research community to incorporate evidence based research on wound care.
Examples such as the ones below are anticipated to be used in the development the
wound care intervention at the early intervention sites.

For example, a study conducted in 2000 on leg ulcer care was considered. Margaret
Harrison et al attempted to assess the impact of changes to the provision of best
practices in leg ulcer care in the community specifically evaluating the alteration of
organizational structures to support the provision of guideline driven practice through a
pre/post study design. Data was collected on wound care clients over a period of 1
year and tracked individual circumstance of living, socio demographic and clinical
variables alongside the health services elements. The improvement in healing and the
reduction in cost per case was documented and studied by the Workgroup. Findings
included nearly tripled healing and reduced per case costs. (CMAJ 2005)

Harrison et al also conducted a randomized controlled trial on the relative
effectiveness and resource use of nurse clinic delivery vs. home visits (RCT
controlling for provider team and care protocol).The study indicated that when quality
care was supported by evidence based recommendations, organization of care rather
than setting was the crucial factor in the provision of quality care. (BIOMED Int'l J Hlth
Serv. Res.2008)

Arising from the clinic-home trial was an interesting finding about preference. 40% of
participants stated preference thus could not randomized. They were enrolled them in
a 'Preference Cohort' and followed them exactly as the trial participants. The data
arising from this study is currently being analyzed.

Harrison et al has also conducted a technology assessment (n=424) evaluating
relative effectiveness and resource use of the 2 main technologies used in Canada for
community management (short stretch and 4-layer) through a randomized controlled
trial. This analysis is being completed.

There is a potential opportunity for ICC wound care evaluation to link into the data that
has been accumulated through these different studies. This data is detailed with rich
individual circumstance of living, socio demographic and clinical variables alongside
the health services elements. It is also longitudinal in that individuals were followed
until at least 1 year past healing tracking durability of healing and recurrence. THETA
is looking more closing at the resource element and are more than happy to share this
large scale database if it could be useful.
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