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Dr. Howard Abrams & Dr. Pauline Pariser

Toronto University, Canada

October 17[Mon]-21[Fri], 2016, Toyama University
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10.17[A] 17:00-18:30
RRA—/BER/EMA# pp.1-4

“Health Systems Innovation Centres Toyama 2014” pp.5-14
[NILRVDRT LA/ R—30 24— 2014 ]

“Family Medicine in Canada” pp.15-16
REERE in hT4 |
10.21[£] 14:30-16:00

“FRCPC GIM a new sub—specialty for Canada” pp.17-23
[AFFDOFLWNGTZARS $T4 GIM]

“Choosing Wisely Canada” pp.24-31
[HhFFTORVVER(FELZEREZVHS) ]
10.21[£] 17:00-18:30
RRE—/BER/BMAH pp.32-34

“Treating your patients with IMPACT: Integrated Care for Complex Patients” pp.35-40
MMPACT ZHWV-EBEDGHE: HHLHEZNALIBENDODHETT

“Putting the Pieces Together” pp.41-45
[EREHET D]
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Dr. Howard Abrams

General Internal Medicine,
OpenLab
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.. Dr. Pauline Pariser -
h.F_amlly Medicine | ;J||

Dr. Pauline Pariser
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Dr. Howard Abrams, Dr. Pauline Pariser

<BDICEEEEShSER. FEDH &>




<pariserti e . Abrams2EE . RS K > <Pauline Pariserft £ LBERDIFIZA D>

C2TRIX . /) ) 2 VG — CDERM A CC TR

Continuity: continuity of patient-doctor rela
continuity in the learning environment

L4 - BB EATRAR O M. EEFED!

« Centered in family medicine — training takes
medicine clinics — and content — based on be

primary care 2t
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Health Systems
Innovation Centres
Toyama 2014

ANIWAD AT L
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Why is everyone talking about

inhovation

in Health Care?

I8, HFATREAILRT T TO
A/R—2avZDNVTETOMN?

Innovation Centres:
* What
* Essentials

= Centre for Innovation in Complex Care
(CICC) at the University Health Network

A/ R—Labs—
{a?

CEEA
REHREETOCICC

OPENLAB

F=To5H

www.uhnOpenlab.ca

Howard Abrams MD FRCPC

Director, OPENLAB at UHN

Associate Professor of Medicine
Division of General Internal Medicine
University of Toronto

1.0penLab>T{?
2QUEROKER) &1 /~—23>
RESEWR. REGHRA. LHALIBERE
3HAROT-HOEEERVATL
4BWLTOT ok

OPENL AB

Proud Member
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~FHAUBEIRELONEECTSEAND
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. What is OpenlLab?
. Ql and INNOVATION; Different methods, different

mindsets, but complimentary

. DUAL OPERATING SYSTEMS for ORGANIZATIONS
. METHODS and PROJECTS:

» DESIGN THINKING
* Design Thinking Meets Lean Startup

OpenlLab is:

a design and innovation shop
dedicated to finding creative solutions
that transform the way health care is
delivered and experienced.




. WO D OpenLab®HP 1
Who’s at OpenLab? -

Patients and Actors

Accessible
Designers and Graphic Artists

Presentation: Eve Medical Garden
IT professionals, Engineers, and Economists

Nurses, Pharmacists, Dieticians, and Doctors
Policy Experts, Social Scientists, and Film Makers
Students and Residents (MD, RN, ENG, Pharm, Dalla La

V@ OpenlLab®HP 2
v OpenLab®HP 3
_ ‘ Current Projects
| il oy
_EMEeA = e
- - _i
¢ hias
COMPLEX CARE LAB EXPERIENCE LAB B
RSHM. LHLEERE
OpenLab®HP 4 INNOVATION and QUALITY IMPROVEMENT:

Different but Complimentary

INNOVATION: 4 /~_—i32

Doing things different, can be disruptive B EEZ 5L, BIBEMIZHYSS
Risky fERREY

A /R—=2a EQUEROKIER)
|

mpiax Care Lat Comptex Ca *Early failure is expected. “Fail early and fail often to succeed sooner” BRI
P e i P *Dynamic, deals with complexity Bif), MMEZES
Mo 09 ! e *Complex Adaptive Systems are not completely predictable: “Unexpected Consequences”;
requires “Agility”. BESDER
+Dasign and “Start-up” Methods FH A MDA ®

Quality Improvement: EMORER
Incremental change, “tweaking” a process for efficiency. {TMMZE{L. MIARE
*Lean, Six Sigma, Toyota Production System

u Y= DGRV M FFEDEERE




A/ _R—=230HBAIN
SFH—TRATTIL

Democratization of Health Care

INNOVATION, then Ql NLATTORER
= $-Curve Adoption Model Legacy Paradigm Future Paradigm
268 One Size Fits All -  Personalized &3l
100%
. - BEEH |nstitution Centred >  Dephysicalized  BitnEm
™ solution” &0 Physician Centred - Disintermediated #horitps
5; 4 e —— wgxe  Paternalistic >  Empowered -
g o ”Th:ar;:r;ir:zfest R Reactive - Proactive s
- 2xm Volume-based - Value-based —
0%
Time
BB _EREATLNABE
ST E DM ? Institutions a Need “Dual Operating
n
WHY IS INSTITUTIONAL INNOVATION SVStem
SO HARD?

* Institutions are built for stability, not for change
EBEREORDIZHY, TRSFDISIFEN

* Must reliably deliver on their mission e.g.

healthcare, every day.
HEHEL5TD

* Change is a threat to that mission
EleFEnEGEERICEST

_ JOHN P. KOTTER
Aar Lo o Chwngt o1 A Sovme o penay

PR

To deal with opportunities and threats
In a rapidly changing world

* BWEFEL TEORRICERELLT “
Dual Operating System
*ﬂf“"ﬁ”’”“ METHODS and PROJECTS:
i 006, BEYOND THE PDSA CYCLE
i i Q oe HiEETavT ok
‘t: 0 ‘co ] PDSAHAILERBAT
! 1] Dual Opera -
[ mnons [ ovonuss |
Hierarchy Network

Management Driven Member and Passion Driven

Systematic cantrols Mobilizes Leadership
Reliable and Efficient Speed and Agility
Today’s mission Seize Opportunities
Risk Averse Risk Taking
Leads with the Head Leads with Head and Heart

Behaves like an Institution Behaves like a Start-up

Qualitative Change and
Pivots

Incremental Change

K" 4




Design Thinking

What is
FH L BE DESIGNTHINKING?
— < -
It’s not just about ideas. TUN MR
FATF7TREIEN
It’s about making ideas happen.
TATTDRLETHD
IDEATE r—\ CREATE
Q_§
@ 9g ? % ‘ ]
Y
TRANSLATE o=
"ﬂw_%"’;i INNOVATE! EVALUATE DESIGNTHINKING
SR

T gl

Iterate

Wy - %@ %

Expressed Needs?
Unexpressed Needs?
Design by Exception?

RELATE

PODS:
The Patient Oriented Discharge Summary

Calling on all Ontario hospitals to adopt a

Process and Experience Mapping
Expressed Needs



raphic Pro

w i
& .

HEEI—TYMITEOMN?
For Whom Should We Target Design Efforts?

MAINSTREAM DESIGN

m pesionsy excertion =l

Design By Exception
BADTHA

Patients with: LIFTO @&

*Poor Health Literacy femmmicZLLY
*No English Speaking Ability ziEAGE#AL

*Major Psychiatric Disorders EBZE/imss

‘s Care Guide
leametohospitalon [/ andleflon [ ] s
I came In because | have.

