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ADM’s Foreword

Welcome to the fifth edition of the Ministry of Health and Long-Term Care’s Externally-
Informed Annual Health Systems Trends Report (Trends Report), in which updated
references and examples are provided for the trends originally identified in the fourth
edition.

The Trends Report presents information on ten health systems trends that are occurring
internationally, largely independent of the activities of governments and health system
managers. The goal of the report is to raise awareness of these trends among health system
policy professionals and managers in order to support evidence-informed policy
development across the health system.

Since its inception, the Trends Report has been guided by input from external stakeholders;
the first three editions relied heavily on input from a panel of 12 experts from Ontario,
while the fourth and fifth editions reflect input received from individuals across Canada.

We hope that you find the Trends Report informative and useful. The Planning, Research
and Analysis Branch of the Health System Strategy and Policy Division is committed to
providing research evidence to support cooperative work and help provide a strong platform
for evaluation and risk management.

I would like to thank all of the individuals from across Canada who provided input for both
the fourth and fifth editions of the Trends Report; their contributions have greatly informed
the content.

Nancy Kennedy
Assistant Deputy Minister, Health System Strategy and Policy Division

Trends Report Contacts

Planning, Research and Analysis Branch:

Director — Michael Hillmer, PhD (416) 327-3314
Manager (A) — Cindy Perry, PhD (416) 212-8872
Staff Lead — Andrea Proctor, PhD (416) 212-4372
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Introduction

This report is designed to provide actionable information to support planners and decision
makers throughout the health system. The report development process incorporated input from
individuals across Canada to bring in perspectives from outside the Ministry of Health and Long-
Term Care.

This is the fifth edition of the Trends Report. The trends included in this edition were originally
selected in 2012 for the fourth edition with the help of stakeholders from across the country; the
ten trends featured in this edition of the Trends Report have not changed, but have been updated
with new information from the past year. The selection process for the featured trends is detailed
in the Appendix. It is important to note that the top trends identified would naturally vary
depending on respondents participating in the selection process. Therefore, the trends contained
in this report should be viewed as “a list” of trends in the health system, rather than “the list.”

During the selection process, four of the trends were consistently identified by stakeholders as
being among the most important health systems trends. For that reason, this report has the most
detail on those top four trends and less detail for the remaining six. In addition, more detailed
background briefs have been prepared for each trend.

The ten health systems trends identified by survey respondents are:

1. Chronic Disease Prevention and 6. Aging, End-of-Life, and Palliative Care
Management 7. Evidence-Informed Practice, Standards,
2. Sustainability, Productivity, and and Policy
Innovation in the Health Care System 8. Public and Population Health
3. Mental Health and Addictions 9. Health System Accountability,
4. Person-Centred, Coordinated Care Transparency, and Performance
5. eHealth Measurement

10. Disparities in Health Care

Much of the content of the Trends Report is drawn from research evidence; however, trend
information was also obtained from other sources, including government publications, websites,
and mainstream media. Many of the topics included in this report could fit under multiple trends,
and subjective decisions were made about placement. The literature related to the ten trends in
this report is vast and updated constantly. The report may overemphasize Ontario-based
examples because the authors naturally have the most knowledge of them. For these reasons, the
sources cited should be viewed as relevant examples rather than definitive sources, and
suggestions for additional/alternative citations are welcome.”

The ministry’s Health System Strategy and Policy Division looks forward to continuing the
consultation and input-seeking processes in the future. Current plans are to continue to update
these ten trends annually and to conduct the complete modified Delphi process, with the
possibility of identifying new trends, every three years.

* Please submit suggestions to PlanningUnit@ontario.ca
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Chronic Disease Prevention and
Management

Why is this Trend Important?

Canadian health care systems have their foundation in acute care, and perform their best when
addressing urgent needs.'? However, successful medical advances now allow people to survive
acute illness and live with chronic diseases for extended periods of time.® As a result, it has been
estimated that the major categories of chronic disease were responsible for over 65% of
healthcare expenditures in Ontario in 2010/11,* and that more than 75% of health care costs in
the US were due to chronic conditions in 2009.> The most prevalent chronic diseases (e.g.,
diabetes, heart disease, chronic respiratory illness, cancer) require regular and extended care,’
and are therefore mismatched with the episodic model of care.”®

As of 2010, over four million adults aged 45 years or older in Ontario had been diagnosed with
at least one chronic condition.? In 2008, 39% of Canadians reported having at least one of seven
common chronic health conditions.’® In 2008, chronic illness was responsible for the deaths of
over 200,000 Canadians (approximately 89% of all deaths that year in Canada).**

The trend is global and increasing. A systematic analysis of the global burden of disease
estimated that non-communicable disease accounted for 43% of global disability-adjusted life
years (DALYSs) in 1990, but that by 2010, they accounted for 54% of global DALYSs.*? In 2008,
chronic diseases accounted for 63% of the 57 million deaths worldwide; the majority of these
were attributable to cardiovascular diseases, diabetes, cancers, and chronic respiratory diseases.*
In most middle- and high-income countries, chronic diseases were responsible for more deaths
than all other causes combined.* The proportion of deaths worldwide due to chronic diseases is
projected to rise to 69% in 2030.1>°

3

Internationally, the likelihood of developing a chronic disease is further impacted by the social
determinants of health, with individuals of lower socioeconomic status being more likely to have
risk factors for chronic disease,*819:20.21:22

Growing Challenges

Chronic Disease and Aging

Chronic conditions become more prevalent with age; 72% of Canadians aged 45 to 64 years
reported having been diagnosed with at least one chronic condition; the rates among individuals
65 to 84 years old and those 85 years and older were 91% and 94%, respectively.? As more
people suffer from chronic disease, the costs associated with these diseases also increase.**

A 2011 report on the factors that drive health care costs by the Canadian Institute for Health
Information (CIHI) noted that one of the two factors that lead older seniors to consume more
health care dollars is the size of the elderly population who have chronic illnesses, as these
individuals tend to require more intensive medical attention with age.?® The other factor is the
cost of health care in the last few months of life.?
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Multimorbidity

Patients with multiple chronic conditions are particularly likely to have poorer quality of life and
require considerable health care resources.?” A 2010 survey of 3,309 Canadians found that 15%
of respondents reported having two chronic conditions, 7% reported having three, and 4%
reported having four or more.”® Individuals with multiple chronic conditions often use a greater
array of services than other consumers.?® An analysis by CIHI found that, in each of three elder
age groups (65 to 74, 75 to 84, and 85 and older), those with three or more reported chronic
conditions had nearly three times more health care visits than those with no reported chronic
conditions (13.3 million visits per year vs. 4.5 million visits).*® Having multiple chronic
conditions can also make coordination of care difficult and raise the likelihood of adverse drug
reactions, since such patients see several different physicians and take several medications.*

Treatment for individuals with multiple chronic conditions may also present difficulties for
health care providers, as treatment strategies have typically focused on single chronic conditions
(e.g., diabetes, cancer, mental illness) rather than offering comprehensive approaches to
simultaneously manage multiple conditions.* Although system improvements in integrating care
for the elderly are being implemented in Canadian provincial health systems, a 2011 review that
examined integrated care for elderly Canadians (including elderly individuals with
multimorbidity) found that providing an adequate supply of services was an ongoing issue in
many provinces (due to either inadequate funding and/or poor targeting of scarce resources).** A
2012 systematic review found that community-based interventions aimed at improving the health
of individuals with multimorbidity had mixed effects on the physical health of patients. The
review further found that the research literature was small and indicated that it is difficult to
improve health outcomes for this population.®

Coordination of Care

Coordination of care is critical for patients with multiple medical conditions. Populations with
complex care needs experience multiple transitions in care; 75% see Six or more physicians in
one year, while 25% see 16 or more.*®> Coordination across providers is crucial for such
patients;*® without communication and accountability when receiving care in different settings,
these patients are at risk for complications, medical errors, and duplication of tests.*” A 2011
survey of patients with complex care needs in 11 countries found that 40% of Canadian patients
surveyed reported coordination gaps related to medical records or tests, or communication
failures between providers.

Emerging Responses

Chronic Disease Prevention Efforts

Chronic disease prevention efforts have been undertaken in many jurisdictions. These efforts
include a range of health promotion activities that encourage healthy living and aim to decrease
the onset of chronic diseases® through primary prevention efforts focused on risk factors such as
tobacco use, alcohol consumption, physical inactivity, and unhealthy eating.*® Often these
approaches aim to address the underlying determinants of population risks, promote multi-
sectoral policies and programs, and reduce health inequities.** Public policies that change the
environment in which lifestyle choices are made (e.g., enacting laws prohibiting smoking in



restaurants) can help achieve long-term health improvements at the population level by
modifying economic, physical, and social environments.*?

Screening for the primary prevention of certain chronic diseases is another approach being
embraced by multiple jurisdictions, however, it has been noted that although screening can
improve health, inappropriate application or interpretation of screening tests can negatively
affect people’s perception of their health, initiate harmful diagnostic testing, and result in the
unnecessary use of health care resources.* In response, several jurisdictions — including the
US,* UK,* Australia,*® New Zealand,*” and Canada*® — have developed frameworks for
advising policy makers about the effectiveness of existing and potential screening programs. For
example, the advisory bodies from the US,* Australia,”® New Zealand,*! and Canada™ all
support screening for type 2 diabetes in certain high risk populations.

Providing dietary advice to healthy adults has been shown to have beneficial impacts on diet and
some cardiovascular risk factors; one review found that dietary advice led to reductions in
cholesterol and blood pressure over approximately 10 months.>® One Ontario study found that
implementation of the community-based Cardiovascular Health Awareness Program (CHAP) —
which provides people with the opportunity to take blood pressure readings and receive
education in a community pharmacy, and have their results forwarded to their physician or usual
pharmacist for follow-up — was associated with a significant reduction in annual hospital
admissions for cardiovascular disease among people aged 65 and over.>* Systematic reviews
have found that interventions that include physical activity and diet components have been
shown to reduce the risk of type 2 diabetes,**® and have led to reductions in body mass index
and waist circumference (two measures of obesity and overweight).>”® Ontario’s Primary Care
Diabetes Prevention Program is an evidence-based, group based lifestyle intervention program
designed to help adults identified as being at high-risk for type 2 diabetes to reduce this risk
through healthier lifestyle living; the pro%ram is modeled after landmark clinical studies from the
United States, China and Finland.**®%%2 These studies demonstrated that type 2 diabetes can be
prevented or delayed in people identified as high-risk through lifestyle changes that focus on the
following modifiable risk factors: overweight/obesity, physical activity, and healthy eating
habits.

