(o
»_ > .
partnership designed to facilitate access te information for health plannin
OCHPP A hip designed to facili information for health planning }f'
Ontario Community with the overall goal of producing action to reduce health inequalities. T hto Cariial Local Health
Health Profiles Partnership Integration Network

To access SMH Internet

A Refer to hanebut
A Login (no passworddMH_Guest
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Welcome and Introductions

OCHPP Team Members:

Rick Glazier, Peté3ozdyra Nadiya Minkovska, Gary Moloney,
AnneMarie Tynan, Mohammad Agha, Flora Matheson{ON
Marg)

TCLHIN Team Members:

Cynthia Dambad,aeraGattoni, Nathalie Sava, Ting Lim, Alvin
Cheng

SMH Staff:

t FGNAO]l hQ. NASY

Participants:
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Part 1¢ History of OCHPP, Overview of OCHPP
Website, The Primary Ca@hartbook An
Example of Using OCHPP Data to Plan
Part 2¢ Group Exercise

(10 Minute Break between Parts 1 & 2)

Interactive, Ask Questions!
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Log in to OCHPP Site

www.ontariohealthprofiles.ca
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Overview of OCHPP: History, Partners
Website

Rick Glazier
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Current Partners

A Centre for Urban Health Solutions{d { 0= {0 ® aA
Hospital

A Toronto Central Local Health Integration Network (TCLHIN
A Institute for Clinical Evaluative Sciences (JCES

A Central Local Health Integration Network (CLHIN)

A Toronto Public Health

A Wellesley Institute

A Access Alliance Multicultural Health & Community Services
A Wellbeing TorontdCity of Toronto)

A South East Toronto Organizatid®ETY
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Goals of OCHPP

A Fostercollaborations & partnershipbetween health
services providers, researchers and poehugkers

A Facilitateaccess to health informatioo support
planning

A Maximize theeffective use of system resourcédesr
nlanning

A Increase capacitpf health service providers to use
nealth information

A Deepenunderstanding of Health Inequitieand how
to measure, monitor and reduce them.
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A Vulnerable populations

A Neighbourhood-level areas with greatest health
needs

A Multiple barriers to access
A Translation and cultural interpretation priorities

A Equity
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A Data available on freely accessible portal
A Updated regularly with latest data
A Increased functionality e.g. custom geography

A Provide links to multiple other projects and
resources

A Future goals: data visualization
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The Value of the OCHPP Website

Producing health indicators for Toronto communities and
service providers to:

A Reduce duplicationof work

A Maximize efficiency and productivitpy collaborating and
sharing

A Usecommondefinitions, data standards, methods, quality
assurance

A Qreate asingle point of acces®r health indicatorsn
website

A Provideinformation and training
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Website: Health Topics

Sociedemographic Data

Hospital Admissions

Emergency Department Care

Adult Health and Disease

Prevention

Sexual Health

Mothers & Babies

Mortality, Leading Causes of Mortality (data pending)
Ontario Marginalization Index (2016 update coming soon!)
Primary Care

Palliative Care

Children & Youth

Injuries

To To To To o Do Do Do Do Do Do Do D»
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Website: Access to Numerous Data Sources

w Physician services (OHIP)

w Hospitalizations (CIHI, OMHRS)

w Emergency Department visits (NACRS)

w Vital Statistics (Office of the Registrar General of Ontario)

w Specialized databaseG\tobase Ontario Breast Screening Program
(OBSP))

w Chronic disease provincial registries (Diabetes, Asthma, COPD, etc.)
w Census (Latest, 2016)

w Immigration data (IRCC) linked to health services use

w Numerous Geographic datasets

w Partner data from Toronto Public Health (e.g. STI)

w Other sources of data that become available to us
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Questions?
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Overview of Ontario Community
Health Profiles Partnership
Website

PeterGozdyra
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www.ontariohealthprofiles.ca
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Geographicvariation 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 /- Data

Discovery

@ Better Health

St. Mlchael S

Inspired Care. Inspiring Science.