'5 Medications | need to take

T might feel ‘What te do

ACHVtY (L. diesary, ploysiett TInstruction

‘e
. Where to go for more information

For medication instructions call/ge lo pharmacist 4,
For. llfgata, %,

PODS:
The Patient Oriented Discharge Summary
BERLOERYT—
A w3 :
; w0 ) Welcome
_' X to the
PODS tool-kit

Learn more >




PODS:
The Patient Oriented Discharge Summary
BEPOORRYT)—

PQDS_ 3

Download a fillable pdf of the PODS here

Or create and fill out a dynamic PODS in one of 15 languages

Please begin by choosing your language

PODS:
The Patient Oriented Discharge Summary

BFPLOBREREYTY—

* Piloted in 8 “Early Adopter” Hospitals

* Started RCT in 35 hospitals across Ontario

8 DONEMERBRC/ MOV RETF —
AR CISHEEARCTIZEM

THAUBERR
Design Thinking meets Startups

* TRANSLATE: #iR

Going Lean Like a Startup
PIHIDEIYFEL

* Identify riskiest assumptions

os BUBBRZRHEROITS
* Make sense of your patient’s expressed and unexpressed needs o :
* Generate hypotheses around core values * Test riskiest as_sumptlons.
B fERE R E R
— “What if ...is not True?”
TS ER AR T AL
HFB X ERERO=——XEBETS
-BELBEEEDPOISREE DD
FrlLTlEle

Going Lean Like a Startup
MEDBEIVEL

SCOPE

SEAMLESS CARE
QPTIMIZING THE PATIENT EXPERIENCE

BEAGEADL—LLREST
Creates a virtual Family Health Team around
the community practice

HMISERICE TS/ A—FrILGETFIU—~LAF—L4

eanLinke RN ==

COVRACK LIVES NERE

WCiil e==

I
MOUNT SINAI BOSPITAL », <

ot ot ol isbers s Gy *

33

The Challenge

Individuals with complex
chronic conditions are at an
increased risk for Emergency
Department visits and
hospitalization.

MR RBELOBER

HRRRLAROERIEN
Solo practitioners have
difficulty accessing hospital
and community resources.
Some lack infrastructure to
respond proactively to complex
patients’ needs. .,

VOOMEERFRCBBOER~OT /AL LN,
FhicsibT AL EEN RmLTNS. =

10




SCOPE #—E X
’ SCOPE Services

Be-

Internal Medicine On-
Call

e

Ne
Be

o/

Primary Care Provider Community Care Access
Centre (CCAC) Cars
1 Coordinator

Be

Patient Results Online
Nurse Navigator

SCOPE

T—REH
Collect Data

* At 48hrs, 0/12 calls were actionable =7t
* At 1 week, 0/6 calls were actionable

* At 2 weeks, 4/8 calls were actionable

IDEATE B3
(“‘ @
@Qg®
‘\?‘W P
TRANSLATE

ey EH
{ \"’; -  DESIGNTHINKING
-9 FHALBE
RELATE BA{R

52
uste (m Striener
52

IDEATE m CREATE &
‘ LQ

@ (‘@ %
-3

TRANSLATE
ror et
.‘_:L"Jf s DESIGNTHINKING
FHFLBE
.;,.5»2’
RELATE

MVP

(Minimum Viable Product)
RIEICHECREROMEEELES
* Rapid, cheap prototyping Bu\, %Ly

* Minimum functionality BJ{Em7riae
* Rapid iterations R\RYEL
* Designtolearn Z2UOFHA>

* Example: @i

Prototyping for Elmo's Monster Maker iPhone App

11




SCOPE

Test MVP wmvrPoir

Assumption: We can’t select for unmet needs,
but maybe patients will self-select

*|ssues seem to arise at 2 weeks

*Prototype: Letter mailed to every patient after
ED visit with SCOPE MD’s phone number

IDEATE /_\ CREATE
@@ &%
& ;
TRANSLATE O

Sote ) EVALUATE FE{i

RSP DESIGNTHINKING :
@w FHAUBE @1&%
52 a8

SCOPE

Test: Letters mailed to 100 patients post ED visit

Test MVP wvpoiir

Result: 4 phone calls in two weeks.
*1 request re: MRI booking date

*1 request for help with transportation to
doctors appointment

*1 wrong number
*1 call back - did not remember making call

SCOPE

“Fail early and fail often to succeed sooner”
BHRRR. AR RRK

“Design to learn”
FUOTHA
OPENLAB

IDEATE /_\CREATE

@Q@gae
TRANSLATE ‘@i &

boraa ) EVALUATE
R‘@%’{ S, DESIGNTHINKING
R THAUEE @b

C RELATE (- Er;e \

@)

BEING AGILE

HBBTHH L
When it’s not going well, should you:
SENAENEFE, £5F5:
PERSEVERE or PIVOT?

@5

12




Being Agile: Pivoting@3

* Zoom In/Zoom Out X—ALAf2/X—LFHk
* User Segment Pivot #4584

* User Needs Pivot =—X

* Business Architecture Pivot £¥4Zif&E

* High Intensity, Low Volume

* Low Intensity, High Volume

* Channel Pivot #&g&m

-
DESIGNER

Key Learnings
BEELGFERIUb

Engage your user(s) throughout the process;
“User-Centred Design”
A——hhDTHA

Get it out of your head and into the world
(Early cheap prototypes: MVP)
EZXERAZDHIETS
Know when to Persevere and when to Pivot

MAHEELEMHFERSD

HOSPITAL AT HOME
H@H

BUNDLED PAYMENT, BUNDLED CARE

RETORERMEEE
BEZHLL. BFEST

Hospital at Home Model
RETOREEETTIL

A new care pathway for patients with COPD, CHF or CAP

.\z] :

l—ll"@" /=

== (g )

COPD,.CHE, Admittedand  Eligible Ambulatory Re-integration
CAP patients assessed for Patlents_sent services available  into primary care
H@H home with ¢, 5y5id hospital ~and community
over 1-3 days acute level readmission (e.g.  Supports post
e AACU, outpatient H@H care.
including clinics)
NP/MD visits,
iv therapy,
etc.

HBRE > AR > Fv—LS57 — SEST - HES7

Program Objectives and Benefits

JoiSLOBEEF R
Objectives Benefits
Test a new “bundled” funding The H@H model has been
model implemented in U.S., U.K. and

Australian hospitals. Proven benefits:

o Demonstrate cost effective, high
¥'Reduced in-hospital LOS

quality of care

@ Strengthen the integration of care

to reduce unnecessary
hospitalization and support
independence at hame

@ Build institutional relationships that
madel effective integration and
partnerships

__ Enhance the patient experience
= and improve health outcomes

v'Enabled seamless transitions
v'Enhanced patient experience
v'High provider satisfaction

v Improved patient outcomes

¥'Lower costs

13




Hospital at Home Model

Acute Care Stay gﬁé_—em Community Supparts
(COPD, CHF, CAP) ﬁlﬁﬁﬁg%?}b cc“s:uvk-lnibhl!

Patients’ specialists

Patfent qualifies Cammunicy Community suppart
for HOH? \ agencies

+ Community Health Centres

+ Primary Care

+ Independence at Home
sigporiie |72 Home Based Primary Care

o JL ¥
Avoiding Hospital Admissions =,
s e / \; ot | d— | e bttt & > §
prevent hospita
Cth: ial
iy ﬁ Advanced Care Planning &, | o 4miens
o Palbytivs Care “AACU (WCH) « CNS/NP/EDUCATOR - HEf/E %
neB TR enrFekime aris * Pharmacist - EHET
- Remote Monita /
Rl ay s “,:::::" Lo * Home Care Provider -rh— A4S FiH4E
- pati i { “GIM Clinic
e G et cae = B "REARE
e . TS 1
- Caaition prtoca’s \ + Temmy Latner pCP TSATUETE
~ Transition pratocals Centre
HE@H Team * Other
- Compesition of HEH Team palliative care
sarvices

OPENLAB

F—FoFH

www.uhnOpenlab.ca

14




Family Medicine in Canada
REERnhTF

Pauline Pariser
Co-lead, Taddle Creek Family Health Team
Primary Care Lead, University Health Network
Lead, Mid-West Toronto Sub-Region

Associate Professor, Department of Family and
Community Medicine, University of Toronto

Outlinesss

* History of Family Medicine in Canada
REEROER

* Training Program
53 =W N

* Structure of Family Medicine Practice
REERORER

History of Family Medicine
REEBROESR

LT

4

College of Family Physicians
of Canada — 1954
19564F (TR 2 AR

First Residency Programs —
1966 —University of Calgary
and Western University,
London, Ontario

2 10665 I~ B A OWHET 0T KM
= (HILH)—9TREK%)

First Certification Exam — 1969

1969 (BRI DRHEER

The Four Principles of Family Medicine
REERDAFRE]

« The Family Physician is a skilled clinician
REEFRFBLEBERETHD
Competent in patient-centered clinical method
BEPLDODEREERTEIRANHD

+ Family Medicine is a community-based discipline
REERFTHEICRELEFMIHFTHD
Mobilizes resources and skilled at collaborating

(BFEPIZ2=TALD) BBV THELRREALILEHETD

+ The Family Physician is a resource to a defined practice

population

Views practice as “population at risk” providing proactive care
(JROEF>ZAQKR) EEBEIN-BRARTATOALIZ
(FHERZLEH TV RESTIERERTHD

- Patient-physician relationship is central to the care
BE-—EMEFENATTORLTHD

Training in Family Medicine

* Rotations in Family Medicine in 2" and 3" year medical

school. EZFE2. 3ERICREEFEO—T—FT 3

* Post-graduate Residency - 17 medical schools

1TTDEMKIZEERETOISLAHS

= 2years
optional 3" year for focused practice: e.g. Emergency medicine,
Hospitalist program, Low-risk obstetrics, Care of the elderly,
Palliative Care, etc.

