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Please be advised that we are currently in a
controlled vendor environment for the

One Person One Record project.

Please refrain from questions or discussion
related to the

One Person One Record project.



S,

Informatics...

utilizes health information and health care
technology to enable patients to receive best
treatment and best outcome possible.



A,

Clinical Informatics...

is the application of informatics and
information technology to deliver health care.

AMIA. (2017, January 13). Retrieved from
https://www.amia.org/applications-infomatics/clinical-informatics



Objectives

At the conclusion of this activity, participants will be able

to...

= Identify what knowledge and skills health care providers will
need to use information now and in the future.

= Prepare health care providers by introducing them to
concepts and local experiences in Informatics.

s Acquire knowledge to remain current with new trends,
terminology , studies, data and breaking news.

= Cooperate with a network of colleagues establishing
connections and leaders that will provide assistance and

advice for business issues, as well as for best-practice and
knowledge sharing.



Learning objectives

= Review complexity of informatics in community-based
care

= Learn about Primary Health Care innovations and
strategies, using Community Health Teams as an
example

= Reflect upon the informatics needs to support
community-based care

= Share learnings and future considerations for the future
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Ethics

Complexity
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Primary Health Care

... 1S @ multidimensional system that has a
responsibility to organize care for individuals across
the continuum of care (from pre-conception to
palliative care) and understand and work with our
partners to improve the health of communities.

Primary health care is the foundation of our health
care system.
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Primary Health Care AIM:

= Keep people healthy
= Prevent and/or delay Illness

= Support individuals to improve their management of chronic
(complex) conditions

= Reduce unnecessary emergency room usage

= Reduce unnecessary hospital utilization



Functions
Community responsiveness and outreach: engagement,

community development, priority populations

Integrated
Chronic Disease
Management
Programs and
Services

Primary Care
Delivery Across
the Lifespan

Community
Health Teams

Research, surveillance, knowledge sharing, and
evaluation through a Population Health* approach and
in partnership with Public Health and others

Enablers
Leadership & Economic Engagement Quality, B
Governance Conditions Wotkloyce Platform Safety, & Risk It ctine Arconptabiity Culture

Functions and Enablers for the Nova Scotia Primary Health Care System Mm scotia

health authority



= Focus on prevention and risk factor management and
determinants of health

= Self-management and functional health management
supports

= Application of clinical information systems, decision
support, and professional CDM competencies

What does it
mean to focus
on Wellness &

Chronic DiS@ase? = mumation stons tinkages with Fealth home team,

across the health system, and with community partners

Adult education and health literacy principles

Care pathways to promote an integrated person and
community centered approach

=  Commitment to continuous quality improvement &
safety

(Adapted from Barr et al., 2002; Wagner et
i"z 20%]? IOM, 2012; Koh etal., 2013;  a  The degree of integration between wellness & chronic
alser Permenante). disease management will vary depending on the needs
of the populations.
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Social Determinants of Health &
Population Health Lens

= Much of what keeps us
healthy, is outside of the
health system

= |t takes a community to
care for its residents

Work with community
organizations

= Engage people

= Enable a network of care



Benefits and Complexity of
Care in Community K, —

Lower
health
care costs

Rajakulendran et al. 2014 Focus on
proactive
and
preventative
care




CHT Video
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http://www.cdha.nshealth.ca/community-health-teams-0
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Community Health Team Model
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Community
Connection

Wellness and Wellness

Navigation

Risk Factor
Management

= Assist citizens

* Engagement

= Managing risk

factors to.de.ii.ne & = Relationship
= Food, nutrition E”Ol?hlze q building
& weight Dea l neel > = Community
nagenent "o RS partner
= Physical & minimize = Linking .
activity barriers community
= Emotional «Link with health
wellness hm ltvr;” q providers and
= Parenting catth an services
community

resources
Interprofessional Team. Behaviour Change. Engagement.

