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Goal for Today
Understand the Community Health Centres
(CHC) Model of Health & Wellbeing
Understand results &
outcomes achieved by CHCs
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Common Service Delivery Approach

Too Much Medicine Can Cause Harm

Family doctors needed better access to alternatives to drug
treatment. - Helen Stokes-Lampard, chair of the Royal College
of General Practitioners

https://www.health.org.uk/infographic/what-makes-us-healthy

CHCs as a unified sector:
Developing an Evaluation Framework
• In the mid-90’s the Ministry of Health and Long-Term Care, AOHC, and CHCs
collaboratively conducted an evaluability assessment
• Identified 5 common Strategic Objectives for CHCs
1. Improve accessibility
2. Emphasis on wellness and prevention
3. More efficient service coordination and integration
4. Holistic, client-centred approach
5. Increase individual and community ownership & responsibility for health

• Developed first evaluation framework that included:
• Logic model
• Data collection strategy
• Indicators to measure performance

Data Governance – Key to Sector Uniformity
Evaluation Framework is core to electronic medical records (EMR) vendor
requirements  key to sector’s data asset’s value
• Information and Performance Management
• Organization Participation & Business Intelligence
Reporting Tool (BIRT) User Agreements
• Information Custodian Policy Framework
• Data Standards
• Indigenous Data Governance Framework
(work-in-progress)
• BIRT Technical infrastructure (security/audits)
• Annual Privacy Impact Assessment
• Annual Threat Risk Assessment Conducted
* see additional slide for committee structure
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Common Data Elements Improves Comparability
• Evaluation framework included specific data
elements
• Client data including sociodemographic
characteristics
• Individual encounters – all providers record
detailed, coded data reflecting type of encounter
and magnitude of issues addressed
• Personal development groups – all group level
activities, priority populations, issues addressed
• Community initiatives – summary data on activities
related to community development activities

• Common set of process and outcome indicators
• See additional slides for logic model

Ownership and use of CHC data
• CHCs own, use and share data
(peer groups, transparency, clinical
improvement, etc.)
• Critical for on-going evidence
informed decision making
•
•
•
•
•

Clinical decisions
Program planning
Quality improvement (QI)
Accountability
On-going data quality

Business Intelligence Reporting Tool: BIRT
• BIRT developed to support member centres in the areas of
accountability reporting to funders, administrative planning and
evidenced-based clinical decision making
• Ability to look at data across multiple programs, drive quality
improvement, make strategic planning decisions, & benchmark
performance.
• Near real-time standardized EMR data (Purkinje, Nightingale on
Demand (NOD), Practice Solutions)
• Ad hoc queries & real time reporting (see additional slides)
• Flexible privacy and security infrastructure

• Sensitive clinical information while allowing users to share, collaborate and develop
best practices

• Used to generate EMR data extracts – ICES (formerly known as the
Institute for Clinical Evaluative Sciences) and Canadian Institute for
Health Information (CIHI)
• Data source for integrated delivery system (IDS) and Ministry of Health
(MOH)

Actionable insights at point of service for Clinicians
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Peer Groupings – BIRT
• Peer group methodology established in
BIRT for meaningful comparison and
QI/sharing best practices
• Size, rurality, complexity, priority
population, etc.
• Data sharing between CHCs
• Allows and encourages learning from peers

ICES and CIHI Data Access
• Salary primary care providers and interprofessional
team data missing from administrative databases held
at ICES and CIHI
• Data now routinely sent to ICES and CIHI
• In 3 years - over 50 ICES projects have included CHC
data
• Enables data linkage and Practice Profiles
• “CHC data was invisible and is now the best primary
care dataset in Canada”
• CIHI – 2 proof of concepts (chronic obstructive
pulmonary disease (COPD) and Mental Health and
Addictions (MH&A))
• Influencing CIHI primary care EMR content standards
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Results and Outcomes of CHC Model
• CHC Clients are on average 60% more complex compared to other primary care models
• Despite complexity CHCs have emergency department utilization rates 15% lower than
expected (other models greater utilization than expected)
• Superior chronic disease management
• Superior community orientation and team-based care (collaboration and team
function)
• Superior cancer screening (overall & stratified by high risk/hard to reach populations)
• CHCs are “sentinels of health equity”
• 90% of patients with diabetes are receiving team-based care
• Innovation
• Team-Care increasing access to over 25,000 people in Ontario  replicated nationally
• Social Prescribing demonstrating lower rates of loneliness  world-wide interest
• Pathways to Education – founded in 2001 and now national program
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Cancer screening rates are higher in CHCs
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CHCs can Evaluate and Ensure Equity
Ontario CHCs: Cervical Screening
by Household Income

Sample CHCs: Cervical Screening
by Racial Identity
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Operational Excellence
• Canadian Centre for Accreditation (CCA)
• Community-based Primary Health Care Standards
including:

• Over 80% of CHCs
• 93% of accredited
CHCs through CCA

• Assesses all areas of CHC (health promotion, communitycapacity, community centeredness, access to services,
continuity, and coordination of services, client advocacy,
and interprofessional team work)
• Accessibility, engagement and responsiveness to
communities served
• Governance and management of organization
• Client safety, management of risk
• Planning, Evaluation, and QI
• Risk management
• Person-centred and strength-based

Questions and Discussion
jennifer.rayner@allianceon.org
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Additional Slides
Committee Structure
CHC Logic Model
BIRT Examples
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BIRT – clinical care question
I have noticed quite a few new clients with diabetes
who speak Spanish.
Can you tell me the prevalence of diabetes among
the Spanish speaking patients I have seen? I am
thinking that a Spanish-peer led education group
would be really beneficial.
When were they last seen and how do I get a list of
names so that I can contact them?
Can you also tell me what proportion of this group
have ever seen a dietitian?
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According to BIRT…
• Great questions! You are right in the last
year you have seen 257 speaking people
with diabetes so this is increasing.
• The bulk of these people are over 65 (49%)
and many of these individuals are living in
poverty (<$19,999)
• 75% of these people are seeing a dietitian
already but we can contact the people who
have not and invite them to attend a
Spanish speaking diabetes education group
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BIRT – clinical care question
• In addition, I am really thinking
that the number of people with
mental health concerns have
increased over the last few years?
Can you tell me if this has been
happening at other CHCs as well?
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According to BIRT…
• You are correct. Since last year there has
been 106.5% increase (and the fiscal year
hasn’t even finished yet)
• This trend is happening at other CHCs as well
although your CHC has one of the highest
rates (the average increase is about 35%)
• It isn’t just physicians and nurse practitioners
seeing these clients – all the providers seem
to be addressing mental health concerns
• This year there has been a real increase in
people with acute stress and post traumatic
stress disorder
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BIRT – manager questions
• As we are working towards
our panel size targets how
have the number of clients
seen by primary care
increased
• How has this impacted the
number of encounters over
time?
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According to BIRT…
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BIRT – manager questions
• The number of non-insured clients have
been increasing. I need to project
utilization – can you please provide me
with the non-insured encounters over
time and the types of services and
issues that are being addressed
• Is the CHC also seeing more nonprimary care clients?
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According to BIRT…
• Generally the trend for non-insured
clients has been consistent for overall
volume (April, May and June are the
busiest months)
• Many of the encounters have been for
complex conditions (top 5 = diabetes,
hypertension, blood disorders, mental
illness, and arthritis)
• The main types of services are
assessments, lab tests, health
education/advice and counselling
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