Primary Care Faculty and Residents
publish in peer reviewed Canadian
Family Physician journal.

Triple-C Competency Based Curriculum
- 2010

* Comprehensive : Standardized training Family Medicine
Programs so graduates can practice anywhere in Canada

B AFFOECTHEENTEARENTOTS A

* Continuity: continuity of patient-doctor relationship and
continuity in the learning environment

#intt: SEEMBIFRO#R. EEFT ORE

« Centered in family medicine - training takes place in family
medicine clinics = and content — based on best evidence in
primary care

REEFOFL—7)=vIHHE. TETUAIZEILKE

15




CAN-MEDs Competencies:
informs curriculum and evaluation at the
undergraduate, graduate and post-graduate levels

CanMEDS-Family Medicine

Structure of Family Medicine Practice

25,000 MDs in Ontario-11,900 MDs in Family Medicine
Mostly independent providers

7251) 7 M O EER25,000 A D35 REEE11,900 A
[FEAEFMIRXE

Single Payer: Bill government directly for each service or are paid
by capitation

BE—RILEFE : PROCICHFFICEREFRT 5. ARIITXIL
hbhd

Many have their own clinic or work in teams.
Z{FXER DV IEFH DN F—LTEL

Primary Care: Patients’ First Point of Contact
T4 T BELRICER

Walk-in
Clinic

Tele health
Nurse

Solo Primary  Family Health
Care Physician Team

Community
Health Centre

Secondary Care: Need referral from Primary Care
EHUE T IS4V TENSDBIABE

Specialist Mental Health Home & Long-term Rehabilitation
Community Care Services
Care

Tertiary/Quaternary Care: Hospital Care
ER/MRTT FERTT
Specialists arrange elective admissions, admit patients
from ED. Patients can self-refer to the Emergency Room
HMEGFFRAR. RRARICHGT S
BEIBNELTER(BRIZRETHENTES

Primary Care Structure

AFFITBFETSA4T) - TTFDOLLHA

» $13.7 billion spent on primary care, the second largest health
care expense 137{8FJL ERBOFT2HRICKELEH

= Usually the first point of care for patients

BE. BENRNTTERITEESS

= . . . For patients
Solo Family Traditional Primary Care: a WalkIn |  without
Doctor family doctor’s office with Clini primary care or
Office asingle doc Ies who cannot
easily access
Team: MD
Family MDs, RNf, social workers,
pharmacists, etc .
Health Team collaborating in the care of For :'gh'
e - opulation Community | "eeds pop-
pap! ty Team based
—— Health primary,
For inquiries when cannot Centres social and
Telehealth reach primary care- run by RNs community
care

16




NFFDEHFLNYTARS ¥ T4
GIM

Howard B. Abrams MD FRCPC

Associate Professor of Medicine
University of Toronto

Former Division Head, General Internal Medicine

University Health Network

HFFDGIM
Qutline:
GIM:FILWH T AR ) Fr
HEL AR

HFLOEMEORE: THhTIvigs
HFLWH T AR T ORE s EBROZ

: ;
COURAGE LIV Universiy of Torento COURAGE LIVE
AFTHE DGIM AFF DGIM
General Internal Medicine :
RAEDYIINA T THS
BERARE FFEN?
Generalism DIFEZFEZTH
FRO=—IELEEHTS
D HFTRAN LAY FAADFEEISREN TS L TDAMA - 1814
- A EBEEDEEZTLEICTS

COURAGE LIVES HERE

UH N ;
T
P
for

COURAGE LIVES HERE

-
e

HFEDGIM

General Internists:
BEAZH L THE SN FEEETS
B, FEFDDFIO—FEIEH BRI EEFLDIHEZHS
IRV F IR D L SLIBE THLEEFHINIEEETS
BEDERECTFDEDNTRELEELEFIET5L3EF5EE
"

Sir William Osler:
FREREF DX

"It is much more

important to know

what sort of a

patient has a

disease than what

sort of a disease a
patient has."

William Osler

FAZALLYBEFRRENLILN
FUEETHD.

UI II' Taroeua Rebab

COURAGE LIVES HERE

17



HFFICHFBEMIDERNCHANEDRER S
BriRis

AH #HE (%)

i AFFDGIMm
AEPE 1177 29.4 -
HELER
B33 687 17.2
R/ TLILF— 149 3.7
PISYRs/ FREl 254 6.4 i
HiCEs 346 8.7 ROYAL COLLEGE
ZENR 115 29 - OF PHYSICIANS AND SURGEONS OF CANADA
g 29 52 COLLEGE ROYAL
172 4‘_3 DES MEDECINS ET CHIRURGIENS DU CANADA
206 51
297 74 “With a keen mind and a skillful hand”
225 5.6
3997 100.0 % ‘ %
University of Toronta COURACE LIVES HERET
hFFDGIM HhFFDGIM
HHELER THE L&

1970-2012 AR BEICIELU T O ZENE RSN TVS:
IEMORF OB LELHE
45 B ITHHEE XEULNEPRE LN D (FRCPC Internal
Medicine)
ar
2-3FHTRARL YT+ DBMPHEEITS e.g FAEEE, 1R,

etc
B HEBIUOBAEFBRZAFRITITS

COURAGE LIVES HERE

2012: 4B -5EBDGIMDHF T AR v )Foa—AN, 3
FERO" % 3EROBTHEIZB ML TS (SE5H58E)
2014: POV TH T AR YT FHEN B LS

COURAGE LIVES HERE

AFFDGIM
THELERE

Controversy and Debate:
SEEOHEFTDELZDH?
RRIOGSHBOREEAZOMN ?
HE v BthD=—X(IZEHE?

b
COURAGE LIVES HERE

HFF DGIM
HE B &
BEOLEIARHEEFLTOLSIZEERERSNTINS:
HNEZEOEMZE (FRCPCIM)
or

GIMDH TR~ 41) X (FRCPC GIM)
W& XEELPAVFILNETHY TSI T TOEERT

(F7ay
P
@
A2l
oo |

UHN =

COURAGE LIVES HERE




HhF+5FDGIM
THELER

(FRCPC IM) vs. (FRCPC GIM)
IR R CIRERRRBVEFEE RO TN
G RO RN BT
FRCPC IMIFIF I ZT2{1E 51255
FRCPCGIM [ZIETHTIvOLFITHABLETHD
FOVFARZETIE, 20155282 DGIMBHEEL, 188 DA
HHEENEELTLS

2

UHN foivntrt i

haky
COURAGE LIVES HERE

44-.lll§g|

AFFDGIM
HELERE

25 ROYAL COLLEGE Subspecialty Training Requi_re_ments in
el i General Internal Medicine

UHN T R

COURAGE LIVES HERE

HFF DGV
THELEK

Basic Requirements:

3EMDOAFH
plus
24 (26/48) DEEIN—=2Y

b4

COURACGE LIVES HERE

44l..llF§!|

HFFDGIM
THELERE

BE12048TO0vIDGIMODEEE:

370U NGIMIHILME (ABR-#8)

270vSOARREEE

170vy O R ENESR

70y ORFHER

170y 7O TOGIM

27097 DGIMA

170voOccuEr:IFIcu

70y ORFERR. AROEE=R) T, TREERE. TOMAEREORRKLY

s

-]
COURAGE LIVES HERE

&

AFFDGIM
HELER

EBMO117av2OE
GIMTOTSLEESICEYER
T RALFTROERERICER

HEO—7—a:
HITRARL P YT ORI
FHHAFIL
mEQ—F—332:

“#ELER

*Master Teacher Certificate
HRIaT I

COURAGE LIVES HERE

o

hFFDGIM
HHE L&

BEEER
6RISSFERDFHEAET L. RU=HER
SFFE D EFCHER
Efz

COURAGE LIVES HERE

o
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rAOVRRED
FAHATIVIGIM

N = S §=210))
FHTIUIGIM

rOVRRZED
FHATIVHIGIM

hFEmRKDGIMER
TJO0REHASHHA

152 DGIMBFHEE
18BMNERAFHORETEE

UHN

COURAGE LIVES HERE

bis
)
hid
University of Toronto

rORKRED
TAHATIVIGIM

JOB DESCRIPTIONS (% of Division Members)

Clinician Teacher (50 %) ER PR R E&(50%)
Clinician Educator (10 %) ERERREFT A (10%)

Clinician Quality Improvement (5 %) BRER R EHEE (5%)

Clinician Investigator (20 %) ERER R EE(20%)
Clinician Scientist (20 %) BRERR T FE(20%)
Clinician Administrator (1 %) B EEE(1%)

COURAGE LIVES HERE

i i
&
hid

FAOVRRED
THTIVIGIM

ERRH
Teacher:J/REF i X . TeachingZ
Educator: &+ .18+ Education®
Master’s or PhD, EducationZ
Quality Improvement: &+, Q&HK
Investigator:f& 18 Bk £ 1& % ARER
Scientist: L /R Y . BIRE£ES. FREM

COURACGE LIVES HERE

HhFHE COTHhATZVIGIM:
THhTIVIRBEDHE

THTFIYIGIMIZIALNT,
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CHOOSING WISELY
™ JAPAN

LESS IS MURE

CHEMLREER e
Sk SRR
BAEAN

cw-go

Wisely
Canada

» To understand the origins of CWC.
CWCORREZEMRETS

- To show early measurement efforts of low value care.