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-UH S ) Patrick O6Brien (St. Mi c h

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

St. Michael’s

Data
Discovery
Better Health

Inspired Care. Inspiring Science.
5 o




Health Services Accessed Each
Day

(ICES Primary Care Atlas)

Exhibit 1.1 Average number* of various health care services accessed each day. in Ontario, 2002/03

137,000
General practitioner/
family physician visits

54,000 Specialist visits
41,000 X-rays taken
12,000
Emergency 3,000
department Hospital
visits I— < admissions
A [l-— 50
I .
2,000 Hip and knee
Computerized tomography/ replacements

magnetic resonance imaging scans

“Values rounded to the nearast thousand with the exception of
hip and knee replacements, which wera roundad to the nearest 10.

Oinstitute for Clinical Evaluative Sciences



Primary Care and Outcomes

Arimary care associated with

A Lower
A mortality, premature mortality, infant mortality

A disparities in overall mortality, infant mortality, low birth wei
stroke mortality, selborted health, and avoidable
hospitalizations

A Higher
A satisfaction in relation to overall costs

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
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How Would You Plan for Primary Care ir
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A Where to start?

population health needs?
utilization?

providers?

something else?

To T o T

ICES Primary Care and Population Health Research Program



Population Health Needs

A What measures?

A Do they vary across the province?

ICES Primary Care and Population Health Research Program



Population Health Needs

A What 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

A Any others?

ICES Primary Care and Population Health Researc h Program

25
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Percentage of the population who
immigrated to Canada in the previous 10 years

[ Jo3-10
[ ]11-30

Ontariomean:6.72 [ ]31-70
Bl i-i20
Bl 21-197
|:| Sub-region boundary
LHIN boundary

ICES Primary Care and Population Health Research Program 27



Percentage of the population
aged 65 and older who lived alone

[ Jo10-15.00
[ l1501-2000

ntario mean: 23.48 | ]20.01-25.00
B 2501-3000
Il :001-4394

LHIN boundary

S

Southern Ontario

| |sub-region boundary —

ICES Primary Care and Population Health Research Program

Health System Transformation

28



ICES Primary Care and Population Health Research Program

Measure of Primary Care
Needs (Mean SAMIIndex)”

[ lost
[ Jos2-085
[[o086-0.95

Ontario mean: 0.99 [l 0.96 - 1.00

B o1-110
|:| Sub-region boundary
LHIN boundary

\\ﬂ *Measure based on ACG Morbidity Index
- .
J_\\J

Southern Ontario




Percentage of patients notenrolled in
a primary care patient enroliment model (PEM)

[ 11170
[ ]171-240

Ontario mean: 24.38 [ ] 24.1 - 30.0
B =01 -400
Bl -922

|:|Sub-region boundary
LHIN boundary

>

=iy &

Southern Ontario

T

P
Vet

SN

ICES Primary Care and Population Health Research Program Health System Transformation 30



Number of patients diagnosed with
a mental health disorder” per 1,000 population

RE

I:I 37 - 111 * Includes psychotic disorders
non-psychotic disorders;
- 112-129 substance use disorders;
ontario mean:133 [l 130 - 145 social, family or occup ationz

B 146- 179 issues
|:| Sub-region boundary
LHIN boundary _

R}\
L
\ <IN

N

Southern Ontario

ICES Primary Care and Population Health Research Program 31



Do Primary Care Needs Vary?

oronto:

A poverty, immigration, social isolation, chronic
liness, mental health, not connected to care

ICES Primary Care and Population Health Research Program

32



Using this Information Locally

Prevalence of low income*
in the population

| Ja7a-10.00
[ J1001-15.00
[ 1501-2000
I 2001-26.00
Il 2501-33.00
Wl eo-s555

Toronto mean: 20.15
TC LHIN Mean: 19.09

*Based on low-income measure, after tax

[] sub-region boundary
Q\F
. LHINboundary

Data source:

2016 Census of Canada P
pra

ICES Primary Care and Population Health Research Program 33



Percentage of the population
aged 65 and older

[ Jass-12.00

[1201-1500
[ 1501-1800
B 1501-2100
Il 2101-2558

Toronto mean: 14.93
TCLHIN mean: 13.34

[ sub-region boundary

Data source: LHIN boundary

Q1 6 Census of Canada

ICES Primary Care and Population Health Research Program Health System Transformation 34






