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 Welcome and Introductions 
 
OCHPP Team Members:  
Rick Glazier, Peter Gozdyra, Nadiya Minkovska, Gary Moloney, 
Anne-Marie Tynan, Mohammad Agha, Flora Matheson (ON-
Marg) 
TCLHIN Team Members:  
Cynthia Damba, Laera Gattoni, Nathalie Sava, Ting Lim, Alvin 
Cheng 
SMH Staff:  
tŀǘǊƛŎƪ hΩ.ǊƛŜƴ 
Participants: 



¢ƻŘŀȅΩǎ !ƎŜƴŘŀ 
 

Part 1 ς History of OCHPP, Overview of OCHPP 
Website, The Primary Care Chartbook, An 

Example of Using OCHPP Data to Plan 
Part 2 ς Group Exercise 

 
(10 Minute Break between Parts 1 & 2) 

 
Interactive, Ask Questions! 



Log in to OCHPP Site 
 

www.ontariohealthprofiles.ca 
 
 



Overview of OCHPP: History, Partners, 
Website 

 
 

Rick Glazier 



ÅCentre for Urban Health Solutions (C-¦I{ύΣ {ǘΦ aƛŎƘŀŜƭΩǎ 
Hospital 

ÅToronto Central Local Health Integration Network (TCLHIN) 

Å Institute for Clinical Evaluative Sciences (ICES) 

ÅCentral Local Health Integration Network (CLHIN) 

ÅToronto Public Health 

ÅWellesley Institute 

ÅAccess Alliance Multicultural Health & Community Services 

ÅWellbeing Toronto (City of Toronto) 

ÅSouth East Toronto Organization (SETo) 

Current Partners 



Goals of OCHPP 
ÅFoster collaborations & partnerships between health 

services providers, researchers and policy-makers 

ÅFacilitate access to health information to support 
planning 

ÅMaximize the effective use of system resources for 
planning 

ÅIncrease capacity of health service providers to use 
health information 

ÅDeepen understanding of Health Inequities and how 
to measure, monitor and reduce them. 

 



ÅVulnerable populations 

ÅNeighbourhood-level areas with greatest health 

needs 

ÅMultiple barriers to access 

ÅTranslation and cultural interpretation priorities 

ÅEquity  

Our Focus 



ÅData available on freely accessible portal  

ÅUpdated regularly with latest data 

Å Increased functionality e.g. custom geography 

Å Provide links to multiple other projects and 
resources 

ÅFuture goals: data visualization 

 

The Website 



The Value of the OCHPP Website 
Producing health indicators for Toronto communities and 
service providers to: 

ÅReduce duplication of work 

ÅMaximize efficiency and productivity by collaborating and 
sharing 

ÅUse common definitions, data standards, methods, quality 
assurance 

ÅCreate a single point of access for health indicators on 
website  

ÅProvide information and training 



 

Å Socio-demographic Data 

Å Hospital Admissions  

Å Emergency Department Care  

Å Adult Health and Disease  

Å Prevention 

Å Sexual Health 

Å Mothers & Babies 

Å Mortality, Leading Causes of Mortality (data pending) 

Å Ontario Marginalization Index (2016 update coming soon!) 

Å Primary Care 

Å Palliative Care 

Å Children & Youth 

Å Injuries 

 

 

Website: Health Topics  



Website: Access to Numerous Data Sources 

ωPhysician services (OHIP) 

ωHospitalizations (CIHI, OMHRS) 

ωEmergency Department visits (NACRS) 

ωVital Statistics (Office of the Registrar General of Ontario)  

ωSpecialized databases (Cytobase, Ontario Breast Screening Program 
(OBSP)) 

ωChronic disease provincial registries (Diabetes, Asthma, COPD, etc.) 

ωCensus (Latest, 2016) 

ωImmigration data (IRCC) linked to health services use 

ωNumerous Geographic datasets 

ωPartner data from Toronto Public Health (e.g. STI) 

ωOther sources of data that become available to us 



Questions? 