For the prevention of childhood obesity, one systematic review found that interventions which
teach children about healthy eating, physical activity and positive body image, and give them
more opportunities to be physically active at school, are promising.®® Support for teachers and
other school staff to implement health promotion strategies, as well as support for parents in
implementing home-based activities to encourage increased exercise and healthier eating, are
also important components.®* In 2013, Ontario’s multi-sectoral Healthy Kids Panel
recommended a three-pronged approach to reducing childhood obesity: supporting young
women to maintain their own health and start their babies on the path to health, changing the
food environment so that is easier for parents to provide healthy meals, and creating healthy
communities to reduce or eliminate the broader social and health disparities that affect children’s
health and weight.®

When other treatments for obesity have failed, bariatric surgery can be considered to help weight
loss.®®®” Compared to conventional medical treatment, bariatric surgery leads to greater weight
loss,®®%°7° petter control of blood glucose,” and reductions in comorbidities (e.g., diabetes,
hypertension) following surgery,’>"®"* though health care costs may not decline post-surgery.”
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High salt intake is a risk factor for hypertension’® and heart disease,”” though one large study
found that the relationship between consumption and cardiovascular events may not be linear,
with high levels of sodium (more than 7 g per day) being associated with increased risk of all
types of cardiovascular events studied, and low levels of sodium (less than 3 g per par) being
associated with an increased risk of cardiovascular mortality and hospitalization for congestive
heart failure.”® According to the World Health Organization, currently available evidence
suggests that interventions to reduce population-wide salt intake have repeatedly been shown to
be highly cost-effective.”® In July, 2010, the Government of Canada released its Sodium
Reduction Strategy for Canada, which set out recommendations aimed at achieving an interim
goal of reducing the population mean daily intake of sodium from the then-current mean of 3,400
mg to 2,300 mg by 2016. The strategy was designed to be multi-staged, and to involve voluntary
reduction of sodium levels by industry, education, research, and monitoring.® In May 2013,
however, a Private Member’s Bill supporting the implementation of the Strategy was defeated in
the House of Commons.™

Care Coordination

Care coordination is the deliberate organization of patient care activities between two or more
participants (including the patient) involved in a patient’s care to facilitate the appropriate
delivery of health care services;® the goal is high-quality referrals and transitions that assure that
all involved providers, institutions, and patients have the information and resources they need to
optimize patient care.®®

In the US, the increasing prevalence of chronic diseases is helping to build momentum around
the “medical home” model.?* Patient-centred medical homes organize primary care so that
patients receive care that is coordinated by a primary care physician, is supported by information
technology, is delivered by a multidisciplinary team, and is adherent to evidence-based
guidelines.® Patient-centred medical homes implement the Chronic Care Model® (CCM) which
emphasizes the community, the health system, self-management support, delivery system design,
decision support, and clinical information systems as essential elements for the delivery of a
high-quality chronic disease management system.?” Research on the patient-centred medical
homes is still sparse, but is promising;®® studies have found that the CCM is well suited to
managing type 2 diabetes,® and has been associated with improved diabetes outcomes.®
Ontario’s Chronic Disease Prevention and Management Framework is an evidence-based
approach to prevention and management that evolved from the CCM.**

In 2011, the College of Family Physicians of Canada laid out its vision for Canadian medical
homes,” and Ontario’s Family Health Teams (FHTSs) have already been likened to patient-
centred medical homes.*** FHTs consist of family physicians, nurse practitioners, registered
nurses, social workers, dietitians, and other professionals who work together to provide a wide
range of health options for their community. FHTs focus on chronic disease management,
disease prevention, and health promotion and work with other health care organizations, such as
public health units and Community Care Access Centres.*

In December 2012, Ontario launched community Health Links, which are designed to support
local patient-care networks that are led by a coordinating partner and attempt to coordinate and
optimize access to needed services. The target population of the initiative is the 5% of patients
who consume about 66% of health care costs; these are most often patients with multiple,
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complex conditions.*® Community Health Links are intended to encourage greater collaboration
and coordination between a patient's different health care providers, as well to encourage the
development of personalized care plans.”” Community Health Links were developed to help
improve patient transitions within the system and help ensure patients receive more responsive
care that addresses their specific needs with the support of a tightly knit team of providers.®

For individuals in Ontario with diabetes and pre-diabetes, Regional Coordination Centres aim to
improve access and health outcomes using preventative strategies, self-management education,
and the promotion of best practice.”® For Ontarians with diabetes who have complex needs,
Ontario’s Centres for Complex Diabetes Care (CCDC) provide comprehensive, specialized, and
integrated services through the coordination of care among health care providers using an
evidence-based interprofessional team approach. The CCDCs also provide a centralized location
that incorporate access to specialist services with an ongoing relationship with a primary care
provider to support comprehensive diabetes management.'®

Other models for providing coordinated chronic disease care include specialized diabetes care
centres in the US,*and the Hospital Admissions Risk Program in Victoria, Australia;'*? both of
which have been found to have positive impacts.***%*

Home Telehealth for Remote Monitoring

Systematic reviews have examined the impact of home telemonitoring used in the home for
chronic disease management and have found largely positive results,'%>106107:108.109 gpecific
benefits identified in these reviews include improvements in symptoms associated with
asthma,**° hypertension,*** and psychiatric conditions,**? as well as reduced rates of
hospitalizations and emergency department visits among patients with chronic obstructive
pulmonary disease,**® reduced rates of rehospitalization among patients with heart failure,*** and
a trend towards improvements in glycemic control among individuals with diabetes.**>*°
However, not all studies relating to diabetes'"**81° or heart failure*?**?*?2 have found
significant benefits.

Research also suggests that home telehealth technologies support the consistent and timely
transmission of patient monitoring results, which can assist providers in making prompt,
efficient, and informed clinical decisions.*? Further, home-based telehealth interventions (e.g.,
telemonitoring, telephone support, videoconferencing) were associated with the use of fewer
services, such as hospitalizations,** readmissions,*® and emergency department visits,?*%’
a decrease in days spent in the hospital;*?®*?° the use of other services (e.g., office visits),
however, increased.'*

and

Patient Self-Management

Self-management is an important aspect of health care for people with chronic conditions.
The onset of a chronic condition often means that patients will have to learn and follow complex
medical regimens, and make challenging changes in lifestyle.'*® Patient self-management
interventions focus on changing health behaviours through knowledge, goal setting, and
developlggent of action plans*** that can be used to guide care at home and in the clinical

setting.

131,132
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The Chronic Care Model includes self-management support as one of its principle elements;**

patients manage their health and health care and the patients’ central role in managing the illness
is emphasized in order to build patients’ ability and interest in managing their conditions."®’

Several reviews have found that self-management interventions have led to positive outcomes in
a number of chronic diseases such as diabetes, 3339140141 hyhartension,*? heart failure,**®
epilepsy,******>and chronic obstructive pulmonary disease.**® The use of mobile phones for
disease management is a promising area; mobile phone-based tools have been shown to be
beneficial in the management of conditions such as diabetes™*" 14314910 and heart failure,***
mobile applications continue to be developed for conditions such as asthma®? and cancer**®
treatment. A recent Ontario study of a mHealth (also known as mobile health) application for
adolescents with type 1 diabetes found that the daily average frequency of blood glucose
measurement increased 50%.">*

and

A background document is also available for this trend.
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Sustainability, Productivity, and
Innovation in the Health Care System

Why is this Trend Important?

Health systems around the world — Canada’s included — are facing financial pressures stemming
from factors such as changing demographics, more advanced treatments, and the evolving needs
and expectations of users.™ In Canada, health care continues to consume an increasingly larger
share of provincial and territorial budgets;**® health care currently accounts for 42% of provincial
program funding in Ontario — and the share continues to grow — leaving fewer resources for other
important areas.**’

Boosting productivity, quality, and innovation in the health care system are avenues through
which the sustainability of the system may be enhanced.

Growing Challenges

Sustainability

Though there is no agreed-on precise definition of sustainability with regard to health care,
it can be examined through concepts such as fiscal affordability, value for money, productivity,
health care’s share of gross domestic product (GDP), and the proportion of government funds
spent on health in relation to other services. ®® Often, the notion of health system sustainability is
conceived of as an issue of fiscal balance,'®* but several authors have suggested that the
definition should be broader than a purely financial one.**2%31%* For instance, the Canadian
Medical Association defines sustainability as “universal access to quality patient-centred care
that is delivered along the full continuum in a timely and cost-effective manner.”*® As such, it
has been suggested that the issue is not about sustaining the health care system, but about
sustaining its performance.'®® Growing cost pressures such as new technologies, and consumer
expectations around health care coverage and quality are challenging governments’ ability to
adequately finance health care.*®” Work to ensure that health care systems can achieve
sustainability is an urgent priority for governments globally.*®®*

158,159

Demographic factors are a contributor to fiscal concerns. The 2011 census revealed that the
number of people in Canada aged 65 and over increased 14.1% between 2006 and 2011, to
nearly 5 million; there was also an 11.0% increase in the population of children aged four and
under.® Further, for the first time, there are more people in the age group that are 55 to 64,
where people typically are about to leave the labour force than in the age group when people
typically are about to enter it (ages 15 to 24)."*

In Canada, the total health expenditure (both public and private) has increased from 7.0% of
GDP in 1975 to a forecast of 11.2% in 2013; however it has declined since 2009, when it was
11.6%.%" In Ontario, the total health expenditure was expected to be 11.5% of GDP in 2013,
down from 2011 when it was 11.9%." In 2011, Canada’s public-sector health expenditure was
7.9% of the GDP™* — above the average for Organization for Economic Co-operation and
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Development (OECD) countries (6.8%).1"® Despite the slowing in spending that has been
occurring internationally since the economic crisis of 2008, government spending on health care
continues to rise in Canada.'” In 2011, Canadian governments and government agencies spent
$140.8 billion on health care; this figure is forecast to rise to $148.2 billion in 2013, with $50.9
billion of that amount forecast to be spent by Ontario’s public sector.*”” When general inflation
and population growth are accounted for, public sector health spending grew at an annual
average rate of 3.4% in Canada between 1998 and 2008 — more than double the rate of the
revenue growth of provincial, territorial, and federal governments.*"®

The interrelated concepts of overdiagnosis, overtreatment, and overuse of the health care system
are topics of national and international interest.!”**®° Researchers have noted that, in some cases,
screening programs and advances in the sensitivity of diagnostic tests have led to the detection
and treatment of benign abnormalities that never progress to health problems.*®" In addition,
increasingly wide definitions of disease (e.g., osteoporosis, attention deficit hyperactivity
disorder) can lead to people being diagnosed and treated for diseases that would not ultimately
cause them to experience symptoms or early death.*®® Overdiagnosis can result in overuse of
health services (e.g., unneeded tests and therapies),® and lead to anxiety about health, drug side
effects, and complications from surgeries.'®*

Overuse of the health care system — which involves the provision of health care services for
which the harms outweigh the benefits — leads to poor quality and contributes to high costs.'®
For instance, a recent article estimated that overtreatment cost the US health care system
between $158 billion and $226 billion in 2011.'%°

Productivity and Quality in the Health Care System

Evidence in Canada and the US suggests that productivity and quality rates have not kept pace
with health care spending,*®"*® though it has been suggested that the techniques used to measure
price and quality of health care are not optimal.*®°

Factors that may contribute to inefficiency in health care delivery include payment systems that
reward medical inputs rather than patient outcomes,*® inadequate focus on disease prevention,***
medical errors,**? the use of expensive equipment or personnel when less expensive alternatives
would suffice,**® duplication of services,'** and high administrative costs.'*

There is some evidence that the use of electronic medical records (EMRs) can lead to
efficiencies, including reductions in the amount of time spent on administrative paperwork, '
and increases in productivity for physicians.®” However, uptake of EMRs has been slow in
Canada. A survey of primary care physicians from 11 countries found that Canadians had a
lower percentage of reported use of EMRs than any of the other 10 countries. In seven of the 11
countries, reported usage/use of EMRs was 94% or more; in Canada the figure was 37%.%

The Costs of Innovation: The Case of Personalized Medicine

The challenge to keep pace with innovation in the health sector is one that all jurisdictions are
facing; personalized medicine is an example of one such innovation. Personalized medicine
involves using knowledge of a patient’s genetic makeup to enhance patient care and/or
outcomes.'**?°*?%1 The concept refers to the tailoring of medical treatment to the individual
characteristics of each patient; the ability to classify individuals into subpopulations that differ in
their susceptibility to a particular disease or their response to a specific treatment allows
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preventive or therapeutic interventions to be focused on those who will benefit, sparing expense

and side effects for those who will not.?°? For example, the drug herceptin may be used to treat

breast cancer patients whose cancers are HER2-positive, but it is contraindicated for patients

whose cancers are HER2-negative.?*® Despite the potential of personalized medicine, its

integration into the health care system could be disruptive.?%*2%>2%%207 personalized medicine

could threaten the roles of traditional health industry organizations; pharmaceutical and

diagnostic companies, hospitals, primary care providers, and payers may need to adjust their

business models in an era of personalized medicine.?’® Challenges related to the spread of

personalized medicine include:
e The slow pace of validating the clinical utility of personalized diagnostics and

treatments; 2921021

e The insufficient number of studies demonstrating the cost-effectiveness of therapeutics
and diagnostics, %% and little agreement on whose responsibility it is to develop such
data;***

e Required changes to regulatory requirements,
models;219,220,2 1,222

e Ethical issues such as patient privacy, the potential for genetic
discrimination,?2"#%8:2292%0 and inequities in the distribution of benefits and risks among
various population groups;*** and

e Concerns about direct-to-consumer marketing of genetic tests.

