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Saskatchewan Facts

e Greatest Football Team
and Fans on Earth

e Population 1.15 M

/  Saskatoon 265K, Regina 193K,

e 12 RHAs soon to be one

e 5 Tertiary Hospitals (3
Saskatoon, 2 Regina)

* Rural and Remote challenges

e Grey Cup Champions
1966, 1989, 2007, 2013,
7?2017
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e Original Goal: “No patient will walit for care
INn Saskatchewan Emergency
Departments.”
= How do we define “zero” waits?

s Is it realistic or desirable?
= Stretch target and attention getter

e Redefined Goal:

= March 2019: 60% improvement in
Emergency Department wait times

e Scope: Entire continuum of care
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RN
Health System Target

To improve access for patients and
reduce Emergency Department waits
by 60%, necessary improvements in
key areas (primary health care,
specialist consults, diagnostics, mental
health & addlctlons long term care,
home care, and acute care) will be
achieved by 2019.
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It’s a System Problem

Phase 1 Phase 2 Phase 3 Phase 4
Community Emergency Department Hospital Community
Patient sel-managing Treat/Stabilize/ Family Physician/Nurse
using Family Physican/ AM;E} Supportive N Patient PriajcpunnafHuEe [ﬁef
Nurse Practitioner/ EDISD Diagnostics/ care plan - mmary care healtn
pimayHeath Care "9 hectn g Reerd physion Corsut "9 =y P et P U5 P amner communy
Team,/community KsLe walk In (Spedalist/Family ¥ out supports (e, rehab.
suppurt,fprwenlinn Physician) supportive housing)
~— OVER : LACKOF
VOLUM Sw2 WATFE TI wit CAPACKEEFY SERVICES

Consult Family
Physidan/PHC
team
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State of the (Rider) Nation

* 30-50% of acute care beds are ALC

* High volume of low acuity presentations
to emergency department

* High volume of avoidable admissions

* High 30 day readmissions and 7 day
revisit rates

* Fragmented information systems

SR SOONER ® \ Emergency Department Waits
Het SAFER F and Patient Flow Initiative
COUNCIL 4 SMARTER P putting the Patient First




-
-
=
)
D
>
=
O
=)
Q
-
)
=

Front door or back door?

 Emergency Department?

Acute Care?

ty?

Communi
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Health System Modeling:
Patient Flow In Saskatchewan

Acute Care

Royal University Hospital [ 200 3D | Statistics  Process 1 2 .

60,000 40,000 20,000 a ] 20,000 40,000 &0,000
m Age0-4M: 39,671 BN AgeS-9M: 39, A Em Acel-9F: 39,657 WM AgeS-9F: 39,8 A
w0 Agell-14M: 39,4 wm AgeiS-19M: %, = AgelD-14F: 30,4 mw AgelS-19F: 3 ,,

(SK Populatio;l B;/ Age and Ge)nder Demo of Royal University Hospital
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Health System Modelling: Results

Impact on wait time metrics:
« Low acuity presentations
* Low impact
« Alternate level of care.
* High impact
« Accountable care units.
* High impact
 ldeal transitions of care.
* High impact

SASKATCHEWAN

HEALTH
QUALITY

COUNCIL

SOONER 9 \ Emergency Department Waits
SAFER F and Patient Flow Initiative
SMARTER V" putting the patient First



\/
A

Community
A XXX X XX AJ

Outpatient Follow-Up

Monitoring and Managing
Symptoms After Discharge

Coordinating Care Among
Team Members

Community Supports

Educating Patients to
Promote Self-Management

Medication Safety

Availability, Timeliness, Clarity,
& Organization of Information

Complete Communication
of Information

Discharge Planning

AAX A AN XX
[\ _/\ /\ /\ [/ [\ /

Burke et al., 2014
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Connected Care Framework

ions

High Quality Care Trans

Hospital

Community

pet

Adapted from: Burke et al. (2014)
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Accountability in Healthcare

 What does it mean?
e Accountable for what? To who?
* Not the norm
e Transitions of care — “Discharge” vs. “Transfer”
e Language rubs some stakeholders the wrong way
e How?

= Defined roles and responsibilities

= Available data

= Daily visual management

= Defined teams and dedicated resources

= Standardized processes
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Accountable Care = Connected Care

e Connections within and across teams
s Trust and Relationships
= Holding each other accountable

e Core components of high functioning teams:
= Accountable to each other
= Accountable to patients and families.

= Accountable to their communities (wards and
neighborhoods
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Connected Care Strategy

e Enhancing Team Based Care In
the Hospital and Community

e Evidence Based Approach to
Transferring Patients from Care
Team to Care Team

(High Quality Care Transitions)
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Connected Care Framework

ions

High Quality Care Trans

Hospital

Community

pet

Adapted from: Burke et al. (2014)
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Connected Care in Hospital:

* Nurse-physician co-leadership
model

» Dedicated unit based teams

o Structured processes for shift
handovers, communications and
transfers

o Structured interdisciplinary
bedside rounds

 Understanding & use of
alternate level of care (ALC)
data
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Connected Care in Community:

_— T~
e Understand community — "
needs (data analysis) / \
o Understand existing Services s i
* Load level supply & demand i
e Inter-professional team ( Care Team \
based care v 4
e Co-location where possible W m?
e Physician leadership \ /
e Defined boundaries for AT e
which the team is
accountable for community \"“ﬁ‘ﬁma__ "“'..‘:*':;"/

based outcomes
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Connected Care- Implementation