EMfEERIETIREDMERRETT

* To describe early implementation efforts to reduce low value care.

EfEERFRST-HOBRFOMYAAHTONTERSD

Choosing Wisely Canada A4 DOIRLERRIE

is a campaign to help clinicians and patients
engage in conversations about
unnecessary tests and treatments
and make smart and effective choices

to ensure high-quality care.

BOBLSFEEHTE DI
FTHEGRECLERICMLTHEEZRS.
EORMITRIRLTLNCET
EERELBEE

FHELTLEBDTSS.

® o O - T h2s
S i i Campaign approach COEB®DEYLH
P e et
Wt 13 o ot o ol bl b - EETOREIRE
B - UNNECESSARY TREATMENT Dissemirate through mutiple channels - BARFrURLEEBLTORSR
R AR
- Addmtratice compesty TORGA® | + Davelop patient materials - BERITEMOME

U5 Nitsorial He

=Prcing foires

B Froud s stss

Growth n national health

754 care axpenditures

e
GOPgrowth  pdetsasem e
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<
|
g - Disseminate broadiy through multiple channels

« Coordinated approach toward media
- Multiple voices, a comman message

~Work through health care stakeholder
organizations to implement and support adoption

BRAGFYULILEEELTOERR

- AFATEOES
- RAGERERED Ave—

- MEEFIRLRAKCOBB




Phase 1: April 2014-April 2016 #51%§

Clinician leadership BFED)—5—vT

*Engaged 45 specialty societies representing 92% of Canadian doctors.
45O EE hHFERNI2%NENFHE) A E M
+Each committed to developing a “top 5 list of tests, treatments or precedures that
physicians and patients should question”.
FREANEMEBENREMICBIASRE., BR. REBOLY T "E5 11

+To date, over 175 overused tests, treatments and procedures identified.
SEFETIT7SLLLOFTEGRE. AR, DESHESH:

e WESIM

| Five Things Physiclans and Patients Should Guestion

-

-

@

Phase 1: April 2014-April 2016

Clinician leadership BFEED)—&—vT
*Canadian Nurses Association joined;
At FBEEE ST
+Also interested: pharmacists, dentists and chiropractors
IR, HHES, h073 058 RETL:
*Established relationships with all 13 provincial and territerial medical
associations.
130M - EHESLLOBHABEISIT:
*Within 8 months of the launch, 76% of physicians were aware of the
Choosing Wisely Canada initiative.
CWC%ILH EIFT8AA LIRIZ, 76% DEMSNCOMYBAFRAL TV

Phase 1: April 2014-April 2016

Patient and public engagement @&t FH5 (BRSE)
+Strong social media and media presence: TV, print, online, as well as social media
followership and traffic. A7+ 7 ORERFIFA: TV, HEEH. ok, Y—SrILATATF
+Partnered with patient groups to engage and educate members:}# 2 Z BEFEHEEOZH

= Patients for Patient Safety Canada,

= Canadian Asscciation of Retired Parsons,

= National Association of Federal Retirees,

= Patients Canada,

= Canadian Association of Retired Teachers,

= Canadian Arthritis Patient Allance,

*Online survey of 1,000 Canadian adults (March 2015): 2% agree that patients need
help to know which services are really necessary for their health.

1,000 ADRADFHNIZH T BA 5 AVHE: 2% A TRMZE>TEDH—ERDHY
ITBEIETHA-OOEMH LR IETIRRICHAEAL:

Phase 1: April 2014-April 2016
Professional education BFiEE

=All 17 medical schools to launch a medical education campaign entitied STARS:
1TOEFRASTARS LLSESRF S ro~A—EUS EIF)

«Students and Trainees Advacating for Resource Stewardship.

RACENIEREAHTIELELREEOR
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Phase 1: April 2014-April 2016

Professional education (cont’d) W% ()

*Royal College of Physicians and Surgeons of Canada (RCPSC) to mandate resource
stewardship as a required competency in postgraduate training.
HHAMESEERAROAV L EREZEREOLERE TR
~Continuing medical education through specialty society annual meeting themes and
presentations.
HMESFEREETOT—IPIL L2 L TOMENEH
*Online leaming through the launch of a MDCME course, Confronting Unnecessary Care.
FUTAEBI—-AOLSL LIF(FEET 7T 3)
*Online leamning through the launch of a IHI Open Schoal Course, Introduction to Quality, Value
and Cost in Health Care.
FUFA R BI-AOQIE LT (AR TOH. @, 2AMT3)




Phase 1: April 2014-April 2016

Implementation and improvement Sl

+Established an Early Adopters Collaborative to foster innovation and

support knowledge exchange among organizations implementing the

Choosing Wisely Canada recommendations.
BMMSCWCERALTLAAROY L—T M
CWCEBERELTUSEEMTIXERL. MEZREXIET 520

*The recently published Choosing Wisely Canada Abstract Book
describes over 70 Choosing Wisely projects from across Canada.

BT RS -CWCICMT SB M. A+ FEAR T LD TOS I

Phase 1: April 2014-April 2016

Implementation and improvement SEp5A#
Results: 3

McGillrgniversi'ty Health Centre: a trainee-led ‘time out' ta discuss anti-biotic
prescribing:

IXLAE: HEEXBOREFERMTIZMNLEREIOSSL
+48% decrease in antibiotic costs. REFRAI46%MPLI

North York General Ho: WC recomim into their

spital img C!
Computer Physician Dré)gr Entry and reduced;
/—AI—VRABER AL 2 —F—F—F LT ITCWCHRERA
=Lab testing in the ED by 40%;  #BHTOMBERE 40%H
=pre-operative Lab testing by 37%; AT MBERE 37%H

HEEShTw. =in-patient Lab testing by 5%: ARBEOOERE 5%M
=inpatient ICU chest x-rays by 20% ICUARBEQBEHEL UMY 20%H
~ 3
w C‘.‘.’m.") po ;ﬁ.’ff:’gc)
Phase 1: April 2014-April 2016 Phase 1: April 2014-April 2016
Measurement and evaluation FELIFE Conclusion of Phase 1: 8 1MORR
Worked with: “Inspired physicians to have conversations about stewardship and quality of care;
+ pan-Canadian organizations to expand capacity for measurement and ERRROERLy7ORICMLTHBRT 2 LIcERSH-EMIT:
“35““’-';3;';'““;55‘? care in Canada. +Changed the focus from cost to avoiding harm.
Ah+ EORE: FRETTIZMTSERATORR — = e
*OECD on international comparison of averuse acrossaﬂerent countries :IRF-J:*J%EEEH-E;..&II-.,‘.IE 1’%);7.{5);311 P =
EFH MRS OBE: FELS PN T RSO *Provided a platform for aligning appropriateness with quality of care.
FFORZDVDTHFETTR ST RIT BT REL-
*Empowered doctors to take ownership of their own actions.
EM5IBo0THICEREEL DIIRELE
- umagf.-.’? wc’
Provider attitudes/awareness:
Measurement framework BIEHE . . .
Canadian family physician
EREOBELATE EREOME/MIE:
WS OREEDORE
- a I 3
BEOELALER v ' 5 2
91% 58% 68%
- agree patients will benefit feel that patients agree that responsibility
from Choosing Wisely drive inappropriate forprduring rests witti
EREOTH Recommendations use ;_hf;':_"é
EfEEROENTE BEZWCOBEND BEH T EHBRER
BEEBHED5 HRAICHACLEBLD Ef<HD
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Patient Perceptions and Outcomes

BEOEMLER

L 2

62% 24%
Believe 1/3 of care is said a doctor had recommended
unnecessary a test/treatment they did not
ST O3EFRE feel was necessary
HATLD BREBLAL
RELMEESS
WOTOLER

Patient Perceptions and Outcomes:
to perceived y tests/!