215216217,218 and reimbursement

223,224,225,226

233,234

Emerging Responses

Since the global financial and economic crisis, health spending has slowed markedly in almost
all OECD countries;?*>%% after years of continuous annual growth of over 4%, average health
spending grew only 0.2% between 2009 and 2011 in OECD countries.?’ Eleven of 34 OECD
countries reduced health spending between 2009 and 2011, while the growth in health spending
was reduced in other countries, such as the US and Canada,?*® where the health expenditure-to-
GDP ratio has dropped from 11.6% in 2009 to 11.2% in 2013.%*°

Jurisdictions around the world are addressing the challenge of sustainability in a variety of ways.
A common approach to limiting spending is to refocus the way that health care providers and
hospitals are paid so that quality is emphasized and rewarded.

The effective use of health human resources (HHR) is another promising approach;
interprofessional collaboration, the introduction of midlevel practitioners (e.g., nurse
practitioners),?**?** and multidisciplinary primary care teams®*>?**2** have been taken up in
several jurisdictions, and have been found to reduce emergency room use,?* improve health care
process and outcomes,?* and positively impact Canadians’ perceptions of the overall quality of
the health care system.?*” Common types of HHR initiatives being used increasingly in
international jurisdictions include skill-mix changes, job widening (the expansion of the content
of the role, for example by bringing together functions which may have been done by different
individuals in the past), and job deepening (the enrichment of the content of a role, for example
by giving it more significant and substantial responsibilities, greater autonomy, or opportunity
for development).?*® A fourth common approach is the expansion of non-physician providers’
scope of practice, which is being pursued or investigated in Canadian®*%%%* and
international®®*2°*2** jurisdictions.
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Funding Reform

Funding reforms, such as modifications to payment methods and other financial incentives have
been shown to have a powerful influence on provider, hospital, and health plan
performance.?>>#*°

Patient-based payment (also referred to as case mix funding, activity-based funding, diagnosis
related group funding, unit-based payment, or payment by results) is a funding approach that
reimburses providers for the care they deliver, using evidence-based rates set for different types
of patient groups.?®” These systems are thought to enhance incentives for hospitals to operate
more efficiently.”® Patient-based payment systems are the emerging standard for hospital
payment worldwide,?**?%° and have been adopted to varying degrees in several OECD member
countries, including Australia, Italy, Norway, Sweden, the US, and the UK,?** as well as in South
Korea.?®? Shifts towards patient-based payment systems have been associated with increased
efficiency,?®3?%*?%° decreased costs per discharge,”®*?®" decreased unit costs,?®® reductions in
average length-of-stay,?®*?%2"* and system cost savings.?’> Some economic reports have
recommended shifting hospital funding towards patient-based systems?’*?"* as a way to reduce
the cost of procedures.?” There has been movement towards patient-based payment in several
provinces; in 2011/12, approximately 18% of funding for each of British Columbia’s five
regional health authorities was converted to activity-based funding,?’ and a shift from a global
hospital budgeting system toward a patient-based system is underway in Ontario.?”"?"® Under the
new model, Ontario's hospitals, Community Care Access Centres, and long-term care homes are
compensated based on how many patients they look after, the services they deliver, the evidence-
based quality of those services, and the specific needs of the broader population they serve.?”

Another common funding reform is episode-based payment — in which all costs of a clinical
condition (for a defined period) are bundled to include care in all settings (e.qg., office visits,
acute care in hospital, post-acute rehabilitation, and home care). In essence, patient-based
payments are a narrower form of episode-based payment focussing on a single institution, while
episode-based payments cross multiple institutions. As a result, this type of payment provides
incentives for hospitals and physicians to better coordinate care from preadmission through post-
discharge activities, thereby leading to higher quality outcomes, improved efficiency, and
reduced costs.?®*?®! |n the US, Accountable Care Organizations are designed to reward groups of
providers who succeed in delivering high-quality care while containing costs, by enabling them
to share the Medicare savings they achieve.?82%3

Increasing Quality in the Health Care System

Health quality indicators are a tool for measuring the quality of care patients receive, and several
organizations such as Health Quality Ontario, the OECD and the Agency for Healthcare
Research and Quality (AHRQ) have published these indicators in a variety of health care areas
(e.g., patient safety, prevention).284265:286.287.288 Tha most widely-used indicators were developed
by AHRQ and are based on best practices that have been proven to lead to improvements in
health; the indicators are used to assess, track, and monitor provider performance®® on measures
such as annual rates of incidence of death among surgical inpatients, pressure ulcers,
postoperative sepsis, and mortality from inpatient pneumonia.>®

Pay-for-performance (also known as P4P or Results-Based Financing) schemes are another
common quality initiative in health care.?®* In these programs, incentives (e.g., bonus payments)
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are provided for a broad range of quality-related improvements (e.g., investment in technology,
vaccination rates, patient satisfaction) or increased efficiency.?*> Many of the OECD countries
have instituted P4P programs, including the UK,%® Australia,?®* the US,** New Zealand,?*® and
they are emerging in countries such as Brazil®®” and Zambia®®® as well. Since most programs lack
a rigorous evaluation component, the effects of P4P programs on quality are largely unclear,®
and a study on physician’s responses to a P4P scheme in Ontario found that incentives led to
increases in provision of four of five targeted preventive care services (though increases were
less than 10% in three of these), but had no effect on the provision of six other incentivized
services.*® Another Ontario study found that the introduction of an incentive to improve the
quality of diabetes care led to minimal improvement at both the population and patient level. 3
However, a recent study suggests that raising performance thresholds in P4P schemes improved
physician performance in Scotland, especially among low-performing general practitioners.*%?

In Ontario, the Excellent Care for All Act, 2010 mandated that hospitals develop quality
improvement plans, link executive compensation to the achievement of goals in the plans, and
establish quality committees to monitor and report on quality issues.®

In response to the growing concerns about overuse, and building on existing cases where
evidence-based analysis has been used to inform funding and policy decisions about new
products and services,** international jurisdictions are increasingly looking to apply health
technology assessment (HTA) methodologies to existing funded products and services.**>*% The
move towards ensuring that patients do not undergo unnecessary tests, procedures, or
diagnoses®” is at an early stage, but has been bolstered by efforts by medical leaders®*® and
physicians’ groups.*®® For example, the Choosing Wisely initiative aims to help patients choose
care that is evidence-based, and that reduces duplication of tests and procedures, by encouraging
discussions between patients and their physicians.>*° The initiative was launched in 2012°" in
the US, and — with funding from the Ontario Ministry of Health and Long-Term Care®'? —
Choosing Wisely Canada is set to launch in April, 2014.3*3

Innovation

Innovations in health care delivery — such as personalized medicine — offer the potential to
positively transform health care.**®° Transformations in drug development,®'° the prevention,
diagnosis, and treatment of disease,®’ clinical practice,®®3'°**° medical outcomes,*** and the
nature of the medical system from a reactive system to a proactive system>?? have all been
forecast, and each could positively affect the system’s sustainability. For examgle, ersonalized
medicine could allow diagnosis to be made earlier in disease development,®*34*3% allowing
more effective interventions or treatment options,*?® and the pre-emption of the progression of a
disease.**” Further, the ability to stratify patients by disease susceptibility or their Iikelsy response
to treatment could help to reduce the size, duration, and cost of clinical trials;32:329-330.331
potentially bringing useful medicines to patients more quickly and decreasing the economic
burden of clinical development,®*? while facilitating the development of new treatments,
diagnostics, and prevention strategies.**®

Advances in technology and practice that allow procedures that once had to be performed in a
hospital environment to be offered in the community through a provider specializing in the
procedure are another area of innovation with potential consequences for the organization of the
health care system,** including reduced wait times.®***%*" The Shouldice Hospital in Ontario,
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for example, treats patients requiring simple uncomplicated hernia repair, and averages over
7,000 operations a year in a 90-bed facility, with surgeons treating patients at approximately 20
times the annual volume for a typical surgeon.**® Ontario’s legislative and funding model for
“independent health facilities” enables the provision of publicly funded diagnostic and/or
surgical/treatment services (e.g., ultrasound, dialysis) in community-based non-hospital
facilities.®* For example, the Kensington Eye Institute — a not-for-profit outpatient cataract
surgery centre**® — provides over 7,200 surgeries each year, contributing to reduced wait times
for cataract surgery.®** In December 2013, Ontario announced its plan to establish non-profit
community-based specialty clinics in communities across the province; the clinics will provide
routine health services, beginning with cataract and colonoscopy procedures, with additional
procedures to be considered in the future.**

Other efforts to promote innovation in the health care system include the US Center for Medicare
and Medicaid Innovation, which was established to identify, develop, support, and evaluate
innovative payment and service delivery models under Medicare, Medicaid, and the Children’s
Health Insurance Program (CHIP).3** The Center’s Health Care Innovation Challenge will award
up to $1 billion in grants to applicants who seek to implement innovative ideas for delivering
better health, improved care, and lower costs to individuals enrolled in the health plans, with
emphasis on those with the highest health care needs.*** The AHRQ Health Care Innovations
Exchange was created to promote the development and adoption of health care innovations that
improve the quality of health care.** The website provides health professionals and researchers
with a platform to share, learn about, and adopt evidence-based innovations and tools that are
appropriate for a variety of health care settings and populations.**®

A background document is also available for this trend.
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Mental Health and Addictions

Why is this Trend Important?

Though it can be difficult to determine the prevalence of mental illness,”™" it has been estimated
that one in five Canadians will experience mental illness, 33249931 and prevalence rates have
been climbing in recent years.*** Mental illness causes distress, can interfere with a person’s
ability to cope with daily life, and may disrupt their work, social, and family life.*** Mental
illness is also associated with significant costs to the health care system and employers, as well
as to families and to those individuals affected by mental illness. The World Health Organization
estimates that depression will be the second leading cause of disability by the year 2020.%*

347

Growing Challenges

In 2011 alone, Canadians spent over 3.2 million days in hospital for mental health issues; almost
1.8 million of these days were spent in facilities in Ontario.*® Included in these totals were over
222,000 hospital days due to substance-related disorders in Canada (and over 138,000 days in
Ontario).**® In 2007/08, a total of at least $14.3 billion of Canadian public expenditures went
towards mental health services and supports; in Ontario this figure was $5.9 billion.*’ In the
same year, 7.2% of total government health expenditures in Canada went to mental health.>*
One report estimated that in 2011, $42.3 billion was spent in Canada on direct costs related to
mental illness (i.e., health care, some social services, and income support); this is likely an
underestimate since the costs do not include those to the justice system, all social service and
education systems, costs for child and youth services, informal caregiving costs or costs
associated with losses in health-related quality of life.**°

In considering the impact of mental illness on productivity in the workplace (i.e., indirect costs),
it was estimated that an additional $6.3 billion would be lost due to absenteeism and under-
performance.®*®3*! These costs are expected to rise over the next several decades, with direct and
indirect costs potentially increasing to $290.9 billion and $16.0 billion, respectively, in 2041.%%

In Ontario alone, the burden of mental illness and addiction (as measured by health-adjusted life
years) is more than 1.5 times that of all cancers and over seven times that of all infectious
diseases, as individuals with mental illness and addiction tend to live with a low quality of life
for a long time; depression was found to have the largest impact.®*

Access to Services

Access to mental health services is a critical issue nationwide. The need for timely access to
integrated mental health services has been frequently highlighted,364:36°366:367368369 10
accessibility of services is particularly an issue among children and youth, of whom only 25%
receive specialized treatment.>”® Accessing mental health resources is a challenge outside of
Canada as well; it is estimated that 80% percent of people with serious mental disorders living in
low or middle income countries do not have access to needed services.*"*
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Substance Abuse and Addictions

Substance abuse and addictions are growing areas of concern for health policy development. The
use of illicit drugs (e.g., marijuana, heroin, cocaine) may lead to serious health issues such as
unintentional injuries, car accidents, and overdoses, which may require acute emergency care.>’?
Current areas of concern include problem gambling,®” the misuse of prescription drugs
(particularly OBIOIdS) % substance misuse, and alcohol abuse among youth®**>*"® and Aboriginal
communities.>’"¥7837

The number of prescription opioid-related treatment admissions in publicly funded addiction
treatment services in Ontario rose by 60% between 2004 and 2009,%* and continues to
increase.®® In 2011, 40.0% of Ontario students in grades nine to twelve reported that they had
used an illicit drug in the past year; this includes 15.2% of students who reported having used a
prescription drug for non-medical purposes.*®?