Community. Accessible.
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Community Health Model - Requires
Innovative Informatics Solutions

_ Wellness programs Telehealth/
gfr:f:te e-visits Communication tools
Hospital and social networks
Mobile Care at home
Services *Wearable
ba Automated .
Kiosks technologies and
Wireless sensors
Health DIAGNOSTICS .
Devices * GIS mapping
’ Tt  Social media
ome L h X
Monitoring - analys1s
[ S

Chrics records (PHRs)

e _ Services . :
Visits Medical homes .0 Travelling Mobile health and

and care teams  pp .o medical apps
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Available Data Making it Work for Community
Sources/Indicators Health Informatics

i EMR i Lab
B~ B
i Claims i Surgery
Access to health
. Financial - Codes services

Community
Supply Chain - Genomics Health &

Wellness
Registnes
c9 Health behaviors

Reference/
3 Party Files

ﬁ Medical Devices



what IS

HEALTH?
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Value of Various Forms of Evidence,
Data, and Health Information

CONTEXTUAL
EVIDENCE

EXPERIENTIAL
EVIDENCE




We Heard...We Listened

= Ongoing Engagement with over 2000 community members

= Shaped the team model & principles, team expansion, team
composition/ competencies, team locations, programs
offered...
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Review of Local Community Data

Health Services Planning Fact Sheets - Provincial Health Authority

010] indicators @ 8 units of analysis~ 507 data elements 9)3 maps 1 graph

~Canada, NS, Management Zones, Community Health Networks, Community Clusters, Communities, Former Health Regions, Facilities

Western (1, 2, 3)
Northern (4, 5, 6)

Eastern (7, 8, 9)

Central (10, 11, 12, 13, 14)

37 Community Health Boards i

Full-time equivalents (FTES)

FTEs per 100,000 population
Nurse practitioners (2015%)

Total

FTEs

FTEs per 100,000 population
Selected facilities and services (2015%)
Hospitals (Tertiary, Regional, Community)

2, . W 1. Lunenburg & Queens Counties 8. Inverness, Victoria, & Richmond Counties
2. Yarmouth, Shelburne, & Digby Counties 9. Cape Breton County
3. Annapolis & Kings Counties 10. Eastern Shore Musquodoboit
4. Colchester East Hants 11. Dartmouth / Southeastern
5. Cumberland County 12. Bedford / Sackville
6. Pictou County 13. Halifax Chebucto / Peninsula
7. Antigonish & Guysborough Counties 14. West Hants

Family physicians (2012%)

Total

EDS (Tertiary, Regional, Community) 38
The numbers on the map indicate the approximate geographic regions of the 14 Collabpranye Emerg_ency Cfm.tres 8
Community Health Networks. The dashed lines on the map represent county Chronic Pain Outpatient Clinics 11
boundaries. Updated versions of this document will include the geographic Diabetes Education Centres 63
boundaries of the 14 Community Health Networks. Cardlovascular Health Outpat|en[ C"nlcs 27

Census Information, Canadian Community Health Survey, Priority Populations,
CHB Engagement and Consultation Reports, etc
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GIS - Understanding Communities and
Needs

= Geographic Information
Systems (GIS): spatial date
management systems

= Plan for access and reley
services; allocation of
resources
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Evaluation Framework "z tosic yog,
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* [ncreased access Framegt =

= Support individuals/families to = m=. e
build knowledge, skills, & S I =
confidence

= Improved coordination &
navigation

= Work with community to
support health & social
determinants of health
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Innovation & Quality Care: Informatics,

Processes, and ldeas H. E |
* Working With Others Share 5@ Prevention

* Risk Factor
agement

*Personal Wellness
Profile <

*Exercise Prograrr

* Capacity Building

* System & Community

Partnerships "\n
> Engagement
> *Social Networks \
. ' . * Coordination/Navigation
‘ \ . 'Sh.anic
> *Online Sign-Up .

* VVolumes
Community . *Boundary
> locations * ACtIVIty Spanner Role

ﬁ\ e Access




CHT Wellness Programming — Conceptual Overview
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Shared Electronic Tools

= Conceptual = Structured data fields (InfoPath)
= Multiple teams, communities, organizations

= Working With Others

= Engagement, partnership, capacity building,
community awareness

= Who are we reaching? What is the purpose? What
are the impacts?

= Navigation
* Individual, system, community level
» Understanding needs, barriers, and supports
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Shared Electronic Tools

= Low Intensity Exercise Program

= Tablet - Electronic documentation,
communication = Clinical record, Family
Physicians, team members

» Qutcome measures, program efficiency,
optimizes resources, communication tool

= Ongoing Program Evaluation
= All programs continually reviewed and evaluated

* Programs adapted based on needs, feedback,
etc.
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Web-Based Tools

» Online Booking Tool

s |nterface with enterprise systems

= Supports enhanced access and community choice
« Community Partner Programming

= Community and system partnerships to broaden
the supports available

= Supports enhanced access - services close to
home and a comprehensive offerings



Health Risk Assessment Tool

= Tool: Well Source - screening tool for health
risk factors based on objective and subjective
information