Number of patients diagnosed
with a mental health disorder”
per 1,000 population

[ |76-97
[los-123
B 124- 142
I 143 - 161
I 162 - 202

Toronto mean: 136
TCLHIN mean: 155

* Includes psychotic disorders; non-psychotic
disorders; substance use disorders; social,
family or occupational issues

E Sub-region boundary
' LHIN boundary

Data sources:

QRPDB

ICES Primary Care and Population Health Research Program 36




Data sources:
OHIP, RPDB

Ny

ICES Primary Care and Population Health Research Program

Number of patients diagnosed
with a psychotic mental health
disorder per 1,000 population

[ |69-94
[ ]95-143
P 144-195
B 196-29.1
Il 292-494

Toronto mean: 14.8
TCLHIN mean: 18.2

D Sub-region boundary
~ LHIN boundary



Number of patients diagnosed
with a substance use disorders
per 1,000 population

| l23-80
[ 61-100
[ 101-140
B 41 -250
B 251 -433

Toronto mean: 10.1
TCLHIN mean: 13.3

D Sub-region boundary
LHIN boundary

ICES Primary Care and Population Health Researc h Program 38



How Would You Plan for Primary Care ir
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A Where to start?

population health needs?
utilization?

providers?

something else?

To T o T

ICES Primary Care and Population Health Research Program



Utilization

A What measures?

A Do they vary across the province?

ICES Primary Care and Population Health Research Program

40



Utilization

A What measures?

- few primary care visits

- low continuity of primary care visits
- lack of after-hours care

- emergency department visits

- few specialist visits

A Any others?

ICES Primary Care and Population Health Research Program

41



Percentage of the population with low
continuity to any primary care physician
[ Jss-7.0
[ J7a-10
Ontario mean: 14.4 [ 11.1-17.0
B i71-360
5o
|:| Sub-region boundary
LHIN boundary

) ‘ i
o :

Southern Ontario

ICES Primary Care and Population Health Research Program 42



Number of visits to specialist
physicians per 1,000 population

[ ]455-660
[ ]661-1400
[ ]1401-1,660

ontariomean 1622 [ 1,661 - 2,000

Bl 2001 2704

|:| Sub-region boundary
LHIN boundary

-

13

e

R

o 250 km
I

ICES Primary Care and Population Health Research Program Health System Transformation



Does Utilization Vary?

oronto:
A lower continuity, greater use of specialists

ICES Primary Care and Population Health Research Program

44



Using this Information Locally

5
=
3
2
o
-3
=]
=3
23
=
]

an: 2,067

TCLHIN mean: 2,172

D Sub-region boundary

L ' LHIN boundary

45

ICES Primary Care and Population Health Research Program
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Data sources:
CAPE, CHCD, OHIP

continuity to any primary care physician

Percentage of the population with low

6.6 -10.0
10.1 -13.0

[ 13.1-16.0

B 61-200
201 -238

Toronto mean: 14.6
TCLHIN mean: 16.7

D Sub-region boundary
- LHIN boundary

e

ICES Primary Care and Population Health Research Program

46



CHC, DAD, OHIP

Number of new patients in a primary care
patient enroliment model (PEM) in the
previous five years per 1,000 population

[ ]251-300
[ ]301-325
326 -350
B 551 -390
I 301 - 487

Toronto mean: 339
TCLHIN mean: 337

D Sub-region boundary
_ LHIN boundary

ICES Primary Care and Population Health Research Program

47
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How Would You Plan for Primary Care ir
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A Where to start?

population health needs?
utilization?

providers?

something else?

To T o T

ICES Primary Care and Population Health Research Program



Providers: Primary Care Physicians and
Interprofessional Teams

A What measures?

A Do they vary across the province?

ICES Primary Care and Population Health Research Program



Providers

A What measures?

- comprehensive PC physicians
- FHT and CHCs per population
- patient flow across LHINs

A Any others?