FREBLEREARIHTIRE

FHEEL Took the test or
BL&STEC R e vk
BEABRERH [ w 2
' h L
D s |

necessary

Ignored my
_ MD’s advice

XRED
TEAAAERALE

Provider Behaviour: Overuse of Low Value Services

EREOTE: EMEEROELRE

L)
£ ana ¢ practices in Ontari
o
>
3% =
/—f’/ £
am Imaging 1o low back pain F
73 A
e Cerveal cancer screering
T
-~
E Repeat DEXA scars

Institutional variation in preoperative testing

FMmRECERAER

ECGs 34%10888%

Stresa tests: D.3% 10 4.6% P

Proportion of procedures

IMPLEMENTATION:
SR
THE ART AND SCIENCE
OF
MOTIVATING CHANGE
B#STOELD
F—hEHALTUR

27

The implementation spectrum SeEEHist

BE MELE
} EDUCATION ‘

N—FEOEFRE
HARD CODING

Meckcal ciractva changes
Orsior et changes
EMAVCPOE neagrasion

MEASUREMENT & IMPROVEMENT
Clinicaan sdusason Performance measuremant

Panont cuCIION Cuakty mprovement projects

fwarenezacamoages | Aucit and ‘sssback

EFHASPSOTA EFNMKEVSTA
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MOTIVATION Bi##-3 1+

EXTRINSIC: #+H 4 INTRINSIC MOTIVATION > EXTRINSIC MOTIVATION
+Carrot and Stick, rewards and punishments Wﬁﬁmﬁﬂﬁlf>ﬁﬁﬁwﬁﬁ‘5lf
FAELF . BMERR

*Good for repetitive work
HHREERICHRY

INTRINSIC:

*based on values, preferences, human ,needs
Bl 577, £b. £EIEI2ET<

*Good for cognitive, complex work (like medical care).
ey, METERICHRO(EMTLE)

Intrinsic Motivation: E{EORI#S(+

Research Shows: BFIRATLTLAIE

+Autonomy - don't over-control B{Eft—a2 kOo—/LLTEZL Choosing ;:,\__ }
«Competence - recognize expertise & 1—WFIEREZIZNHA C‘gli\sa‘:]lg
*Relatedness - work in like-minded groups Mt —EILEA DY L—T T

«Altruism - contribute to the well-being of others Ffts £ #—ita & O AR TS g

Sedative Use: Mount Sinai Hospital, Toronto
ENFIOBEER:FOVE T IV AT A REROH

f - Remove BSH from admission cardiology order sets.
R AT - Recuce BSH from post op general surgery order sets
Choosing Wisely Canada is a campaign to help clinicians and patients Sharmacy * Team pharmacist perarms reguiar med review to
g o Phammacy, ° LoTf et ordered BSH and
engage in conversations about unnecessary tests, treatments and procedures. EHHTOBENR (R <crity insppropnatly order BSH and remove.
X n . : + Leaderstin buy-in ta create sieap-friendly
B '-‘1 = B e >/ Fef = Rk (FmREs) | Stakeholders arirormert
H . . J
3 - iU ﬁ' »G [v] + Education to all physicians, nurses
v | - o h EfE Providers + Reminders at huddes, idensty patierts
Inspiration for Your Implementation: CWC's User-Generated Toolkits. B . N
= { G [E Patients B mr;::::». edusation and
e Bden k- . o —
(8 ] - — . ELOERED  Modia campaign prammacoigical srategies
for sieep
sses

28



Results 8

Proportion of new sedative starts
203N SFFFRERORSE

Proportion

ooaat

Paa

Jan Mar May Jul Sep Nov Jan Mar May Jul
2015 2015 2015 2015 2015 2015 2016 2016 2016 2016

Month-year

Choosing vif
Wisely

Canada

Aitaptad by Maars Koeams, VD FREPE
Gwsctar,

Sinai Health System

‘Results:
~Sedative-hypnotic prescriptions | 40%
-BIRFARONE 40%%K

LESS SEDATIVES FOR
YOUR OLDER RELATIVES.

Attt o redhcing
ret

]

chocardiography growth in Ontario

DIo—OEEEE O (423 M)

|

2 Al Echocarsiogam
& Rapaat Echocardiogram

18
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« L
F
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CIRE]
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@ Chaoaing () chosuma D
ot S =
Inappropriate TTE ordering rate ; 53 2l
on the general medicine service 20-30% of Outpatient TTEs were low value
—BARICH T STROGRMEDII—0F —¥ —% PR C R L
.. Table 4 Classfication of TTES using 2007 and 2011 AUC

: o B

5@ : B o

é e 5 <01

£ i ondni m - =

g 1 Sewwmrn, . W W s

20 1 s ; e

2 OAMC (n = 150)

g Class.table (%) 70 ¥ « 001
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Echo WISELY (Will Inappropriate Scenarios for Echocardiography Lessen Sign
5)

ROz o—S®FE(OTI—OFE NG H)AHHE

A nine-centered international

investigator-blinded, gig\g?ﬁﬁt
randomized controlled trial S LAE SRR ELER
AlM:
Assess the impl ion of an ed ion and

feedback based intervention to reduce inappropriate
TTE ordering in an ambulatory environment.

B:
NEBRIZHETHOTI—0
FHENTA—H—ERSTHOBEWE
F4—F s E TN ACRE

Brasa 4K 2075

Significantly)

Echo WISELY (Will Inappropriate Scenarios for Echocardiography Lessen

A nine-centered international
investigator-blinded,

randomized controlled trial
METHODS A&
Physicians in the intervention will receive:ft AZ R IT2ESHIE

1. alecture outlining the AUC
AUC(IFREGRTEN OREICOLTMEERTE

2. the American Society of Echocardiography (ASE) TTE App (iPhone/Android)
*EORAFEFLOOTI—FIVEHSENS

3. monthly indivi i reports ing behavior
including information on inappropriate TTEs and brief explanations of the
inappropriate designation.
BANZ—F Ay ILR— M FEN A Y~ FORBIMTIELN) 2B/ R

Bhata, AHI2015

- Wiaely

ardiography Lessen Significantly)

Echo WISELY (Will inappropriate Scenarios for Eche

= EheMC we | EeeddC  ERMC - EdaMC

WASE

AUC

Feedback Report Z74—F/iw9 LiR—F

BEA—F—OWE: Rk

Comulatrve TTE Oroer Aperaor steness

BYLA—F—OWE: ARG

Marihiy TTE Crder Apgroprateness.

Reasons for Inappropriate Orders FAYEA—F—0DER

Conclusions: The Way Forward $&8:S#0ORB

Clinician leadership: EIEE®—¥—1v7

=Continue to work with the 45 physician specialty societies.
ASOYMELLOBEERER

sexpand into nursing, pharmacy, dentistry and allied health.
ERG. XNG. SHE. MERBEMR~OFHOHR

Conclusions: The Way Forward #8g:S#0ORM

Patient and public engagement:

BECARME (FRER)

+Scale up education and social marketing efforts to: ¥ & L EWE R DT K
» shift patient attitudes
BEOBREEXEALLD
» support shared decision-making.
AAESN-EBREEXRTHzD
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Conclusions: The Way Forward #&88: SR 0ORM Conclusions: The Way Forward &I :S#0EM

Professional education: WP#H Measurement and evaluation: BI5E &R
«Accelerate: {24

+Continue to mobilize students and trainees
> the development and release of new data about overuse,

CRELHREEOBATHIS BLA¥RT AR REEOL. 2MT3

+integrate resource stewardship as a core competency for undergraduate >collaboration with the research community to strengthen Canadian

and postgraduate clinical education. research capacity in the area of overuse.
ERAROENCERLEZN - FRERTEOEESBRENLLTRET S ELBFIZMT ST ORRENERH S-S, BRAGLEHTS

Conclusions: The Way Forward #&8&: S#&0OBRM Conclusions: The Way Forward #ig: S&0OBM

CWC campaign has evolved from generating lists to designing,
implementing, and evaluating interventions.