Overview of Ontario Community 
Health Profiles Partnership 

Website 

 

Peter Gozdyra 

 



www.ontariohealthprofiles.ca 



 

 

 

Geographic Variation in Primary 
Care Need, Service Use and 

Providers in Ontario 2015/16: ICES 
Chartbook  

 
Rick Glazier 



 

 

Geographic Variation in Primary 

Care Need, Service Use and 

Providers in Ontario 2015/16 

 
The OCHPP Website: An Overview and Practice with 

new Sub-region Data 
September 21, 2018 

 

 
Rick Glazier on behalf of the SMH and ICES 

Analytic Team 

 

 

 

 

 
 

  



Analytic Team 

 
Scientists, leadership, knowledge users: 

 Rick Glazier, Curtis Handford, Geordie Fallis, Tara Kiran, Flora Matheson, Aisha Lofters, 

 Cynthia Damba, Jocelyn Charles 

  Mental health working group: Anna Durbin, Paul Kurdyak, Rachel Solomon, Simone Vigod 

  

TC LHIN: 

 Cynthia Damba, Marsha Barnes, Nathalie Sava, Ting Lim, Margery Konan, Laera Gattoni 

 

Coordination and management: 

 Anne-Marie Tynan (C-UHS), Patrick OôBrien (St. Michaelôs Hospital) 

 

Geographers: 

 Peter Gozdyra, Gary Moloney (ICES/C-UHS) 

 

ICES analytic and epidemiology staff: 

 Li Bai, Ellie Corn, Min Kim, Alex Kopp, Sue Schultz, Yvonne DeWit, Kinwah Fung 

 

Data and web development: 

 Nadiya Minkovska 

  

 

 

 

 

 

  



Health Services Accessed Each 

Day 
(ICES Primary Care Atlas) 

2
0 



Primary Care and Outcomes 

ÅPrimary care associated with  
 

Å Lower 
Åmortality, premature mortality, infant mortality 

Ådisparities in overall mortality, infant mortality, low birth weight, 
stroke mortality, self-reported health, and avoidable 
hospitalizations  
 

ÅHigher 
Åsatisfaction in relation to overall costs 

 

2
1 

Macinko J et al. Health Services Research. 2003;38:831-65 

Shi L et al. Health Services Research. 2002;37:529-50 

Engstrom S et al. Scand J Prim Health Care 2001; 19:131-4 



How Would You Plan for Primary Care in 

Ontarioõs 76 Sub-Regions? 

2
2 

 

 

 

 



ICES Pr imary Care and Populat ion Heal th  Research Program  

How Would You Plan for Primary Care in 

Ontarioõs 76 Sub-Regions? 

23 

ÅWhere to start? 
Å population health needs? 

Å utilization? 

Å providers? 

Å something else? 



ICES Pr imary Care and Populat ion Heal th  Research Program  

Population Health Needs 

24 

ÅWhat measures? 

 

ÅDo they vary across the province? 



ICES Pr imary Care and Populat ion Heal th  Research Program  

Population Health Needs 

25 

 

 

 

 

 

 

 

 

 

 

 

 

ÅWhat measures? 
 - low income 

 - recent immigrants 

 - seniors 

 - seniors living alone 

 - disability 

 - primary care needs (SAMI) 

 - not enrolled in a primary care enrolment model (PEM) 

 - mental health 

 

ÅAny others? 



ICES Pr imary Care and Populat ion Heal th  Research Program  26 



ICES Pr imary Care and Populat ion Heal th  Research Program  27 



ICES Pr imary Care and Populat ion Heal th  Research Program  Heal th  Sys tem Trans format ion  28 



ICES Pr imary Care and Populat ion Heal th  Research Program  29 



ICES Pr imary Care and Populat ion Heal th  Research Program  Heal th  Sys tem Trans format ion  30 



ICES Pr imary Care and Populat ion Heal th  Research Program  31 



ICES Pr imary Care and Populat ion Heal th  Research Program  

Do Primary Care Needs Vary? 