Mental lliness and the Justice System

Over the past thirty years, the shift away from institutions to community-based treatment has
resulted in an increased role for police in addressing mental iliness.*®* Now, police services are
commonly the first point of contact for individuals in mental health crisis.*®**®* The increased
involvement of individuals with mental illness in the criminal justice system has led to higher
policing costs*®® and strains on the court system.*®” Despite the frequency of police contact with
individuals with mental illness, police training on how to deal with the mentally ill varies across
the country — from a few hours to intensive week-long courses.*#*%°

A 2011 report on collaborations between police and mental health bodies in Ontario identified 15
key issues currently impeding police/mental health collaboration, including a shortage of funding
and resources for police/mental health collaborations, and lack of mental health services in rural
and northern communities.>®

Emerging Responses

Mental Health Promotion and Mental lliness Prevention

There is growing recognition of the need for the promotion of positive mental health and
wellbeing, as well as for prevention of the onset of mental illness. Reviews of the literature have
found that mental health promotion and mental illness prevention strategies can reduce the
individual and social impacts of poor mental health,*** and can be effective and cost-
effective,*23% especially when interventions target children and adolescents.*****> Mental illness
prevention interventions occur before the onset of a clinical episode,**® and have targeted
individuals at risk (e.g., depression treatment in older people following hip surgery*®"), groups of
individuals (e.g., all the members of one grade in high school,**® employee assistance programs
at a place of work®®®), and health care providers (e.g., providing education to assist in the
assessment and management of suicidal patients*®).

There is a large research literature on school-based mental health and addictions programs.
Literature reviews have found positive impacts from some (but not all) interventions targeting
alcohol misuse,*™* use of illicit drugs,*®2*®34%* smoking prevention,*®>*° depression, "84
anxiety.*™° It has been suggested that school nurses are providers who have the potential to
greatly impact the mental health of students.*****#41341% Mental health educational resources for

and
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school nurses and other school personnel have been developed and made freely accessible on the
internet.**>#16417418 case management provided directly by school-employed registered nurses or
counselors is a growing area for the provision of support to students and their families.**

In 2012, the Mental Health Commission of Canada released Canada’s first national mental health
strategy.*?° Among its six strategic directions, the strategy recognizes the need to promote mental
health across the lifespan, to prevent mental illness wherever possible and to foster recovery for
people living with mental illnesses. In 2011, Ontario launched its Comprehensive Mental Health
Strategy, which takes a long-term view to transforming the mental health system.**

Workplace Mental Health

Promoting positive mental health and well-being in the workplace has gained increased attention
recently, with workplaces being identified as important settings for mental health
interventions.*? From an employer’s perspective, the economic consequences*2>*?* of mental
illness and employers’ growing legal obligations*?” related to mental health safety are strong
drivers for organizations to create healthy workplaces and proactively assist employees in
maintaining their mental health. From the perspective of employees with a mental health
problem, stigma and discrimination associated with mental illnesses is also an important
concern.”®4?” Internationally and within Canada, several resources are available to assist

employers in developing work environments that promote positive mental health, *28,42,43

Recovery and Harm-Reduction

Increasingly, a recovery-oriented approach is being taken with respect to the long-term efforts of
people with mental illness or addictions.*** Characteristics of recovery-oriented care include
patient empowerment, **2#3343 4 focus on self-management,*®>*®%7 cultural sensitivity,*383944°
and a strengths-based orientation.***#42443444 The Mental Health Commission of Canada suggests
that recovery should build on individual, family, cultural and community strengths, and enable
people living with mental health problems and illnesses to lead meaningful lives in the
community, despite any limitations imposed by their condition.**®> The recovery concept has been
introduced into national mental health policies in New Zealand, Australia, and England,**® and
recovery-oriented initiatives have been launched in jurisdictions such as Scotland,*’ South
Australia,**® and New York State** and Connecticut**® in the US.

In Canada and many other countries, harm reduction strategies are used to minimize death,
disease, and injury related to substance abuse.** Harm reduction approaches accept that
abstinence may not be a realistic goal for some drug users,**? particularly in the short term, and
instead seek to reduce drug-related harm without requiring the cessation of drug use.*** Common
harm reduction interventions include needle exchange programs, drug substitution (e.g.,
methadone maintenance therapy), and supervised injection sites.***

Telepsychiatry and Specialist Access

Telepsychiatry and telemental health approaches link specialist mental health support to local
health care workers (e.g., mental health workers and general practitioners) in the care of
psychiatric patients in their local community,**° and have the potential to be useful treatment
alternatives for patients without ready access to face-to-face consultation (e.g., in rural and
remote areas).***4%74%84%° Research suggests that telepsychiatry can be used by a variety of local
health care providers such as primary care providers,*®® nurses,*** psychologists,*®?

21



psychiatrists,*®® and, moreover, teachers,*®* school counsellors,*®® and administrators*® in

regions without access to specialist psychiatric care. Telemental health support may be provided
by a psychiatrist, psychologist, psychiatric nurse, or social worker, or, in some cases, a
multidisciplinary team consisting of some or all of these types of practitioners.*®”

The Ontario College of Family Physicians’ Collaborative Mental Health Care Network connects
family physicians with mental health specialist mentors to support easy access to case-by-case
support regarding mental health care.*®® Physicians can contact their mentors on an informal
basis*® to receive guidance on diagnosis, psychotherapy, and pharmacology.*"

Supportive Housing and Housing First Programs

Supportive housing is permanent affordable housing coupled with supportive services for
individuals who have serious and persistent issues, including mental iliness and substance use,
that enables them to achieve long-term housing stability.*”* Although findings have been
mixed,*"247347447> evaluations of supportive housing interventions among those with severe
addiction and/or mental illness have found that such initiatives are associated with cost savings
in both health and prison systems*’®477478479 que to increased levels of housing stability***** and
reduction in several important outcomes such as the number of hospitalizations, *32#83484:485
length of stay per hospitalization,****%" use of emergency medical services,*#489 4%
shelters,**149249 and the amount of time spent incarcerated.***4%

use of

A Housing First approach provides housing to people who need it and then provide them with
treatments and supports, rather than providing housing once an individual with mental illness has
achieved a certain level of recovery.**® The At Home/Chez Soi demonstration project offers
Housing First programs to people with mental illness who are experiencing homelessness in five
cities across Canada, with the aim of providing evidence on what services could best help people
who are homeless and living with mental illness.**” Reported impacts of the project have
included individuals spending more time in stable housing (73% for participants vs. 30% for
non-participants), allowing the possibility of better long-term health and social functioning
outcomes.**® The program has also been shown to reduce costs for high users of social services —
one analysis found that for every dollar spent on Housing First for these individuals, $1.54 was
saved through the reduction of use of other shelter, health and justice services.** At the
individual level, participants have reported greater feelings of hope,>® and healthier
relationships.®™ The Canadian Institutes of Health Research recently announced that it would
provide funding for an additional four years of the project’s Toronto site.”%?

Police Mental lliness Training

In 1988, the Memphis Police Department joined in partnership with mental illness researchers
and stakeholders to develop a specialized unit — the Crisis Intervention Team — that can be called
upon to respond to crisis calls involving issues related to mental illness.>® The model has since
been adopted by other jurisdictions in the US,*** Australia,>®® and Canada (Edmonton, and York
Region, Ontario).>® Jurisdictions in the US have reported that the number of officers injured
during “mental disturbance” calls has dropped by 80%, and that there had been a decrease in
police-related shootings.”®” The Mental Health Commission of Canada has launched a Police
Project that aims to develop comprehensive guidelines for police training and education
programs across Canada.’®

A background document is also available for this trend.
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Person-Centred, Coordinated Care

Why is this Trend Important?

Person-centred care — sometimes referred to as patient-centred care — has several definitions.
509,510511,512513514 Elements frequently mentioned in definitions of person-centred care include:
comprehensive, coordinated and integrated care; timeliness and ease of access; clear and reliable
communication; respect for patients’ values and preferences; smooth transitions and continuity
of care; and the use of eHealth.>"

A shift to a more person-centred health care system can help to improve individuals’ experience
with care,**®°'" improve health outcomes,>*® and better control costs and utilization of the health
care system.”® For example, patients treated by interdisciplinary health care teams enjoy better
health outcomes, shorter wait times, and a greater degree of patient empowerment, all of which
lead to an increase in patient satisfaction rates and cost savings to the health care system.*?

One study found that Canadians with chronic health conditions were more likely to rate their
care as “excellent” if their regular doctor knew their history and helped to coordinate their
care.”®! These patients also reported better monitoring of their conditions, better access to care,
and fewer errors in their care.>*> A 2012 systematic review found that patients of providers who
had been trained to promote a person-centred approach to clinical consultations were
significantly more likely to have health status improvements than patients of providers who had
not been trained in a person-centred approach.>*

Growing Challenges

Gaps in Coordination of Care

Conventional health care systems were designed to manage short episodes of acute care and
traditionally have not responded well to the challenges of chronic care. In coping with chronic
conditions, the Acute Care Model, an example of a conventional health care system, is costly,
fails to get at root causes of illness or disease, and lacks continuity. It is one that has also proven
frustrating and expensive for patients.>**

A survey of patients with complex care needs in 11 countries, including Canada, found that care
is often poorly coordinated.®® Further, 50% of Canadian patients reported experiencing gaps in
hospital or surgery discharge planning, such as not receiving a written care plan after discharge
(27%), having no arrangements for follow-up visits (26%), and not receiving clear instructions
on which medicines to take (11%).°%°

Around two-thirds of OECD countries report that difficulties exist at transitions from ambulatory
care and four-fifths at the level of transitions from acute care.>*’ More than half of all hospital
medication errors occur at the interfaces of care, for example, when patients are transferred from
the emergency department to an inpatient bed, are transferred between units within the hospital,
or are in transit between hospital and home or an extended care facility.”®
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Access to Primary Care and Care in Appropriate Settings

Primary care gatekeepers are well positioned to improve care coordination by helping guide
patients through the health system.>* In 2010, approximately 82% of Canadians reported having
a regular doctor or place they went to for care,**” and 90% of Ontarians reported having a regular
family physician in 2007,%* however, issues with access to primary care providers remain. For
example, one survey found that 63% of Canadians experienced difficulty getting after-hours care
without going to the emergency room (the highest rate of the 11 countries surveyed), while only
51% were able to arrange for a same- or next-day appointment with a doctor or nurse when they
were sick or needed care.>*

Difficulties in ensuring that patients receive care in appropriate settings persist, despite high-
level recognition of the importance of the issue.’*® A 2008 international survey found that
Canada had the highest proportion of respondents indicating that they had used the emergency
department for primary care — 39% of Canadians who had visited an emergency department in
the prior two years believed that they could have been treated by their primary care physician,
instead.>®* In 2010/11, over 271,000 emergency room visits were made to Ontario hospitals that
could have been treated in alternative primary care settings.>*® Alternate level of care (ALC) in
acute care refers to patients who occupy hospital beds but no longer need acute care
services.>***%" |n 2007-2008, there were more than 74,000 ALC hospitalizations and over 1.7
million ALC days in Canada (not including Manitoba and Quebec); during the same period,
ALC patients accounted for 5% of hospitalizations in Canada, and 7% in Ontario.>*® In Ontario,
the largest proportion of ALC days is for those waiting for placement in long-term care homes.>*

An Aging Population

According to Dr. David Walker’s report on ALC in Ontario, our society now confronts a
growing phenomenon — that of a burgeoning aging population of individuals living with frailty,
and/or multiple co-morbidities, all of which may be confounded by the challenges of
dementia.>*® The frail elderly are an example of a group which may have more difficulty
accessing, navigating, and negotiating the health care system. Other groups, including those
individuals who are less educated, those who do not speak English as a first language, and those
with mesﬂal illness, may also have difficulty compared to those who are well educated and health
literate.