CWCH v _R—U (I REERFET LMD AZET AL,
KL, FETAEAETRELE:

Regional hubs: Hiig#LA

*Work with stakeholders in the provinces/territories to establish
regional affiliates that help accelerate the pace of change through

lm‘.jilly—ralevant and -led strategies. ) To create and sustain change: TibEEH . HET B0
MEEMOMBETEELORBL. KO XHEAEEET -Multi-sector, mult-modal approach
thigt (TRIELT -, ik T R OMEEEL TEER—REMESES SHEMLOSELTIO—F

Self-designed interventions
BT HFAULEzfr A
*Intrinsic Motivation
AETHEFA—ar
This is a long-term project ChiIxBMIChi=370Y oM THD

” e © g O
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Unwersﬂv of Toron

Dr. Howard Abrams

Associate Professor
Division of General Internal Medicine
University of Toronto

(FAVFREFELERTIERR)
Dr. Pauline Pariser

Associate Professor
Department of Family and Community Medicine
University of Toronto

(PR hRP bR B2 R AR B R AL 3R

--' . L 1. ' .
\&Dr. Pauline Pariser

IVIPACT PLUS RS cOSBBERETIL

Interprofessmnal Model of Practice for Aglng and Complex Treatments

Plus GIM and Psy_cblatry

B Eﬁéﬂ-@#&iﬂ)?ﬁ/\
" E*&ﬁ@FDL‘ L'Ciﬁb'ia

L - J

| Triraates Camaral . Taddle Creek
OPENLAB 2 unrversiTy oF Toronto  HealthLink UHN >< ity Healch Toun
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0A21H(A) 17:00-18:30 . B . )
f‘g;;{gé;ﬁ{/&—ba‘/t‘/@—@Wéﬂﬁtsf—riﬂﬁﬁﬁfdﬂmﬁkﬁﬁﬁ%T)bJs [S—LLAREHT ]

Dr. Howard Abrams, Dr. Pauline Pariser

<EBDICEEBEHSSMEOESE>

How SCOPE Can Help:

nce with Family MD and pharmacist to adjust pain medicat

djusted his heart failure medication

Community support: Day program for Portuguese olders

The result:
~he result:
Community-based care with reduction in gp Vi

tients
egated spproach fo Tanaging complex B4
.

are
Leambased consshation to suppart prmary
-

e

+ Wam i i addresses the Quadeuple AIM:

<RY)= B ERTHERA
REASIFRAL
BIRRASARRI>

< EtBAZNL DAbramsF A >



EPFRBBDERA/AN—23vEA—EFEEFE I — SMAK

BEF FR285F10821H (A) 17:00-18:30
f8BM  Dr. Howard Abarms, Dr. Pauline Pariser
BT ERERFARE1

Zm&E  34A

(#£A] 31A (N)
EFHHE-THEE 17
EFEFEE 10
fibhs & 4
[F54] 3A (N)
FR T R iRk 2
EUT P REREL TS5 1
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Howard Abrams MD FRCPC
NI—E-TA4TF 4L

Pauline Pariser MD CCFP FCFP
M= - KU+

Treating your patients with IMPACT: '
IMPACT % i L\ 1= 2.3 (D353

Integrated Care for Complex Patients
BHCHBELERZA2BE~OHKET T

Interprofessional Model of Practice

for Aging and Complex Treatments
BB ELHRGMEENA - BEICHT SEMBEBETL

IMPACT PLUS is a comprehensive model of:
IMPACT PLUSIZEAFZ S L BREMGET IV

Assessment %
Care ¥F

Mentorship and training s &3i

Inter-professional problem solving=rdsssitic & 5 RIE#R R

Outline =

Integrated approach to managing complex patients
HRCMEERASBE -NT IHESAET S0—F
Team-based consultation to support primary care
physicians

F34%) - FTEEXADF—LICLBBH

How this clinic addresses the Quadruple AIM:
COEROEONDER

= Improves patient experience BEOEBELYBLEDIZT S
BEOHERESYBLLOLETD
BERZHIET S

= Improves physician experience EFOBEBRELYBRNLDIZTS

= [mproves patient outcomes
» Reduces costs

The Problem:
& R
g Patients with complex co-morbidities
‘ BHECHEEEZRADESE
1-5% of the Ontario population # > % U AfAOD1-5%
ERE 030-84%

30-84% of health care costs

World wide #5891
59% of 57 million deaths
570077 DFET D 59%

46% of global burden of
disease 2R DHEE D 46%

WHQO: Preventing Chronic Diseases: A vital investment. 2005,

Broader Patterns

BECIERZERS &

Typical Patient

The 65+ age group: 65FLULOBEHET L—T (L

fastest growing segment of Canadian
population HF¥OAOTRLERCHEML TS

require treatment for 6.5 chronic illnesses, on
average Fi6.sEORIEERBOERS

BB REE
[l [erairean |
| doctors issues fEiEEE i
§'**I’§ET Osteoarthritis ;
| Multiple e
i medications TR AR
‘?fﬁjg S| Low
income
| ; {EUR A
| Inactive Di Heart
| oo jabetes :
| T Disease E;’;;l
: HERA 2
e IERE support
HERBE
DFE
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Multiple Chronic Diseases: % < otz
B

Challenges

Clinical Practice Guidelines (CPGs) have a single
disease focus

HARSAE—DOERICERETRK->TWS

CPGs often conflict with each other and between
diseases

HARSAV EEM - BEMCIEBRTICIEFEEZLELS

Reliance on single disease CPGs = near total
medicalization of patient’s life

—DODEBERSFLHA FSA VITEET D LBEFX—EFEEASFEND

Too many specialist appointments £3#538MEDFH
STEIRE

Too many tests....

The Solution
REE...

Patient
and
Family

EfRHENEELT

MEERELBESREETHL ETEMREEE eEat
REL ERE/BRE NG Homecare Social
Dietitian Nurse/NP Coordinator Warker

EELtoBE
Patient on

HCP learner

REE
Family
NEE Doctor

Psychiatrist
Researcher

Pharmacist f}

o 2

YT

= A dedicated nurse prepares the case for the team and helps
implement the plan ExEEGrF—LoACEAEERLHERTERSTD

= Using Telemedicine TIP =a secure video conference
IMPACT PusEFLERAL L RMERR X1 UT 1 OBV EFA LR
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[ A ‘Typical’ 1 hour TIP Meeting !
) o TEEGE, 1BMOTIPAM ] . '
* Inter-professional case conference with patient, caregiver, and family
doctor present
BE. ABE. REENSNTINMMANEARE S
= Multiple locations using Telemedicine technology
BMEREHEAL-SENNSO$N

—® (‘ €
: “’\
© o ©
o G
; Interdisciplinary
Team

SHBTELMNSF—L

The IMPACT protocol meacr7ara—n

Document "
Patient
and Nurse .
executes Selection &
the pl A Invitation
e plan HEz®RGYS BEORR - Ak
Present
Findings to .
Patient and Group Review 1
i i—=FEa-—1
Primary s, s osami-siv 3
Care Ries
Patient
Team Welcome
Summary Interview
FoLRRE BEEDAEL
Group £m<
Discussion 2
T—THR2

Relevance of General Internist

Input
BaARENELIEDOEEN
“One Stop Shopping” -helps analyze co-morbid
conditions

MARCBESY—EXERMNEEDIC L) FHFEFECHETHD
Gives confidence to GPs. “You don’t need to consult the
cardiologist. Simply lower the dose of the beta-blocker.”
BEPRECEEEEAD. MDREMECENTIDEIXHY FEAL, ~—4
7oy H—0ORERERS LEATHELIVDOTT, |
| - Simplifies treatment for multiple conditions
SWEREBISH L TEREHELTS
Transfer of knowledge and modeling of clinical approach
to other health professionals and trainees

foEREMRCHEE CABCET I ELEERAEEERD.

Relevance of Psychiatric Input
BANESEDIEOEES

Chronic illness complicated by psychiatric
co-morbidities
WEREBLSEHT 5 L BERBEEEET D

Introduces theories and concepts of

illness behavior
BOOWREKEHELMLES ETH5HIZEATS
ERLBSEAATD

Supports group process of team
F-LOKFABREXET D

Medical-Psychiatric Co-morbidity is the
Rule S@#MERLFHENEBOAHIINBA

People with medical conditions:
58% of adult population

/ BENEBRBEFRAAONGES

MEEBBFEAAAON25%
People with mental disordars:
25% of adult population

FEBOHIRAONDEHREBEHT S
29% of adults with medical conditions
have mental disorders

| RBFEBRNHIAADBLEFERBERT S
88% of adults with mental disorders
have medical conditions

Relevance of Community-based
.SUppOIL

hEEREE LEZBROEES

Social worker and Homecare Coordinator part of
the team

HeEFitt L ETERABR T —AICND S

Educate Family MD about community programs

REEHEODNEHEHRAD
Make the connections for the patient:

BEOEHIIREETD
eg. counselling programs, housing support, dietary
services, homecare visiting.