32 

 

 

 

 

 

 

 

 

 

 

 

 

Toronto: 
Å poverty, immigration, social isolation, chronic 

illness, mental health, not connected to care 



ICES Pr imary Care and Populat ion Heal th  Research Program  

Using this Information Locally 

33 



ICES Pr imary Care and Populat ion Heal th  Research Program  Heal th  Sys tem Trans format ion  34 



ICES Pr imary Care and Populat ion Heal th  Research Program  35 



ICES Pr imary Care and Populat ion Heal th  Research Program  36 

 

 

 

 

 

 

 

 

 

 

 

 

        



ICES Pr imary Care and Populat ion Heal th  Research Program  37 



ICES Pr imary Care and Populat ion Heal th  Research Program  38 



ICES Pr imary Care and Populat ion Heal th  Research Program  

How Would You Plan for Primary Care in 

Ontarioõs 76 Sub-Regions? 

39 

ÅWhere to start? 
Å population health needs? 

Å utilization? 

Å providers? 

Å something else? 



ICES Pr imary Care and Populat ion Heal th  Research Program  

Utilization 

40 

ÅWhat measures? 

 

ÅDo they vary across the province? 



ICES Pr imary Care and Populat ion Heal th  Research Program  

Utilization 

41 

 

 

 

 

 

 

 

 

 

 

 

 

ÅWhat measures? 
 - few primary care visits 

 - low continuity of primary care visits 

 - lack of after-hours care 

 - emergency department visits 

 - few specialist visits 

 

ÅAny others? 



ICES Pr imary Care and Populat ion Heal th  Research Program  42 



ICES Pr imary Care and Populat ion Heal th  Research Program  Heal th  Sys tem Trans format ion  43 



ICES Pr imary Care and Populat ion Heal th  Research Program  

Does Utilization Vary? 

44 

 

 

 

 

 

 

 

 

 

Toronto: 
Å lower continuity, greater use of specialists 

 

 

  



ICES Pr imary Care and Populat ion Heal th  Research Program  

Using this Information Locally 
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ICES Pr imary Care and Populat ion Heal th  Research Program  46 



ICES Pr imary Care and Populat ion Heal th  Research Program  47 



ICES Pr imary Care and Populat ion Heal th  Research Program  48 



ICES Pr imary Care and Populat ion Heal th  Research Program  

How Would You Plan for Primary Care in 

Ontarioõs 76 Sub-Regions? 

49 

ÅWhere to start? 
Å population health needs? 

Å utilization? 

Å providers? 

Å something else? 



ICES Pr imary Care and Populat ion Heal th  Research Program  

Providers: Primary Care Physicians and 

Inter-professional Teams 

50 

ÅWhat measures? 

 

ÅDo they vary across the province? 



ICES Pr imary Care and Populat ion Heal th  Research Program  

Providers 

51 

 

 

 

 

 

 

 

 

 

 

 

 

ÅWhat measures? 
 - comprehensive PC physicians 

 - FHT and CHCs per population 

 - patient flow across LHINs 

 

ÅAny others? 



ICES Pr imary Care and Populat ion Heal th  Research Program  52 



ICES Pr imary Care and Populat ion Heal th  Research Program  53 



ICES Pr imary Care and Populat ion Heal th  Research Program  54 



ICES Pr imary Care and Populat ion Heal th  Research Program  55 



ICES Pr imary Care and Populat ion Heal th  Research Program  

Do Providers Vary? 

56 

 

 

 

 

 

 

 

 

 

 

Toronto: 
Å greater inflow of primary care visits, over-

estimation of physician supply; less team care 
 

 

  



ICES Pr imary Care and Populat ion Heal th  Research Program  

Using this Information Locally 
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ICES Pr imary Care and Populat ion Heal th  Research Program  58 



ICES Pr imary Care and Populat ion Heal th  Research Program  

Do Inequities and Gaps in Care Vary? 