One Ontario analysis found that seniors with even a single chronic condition can expect, on
average, 50 to over 100 non-institutional provider visits (i.e., physician, pharmacy, home care) in
the one year following an acute care discharge. Moreover, 30 to 40% of the elderly in the
analysis had six to thirteen or more different non-institutional physicians connected to their care.
About 25% were involved with three or more separate pharmacies, presenting enormous
coordination challenges in terms of overall care coordination.>*?

Emerging Responses

Boosting Coordination of Care

The Ontario Action Plan for Health Care has identified the need for a person-centred system that
has better integrated health providers — such as family health care, community care, hospitals,
and long-term care — that move patients more seamlessly from one care setting to another.>*?
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Care coordination is a conscious effort to ensure that all key information needed to make clinical
decisions is available to patients and providers.>** Communication and accountability between
different care settings is particularly important for patients with multiple medical problems, as
they typically receive care in multiple settings, and are therefore at greater risk for complications,
undergoing duplicate tests,>* and medication errors associated with potential harm.>*® Hospitals
employing person-centred principles have found improvements in patient outcomes in areas
ranging from decreased length of stay, fewer medication errors, and enhanced staff
recruitment,®*’ to cost-savings,>*® and fewer hospital admissions.>*

Case management and facilitated access to a range of health and social services has been
associated with reductions in hospital use, cost-effectiveness or cost savings, and increased client
satisfaction or quality of life.>*® Case management service providers use a collaborative, client-
driven approach to align health care and support services for their clients in the most economical
and effective manner possible.>®* Case management is also associated with reduced use of
nursing homes and long-term care homes. Multidisciplinary teams, active physician
involvement, and access to a range of health and social services have also been associated with
reductions in utilization of nursing and long-term care homes.>*

Medication reconciliation has a role at all transitions in care, because drug errors at transitions in
care are so frequent. Specifically, medication reconciliation is a process by which a clinician
reviews the patient’s medication orders and tracks the medications actually administered before
and after the transition in site of care so as to identify and correct any discrepancies between the
intended regimen and the regimen actually received.**® Identification of unintended medication
discrepancies and potential drug-related problems, as well as increased follow-up during care
transitions, can improve patient safety and quality of care while saving health care resources.**

Ontario’s Family Health Teams (FHTSs) provide primary care services, which focus on patient
advocacy and coordination of care. Specifically, this includes episodic and acute care, mental
health care, chronic disease care, prevention, and education for self-care. The teams provide care
in the home, hospital, and community, and serve as the focus for all patient care, providing the
majority of care and coordinating the services that are provided by specialists and by other
community resources.” In addition to resembling the Patient’s Medical Home proposed by the
College of Family Physicians of Canada,>*® FHTs closely mirror the US Patient-Centered
Medical Home model,*>" which has been described as “an enhanced model of primary care in
which care teams attend to the multi-faceted needs of patients and provide whole-person
comprehensive and coordinated patient-centered care.”**® The medical home model has been
piloted in more than 30 US states since 2006, with a focus on teams to manage care for those
with chronic conditions,*®®°®* and has been adopted as the future standard of care by the US
Department of Veterans Health Affairs.*®

Patient Participation and Access to Data

Patients and their allies often have different perspectives on the health care system than those
who work in the system, such as health care workers, policy makers, administrators, and
researchers,”®*°® and there are several initiatives that seek to expand patient participation both in
their own care, and in shaping the health system.>® Patients Canada (formerly the Patients’
Association of Canada) has been established to promote the participation of patients in their
health care and to promote the inclusion of the patient perspective in clinical care, service
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planning, and policy development.®®® In British Columbia, the Patients as Partners initiative
collaborates with Impact BC to manage the Patient VVoices Network, a mechanism to recruit,
train, and support patients and their caregivers to participate in suggesting changes that may
benefit the health care system.>®"°%®

Participatory medicine is a person-centred approach to health care that has been defined as “a
cooperative model of health care that encourages and expects active involvement by all
connected parties (e.g., patients, caregivers, health care professionals) as integral to the full
continuum of care.” The concept applies to health, as defined broadly — including fitness,
nutrition, mental health, and end-of-life care. This model of health care encourages patients to
shift from being passive about their health to being active drivers, and supports providers to
encourage and value patients as full partners.®®

In the US, patient satisfaction is a small but growing component of emergency physician
compensation; a 2009 survey of non-academic hospitals found that 20% of physicians reported
that at least part of their pay was tied to patient satisfaction (compared with 11% of physicians in
2006).°™° For example, under the new incentive system at the Hospital of Central Connecticut,
physicians receive incentive compensation related to patient satisfaction, though in order to do so
the entire physician group must be at or above the 70th percentile in quarterly reports on patient
satisfaction.”"*

Effective care coordination begins with ensuring that accurate clinical information is available to
support medical decisions by patients and providers. Further, giving patients and caregivers self-
management support after discharge has been shown to reduce readmissions to the hospital and
lower costs.””?

Using eHealth to Boost Access and Coordination

A report on telehealth benefits and adoption conducted for Canada Health Infoway found that
telehealth has the potential to enhance quality of care by better supporting chronic disease
management, application of best practices, improvement of knowledge and skill development in
local care providers, and improvement of care coordination; with the use of telehealth wait times
for a variety of services decreased markedly.>” For example, the implementation of a telecare
management program employing an internet-based home messaging device was associated with
reductions in some measures of resource utilization among a group of high-use veterans over the
age of 60 with either congestive heart failure, or diabetes.””

Stratified Care - Targeting Patients with the Highest Needs

Analyses indicate that in both Canadian®">°"**""*"® and international jurisdictions
a small number of individuals use a large percentage of health care services. A recent Ontario
analysis examined most, but not all, health system expenditures and found that 1% of the
population accounted for 34% of costs, and that 10% accounted for 79% of system-wide costs.
A growing body of evidence suggests, however, that health system quality improvements can be
obtained through focused initiatives that improve coordination and continuity of care for
populations that are high users of health care services.*®*%° For example, Ontario’s
community Health Links were launched with an initial focus on the 5% of patients who consume
about 66% of health care costs in Ontario. Health Links were designed to support local patient-
care networks and to coordinate and optimize access to needed services for these patients.>®

,579,580,581,582,583
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Health Links are intended to encourage greater collaboration and coordination between a
patient's different health care providers, as well as to promote the development of personalized
care plans.®®

Ontario’s Health Care Connect program, which helps individuals without a family health care
provider find one, prioritizes individuals with the most need for family health care.**® Since
being launched, the program has referred over 238,000 of the 298,000 patients registered
(79.9%) with the program to a family health care provider, including 79.5% of high needs
patients registered with the program.®®*

In the US, the Patient Protection and Affordable Care Act included provisions for the creation of
“independence at home” medical practices, which are multidisciplinary practices that provide
home-based primary care to high-need populations.>*?

A background document is also available for this trend.
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eHealth

Why is this Trend Important?

Health care experts, policy makers, payers, and consumers consider eHealth technologies, such
as electronic health records and computerized provider order entry, to be critical to transforming
the health care industry.>® Health information technology has also been shown to improve
quality by increasing adherence to care guidelines, enhancing disease surveillance, and
decreasing medication errors.>**

Prominent reports highlight the importance of electronic medical records (EMRs) to the future of
health care.>*>*% However, concerns remain about the high costs of implementing an effective
electronic health records system and patient privacy.>®"%

Growing Challenges

Despite a consensus that the use of eHealth technologies could yield more efficient, safer and
higher-quality care,®*® adoption of the technologies has been relatively slow in Canada.®®
According to an organization that tracks hospitals in their progress towards creating a paperless
patient record, in 2011 Canadian hospitals had an average score of 1.85, whereas US hospitals
scored 3.14°" (on a scale of one to seven®?). Reasons identified for slow uptake of EMRs
included capital requirements and maintenance costs,***®* lack of interoperability with other
applications,®®>°% difficulty in learning how to use EMRs,*®” and concerns with privacy and
security,®®® among others.

Interoperability is considered a prerequisite and a facilitator in the deployment of eHealth,®® but
progress has been limited, and, internationally, many projects to address this concern have been
limited to a regional scale.®* Suggested strategies to promote the adoption of electronic health
records by hospitals have included a focus on financial support, interoperability, and training of
information technology support staff.®*

Similarly, mHealth, which uses mobile communication devices, in conjunction with Internet and
social media, represents a promising opportunity to enhance disease prevention and management
by extending health interventions beyond the reach of traditional care. However, it has been
suggested that mHealth could benefit from more coordinated development, as it is currently at
risk of emerging as a series of applications with limited compatibility.®*?

Emerging Responses

The use of EMRs is associated with improvements for both health care providers and for
patients. For providers, the use of EMRs is associated with better documentation,®*® reductions in
time spent on administrative work,**®>%1® and an increase in physician productivity.®*’ For
patients, the use of EMRs has been associated with reduced length of stay,*® fewer office

visits, 1962062 ang greater satisfaction.®?? Further, the use of EMRSs is associated with reduced
expenditures,®® and may have an indirect positive effect on quality by increasing flow of
information, compliance with regulations, and the ability to integrate graphic data.®®*
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Various jurisdictions are attempting to encourage the uptake of eHealth technologies through the
use of large incentive payments to practitioners, °2>26:627628629.630631632 5o time grants to help
practices acquire computers,®**®%* providing computers without cost,*** imposing financial
penalties for non-use,**® or mandating the use of eHealth for activities such as billing or
prescribing.637,638,639,640

635

Computer-based clinical systems are another promising avenue. Laboratory information systems
are designed to store, manipulate, and retrieve information for planning, organizing, and
controlling clinical laboratory services.®** Advantages of eHealth systems include increased
efficiency and productivity in the laboratory department, ***°3%* rapid turnaround times for test
results,®*>®*® reduced costs,®*’ and improved quality through a reduction in technical errors,®*
and mistakes.®*® In one Quebec hospital, the implementation of a software system that monitors
and optimizes the quality and safety of antibiotic prescriptions has resulted in significant
improvements in monitoring effectiveness and pharmacist efficiency, and was associated with
direct savings of $300,000 in its first year of use — an 18% reduction in the hospital’s antibiotic
expenses.®

Patient-to-provider e-consultations may have the potential to increase efficiency®"®>? and

quality®™® of care, by allowing physicians to see fewer low-acuity patients, and increasing the
amount of patient-physician communication. Patient-to-provider e-consultations have been
implemented in many different technological forms (e.g., email, secure web messaging systems
at a patient portal),2°40°5:650.657.658.659 an 4 some studies have found promising effects of their use
in terms of process improvements, quality of care,®0%°61962663 and patient
satisfaction.664'665'666'667'668

Provider-to-provider e-consultation programs have also been implemented in various
jurisdictions;69:670.671.672673.674675 any of these programs allow primary care providers to
consult specialists for advice without a face-to-face patient visit. One recent Ontario study
examined the impact of a regional e-consultation service designed to give primary care providers
access to specialist advice, and found that specialists were able to respond to 75% of the requests
within three days (with over 90% of requests taking specialists 15 minutes or less to complete),
and that in 43% of cases submitted to the service, a traditional referral was originally

contemplated but was avoided.®’®

The use of cellular communications technology is growing quickly.®”” In 2011, there were 5.9
billion global mobile subscriptions.®” With a global penetration rate of 87% — including a rate of
79% in the developing world®”® — the opportunities for using these technologies in health care
applications are growing.