* Foundational Activities: (Unfunded)
= Understanding our ALC population

s Interdisciplinary Bedside Rounding
(IDBR)

e Connected Care Strategy. (Funded)
= Accountable (Connected) Care Units
= Community Health Centres
= High Quality Care Transitions
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Long Term - Ildeal Future State

e Goal: Achieve a high functioning primary health
care system that is connected, patient centered,
and includes all community based services

v Connected interdisciplinary team based care accountable for patient
outcomes and stewardship

v Improved access (right provider, right time, right place)

v' Enhanced medical leadership and accountability

v’ Services tailored to local population needs

v High quality care transition between hospital and community based
services

v Timely access to individual and population data to make informed
clinical and resource decisions
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Evaluation and Early Results

» Defect Metrics:
= Delayed transfers (ALC Days)
= Acute Care LOS

= Family Practice Sensitive Condition (FPSC)
presentations to Emergency

= Avoldable admissions for Ambulatory Care
Sensitive Conditions (ACSC)

= 30 day readmissions to acute care
= 7 day revisit rates to Emergency
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Connected Community Care:
In the Regina Qu’Appelle Health Region

Sheila Anderson

Executive Director

Urban Primary Health Care Services
Regina Qu’Appelle Health Region
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Accountable Community Care:

A Primary Health Care Network: T

« Defined geographical area 1k Z]

 Integrated community based services | i~ 7] ElL \

» Services designed to meet needs and ? _ #m !
closest to clients RERZE e — ] | Wy

« Inter-disciplinary team based Ras 1T W=
services RS TN SN

« Coordinated, connected and T e s AR A
accessible T ,

e Culture of ownership and EESLL ) A
accountability —— :
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Anatomy of a Network

Acute
Services

N )

( e e \ > | Complex
_i ‘m~ 7 Qg? Services

st & —_— 1 _ .
e o A g‘terme‘j‘ate CAPABILITIES
- v SilEss IN PRIMARY
HEALTH
& CARE
Cbt ~ | Community NETWORK
$ Services

Prevention  Treatment * Rehabilitation « Navigation
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Accountable to the Community:

* Understand the unique needs of each
neighborhood

» Assign providers to networks based
on community need

* Connect to community agencies and
supports

* Improve accessibility to health
promotion and prevention, chronic
disease and mental health services

« Ownership of clients residing within
network boarders
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Accountable to Patients and families:
« Designed with and for patients

« Consistency of Care -providers
assigned to a smaller geographical i
area

e Coordinated Care — Daily huddles
and warm handoffs

« Timely resolution of care concerns

« Access to intermediate care services

« Access to community paramedicine

waw, which 1 enjoy.
The care’s more
personal. You get fo
Fnow: thenr.”
Patricia Rathwell
Home Care client

“When_you care for
the same clients
regularly, you spot
changes in their health
and ensure they receive
the right care. Yon
wnderstand their
needs.”

Kyla Adolph

program
1 - 1cl Regina Home Care clients more consistently receive care from the same
* POSt hospltal fOIIOW up VISItS small team of Home Care continuing care assi (CCAs) since the
- - - department redesigned urban service delivery into geographic networks. In
i C O O rd I n ate d Care WI th fa.m I I y May 2016, approximately 80% of clients were cared for by the same team. In
. - 2013, 25% were. Multidisciplinary teams now meet daily at sites close to
p hyS I C I an S clients’ homes, allowing teams to build relationships with clients and more
quickly respond to their needs.
&Rﬁgina Qu'Appelle (ﬂ‘\) Putting Patients First
HMEALTH REGIDN PV betier hewlih better care - better - betier team
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Accountable to Providers :

o Co- located teams

* Access to a multiple service providers

* Dedicated time to case conference

e Shared work load through daily
visual management

* Decreased travel time

 Work at top of scope

More time for Home Care client care
1 - 3

“Now, we barve
Sfewer complaints
and fener
wtistakees, higher
consisiency, less
injury and
4 happier clients.”
Daren Haygarth,
Primary Health
Care Manager

- Primary Health Care has redesigned urban Home Care services to
i M e n tO rS h I p an d S U p pO rt improve efficiency and create more time for client care.
5N By dividing Regina into three geographic areas (networks),
i C U I tu re Of aCCO u n tab I I I ty to eaC h multidisciplinary teams* that support each network are now located closer
to clients. Continuing care assistants (CCAs) travel 5.6% less to provide
Ot h e r care — a saving of approximately 39,000 km/year — and spend 5% more
. . time with clients — 9,098 more hours in 1 year.
A CU Itu re Of aCCOU ntabl I Ity tO CI |entS Schedulers, now part of the care team, adjust CCAs’ client visit schedules
I daily, rather than weekly. This has significantly reduced the time staff
and families of the network +peds sewerking schedules.
"My LA 346 COMETHR 6 3 EFFRCIDY, MIASRS, SOOI, 55, SOCH WOKE'S, SPwEECEraEE, CONTALAE G JRESTINTS (CCAGL 348 CO TR
@eginn Quirppdie () Pusiog Paicos i
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Accountable to Physicians:

e Co- leadership model — Administration & family physician
o Allinclusive

» Local support and better access to resources

« Shared care plans

» Visiting services in family physician offices

o Co—design of community chronic disease programs
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Accountable to the System:

* Connected Care through High Quality Care Transitions

e Greater understanding of flow from acute to community

* Reliable and consistent community care

 Commitment to invest in community care to sustain system
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