ICES Primary Care and Population Health Researc h Program

51



Number of comprehensive primary care
physicians per 10,000 population

[ J29-50
[ ls1-80

Ontariomean:6.7 [ |61-80

P st-100

I 0.1-137
|:| Sub-region boundary
LHIN boundary
.y
N

N\
» Southern Ontario

_ '

=

e

ICES Primary Care and Population Health Research Program 52




Total number of Family Health Team patients and
Community Health Centre clients per 1,000 population

[ Je2-140
[ J141-260

Ontaric mean: 268 -251 _ 440

I 441 - 640
Bl G41-815

|:| Sub-region boundary
LHIN boundary

~

N\ &

Southern Ontario

ICES Primary Care and Population Health Research Program 53



Northern Ontario

1,006,162
‘ 2,418,690
AP N
14 & AT

13

s
. p

Proportion of the total number of visits to a primary care physician
in a given LHIN that were made by residents of that LHIN
or by residents of other LHINs

Southern Ontario

N= Total number of visits to a primary care physician in each LHIN

LHIN of patient residence
I 1 (Erie st. Clain) B 5 (centra))
7 2 (south West) B o (Centrai East)
I 3 (Waterioo Wellington) I 10 (south East)
| 4 (Hanmitton Niagara Haldimand Brant) [ 11 (Champlain)
" 5(Central West) I 12 (North Simcoe Muskoka)
I 6 (mississauga Oakville) 13 (North East)
7 (Toronto Central) 14 (North West)

[ ] The 10 LHINs with the smallest number of visits

ICES Primary Care and Population Health Research Program
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Northern Ontario

Proportion of the total number of visits to a primary care physician
in a given LHIN that were made by residents of that LHIN
14 or by residents of other LHINs

)] 13

1,052,483 @ %

2,531,393

Southern Ontario

N= Total number of residents
LHIN where primary care visits were made

B 1 (crie st Clain) B : centray
[ 2 (south west) I ¢ (Central East)
I : (waterioo Wellington) [ 10 (South East)
| 4(Hamiiton Niagara Haldimand Brant) ' 11 (Champlain)
| 5 (Central West) [ 12 (North Simcoe Muskoka)
BN 6 (Mississauga Oakvile) 13 (North East)
7 (Toronto Central) 14 (North West)
Data source:
COHP [ ] The 10 LHINs with the smallest number of visits

ICES Primary Care and Population Health Research Program
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Do Providers Vary?

oronto:

A greater inflow of primary care visits, over-
estimation of physician supply; less team care

ICES Primary Care and Population Health Research Program

56



Using this Information Locally

Total number of Family Health Team
patients and Community Health Centre
clients per 1,000 population

[ laz-90

[Je1-130
[131-170
B 171 -220
B 221 -338

Toronto mean: 145
TCLHIN mean: 176

[ sub-region boundary
~ LHIN boundary

ICES Primary Care and Population Health Research Program

57
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Do Inequities and Gaps in Care Vary?

A Toronto

high social needs
low attachment
low continuity
large inflows

few teams

o o T T I

ICES Primary Care and Population Health Research Program



Provincial Primar@€are Capacity Assessment Framework

responsibilities

Several Key Documents including:

methodology

Residential population (where you reside)

materials

results from analyses
Next steps:
A Ministry to revise the Framework based on pilot results and update date
A Updated documents/data to be distributed to LHINs in the Fall of 2018
A LHINs to complete Primary Care Cap&eif2018

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

A PC Capacity Framework Guidance Docunt@utlines details and goals for LHINS using the tool
A Capacity and Access Map®utlines at LHIN and-sedion level overall capacity based on CIHI gro

A Excel Tables Provide Primary Care summary data including physician and population informati
indicators are displayed in two formats; 1) Primary Care population (i.e. where you receive car

A Feedback ForinOpportunity for LHINSs to provide feedback to the Ministry on all aspects of the

A Pilot conducted by 6 LHINSs including Toronto Central. Provided feedback on Framework, meth

60
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Comments, Questions?

r Data
Discovery
\ Better Health

St. Michael’s

Inspired Care. Inspiring Science.
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Toronto Central LHIN

Using data from OCHPP for Local an
SubRegion Planning:
InterprofessionalearmBased Care

Date: September 21, 2018
Nathalie Sava
——
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Problem Statement

Funding Opportunity:

Expansion or creation of new Interprofessional Teal
Based Primary Care teams

Problem Statement:

What areas of the Toronto Central LHIN have the hig|
need fointerprofessionabm based care?