The use of mobile phone text messaging in health care for communication between patient and
caregiver has been a promising area of investigation in the past few years. Studies and reviews
have found that the use of text messaging may help to improve HIV patients’ compliance with
antiretroviral therapy,®®*® encourage attendance at medical appointments,®®? improve diabetic
patients’ blood glucose monitoring rates and hemoglobin Alc levels,®® reduce smoking

rates, % help with weight loss among obese adults,®® and improve symptoms among women
with bulimia nervosa.®®” The use of text messaging to aid patient treatment has also been studied
in relation to conditions such as malaria®®® and depression,®® and as a tool to deliver reminders
for patients undergoing vaccination series.®*
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In Ontario, recent studies have examined the use of mobile phones for disease management. In
one case, a mHealth application was developed and piloted with a group of adolescents with type
1 diabetes. The application allowed participants to upload blood glucose readings wirelessly,
receive information about adverse blood glucose trends, and earn reward points for managing
their condition that are redeemable for applications and music. Over the course of the pilot study,
the daily average frequency of blood glucose measurement increased 50%, and 88% of
participants indicated that they intended to continue using the system.®** Another study examined
the effects of mobile phone-based telemonitoring on the management of heart failure, and found
that its use was associated with greater increase in quality of life and in self-care maintenance
among patients,®® and greater ability to manage patients effectively among clinicians.®*®

A background document is also available for this trend.
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Aging, End-of-Life, and Palliative
Care

Why is this Trend Important?

By 2031, seniors will account for 25% of Canada’s total population;694 by 2056, 10% of
Canadians are expected to be over 80 years of age.®® Canadians have one of the highest life
expectancies in the world,*® and demographic patterns show that seniors in Ontario are living
longer; while the percentage of seniors in the population has increased gradually over time, the
number of the oldest seniors — those aged 85 years and older — has grown more quickly (a 36%
increase between 2002/03 and 2008/09).%°" This is notable in light of a 10-year cohort study of
7,915 community-dwelling adults that indicated that health-related quality of life for Canadians
remained generally stable until approximately age 70, when it began to decline.®®

Growing Challenges

The population of elderly people in Canada is growing, and though aging itself
accounted for only 10.8% of total public sector health spending growth from 1998 to 200
(adding less than 1% to public sector health spending each year),’® health expenditure per capita
in Canada is high for the elderly.”**"® For example, in 2011, average per capita health care
spending in Canada was close to $18,000 more for those aged 80 years and older than it was for
those aged 15 to 64."% Population aging heightens demand for health care and increases the level
of health care expenditure;’®" these issues are compounded by the implications of an aging tax
base — as baby boomers retire the sources of revenue in Canada will diminish. %"

699,700,701
8702

For many chronic diseases, prevalence increases with age.”**"""? An analysis of Canadian
health care cost drivers found that one of the two factors that lead older seniors to consume more
health care dollars is the population of the elderly with chronic illnesses,”* as individuals with
these conditions require more intensive medical attention.”*4">716.77

The second of the two factors that lead older seniors to consume more health care dollars is the
cost of health care in the last few months of life, as end-of-life care is particularly expensive.’*
Evidence suggests that end-of-life care is a greater driver of costs than costs associated with
living longer.”*72721 A comparison of end-of-life care services in 40 countries concluded that,
while Canada compares favourably in terms of the quality of end-of-life care, this is not the case
for cost of end-of-life care, where Canada is among the more expensive, ranking 27" "% End-of-
life care is also complicated by the fact that terminally ill patients have priorities such as
managing pain and symptoms and maintaining mental awareness, which may be in conflict with
aggressive medical treatments (e.g., mechanical ventilator, electrical defibrillation,
chemotherapy);’?® such treatments may lead to lower quality of life for terminally ill patients.
There may also be instances where there are trade-offs between the length of life remaining and
the quality of that life.”® Provision of adequate palliative care services earlier on in the trajectory
of advanced chronic disease not only better enables people to die in the place of their choice,?
but is expected to reduce the costs associated with end-of-life care.”?” Although most Canadians

724
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with life-threatening illnesses would prefer to die at home, 75% continue to die in hospitals and
long-term care facilities.”*®

Informal caregivers provide the majority of care for seniors in the community.’? It is estimated
that nearly 3.1 million Canadians provided over 1.5 billion hours of unpaid home and community
care in 2007; this was more than 10 times the number of paid hours provided in the same year.”*
A separate report estimated that 2.7 million of those providing informal care were 45 years and
older — an increase of over 670,000 from 2002.”*! A conservative estimate of the imputed
economic contribution of unpaid caregivers for Canada in 2009 was $25-26 billion.”®* Offsetting
this, a separate study found that this care was costly to Canadian businesses; absenteeism and
turnover related to providing unpaid care were estimated conservatively to cost Canadian
businesses over $1.28 billion in 2007.”* Studies have found that caregivers themselves are often
suffering from an illness or distress,”**"**> and may be at risk for burnout.”®

About 16% of Canadians over 65 will experience some cognitive impairment, such as memory
loss, and another 8% will be diagnosed with a degenerative brain disease, such as Alzheimer’s
disease or another dementia.”®’ The risk of cognitive impairment increases with age. Over the
age of 85, one of every three Canadians has Alzheimer’s disease or a related condition.”® Over
half of individuals with dementia experience behavioural and psychological symptoms of
dementia.”®® These behaviours are a major source of distress both to the person who is presenting
them and to others (e.g., the caregiver, the family members, primary health and community care
service providers). In cases where the individual is being cared for in the community,
challenging behaviour and the resulting caregiver burn-out can lead to a request for placement in
a long-term care home; this sometimes occurs when the situation has reached a crisis point.”* A
2009 assessment found that over 16% of individuals who had been diagnosed with Alzheimer’s
disease or dementia and were receiving home care between 2003 and 2008 were assessed with
serious behaviours, including being verbally or physically abusive, exhibiting socially
inappropriate behaviour, and resisting care.’

Seniors who are admitted to hospital are at risk for functional decline’*? — a new loss of
independence in self-care activities (e.g., bathing, dressing) or deterioration in self-care skill.”*®
Functional decline is associated with higher mortality rates,”* increased lengths of stay, ">/
higher hospital costs,”*” and higher rates of admission to long-term care facilities.”*® According
to some studies, 30-40% of hospitalized seniors experience functional decline while

hospitalized.”*®">%""

Cancer is the most common cause of death in Canada — causing an estimated 75,700 deaths in
Canada in 2012 — and the number of cases is expected to rise as the population grows and
ages.”? A recent study found that approximately 45% of cancer deaths among adults aged 20 and
older (71% of whom were seniors) occurred in acute care hospitals (40% in Ontario), but that
this number could be reduced with more access to community-based end-of-life services, such as
hospice or home care.”?

Other areas where care for seniors needs improvement include falls and injuries, abuse and
neglect, social connectedness, healthy living, and care and services.”*
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Emerging Responses

In response to population aging, jurisdictions across Canada, and internationally
760.761,762.763 haye heen producing seniors strategies and action plans in an effort to help maintain
seniorss’ health as they age. The development of Ontario’s Seniors Strategy was guided by
research and consultations across the province, and emphasizes matching seniors with primary
care providers and improving access to home care by expanding personal support worker
services.”®

755,756,757,758 759,

Surveys have regeatedly found that people prefer home care,’® believe that it provides better
quality of life,”® and should be supported.”""®® Further, analyses have concluded that home and
community care costs less than residential care,”® and can lead to reductions in hosEitaI
admissions, readmission rates, long-term care facility stays, and lengths of stay.””®’"* An Ontario
analysis found that the net impact of a $48 million investment in home and community care
could be $13 million in overall savings per year.’"?

Integrated care delivery models targeted at populations requiring complex care have shown
positive results in improving access to home and community care and support, while increasing
quality of life and satisfaction without increasing overall health care costs. Programs such as the
Program of Research to Integrate the Services for the Maintenance of Autonomy (PRISMA)"" i
Quebec, the COordination Personnes Agées (COPA) in France, and the On Lok Lifeways in
California provide a range of coordinated services to the elderly in the community.””*7™>7"® On
Lok Lifeways is an example of a PACE (Program of All-inclusive Care for the Elderly), a
Medicare and Medicaid program in the US that helps people meet their needs in the
community.””’

n

Efforts to prevent or slow functional decline among hospitalized seniors have led to calls for
more senior-friendly acute care environments.””®7"78 Senjor-friendly hospitals (also referred to
as elder’® or age-friendly hospitals’®?) are institutions where the physical design, social
behavioural climate, policies and procedures, and care systems and processes have been
rethought in order to promote safety, minimize functional decline, and mitigate adverse social
and medical outcomes for seniors,”® as well as to increase their ability to transition safely from
the hospital to the community.”®* Initiatives to promote senior-friendly hospitals — as well as
guidance on how to move towards a senior-friendly environment — have been developed by
many jurisdictions, including Ontario,”® British Columbia,’®®®" Netherlands, "% India,"*° the
US," "2 and the UK.”®® Tools have also been developed for assessing how senior-friendly
health care settings are.”®* In Ontario, the Senior Friendly Hospital Strategy provides a
systematic approach to quality improvement for seniors which complements and directly
contributes to the achievement of hospitals’ quality improvement goals.”* In hospitals, Acute
Care for Elders (ACE) units aim to create specially designed environments for seniors, as well as
to provide patient-centred multidisciplinary care, with an emphasis on discharge planning, and
enhanced review of medical care.”*®"®""% Studies have found that the ACE program results in a
positive trend in activities of daily living performance improvement, and that patients in ACE
units have shorter lengths of stay, and spend less time in nursing homes post-discharge than
patients in non-ACE units.”?%8%0801

Palliative home care interventions offer several benefits over hospital-based care, including
fewer hospitalizations,202:803:804. 805806807 e yargency room visits, #8890 and hospital
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deaths

than usual care, as well as lower costs, improved satisfaction,

and pain and symptom control compared to conventional care.?*

Behavioural support systems have been gaining attention as a way to address challenging
behaviours that can be associated with Alzheimer’s disease or dementia.?#%%* Behavioural
Support Systems (BSSs) are “integrated networks of people, services and supports, across the
continuum of care that provide quality care for those with behaviours associated with complex
and challenging mental health, dementia, or other neurological conditions.”®** The purpose of
BSSs is to develop a continuous care model that will maximize and maintain the older adults’
highest level of functioning and independence for as long as possible, and there is evidence that
with early supports from specialized geriatric community supports in place, the majority of older
persons with responsive behaviours can be managed at home.®* The National Behavioural
Support Systems community of practice — a group of leaders in seniors’ mental health and
dementia from across Canada — are currently working on a set of practical recommended
guidelines for decision makers to consider when developing these systems.®® The Behavioural
Supports Ontario Program was created to enhance services for Ontarians with challenging
behaviours whether they live at home or elsewhere; the funding for new health human resources
provided through the program is expected to enable local provision of expert assistance and
enhance existing local resources through the creation of mobile multi-disciplinary teams, local
behavioural services, and community supports.®?’

Respite services provide a break for the caregiver, and include a range of services such as adult
day care, in-home respite care, overnight or longer-term respite stays in facilities, or a mixture of
services.®” One systematic review of respite care suggested it can have a positive effect on
caregivers®®® and benefits of respite care include reduced caregiver burden at two to six months,
positive effects on morale and anger and hostility, and reduced depression in the short term.3*°
Australia has prioritized providing supports for caregivers, and has had a National Respite for
Carers Program for over a decade.®*! Over 600 community-based respite services are delivered
by a wide variety of community organizations in metropolitan, rural, and remote regions across
the country;®* short-term counseling and support services are also available to caregivers to
reduce stress, improve coping skills, and facilitate continuation of the caregiver role.®*?

A background document is also available for this trend.
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Evidence-Informed Practice,
Standards, and Policy

Why is this Trend Important?