= Produces individual personal wellness profile
= Report for risk stratification, promote self-

management/behaviour change

= Health outcomes (pre-post data), shifts in

population risk factors
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Personal Wellness Profile

Jape A Sputh Page |
erview Report ness
Oy R _ Major Well Scores
Your scores in the major arsas | B e
m’ e hﬁf:n‘g 'hfl - - = — ) —— 1
range to ’
ATscore less than 50 needs e ,
mproving; 50 or more is in the -
recommendad range e . -
Overall Score e oll_ N — - -
Your rating - Doingz Well — aa da  tim s s @ e

% Cument 1042012 64 87 93 S5 8 80 100
Coubostmprovd Good ' Excel| PTOVIOUS 3202012 S¢ 77 86 St 72 80 100

-

Recommendatons are based on
Recommended
e Preventive Actions
anﬂl Gave top priority to the kev factors below o prevent serious health problems Other
reconmendations follow throughour this report
Exnel'w:n 75100 1 Achieve a healthy weight -See recommendanions in other sectons of repart
Dolng wel ... S0-74 2 Reduce cholesterol - Making changes now may prevent a heart amack or stroke.
lmprtMng . 2549




Bringing it all together...

CHT Wellness Programming — Conceptual QOverview
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Bringing it all together...CHT Dashboard

CHT QA Scorecard Project — 3 Phase Incremental Approach

Cutside
COHA
Firewall
{Internet)

|
|
I Inside CDHA

H_mmtwu“m

55!5“4 * el

PWP DB PWPAdY DB {new DE)
Wit dad hoadbed if
b, BT
i T
Thgperad of ecanmng of

(XML data)

Phigsas 1 — ETL for e it scurcems axcuding
ospTeia | mpging (Phasa 2] ard PP Sdvantese |Flase 5
ol TerWADE | G e ts PHC DB sn ch-dsussagi

PHi8as 2 — B b apis for Frobik i3 il ) i Cink
el ETLa B lenedl b PHC DB

ZTharePoint Phiass 3 — sequire ATDF and bulld WRC servics
Liche e bl ity puw PP By DB o PHC DB




CHT Dashboard

= Tool: Business Objects
= Aligned with model, evaluation framework,
Accreditation Canada Quality Dimensions
= Pulls all data sources together
= I[dentify trends
= Decisional support
= Program development and informed change
* Inform quality improvement
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Impact - Community Members

- Report enhanced personal responsibility for
health

- Development of new and stronger support
networks

- Increased awareness of chronic conditions and
self-management

- Increased awareness of and access to available
resources in health care and the community
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“The medical system, it's like looking at a map from

another city and trying to get from here to there. But
when Yyou come here they are a “system GPS”. | feel like |

have an ace in my pocket now with the [Wellness

Navigator].”

“I would say life changing for me.”

“They make you aware of your responsibility for your own

health and your own wellness. | think we tend to ook either L
to the medical profession to solve your problems. And here,

you have to face your issue, but in a very supportive, not
Jjudgmental way. [The Community Health Team] has given me

so much, 'm learming so much about my own [imitations and

my own possibilities.”
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Impacts - Partners

- Unique and flexible approach

- Community focused

- Accessible programs

- Value placed on wellness navigation

» Model meets needs of hard to reach group
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“They provide programming that is tailored to the community, which |

think has not happened in the past. They actively engage the community to

understand what is important to the people of the community.”

“We have a very large transient community, and there are significant
numbers of people living in poverty in this area. So the high quality
programming that’s free, locally offered, and community focused | think

that’s a real accomplishment.”

“One of the things that stands out for me is the community presence and
the integration of the programming within the community. [t's not just
something that's been parachuted in for a very brief period of time...

programming is being integrated within the community.”
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|nnovations and |nformatics Sotutione‘;:

Communitg Health ] eams
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= Complexity =» Creative solutions
= Within available resources
= Continual change
= Importance to identify
= What is the aim and keep that in sight
= Qutcomes

» Effective processes at individual and community
level

= ... as well as tell the story
= Hard work
= Ongoing (population level data; prevention)

= |dentify solutions over the long term - align
with directions of IT/IM/OPOR



Thank you!

Questions / Comments



The Let’s Talk Informatics series meet the
criteria outlined in the Mainpro+ Certification
guide for 1 credit by providing content aimed at
improving computer skills as applied to learning
and access to information.

A certificate of attendance will be sent to you to
personalize, along with the link for the
evaluation.

Thank you for attending today’s event.