Determining System Capacity for Interprofessional Team Base
Care

Population Need

A Healtrstatus of the population

A Populatiosize and demographics
A Specifineeds of the population
A Social determinants of health

Resourcdvailability

A Determine existimgmary care services and other cordvasaiy
health care services available in the catchment BrEs|Bligrse
Practitiondred Clinics (NPLCs), Community Health Centres (CHCSs)|
hospitals, family practices/physicians, mental health and addictions
services, community support services, etc.)




CHCandFHT Locationsm Toronto Central LHIN, August 2017

®32

-

Mid-West Toronto
85 24

o

23

o6 7
e

@8

Y] =

.

Data Source: Toronto Central LHHirbfessional Team Survey, 2017

Legend
@ CHC
B FHT

Toronto Central LHIN

has:

A 17 CHCs with 30
locations/sites,

A 13 FHTs on 24 siteg

A There are 5 locatior
that are outside the
LHIN.

A CHC physician/NP
FTE capacity range;
from O to 11.3 with
total of 137.3 FTES|

A FHT physician/NP
FTE capacity range;
fromOto24.5with a
total of167.3 FTEs.

66




Determining System Capacity for Interprofessional Team Base
Care

67




Locally sourced
knowledge from
community, providers,
and medical experts
describing health needs
of the population

Health Need as Health Need as
Medical Necessity Burden of lliness
(Expert authority (How sick or
says it is a need) incapacitated are we?)

PEOPLE
AND
POPULATIONS

Health Need as Health Need as

Comparative Health Capacity to Benefit
Deficit (How much health and
(Are we better or worse wellbeing are we

than others?) capable of gaining?)

Source: The Health Planner’s Toolkit, MOHLTC Health System Intelligence Project = 2006

Source: HQOh({tp://www.hgontario.ca/Portals/0/documents/qi/girg-needsassessmenf901-en.pdf

Under standing OHealth

Needso

Comparison between
various health
interventions (programs)
that provide the largest
benefits to population

68



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
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

Understanding Burden of Disease

A Burden of diseasan refers to bajhantitative and qualitative information.
A The concept incorporates attonal health experienanddisease frequency

5 - Economic Burden
of lliness

[1
EEl —

2 — Mortality Measures . . = 6 — Deprivation I
e

l I l 7 — Demographics
) LS

| Family Hoanh Team

1 — Health Services Utilization

3 - Health Adjusted Measures

4 — Risk Factors 8 — Stakeholder Perceptions

—d

9 — Community
Indicators

*Source HQO Ittp://www.hgontario.ca/Portals/0/documents/gi/girg-needsassessmenf901-en.pdf)
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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
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

Methodology Overview

BackgroundThis analysis provides information that enables an evidence based process to developing advig¢
recommendations on the location, size, and focus of any new or eppaiiedstbivdbteams.

Methodology UnderstandCurrent Population Needs and Supply of IPC Teams

Stepl: Identify populatioeed

Step2: Identify supply/capacity of cumterpprofessior(#?C) teams (FHTs/CHCs)

Step3: Match existing resources to the need to identify areas where the largest gaps in access to IPTs are

A Multiplelata sources have been used indl@gPP, CensustelliHealtfCustom analyses from
ICES, Hmouse surveys from the LdtHérs (Potenti@hitation is that data is from various time
periods)

A Data has been presented at LHi&giabh and neighbourhood level wherever possible, and census
tracts where applicable.