59 

 

 

 

 

 

 

 

 

 

 

 

 

        

ÅToronto 
Å high social needs 

Å low attachment 

Å low continuity 

Å large inflows 

Å few teams 



Provincial Primary Care Capacity Assessment Framework 

Primary Care Service Capacity Assessment Framework developed to assist LHINs with their Primary Care planning 

responsibilities 

 

Several Key Documents including: 

Å PC Capacity Framework Guidance Document ï Outlines details and goals for LHINs using the tool 

Å Capacity and Access Maps ï Outlines at LHIN and sub-region level overall capacity based on CIHI grouper 

methodology 

Å Excel Tables ï Provide Primary Care summary data including physician and population information. Population 

indicators are displayed in two formats; 1) Primary Care population (i.e. where you receive care) and 2) 

Residential population (where you reside) 

Å Feedback Form ï Opportunity for LHINs to provide feedback to the Ministry on all aspects of the planning 

materials 

 

Å Pilot conducted by 6 LHINs including Toronto Central. Provided feedback on Framework, methodology and 

results from analyses 

Next steps: 

Å Ministry to revise the Framework based on pilot results and update date 

Å Updated documents/data to be distributed to LHINs in the Fall of 2018 

Å LHINs to complete Primary Care Capacity in Fall, 2018 



Comments, Questions? 



Using data from OCHPP for Local and 
Sub-Region Planning: 

Interprofessional Team-Based Care 
 

 

 

Nathalie Sava 



Using data from OCHPP for Local and 

Sub-Region Planning:  

Interprofessional Team-Based Care 

Date: September 21, 2018 

Nathalie Sava 



Problem Statement 

Funding Opportunity: 

Expansion or creation of new Interprofessional Team 

Based Primary Care teams 

Problem Statement:  

What areas of the Toronto Central LHIN have the highest 

need for interprofessional team based care?  

 

 



Determining System Capacity for Interprofessional Team Based 

Care 

Population Need  

 

ÅHealth status of the population  

ÅPopulation size and demographics 

ÅSpecific needs of the population 

ÅSocial determinants of health 

 

Resource Availability 

 

ÅDetermine existing primary care services and other community-based 

health care services available in the catchment area (e.g. FHTs), Nurse 

Practitioner-Led Clinics (NPLCs), Community Health Centres (CHCs), 

hospitals, family practices/physicians, mental health and addictions 

services, community support services, etc.)  

 

 



CHC and FHT Locations in Toronto Central LHIN, August 2017 

Toronto Central LHIN 

has: 

Å17 CHCs with 30 

locations/sites, 

Å13 FHTs on 24 sites.  

ÅThere are 5 locations 

that are outside the 

LHIN. 

 

ÅCHC physician/NP 

FTE capacity ranges 

from 0  to 11.3 with a 

total of 137.3 FTEs. 

 

ÅFHT physician/NP 

FTE capacity ranges 

from 0 to 24.5, with a 

total of 167.3 FTEs. 

 

Data Source: Toronto Central LHIN Inter-professional Team Survey, 2017 



Determining System Capacity for Interprofessional Team Based 

Care 

Need Supply Capacity 



Understanding ôHealth Needsõ  

Source: HQO (http://www.hqontario.ca/Portals/0/documents/qi/qi-rg-needs-assessment-0901-en.pdf)  

Compare indicators of 
health need across 

different populations 

Understanding   
prevalence and incidence 

of disease. E.g. Health 
service utilization, 

mortality measures, etc. 

Locally sourced 
knowledge from 

community, providers, 
and medical experts 

describing health needs 
of the population 

Comparison between 
various health 

interventions (programs) 
that provide the largest 
benefits to  population 

http://www.hqontario.ca/Portals/0/documents/qi/qi-rg-needs-assessment-0901-en.pdf
http://www.hqontario.ca/Portals/0/documents/qi/qi-rg-needs-assessment-0901-en.pdf
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Understanding Burden of Disease 

Å Burden of disease can refers to both quantitative and qualitative information. 

Å The concept incorporates both personal health experience and disease frequency. 
 