Aot Y, EEXE. BRY—ERX, BHEPRGELBELHS
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The Multi-Problem Patient

ZHREHMEZRALSESE

A Different Approach:
‘ Rixd770—F
\ “whole-person” approach: focus on function not
‘ fixing

TN 7TO—F : $HTEDTIEE RIEI-EBTD
Interactive communication / shared care between
primary and specialty care.
HBEIZAZS 25— a3 vERB T4 - #T7ELE
HMETY7ESGDBES

One patient-centered treatment plan
—ADBEEHRLICRRHBEZELTS

Intended Outcomes

7215 R

Reduction in Emergency room visits

BREOHXBERERISED
Reduction in hospital admissions

ARBEERISED

Reduction in the burden of care
FT7OABEERHTS

Does Collaborative Care Improve

Outcomes?
HELESFTIIHEREERESIELION?

Meta-analysis of interventions: ft A ® # 2 447

positive effects on patient outcomes in
mental illness and diabetes.
MHEE CMREEETHE LRSS EEATIS

Qualitative data: @ 57—#4

Families and caregivers, primary care

physicians feel supported
Rk, THE. T35/ - FTEEXBESATOILBLTLD

Intended Outcomes (2)
FREhBERE)

Primary Care Providers

34 - FFREEFIZEST

Reduce burn-out — these are difficult patients to look after
MARZDOERLT—EEHA4IONELVBENVIOT

| Comprehensive chart review

! SEMICALTERET
Fewer office visits S EZRALELD
Care plan provides the way forward

TTISUHBNERMEL S LA TES

Intended Outcomes

FRIShHER

For patients: @&Iz&->T

The patient’s needs are considered: “What is
important to you?”

BEO-_—XMNERESID [HGECL>TRNEEN? )
Patient is part of the solution — interacts with
the whole team.
BEIBRO—BPELD

FoL2EHLBERRERT S

Improved self-management of chronic condition
BHERBOBCEENLF (2D

Intended Outcomes (3)
FREShBHER3)

Team: F—AlzéoT

Understanding each professional’s scope of
practice

ELNOBMEBEOSELSBRETED

Transfer of knowledge & skills to other
team members and to students

BOF-—LRPEELNBREEMEZREES
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Case Study

e

Mr. M.S. - 60 yr. old government
employee with severe fatigue. He cannot
work. M.S.E—6o@DAKRAMNEEAHERNE

VDEVERBERATERLE,
g co-morbid conditions and 15 medications

O DDPHFEELAD Y1sBEOEERATLD

|

| Major depressive disord Stroke
Type 2 Diabetes Gout
Hypertension Osteoarthritis
Congestive Heart Failure Sleep apnea

‘ Obesity

K32, 2HMRHA. MOE. SnitdTL. HOWME SE. HESE ERGETR. BN

Problem

I R

‘ Mr. M.S. desperate to return to work but too

| tired:

‘ MSERHELRY VLRI LTUZABRNVETES
|
|

Insurance company cannot support disability as
each individual sub-specialist (cardiologist,
neurologist, rheumatologist) only focuses on

their disease area

Beznd T2 v X b (DEEME, #EEME. BRETME)
EESOEEE LAZRVNOTHEEEYR—FTERN

Recommendations from IMPACT Plus
IMPACT Plush 5> DIRE

Pharmacist: Beta-blocker interaction with SSRI

EHE : p7 Oy h—ESSRIDIEERR

Dietician: Weight loss pragram

FIE : BEIOITL

Internist: Review sleep apnea, MRl and echo

ARE : EERFATR, MRIEIOI—ZRET

Diabetes Team: Motivational strategies to increase exercise
HERAETF L EWERES LI HE

Psychiatrist: Assess for post-CVA cognitive changes
HHHE  MOnEREROBNMETL>VLTHET S

Plan

Shgis

Neuropsychological testing: cognitive impairment
MEOEZNRE | BARERS
Counseling regarding post CVA impairment
BmERERICET I YT

‘ Meds changed to reduce interaction

1 HEERZRT 2 -HDOARES

‘ Exercise program
HEERE RN

Patient Outcomes

BEOBER

TIP OUTCOMES:
TIPOER

Energy and mood improved
BheéganrELE
Increased daily exercise = able to discontinue his SSRI, lose weight
and better control blood sugar.
SEENEHBEIEMLA=SSRIZhITEENTEEH.
FETEOEO FO—LETRELE
Visits to ER, subspecialists stopped and to Family MD were reduced
HBPHTARY Y YA LORELAG(LGY, REEQHRERTE >
Able to return to work
AEzERTEL
Family MD could not have achieved this on her own or with the help
of siloed sub-specialists
REEXBSTlE, ESNEEEFODY TIN X F&TlE
CORREBRTELIHOELESS

Since implementation in 2013:
2013 DREA S

= 260+ patients have received TIP clinic
260 A LOBEFTPRRES (1

= 260+ Coordinated Care Plans developed

i 2000 LOBRE NS TS ABE R

190 + solo family physicians supported by TIP
‘ team and connected with new inter-professional
‘ resources

\ 190AREOREEATIPF—AOXBREZG TSREERERAL L
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OUTCOMES:

faR

TREND: At University Health Network with small sample reduction

in hospital use: Will validate outcomes as part of National
Randomized Control Study #iFl: PEWE > FLTREALARY FT—45 Tl
FROZBSHAEILE - EARCT TOEREMEAT
5TH35,
Patients with ED Visits ( il
30 SRRy Patients with Admits 5
.35.0% 417% -44.0% -400%
25 e 25 us2% M:_%??; 59.1% 585 : q__f' > N AT
20 20 ) - - ¥ =4
15 95% of primary care physicians are satisfied with
| 10 recommendations
' s Z BRDTZAIY- FTEHARRCHZLTLS
? - 92% of patients and their caregivers feel confident that
& their chronic care will be better managed
! preTIP mPostTIP e R%NBELNMEGCMETTELRSKEETED LS A2 L
L re-TIP ® Post: ] E“E‘Eﬁ"TU%

. ] Arigato G i
| IMPACT Publicationss=x S ety

* Bell SH, Tracy CS, Upshur RE; IMPACT Team. The assessment and treatment of a
| complex geriatric patient by an interprofessional primary care team. BMJ Case Rep. . )
| 2011 Mar15;2011. doi:pii: bcro720103154. 10.1136/bcr.07.2010.3154. For more |nformat|0r|:

BITHESESAY ELBOEGE

Thank you!

|+ Smirnova A, Bell SH, Tracy CS, Upshur RE. Still dizzy after all these years: a go-year-
old woman with a 54-year history of dizziness. BMJ Case Rep. 2011 Sep 13;2011.
doi:pii: bcrog20114247. 10.1136/ber.05.2011.4247.

| Dr Pauline Pariser
*  Medlock A, McKee E, Feinstein J, Bell SH, Tracy CS. Applying an innovative madel

of interprofessional team practice: The view from occupational therapy. Pauline.Pariser @ uvhn.ca
Occupational Therapy Now. 2011 May/June;a3(3): 7-g. i

* Medlock A, McKee E, Feinstein J, Bell SH, Tracy CS. Applying an innovative model ‘
of interprofessional team practice: The IMPACT model in action. Occupational
Therapy Now. 2011 November/December; 13(6): 28-9.

Dr. Howard Abrams

. Howard.Abrams@uhn.ca
| *  Tracy CS, Bell SH, Nickell LA, Charles J, Upshur REG, on behalf of the IMPACT Team.