LHINRecommendations
A Priority areas hawveightednd rankeaccording to evidence and population need

A Other recommendations have also made based on observations
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Indicator Categories for Assessing Need for Interprofessional
Team Based Care in Toronto Central LHIN

Health Servic

Health Status Utilization

Interprofessior@ Interprofessio
Team Based Team Based
Utilization Supply
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Indicators Used to Assess Population Health Needs:
Demographics

OCHPP

Ontario Community
Health Profiles Partnership

k Home J L About Us J k Data Tables and Maps J kﬂhnul the DamJ L Resources J k ‘Contact Us J L FAQs J

Toronto Health Profiles
(data prior to April 2016)

A partnership designed to facilitate access to information for health planning with
the overall goal of producing action to reduce health inequalities.

Demographics

[ All Ontario LHINs | [ LHIN 7 (Toronto Central and City of Toronto) | [ LHIN 8 (Central) |

Select your LHIN to view Data:

Total Population, Ages 0+

% Population Change (from 2
to 2016)

Total Population, Age 65+

New Developments (City of
Toronto)

Data — LHIN 7 (Toronto Central and City of Toronto) Neighbourhoods, Ontario Sub-Regions and LHINs

* new

Data Tables W(Erulte Custom Eunnupl?ﬁ

Please select the Health Topic Category, Level

Geography and Year for which you would like to download data table (EXCEL and PDF formats).

) Ontario Geographic Level
A % Of PO p U I atl O n Ag e 65 + Health Topic Category ** (g e eei s CReions LLLE CErs
Individual All Individual All Individual All All Geographic
. Neighb. Neighb. Sub-Region Sub-Regions LHIN LHINs Levels Maps
A Total P O p u Iatl O n Ag e 7 5 + (PDF) (EXCEL) (PDF’ (EXCEL) (PDF) (EXCEL) (PDF)
. based poputation denominators * e * 201 * 2018
A Total P O p u Iatl O n Aw Census-based population denominators # 2016 # 2016 * 2016
Socio-demegraphic, Census Canada
A % of Population Aget90 et g ek, nd < s s s
Populatien in Private Households: * 2016 * 2016 * 2016
()/ L I Nt_ L I CO Living Alone and Activities of Daily Living 4y allid Al
A 0 OW n CO m e aK Visible Minecrity, Mobility Status, Immigrant
Status, Employment, Housing Suitability, # 2016 * 2016
- Education
AT) P O p u | atl O n Language Spoken Most Often at Home * 2016 * 2016 * 2016
. . . . Lone-Parent Families * 2016 * 2016 * 2016
A Ontario Marginalization Index | oo e
* Material Deprivation
A I . . : S:aggggs(\lnstamhty = 2011, 2008 All Maps
Population Estimates based « | e e
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Indicators Used to Assess Population Health Needs:
Health Status

Health Status

Primary Care: Enrolment and Centinuity of * o
Care 2011/13 2011713

M Inter-Professional Team Care * 2016 * 2016 * 2016 All Maps
A Diabetes Prevalence jmroeesence
Rate per 100 (Age 20-|- :E‘gE?Qi‘i;gﬁ;%g[’fﬂ?gemnﬁﬁﬁ) vt * 2015/17 * 2015/17 * 2015/17 * 201517 * 2015/17 * 2015/17

» ED visits by Low Urgency (LU)

*
I
=
=
-
iy
i

All Maps

Mental Health and Addiction-related ED visits * 2015/17 * 2015/17 * 2015/17
A Mental Health and e e
H : I « Mammograms
Addictions Visits per 5 e |rass s S -

» Colonoscopy

1’000 (AgeS 20+) = Fecal Occult Blood Testing

Adult Health and Disease

A COPD Prevalence Raf{ |-z

« High Blood Pressure * * *
« Mental Health and Addiction-related 2016/17 2016/17 2016/17

p e r 1 O O (Ag e S 2 O +) . (\Zfr‘wsr‘;fwic Obstructive Pulmonary Disease
A . 2+ Chronic Conditions * 2016/17 * 2016/17 * 2016/17
Hom&are- Chron IC 4+ Chronic Conditions * 2015/17 * 2015/17 * 2015/17