*Source: HQO (http://www.hqontario.ca/Portals/0/documents/qi/qi-rg-needs-assessment-0901-en.pdf)  

http://www.hqontario.ca/Portals/0/documents/qi/qi-rg-needs-assessment-0901-en.pdf
http://www.hqontario.ca/Portals/0/documents/qi/qi-rg-needs-assessment-0901-en.pdf
http://www.hqontario.ca/Portals/0/documents/qi/qi-rg-needs-assessment-0901-en.pdf
http://www.hqontario.ca/Portals/0/documents/qi/qi-rg-needs-assessment-0901-en.pdf
http://www.hqontario.ca/Portals/0/documents/qi/qi-rg-needs-assessment-0901-en.pdf
http://www.hqontario.ca/Portals/0/documents/qi/qi-rg-needs-assessment-0901-en.pdf
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http://www.hqontario.ca/Portals/0/documents/qi/qi-rg-needs-assessment-0901-en.pdf
http://www.hqontario.ca/Portals/0/documents/qi/qi-rg-needs-assessment-0901-en.pdf


Methodology Overview 

Background: This analysis provides information that enables an evidence based process to developing advice and 

recommendations on the location, size, and focus of any new or expanded inter-professional teams. 

Methodology - Understand Current Population Needs and Supply of IPC Teams  

Step 1: Identify population need 

Step 2: Identify supply/capacity of current interprofessional (IPC) teams (FHTs/CHCs)  

Step 3: Match existing resources to the need to identify areas where the largest gaps in access to IPTs are 

Å Multiple data sources have been used including ï OCHPP, Census, IntelliHealth, Custom analyses from 

ICES, in-house surveys from the LHIN, others (Potential limitation is that data is from various time 

periods) 

Å Data has been presented at LHIN, sub-region and neighbourhood level wherever possible, and census 

tracts where applicable. 

 

LHIN Recommendations: 

Å Priority areas have weighted and ranked according to evidence and population need  

Å Other recommendations have also made based on observations 



Indicator Categories for Assessing Need for Interprofessional 

Team Based Care in Toronto Central LHIN 

Demographics Health Status 
Health Service 

Utilization 

Interprofessional 
Team Based 
Utilization 

Interprofessional 
Team Based 

Supply 



Indicators Used to Assess Population Health Needs: 

Demographics 

Demographics 

Å Total Population, Ages 0+ 

Å % Population Change (from 2011 

to 2016) 

Å Total Population, Age 65+  

Å % of Population Age 65+ 

Å Total Population Age 75+ 

Å Total Population Age 0-19 

Å % of Population Ages 0-19 

Å % Low Income After-Tax (LICO-

AT) Population 

Å Ontario Marginalization Index  

Å Population Estimates based on 

New Developments (City of 

Toronto)  

 



Indicators Used to Assess Population Health Needs: 

Health Status 

Health Status 

Å Diabetes Prevalence 

Rate per 100 (Age 20+) 

Å Mental Health and 

Addictions Visits per 

1,000 (Ages 20+)  

Å COPD Prevalence Rate 

per 100 (Ages 20+) 

Å Home Care - Chronic 

Patients per 1,000 (Ages 

20+) 

Å Home Care ï Complex 

Patients per 1,000 (Age 

20+)  



Indicators Used to Assess Population Health Needs: 

Health Service Utilization 

Health Service Utilization 
Å % of ED Visits that are High Urgency, All Ages 

0+ 

Å % of ED Visits that are of Low Urgency, All 

Ages 0+ 

Å Crude Rate of ED Visits in 1 year per 1,000 

Among Attached Patients 

Å Crude Rate of ED Visits in 1 year per 1,000 

Among Unattached Patients 

Å Crude Rate of Ambulatory Care Sensitive 

Conditions Hospitalizations in 1 Year per 

100,000 Among Attached Patients 

Å Conditions Hospitalizations in 1 Year per 

100,000 Among Unattached Patients 

Å % Low Continuity Among Total Population 

(Ages 19+) 

Å Unattached Patients as a Percentage of Total 

Patients 

Å % of all Home Care Clients: Chronic  

Å % of Home Care Clients: Complex 

Å % of Home Care Clients: Short Stay 

Å Number of CBI Patients per 100,000 

 





  



Indicators Used to Assess Population Health Needs: 

Interprofessional Team Utilization 

Interprofessional Team  

Utilization 

Å FHT Patients per 1,000 

Å CHC Patients per 1,000 

Å FHT and CHC patients per 

1,000  

Å SAMI Index/Lowest IPT 

Utilization 

Å Lowest Income/Lowest IPT 

Utilization 