The IMPACT clinic: an innovative model of interprofessional primary care for elderly

patients with complex healthcare needs. Canadian Family Physician [in press].
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HAERETS
Putting the Piec

 Integrating Primary Care
Dr. Pauline Pariser

Lead, Mid-West Toronto Region, Ontario, Canada
Co-Lead, Taddle Creek Family Health Team

o I

Primary Care Lead, University Health Network

Associate Professar, Department of Family and Community Medicine,
University of Toronta

e i .. A

Logic will get you
from A to B:
ATwIIE Hlaf-%
AEWSISFTMNGBE
LSBRTISER TLY
(TENTES:

Imagination will take
you everywhere.
AT R—avid
HE=-FEZIZTH
EhTIKIENT

=5,

Albert Einstein

I FEQTIAT)

Challenges to quality health care
ANIWRTTDEANDFYLID

—

!
s

SCOPE: Seamless Care Optimizing the Patient
Experience
BEOBRREZEE(LLTHUNBEDOLRNTT

Primary Care Facts 724 <) 77 DEE

25,000 MDs in Ontario-11,900 MDs in Family Medicine
#2527 M 1225,000 A D EET ., 11,900 ADREE
Family Medicine Postgraduate Training: 2 year residency,
with optional third year for Emergency, Geriatrics, Palliative
Care

REEREERTHE 25 H.
FEERBFEATHR-ZEEF-BHNERLVER
Single Payer: Government

B HEHE: B
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Primary Care Physicians:

7547 -5 PE:

* Are (mostly)independent providers

FEAEFRIFAFRE

* Bill the government directly for each
service or are paid by capitation
PR EICHFICEEERT A0,
AHEITELbHNS

* Many have their own clinic or work in
teams.
ZLAFXE T DY) =y oERF DO,
F—LTHEK

T247) 57  BELBRAITEM

Walk-in
Health Centre  Clinic

$
THU 7T TFARV T TEN DB HBE

Solo Primary  Family Health Community
Care Physician Team

Tele health
Nurse

Specialist Mental Health Home & Long-term Rehabilitation
Community Care Services
Care

ER/MRTT @RI T

EFMERXFEAR. KRARICHIET S
BEFBNLELTR(HBRIZRZTHENTSED

Commonwealth Fund Ranking: 2014
(North America and W. Europe)
ARERSFT

(AL ERRHM)

OVERALL HEALTHCARERANKING 2 BUTEAIL AT TS F 04T

Including quolity of care, access, efficiency and squity and other indicaters like infant mortality rates

= e R e B B G s A U Pl g |
zalsy

[+ |

65mLLLDHFF AO GBEDT—2EFRIE)
Canadian Population Aged 65+

Historical and Projected (%)

—1ah 047 255

1.5

9.6

| I
1971 1981 1991 2001 2011 2021 2041

2051 2061

NS4S T . EFER.
BRI B RTO E LS B

Access to appointments — long waits for
appointments to primary care, specialty
care, after-hours services
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®OPE

Partnership between primary care physicians, acute and
community care sectors

Ny

@
@
[ 3]

Offers a virtual interdisciplinary team
for the primary care practice
BNHIE-NETSAITTD
N—FrILF—LERHETS

L"_"'_h_._._ yml;!?!m“u wWC @:c:r_ :”._ E%n‘:m
S C C'I) P E through a single point of access _ 5 Community Acute Care
T o P B Care

% F3A4RVGT a2a=F457 X e
P #ra—iL : ;
HNEE ® )
Internist On-Call i . . ‘.‘

AN - || da e v
" ﬁ‘ G FRA=TA ‘@
FSARUSTE P Communit ucs S

CCAC Care Coordinator

24

) :

Primary Care Provider

|

v

L

T ConnectingGTA

UHN

CONRACE LIVES HERE

Nurse Navigator

BHBRE

Radiology 1-800-IMAGING

HealthLink \Y/(C

o s mose . % (3 <=
oLl

Case Connects primary
Telephone consult Management/conne care office to the Radiology Consult
| ction to resources ! right specialist
Mental i o
GIM Consult ‘ Home Visit healthidepression s""’d":g;th“ right
urgent psychiatry

Schedule urgent
RN Health Coach imaging

Sub-specialty Cunsult! Palliative supports

Objectives of an integration strategy
REHREOEN

Make the right thing easy to do: for doctors & patients
WY EEFMYBAOTT D EfM - BENAITEST
Reduce fragmentation: Single point of access
SMLERST BE—DF I EARAUb

* Win-Win: enhance primary care coordination and decrease
hospital usage

Win-Win: 754277 DAEBEZ SO TRIZOF A%
BT

= Collaborate: Primary care and specialists plan together
@ T < TEEEMARNEICTSUEZTS

= Ql framework: to improve program
BREOIL—LT—5:.TOYSLOBEDHIZ

Engaging with Primary Care

BEREIOTSLORIIE,
WA EBT,
BEERTEICEREL,
BEAMSE TS,
BEEREIOERICFAIRA
B4 Y | (NHS 2008)
EEBEIND
EEOBBRITREEEIZKEL
KETS

Ongoing

engagement

“Impraving System Integration: The Art

and Science of engaging small community practices in
Health System Innovation”International Journal of Family
Medicine, Dec. 2015.
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Why Engage Physicians in Health
i gd
BEEEDSNILAS AT LOBERE(IC
LU DM ?

“Organizations in which doctors are more engaged
with maintaining and enhancing the performance of
the organization perform better financially and
clinically.”

INTA—T U ADHEFFPIEEICEYA TS ERR
@t‘%’*ﬂf‘* HEE CLEREE TLLLWERE
o b

Spurgeon et al 2011; Neily et al 2010; Haynes et al 2009; Chen et
al 1999; Dean et al 2006; Curry et al 2011; Edmondson 1996

Engagement with SCOPE Doctors
EE%EL O ESIZSCOPEIZ8MEE DM

We ask : What will make your work easier?

AINHEE@MELTEEDEEIN? EFRD

We partner: 13 SCOPE doctors have joined the

Physician Advisory Group

13 A DSCOPE doctorA B E (ZHML TS

We educate: about SCOPE services: email, newsletters,

educational events

eA—)L. #ifd. A XU TSCOPEDH—E RIZDNT
BLTWS

We give feedback: Doctors get weekly reports about

their patients who visit hospital

BHEITOVWTOABLR—FEEMIZZ —FE/\wIL TS

SCOPE Strategy SCOPE D ESRE

Identify

Interview high need patients and lecal physicians.
FUBEROBLBE. B OEMERHEL THEEZT
Engage

Reach out to local physicians in grassroots planning.

S DEMFEORIETEEAL

Improve Quality

I Refine SCOPE services to better support primary care physicians

T4V FTEOHHR—tD1=. SCOPEELYLNEDIZLTL

) @

N
Mo

Measure

‘ % ; Track the use of SCOPE and outcomes to determine system benefit ol . . N i
“ SCOPEQFIM®TIRIAIZONTL AT ADFIZREDI-0BHT S * SEQOAREZIEIOYBERZE (RALDTLEDT=0H)
~—_ Expand % £ 5 _‘:_
( @) Offer more primary care providers an expanded suite of services. ;*antgb-Tﬂ- Ex‘ ﬁﬂwou“ Joiw
' RYEOEREEEICH—ERERATD « EEOEREMSE DAL HE, SEBRSFILEIL
How SCOPE Can Help:
The Case of Mr. K SCOPEMESBITOH
Assessment: KEED4S7—X
Goes to the Emergency room because: g%gfggﬁfigfm -
=54 : SEBHT—RAHVTTFLUR

= |njectable medication is covered
EHEAAENMIDA TS

= Primary care provider could not manage his
pain
TS542) s FEREOEAHEILPO— L TETLVEL

= Lonely and the Emergency Room nurses
look after him

. RRAOFRBALERHEEA TS

a2 =T R—k RIS L ADERED-ODTATT
HEEUR T, BANCHELTOLEHIZERNO—HEREIE
UBOEFEIT L.

HAFEES RIS E2EBETD

e
MigERICBLWTHRAZZENELLE:
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S c G) p E SCOPE
Successes R

Engages isolated physicians in health system

v Co-designed by and for primary care physicians reform by involving them in grassroots
T4 TENBEOHIZHITHEEITE planning  IMIZLIzEMZEEEAT

v" 131 community physicians registered representing 300,000

patients—100% of the MDs are using the service

s DEEF131 A (BENF AFHEL) NEHLI—
£ENY—ERFFERLTNS

v" Over 6000 calls since beginning in 2012

Identifies service gaps in hospitals and the
community for high needs patients

BRLEDOH—EADFrvIERHETD

20125 DBE LASE6, 0004 £ B R HEEE Matches primary care neads with hospital
v’ 64% of calls were deemed by clinician to have avoided an and community services and expands
ED visit A X ~ services as needed FSATUZTD
64% DEEIIEMICIURMBRREH W ZEZEALN: =—ZX#EFHRS LU Y —E RIZEL
¥’ Chosen by local health authority to scale across Toronto 1. S MELENWEF—EREFLKTS

FOvheE T A RBARICERSA: IMPACT on both Sectors

Arigato Gozaimasu
HBYNESITITNET

Questions?
BREEHYETM?

Contact: paulinepariser@gmail.com
aBGRA—)L
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) CIGM

Center for innovation of general medicine in Toyama
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