Individual All

Individual Maps for All

Patl e ntS pe r 1 OOO (Ag Children and Youth Neighb. All Neighb. Sub-Region Sub-Regions Individual LHIN | All LHINs Geographies
! + Asthma
+ Mental Health and Addiction-related
20+ Emergency Department (ED) visits * 2014/15 * 2014415 * 2014/15 All Maps
+ Injuries (All Admissions and ED visits)

Mothers and Babies

A Home Cal:.ecomplex Mothers and Babies * 2012/15 * 2012/15 s Albans
Patlents per 1’000 (Ag 18-Month Well-Baby Visits * 2012715

Injuries

Emergency Department (ED) visits

20+) Injuries: All Admissions and * 2014/16 % 2014/16 * 2014/16 All Maps
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Indicators Used to Assess Population Health Needs:
HealthService Utilization

"
<
3
I
€
3
"
¢
3

Health Service Utilization

Living Alone and Activities of Daily Living * 2016 * 2016 * 2016
- . Visible Minority, Mobility Status, Immigrant
A % of ED Visits that are High Urgency, All gggggpeme Housna sutabii, * 2 * 20
0+ Language Spoken Most Often at Home * 2016 * 2016 * 2016
Lone-Parent Families * 2016 * 2016 * 2016

% of ED Visits that are of Low Urgency, At warginaiization index

» Material Deprivation

Ag eS 0+ = Residential Instability * 2011, 2006 All Maps

A
L. . -Etl'rnic Cnnc’entmtiﬂn
A Crude Rate of ED Visits in 1 year per 1D @#arycare
Among Attached Pat|ent3 Primary Care: Enrolment and Continuity of 2011/13 * 2011/13 * 2011/13 All Maps
- . ,I‘ngr—Professwona\ Team Care * 2016 * 2016 * 2016 All Maps
A Crude Rate of ED Visits in 1 year per 1Dkl separtment ceoyeare
Among UnattaChed PatlentS EE%%E:EE?;E%EE%E?R@R) v 2015/17 * 2015/17 * 2015/17 * 2015/17 * 2015/17 * 2015/17
A Crude Rate Of Ambulatory Care SenS|t| Mental Health and Addiction-related ED visits * 2015/17 * 2015/17 * 2015/17
Conditions Hospitalizations in 1 Year per |: yammegams
100,000 Among Attached Patients 5ggf;%‘;gé}i;‘:;iti:;;ee"‘"g e e © Znzme AT
Conditions Hospitalizations in 1 Year per fAHeandpiesse
100’000 Among Unatta@mﬁénts Ea‘sér?tgﬁaﬂe:\B;e:;ariddictmn—re\ated * 2016/17 * 2016/17 2016017
% I_OW Contlnulty Among Total Populatlo ']grlwsrlc[)fwic Obstructive Pulmonary Disease
2+ Chronic Conditions * 2016/17 * 2016/17 * 2016/17
(Ages 19+) 4+ Chronic Conditions * 2015/17 * 2015/17 * 2015/17
Unattached Patients as a Percentage of Teteganavoun Negnb. |AiNehb. | Cbgon |Sub-egions | IndialLHIN |AIueNS | ECES e
Pat|ents :asé:r?tglaHea\th and Addiction-related * 2014/15 * 2014/15 * 2014/15 All Maps

Emergency Department (ED) visits
+ Injuries (All Admissions and ED visits)

% of all Home Care Clients: Chronic T
%of Home Care Cliel@®mplex Mothers and Babies 2 I 01215 82012 AT M2
%of Home Care Clients: Shtont

Number of CBI Patients per 100,000

oo ToTo o T T»
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OCHPP

Ontario Community
Health Profiles Partnership

A partnership designed to facilitate access to information for health planning with
the overall goal of producing action to reduce health inequalities.

Toronto Health Profiles

(data prior to April 2016)

\

Home J k About Us )

k Data Tables and Maps J Lnlmut the Data J

[ resources )

k Contact Us ) L

FAQs J

About Ontario Health Profiles Site

This website is sponsored by The Ontario Community Health
Profiles Partnership (OCHPP) to make detailed, area-level
health data available to everyone. Our goal is to support
action to reduce health inequities in Ontario.