Evidence-based care is a treatment philosophy focused on using the very best current evidence to
support decision-making about the care of individual patients. Evidence-based care also supports
better use of resources by focusing them on delivery of care that is known to be effective.?**

In recent years, there has been an increasing focus on the role of evidence in clinical
practice,#*>##7 and policy development.®*3#%° Despite the fact that evidence-based practice has
become a policy imperative, the use of best evidence in practice remains patchy.?*° Further,
policy makers face challenges in shifting to evidence-informed policies.®*

Growing Challenges

Clinical practice guidelines (CPGs) are systematically developed statements designed to help
practitioners and patients to make decisions about appropriate health care.?** CPGs have the
potential to improve the care received by patients by promoting interventions of proven benefit
and discouraging ineffective interventions.®** Despite this potential, many barriers to the
implementation of evidence-based practice have been identified at the individual, organizational,
and national levels;®* often, multiple challenges occur at different levels of the health care
system.®*® Findings from the research literature on the effectiveness of strategies to encourage
knowledge translation and uptake of CPGs have been mixed.?*® Generally, the results are
positive, but the effectiveness of specific interventions was variable, and often modest.?848

Further, despite the fact that comorbidities are common among individuals with chronic
disease,?**®*° few CPGs address comorbidities,®>!8°28°38548% Jaading several researchers to
question the applicability of CPGs to individuals with comorbidity,%°%7"%8 in part because
individuals with comorbidities are typically excluded from the research trials on which the CPGs
are based.®>°8%°8%! Treating individuals who have multiple conditions based on several disease-
specific guidelines may be impractical,®® lead to missed opportunities to treat co-occurring
conditions synergistically,®®® and lead to adverse medication effects; %4258 for example, a
treatment option might be suitable for someone with chronic obstructive pulmonary disease, but

not in the patient’s best interest if he or she had diabetes as well.®*’

Health systems guidance is defined as systematically developed statements to assist decisions
about appropriate options for addressing health systems challenges, and to assist with the
implementation, monitoring, and evaluation of these options.®®® Despite its potential, health
systems guidance can be poorly developed due to lack of experience in developing guidance for
entire health systems, complications including factors related to the complexity of health
systems, and the weight placed on contextual issues (e.g., local applicability, equity, political
context) when policy options are being considered.®®
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When policy is developed without an evidence base, it runs the risk of being based on ideology,
conventional wisdom, theory, or intuition; policies developed in this way can go astray.?”° Even
when evidence is considered during policy development, there are challenges related to its
incorporation into policy. It has been suggested that there is a lack of understanding among the
scientific community about the policy making process, and differences in both the time-horizons
and geographical specificity considered by scientists and policy makers.®”* Further, science is
only one element in decision-making and policies are often based more on social and economic
considerations than on evidence alone.®”? A 2010 study found that health care consumers’
perceptions of higher-quality care were at odds with evidence-based care; rather, consumers
perceived more, newer care to be better care.’”

Emerging Responses

Many jurisdictions have implemented strategies to help with the dissemination and
implementation of CPGs among health care practitioners. Organizations that develop and/or
disseminate clinical practice guidelines have been established in several countries, including
England and Wales,”"*®"® and Scotland,®® as well as in the department of Veterans Health
Affairs in the US.%"" Internet-based databases and repositories for CPGs have also been
established by both governmental and non-governmental bodies, and exist in several jurisdictions
in Canada,®®7°880881 g internationally.332883.884.885886.887 £ ey ample, one US-based database
— the National Guideline Clearinghouse — houses several thousand guidelines, including multiple
guidelines for several conditions (e.g., as of January, 2014, the site included 613 CPGs related to
type 2 diabetes, and 213 concerning chronic obstructive pulmonary disease).?®® In Canada,
provinces and territories have been working collaboratively with health care practitioners and
experts to overcome barriers related to quality, coordination and use of CPGs. These groups have
also collaborated to identify three to five specific CPGs which can achieve better care and costs
savings and be the focus of a nation-wide effort.®®

Supports for evidence-informed decision-making are increasingly common. The Canadian
Foundation for Healthcare Improvement’s Executive Training for Research Application
(EXTRA) program aims to help teach leaders within health to become change agents in health
care improvement by offering opportunities for participants to conduct evidence-informed
improvement projects in their or%anizations, with the goal of enhancing patient outcomes, quality
of care, and cost-effectiveness.®® Websites aimed at easing the adoption and implementation of
effective policies, programs and interventions have been developed; for example, Canadian
websites offer free access to summaries of policy-relevant systematic reviews,®" research
evidence about the effects of interventions to improve drug prescribing practices and medication
uses,®°>#% and information about validated public health interventions aimed at chronic disease
prevention and health promotion.2** Advisory bodies that make evidence-based
recommendations to government about which policies and practises to pursue exist in Canada,
as well as in the UK,*® Australia,®®” France,®® Germany,®® Sweden,*® and the EU.*™

895

The Government of Ontario is both a direct funder and end-user of research. The Health System
Research Fund (HSRF) was launched in 2012 by Ontario to support research and knowledge
translation and exchange activities to address important and complex health issues in Ontario;
the cornerstones of the HSRF are research excellence and policy relevance.*%

A background document is also available for this trend.
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Public and Population Health

Why is this Trend Important?

The Public Health Agency of Canada defines a population health approach as a strategy that
aims to improve the health of the entire population and to reduce health inequities among
population groups.®®® Population health builds on a tradition of public health and health
promotion.

It has been known for decades that changes in behavioural risk factors or social and physical
environments have the potential to provide greater health improvements than new investments in
existing health care delivery systems,*® though a recent analysis suggests that across the OECD,
spending cuts have been greatest for the public health and prevention services sectors in the
wake of the global economic crisis that began in 2008.%%

Growing Challenges

Poor performance in achieving population health goals is widespread internationally. Of the 281
measurable public health performance targets that were tracked for Healthy People 2010 — a
comprehensive, national health promotion and disease prevention agenda in the US — only 10%
met their targets by five years into the campaign, while 20% moved away from the target.*’
Contributing factors included a lack of cooperation and collaboration in achieving population-
level goals, and a lack of knowledge of what works.?*® Public and population health issues that
have been targeted in the past include obesity,*® smoking,*'° alcohol,*** infectious disease,”
and climate change.®*® A recent report found that 60% of Ontario deaths in 2007 could be
attributed to smoking, unhealthy alcohol consumption, poor diet, physical inactivity, and high
stress, and that, taken together, these five risks reduced the life expectancy in Ontario by 7.5
years.

Overweight and obesity have been found to be associated with many chronic conditions such as
type 2 diabetes, 919" several types of cancer,*®°*° hypertension,’®® and cardiovascular
diseases, %22 among others. Obesity is also associated with stigma,®**°* reduced psychological
wellbeing,*® and discrimination,®”® and severely obese people may have a greater risk of
premature death compared with people of normal weight or who are overweight but not
obese.®*"%%8 |n 2008, 62.1% of Canadian adults were overweight or obese.*” Childhood obesity
has both immediate and long-term negative effects on health, and is linked to a variety of
conditions, including risk of adult obesity,*° hypertension,**% type 2 diabetes,** and heart
disease.”* Recent analyses have indicated that the economic burden of overweight and obesity is

significant, 23>936:937:938 and there is evidence that the obesity problem is becoming more
severe 939,940,941

According to the World Health Organization, tobacco use is the leading global cause of
preventable death.?* If current trends continue, it is estimated that tobacco will kill more than
eight million per year by 2030.°** Globally, more than 600,000 premature deaths per year are
attributable to second-hand smoke; in 2004, 31% of these were among children.®** In 2002,
tobacco was responsible for over 13,000 deaths in Ontario and over 37,000 deaths nationally, as

37



well as over 782,000 days of acute hospital care for tobacco-related illness in Ontario, and over
two million hospital days nationally.®*

Alcohol **¢%4"%%8 jljicit drugs, ***%°%%! infectious disease,”>% air pollution, and climate
change,** as well as dietary concerns such as elevated sodium consumption,®* are other areas of
concern for public and population health.

Emerging Responses

One of the main goals announced in Ontario’s Action Plan for Health Care is to help people stay
healthy by putting efforts into promoting healthy habits and behaviours, supporting lifestyle
changes and better management of chronic conditions.®*® Several jurisdictions are attempting to
improve public and population health by introducing policies that change the environment in
which lifestyle choices are made; various initiatives both in Canada and abroad are aimed at
promoting healthy behaviours such as physical activity and healthy eating. Other interventions
such as advertising bans,*’ taxing unhealthy foods,”*®%%%? unhealthy beverages,®*96%93:964.965
or cigarettes,”® providing financial incentives for immunizations,®’ and establishing intensive
lifestyle intervention programs®® may also have positive impacts. Recently, organizations
making up Ontario’s public health sector came together to release a joint plan laying out a vision
for public health in the province for the next 15 to 20 years; focus areas of the plan include early
childhood development, immunization, physical activity and healthy eating, among others.*®°

The use of the internet as a surveillance tool may be one way for researchers and governments to
identify disease outbreaks early and raise public awareness of emerging disease trends.
Researchers have been able to reliably predict influenza-like illness using search queries
submitted to Google.*”® Several platforms disseminate disease surveillance to the public, either
through regular surveillance reports® 972973974 o through other platforms. For example, Google
Flu Trends provides near real-time estimates of flu activity based on aggregated search queries,
and reports the general activity level as minimal, low, moderate, high, or intense for a number of
countries and regions around the world.*”

The importance of addressing the social determinants of health to improve population health is
also being increasingly recognized. British Columbia’s Expanded Chronic Care Model (ECCM)
was created to better integrate aspects of prevention and health promotion into the Chronic Care
Model. The ECCM includes elements of the population health promotion field so that broad-
based prevention efforts, recognition of the social determinants of health, and enhanced
community participation can be part of health system efforts concerning chronic disease.””®
Further, in 2012, the Standing Senate Committee on Social Affairs, Science and Technology
recommended that governments throughout Canada work together to develop a pan-Canadian
public health strategy that centres on addressing the underlying social determinants of health.*’’

A background document is also available for this trend.
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Health System Accountability,
Transparency, and Performance
Measurement

Why is this Trend Important?

There has been an increased focus on the interrelated issues of transparency, accountability, and
performance management in the health care system. Prominent reports by Senator Kirby and the
Romanow Commission emphasized the need for transparency and accountability in the health
care system in Canada, and recommended regularly reporting results to Canadians.”®°"® Since
the publication of these reports in 2002, public reporting of data has been used as a method to
track changes in health outcomes, report on services being provided, inform planning, and drive
quality improvement.®® One survey found, however, that 69% of Canadian health care
consumers felt that there has been no change in the health care system’s performance as
compared to two years ago. Further, 36% of respondents reported believing that 50% or more of
health care spending is wasted.*

Growing Challenges

In the years since the Kirby and Romanow reports called for increased accountability in the
health care system, there has been considerable growth in the collection and reporting of health
data in Canada.*® According to a report by the Health Council of Canada, however, despite this
growth, progress towards achieving better accountability for health care spending and
performance has been limited.”®® The report notes that part of the difficulty is due to an inability
to effectively compare data from across Canada, due to variations in the data sources, collection
methods, analytic approaches, and reporting formats being used in various regions.®*

Recently, there has been an increased focus on the use of performance management for
addressing issues of accountability and transparency, but there is debate as to whether it is
effective in the public sector.®® One review of 112 studies on performance management in the
public sector noted that the expected improvements in performance, accountability, transparency,
quality of service, and value for money have not materialized for the public sector.*®® Similarly,
the effects that evaluations have on improving the performance of public sector policies and
programs are unclear.’®’ In the UK, the NHS implemented a performance management system in
which NHS trusts were given a rating based on their ability to achieve key targets. However,
analyses found evidence of gaming in order to meet the targets.*®®

Patient safety has been described as “a constant battle between the complexity of health care and
the defences and barriers that guard against error.”*® Patient safety is about managing and
reducing risk to ensure that the care patients receive is as safe as possible,** as the price paid
when errors are made is often high, on both a human and health system level %%
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Adverse events are unintended injuries or complications resulting in death, disability or
prolonged hospital stay that arise from poor health care management.”*? A 2004 study estimated
that an adverse event occurred in 7.5 of every 100 hospital admissions in Canada, adding
approximately 1,521 additional hospital days.?®® Challenges to patient safety identified in the
literature include communication breakdowns and teamwork failures among health care
providers,***9% giving the patient the wrong medication,*®® procedural mistakes,*” labelling or
storage of drugs,**® and failure of health providers to wash their hands,”*® among others.

Emerging Responses

In recent years, the public reporting of information from health indicators has become a key tool
for health system accountability. Reporting occurs at all levels of the health care system as a way
to track changes in health outcomes, report publicly on services being provided, inform planning
and drive quality improvement,*®® and health indicators provide evidence for discussions about
whether health services are appropriate, safe, and effective.'®* Reports on health care indicators
are produced regularly by multiple levels of government,1°%210021004.1005 i qenandent
organizations,'®*'%" and by international organizations,'®® and several searchable databases of
indicator data are available online.?*%%° Governments are using health indicators to monitor the
effectiveness and quality of the services they fund. Through accountability agreements and other

arrangements, some governments are flowing money to hospitals based on indicator results.****

Emerging responses to concerns over transparency, accountability, and performance
management in Ontario include: requirements for publicly-posted quality improvement plans,
hospital accountability agreements,®* linking of hospital executives’ compensation
improvement targets, °* and public reporting generally, and on patient safety indicators
specifically,'°** among others.