Ontario Primary Care Need, Service Use,
Providers and Teams, and Gaps in Care 2015/16

What's New

¢ Adult Health and Disease: 4+ Chronic Conditions
2015/17 data for Neighbourhoods in LHIN 7 and LHIN 8;
Ontario Sub-Regions and LHINs

* Maps: Geographic Variation in Primary Care Need,
Service Use and Providers in Ontario, 2015/16

s New Report: Geographic Variation in Primary Care Need,
Service Use and Providers in Ontario, 2015/16

* Adult Health and Disease: 2+ Chronic Conditions
2016/17 data for Neighbourhoods in LHIN 7 and LHIN 8;
Ontario Sub-Regions and LHINs

* Canadian Marginalization Index (CAN-Marg) data

s 2016 Socio-demographic, Lone-Parent Families:
Neighbourhoods in LHIN 7 and LHIN §;
Ontario Sub-Regions and LHINs

s 2016/17 Adult Health and Disease: High Blood Pressure
and Chronic Obstructive Pulmonary Disease (COPD)
data for Neighbourhoods in LHIN 7 and LHIN 8;
Ontario Sub-Regions and LHINs

s 2016/17 Adult Health and Disease: Diabetes, Asthma,
Mental Health and Addiction-related Visits data
for Neighbourhoods in LHIN 7 and LHIN 8;
Ontario Sub-Regions and LHINs

* Hospital Readmissions within 30 days 2015/17 data
hw ane arnin far Neinhhanrhands in THTN 7 and THTN 8-

Select your LHIN to view Data tables:
SELECT Your LHIN

Northern Ontario

1]
.Sudnury

14
North Bay
.

13

Thunder B"{ 'Elmrmns

Sugbuty
.
North Bay

Sault Ste. Maries,

0 =0 0w
L L i

12

2 Gueip‘h

Kitehener «
-Waterloo

'?q'oronto

-
Hamilton ]

Londen
-

Psamia 4

*Windsor

Copyright © 2013
Totonto Commurity Healh Profiles
Partrershup: Not for commerda’ use

St Catharines

10

.Peterborcugh

Kingston
-

Southern Ontario

* Ottawa

Comwall
.

Local Health Integration Networks

1. Ene St. Clair
2. South West
3. Waterioo Wellington

4. Hamilton Niagara Haldimand Brant

5. Central West
6. Mississauga Halton

I 7. Toronto Central

in Ontario

8. Central

9. Central East

10. South East

11. Champlain

12. North Simcoe Muskoka
13. North East

14. North West
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OCHPP

Ontario Community
Health Profiles Partnership

A partnership designed to facilitate access to information for health planning with
the overall goal of producing action to reduce health inequalities.

Ontario Primary Care Need, Service Use, Providers and Teams, and Gaps in
Care 2015/16

New Report: Geographic Variation in Primary Care Need, Service Use and Providers in Ontario, 2015/16

INTRODUCTION DATA TABLES and MAPS LIST of AVAIL ABLE INDICATORS

ADDITIONAL RESOURCES CONTACT INFORMATION

INTRODUCTION

Ontario Primary Care Need, Service Use, Providers and Teams, and Gaps in Care 2015/16

Increased attention has been focused on primary care in recent years as a key strategy for health systems to achieve the
"triple aim" of improving population health and patient experience at reasonable cost. Reforms to primary care in Ontario,
Canada over the past decade and a half have included formal patient enrolment, blended capitation which has become the
most common physician payment model, and the implementation of inter-professional teams.

% Read more
DATA TABLES and MAPS

Download the Ontario Primary Care Need, Service Use, Providers and Teams, and Gaps in Care 2015/16 data and
maps:

Data Tables (Excel format)

Maps (PDF format)




Indicators Used to Assess Population Health Needs:
Interprofessional Tealdtilization

Interprofessional Team
Utilization

FHT Patients per 1,000
CHC Patients per 1,000
FHT and CHC patients per
1,000

SAMI Index/Lowest IPT
Utilization

Lowest Income/Lowest TT

o Io Do Do I»

Utilization

77