1012

In the US, Accountable Care Organizations (ACOs) are networks of providers, who manage and
coordinate care for their patients — especially the chronically ill —and are held accountable for
the cost and quality of the full continuum of care delivered to their patients; when an ACO is
successful in delivering high-quality care while containing costs, it will share in the saving it
achieves for the Medicare program. 60t

Patient safety initiatives have been an area of focus in recent years. The use of surgical checklists
has been shown to reduce rates of death and complications among patients,***®***? and have now
been expanded beyond the operating room to cover the entire surgical pathway from admission
to discharge,’*® as the majority of surgical errors occur outside the operating room, 010221023

A Quebec hospital has put software in place to monitor and optimize the quality of antibiotic
prescriptions. The implementation of the software has resulted in significant improvements in
monitoring effectiveness and pharmacist efficiency.'%** The “Do Bugs Need Drugs?” program is
an education program operating throughout British Columbia and Alberta which aims to cut the
unnecessary use of antibiotics and increase hand washing.'*® In March, the Toronto General
Hospital launched an 18-month pilot project that uses ultrasound technology to paint a detailed
picture of staff hand washing practices, gotential “hot spots” for disease transmission, and points
of contact between staff and patients.'%?

A background document is also available for this trend.
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Disparities in Health Care

Why is this Trend Important?

Health inequities are systematic differences in the health status of different population groups.
These have significant social and economic costs for both individuals and societies,'*’ and often
arise from the societal conditions in which people are born, grow, live, work, and age.**241%%°
These conditions are known as social determinants of health,'**° and include factors such as
education,'®" income level,'®** gender, and ethnicity.’®* It may not be the absolute level of
income of a society that determines health, but rather how evenly income is distributed that
affects mortality and health in an industrialized society. 031031936

Growing Challenges

There are several fopulation groups facing health care disparities in Canada; these include:
immigrants, L0371098.1039.1040 Ao icinal groups, 104110421043, 1044.1045 \y o e 10461047 oo i ryral
and remote areas, **#1%491%% |ower income groups,'0°10°21053.1054.105 5 g adults with
developmental disabilities, °%19°7:19%8.2059 among others.

Poverty is widely recognized as a major determinant of poor health. 020291192 A yecent CIHI
analysis found that total public sector health expenditure is related to income, with lower income
groups having higher health care costs.’?* A Canadian study using census data found that the
probabilities of survival to age 75 for men and women in the lowest income group were 50% and
70% respectively, compared to 73% and 83% in the highest income group.'** For residents of
shelters, rooming houses and hotels, probability of survival to age 75 was 31% for men, and 56%
for women.'®®® Inadequate housing and homelessness has been identified as a major issue
affecting the health of Aboriginal Peoples, immigrants, low-income earners and marginalized
youth.*®® Further, food insecurity — the inability to afford nutritionally adequate and safe foods —
has been found to be associated with chronic disease among low-income adults,'*®” and with
issues such as chronic illness, % behavioural problems,*****°"® developmental risk,**"* and
decreased general health'®”? in children.

Where we live can influence our health through environmental and climatic conditions, socio-
economic factors, occupational activities, ethnic composition, culture, and community
features.'®”® Living in a rural community has been shown to be associated with higher
hospitalization rates for chronic conditions that could potentially be managed in the
community,**’ less access to some forms of cancer care (e.g., palliative radiation), 1°’° and
greater likelihood of being admitted to hospital due to injury.'°"®

Disparities in health between Indigenous and non-Indigenous populations exist
worldwide.**”"*8 |n Canada, social, economic and environmental conditions have had a
profound effect on the health of Aboriginal peoples.'®”® In addition to the challenges associated
with the social determinants of health, 2222911082 and access to health care'®®*1%41%% Aporiginal
peoples typically have a holistic concept of health, which reflects highly inter-related physical,
spiritual, emotional, and mental dimensions; this outlook can be at odds with the mainstream,
silo-ed, approaches to prevention and treatment of illness.*°®
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Research indicates that immigrant and minority groups generally face problems accessing health
care services, including preventive care (e.g., cervical cancer screening, flu vaccinations), %"
1088,1089.1090.1091 5 mental health services. 9941993199 Qualitative studies of diverse groups of
immigrants living in the Greater Toronto Area, suggest that obstacles faced by immigrants in
accessing health care services include geographic, socio-cultural, and economic barriers.'%% 10%
In addition, individuals who arrive in Canada as refugees face further barriers as their status in
Canada is uncertain and their lack of networks and social connections may make them less able
to find support and care when it is required.’®’ Data show that refugees experience a decline in
health status after arrival in Canada,'®® and refugees have been shown to have higher age-
standardized mortality rates than other immigrants.'%*°

Emerging Responses

In Canada, various governmental and non-governmental initiatives have been established to
reduce health disparities and disseminate knowledge of these barriers. Initiatives include the Sick
Kids Translation Project,'®° Integrated Pan-Canadian Healthy Living Strategy,**** The Eskasoni
Primary Care Project,"'% the POWER study,*'*® Rainbow Health Ontario,"*** Toronto’s
Women’s Health in Women’s Hands Community Health Centre,™® and the Aboriginal Nurses
Association of Canada’s Educational Framework for First Nations, Inuit, and Métis Nursing.llo6
Several US, Australian, and European-based initiatives have the same goals, including: the UN’s
Global Strategy for Women’s and Children’s Health,"" the US’s Office for Research on
Disparities and Global Mental Health,'% New York City’s Cancer Awareness Network for
Immigrant Minority Populations,''* the Improving Capacity of Workers in Indigenous
Communities Initiative (an Australian initiative to train Aboriginal and Torres Strait Islander
health workers, counsellors and other clinic staff in Indigenous-specific health services),"*° and
the US-based CLEAN Look checklist (Culture, Literacy, Education, Assessment, and
Networking).'***

Canadian and international jurisdictions are increasingly recognizing the need for comprehensive
poverty reduction strategies**'2 13145 LG LTSI 44 raqyce disparities in many areas,
including health. Such strategies may include components such as early child development
programs, ‘22112 housing initiatives,**?% as well as employment™?*?* and income!!26:1127:1128
supports.

Health equity impact assessments (HEIAS) are decision support tools which walk users through
the steps of identifying how a program, policy or similar initiative will impact population groups
in different ways. HEIASs are increasingly being promoted as a mechanism for taking health
equity into consideration during the development of policies, programs and projects.**?°
Internationally, these tools have been implemented in jurisdictions including Australia, **°*3!
New Zealand, 2 and the UK**31%* {0 identify the potential impacts a policy or project may
have on the health of marginalized or disadvantaged populations. The Ontario Ministry of Health
and Long-Term Care publicly launched its HEIA tool in 2011, and released an updated HEIA 2.0
version in 2012 to support public health units in collaboration with Public Health Ontario.***
The tool supports users in improving the health equity of initiatives and improved targeting of
health care investments. The HEIA tool has been incorporated into the corporate strategic
planning structures of the Centre for Addiction and Mental Health, as well as the planning
processes of several Local Health Integration Networks (LHINSs - organizations responsible for
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planning, integrating and funding local health services in 14 different geographic areas of the
province).

Telehealth technologies are playing an increasing role in moderating the consequences of living
in rural and remote areas. Telehealth technologies provide an alternative and/or supplemental
vehicle for traditional clinical referrals that would be otherwise inaccessible due to distance or a
shortage of specialists in a region."**” According to a 2011 report, specific examples of increased
access include:

e Telehealth events saved Canadians living in rural or remote communities an estimated 47
million kilometres of travel in 2010, which also means $70 million in personal travel costs,
5.6 million litres of gasoline and almost 13 million kilograms of CO, emissions avoided —
the equivalent of removing 2,760 cars off the road.

e By providing emergency mental health services at the location where the patient presented
(rather than transferring the patient) wait times for crisis services were reported to be reduced
from 48 hours to two hours.

e By reducing the need for individual patients to travel for care, there was estimated to be
nearly $34 million in savings in 2010 to provincial and federal medical travel subsidy or
grant programs.**

The Nutrition North Canada Program aims to improve access to healthy perishable food in
isolated northern communities that lack year-round surface transportation.*** The Food Mail
Program, on which Nutrition North Canada was built,™*° was associated with reductions in the
prices of priority perishable foods while being associated with increases in their quality,
availability, and variety.****

In 2010, the Health Council of Canada began a multi-year project to learn about programs and
initiatives with the potential to reduce disparities between Aboriginal and non-Aboriginal
Canadians; maternal and child health was identified as a crucial programming area. Common
features of promising practices in this area included a holistic approach with a focus on wellness
and the incorporation of traditional knowledge and cultural practice.*** For example, the Six
Nations of the Grand River —Tsi Non:we lonnakeratstha Ona:grahsta’ Maternal and Child Centre
in Ontario provides a continuum of traditional and contemporary services and programs,**+3
including an Aboriginal Midwifery Training Program,*****'** and the Toronto Birth Centre,
which has a particular focus on supporting Aboriginal families through pregnancy, opened in
January 201411461147

A background document is also available for this trend.
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Appendix

The fifth edition of the Trends Report represents a “Year 2” edition of the report (see figure
below). It contains updated information on trends that were included in the fourth edition. The
trends in this edition of the Trends Report were originally identified in 2012 using input from
individuals and organizations across Canada in two phases.

In the first phase of “year 1” (2012), an email was sent to research stakeholders and
provincial/territorial colleagues inviting them to complete an online survey. The survey invited
respondents to nominate new health systems trends and to provide commentary on the ten trends
that were included in the first three editions of the Trends Report. The email also invited
recipients to forward the survey link to any other potentially interested health stakeholders in
their jurisdiction.

Based on the suggestions received from 33 individuals in the first round, eight new candidate
trends were identified for a total of 18 candidate trends.

In phase two of “year 17, colleagues and stakeholders participated in another online survey, in
which they were asked to score the 18 candidate trends on a scale of 1-10, and then to rank their
top five trends according to their importance. Seventy-six individuals from across Canada
responded to the second survey; their ten top-ranked trends are included in this report.

In this “year 2” edition of the Trends Report, the trends included have not been changed, but
more research evidence related to growing challenges and emerging responses has been added.
Research stakeholders, provincial/territorial colleagues, and Health Canada contributed input for
updated content.

Trends Report Process

"/

New advisory group consulted
with the possibility of
identifying new trends.

Year 1
Top 10 health trends
identified by

external stakeholders
using modified
Delphi process.

Years2 & 3
Updated references
and examples are
provided for the
trends identified in
Year 1.
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Trends Included

Years 1-3

Years 4-6

1.

Person-Centred Care

1.

Chronic Disease Prevention and
Management

2. Sustainability, Productivity, and 2. Sustainability, Productivity, and
Innovation in the Health Care System Innovation in the Health Care System

3. Chronic Disease Prevention and 3. Mental Health and Addictions
Management

4. Health Human Resources Management 4. Person-Centred, Coordinated Care

e Mental Health and Addictions e eHealth

e eHealth e Aging, End-of-Life, and Palliative Care

e Public and Population Health e Evidence-Informed Practice, Standards,

and Policy

Disparities in Health

Public and Population Health

Consumerism in Health Care

Health System Accountability,
Transparency, and Performance
Measurement

Health Care Facility Infrastructure

Disparities in Health Care

Trends were identified two times: in 2008/2009 (for Years 1-3) and in 2011/2012 (for Years 4-
6). In both trends identification processes four clear dominant trends were identified. In both
cases, the remaining six trends were clustered closely together in terms of importance, and their
order of presentation in the report was decided based on contextual and flow considerations. For
this reason, the relative positioning of the final six trends should not be taken as an indication of
their comparative importance.
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