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Good Afternoon, first of all we would like to welcome you here.   My name is Carlee-ann Dueck and I am the project manager of the Physician Integrated Network Initiative, part of Manitoba Health and Healthy Living.



I’m Michelle O’Keefe, and I am a consultant with Sierra Systems.  I was the information management consultant on PIN from February 2007 to February 2008.



This afternoon we are going to tell you how Electronic Medical Records are helping Manitoba renew primary care through Quality Based Incentive Funding.    
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PIN Overview

• Manitoba’s Physician Integrated Network 
(PIN)
• Focus: Fee-for service physician groups 
• Goal: Facilitate systemic improvements in the 

delivery of primary care
• Method: Quality based incentive funding 

(QBIF) as the catalyst for practice and system 
change.

• Means: Quality indicator reporting using 
EMRs
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PIN is an initiative that has focused on fee for service physicians in the province.   PIN was developed because there was a recognized need that some systemic improvements in the delivery of primary care needed to be looked at.  

Following a study tour to the United Kingdom, Manitoba began to draft together the Physician Integrated Network Initiative.  A renewal initiative that looked at Quality Based Incentive Funding (a Manitoba version of pay for performance) to bring about practice and system change.   To make QBIF work, Demonstration Sites involved in PIN were required to input data into their EMRs that would enable quality indicator reporting.  This drastically altered how physicians used their EMR and opened up some bigger systemic issues within the system.   
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Objectives

• The objectives of PIN are
• To improve access to primary care
• To improve primary care providers access to 

and use of information
• To improve the working environment for all 

primary care providers, and
• To demonstrate high quality primary care with 

a specific focus on Chronic Disease 
Management
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An important point to note that in the development of Physician Integrated Network, Manitoba worked with FFS clinics in determining the areas of need within their target population.  We left it up to the physicians to determine how they could renew primary care and offering them a new funding model.   There were four main objectives of PIN that we asked them to look at:  



	To improve access to primary care

	To improve primary care providers access to and use of information

	To improve the working environment for all primary care providers, and

	To demonstrate high quality primary care with a specific focus on Chronic Disease Management
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Rationale
• Primary Care is important
• Family Physicians need support

– Support inter-professional collaborative care
• Physician work life needs are changing

– Health care provider shortage

• Chronic disease management is a priority 
• Rewarding both quality and quantity requires a new way 

of funding. 

“They’ve been talking about primary care reform for a long time. We 
felt if we were part of those changes, we could perhaps help to 
influence those changes in a positive way.” Dr. Eric Lane, Family 
Physician, Dr. C. W. Wiebe Clinic.
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Some of the information on this slide should be familiar to some of you in the audience as these issues are not unique to Manitoba. 



Need to re-orientate the health delivery system to recognize the importance of Primary Care and the role of Family Physicians.  

Need to demonstrate high quality primary care.

Need to address the challenge of Family Physician isolation.

Support inter-professional, collaborative care. 

Need to address physician work life. 

Increasing demand for, and challenge of, chronic disease management.

Current and anticipated health care provider shortage.

Lack of access to primary care; including Family Physicians.

Desire to establish predictable and stable funding which supports Chronic Disease Management and the delivery of quality of care. 

Need for integrated Decision Support Tools within Primary Care.



The 2007 National Physician Survey again confirmed that the physician workforce is changing.  

The fact that 27% of family physicians had reduced their hours over the last two years and now, 34% of family physicians plan to

reduce their weekly work hours over the next two years, should raise flags.  



Manitoba is using PIN as one tool to address these fundamental shifts in family practice.  
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Key Components

• Funding and Remuneration
• Quality based incentive funding

• Information Management
• Practice Change
• Evaluation
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As mentioned earlier, PIN is using QBIF as the main catalyst for this change, but there are three other components, or parts of PIN that play an important role.  



Information Management, Practice Change and Evaluation.  For the purpose of this presentation we will concentrate on the first three components. 





By a show of hands how many physicians are in the room? I am wondering how many of you can tell me the number of diabetic patients you provide care to?  What about this one, do you know whether the care of these patients is compliant with recommended care guidelines?  With PIN, family physicians were able to find out this information and it has fundamentally changed the way they run their practice.  
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What is Quality Based Incentive Funding?

• MB version of pay for performance
• Funding to clinics for achieving quality targets
• Focus is on clinical process rather than 

outcome indicators
– E.g. whether blood pressure testing occurs per 

clinical guidelines rather than improvement in blood 
pressure

• QBIF is made available as a supplement to fee- 
for-service funding (blended funding model), to 
encourage practice change
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Before we go into the details of how we implemented PIN, I think it’s important to give a quick overview quality based incentive funding.  This is Manitoba’s version of pay for performance.  What is unique about Manitoba’s approach is that we provided funding to the clinic based on how they did as a whole rather than funding each individual physician.



Our focus was on clinical process rather than outcome indicators.  For example, we are tracking whether or not blood pressure testing occurs.  We are not tracking improvements in blood pressure measurements.  



QBIF is a supplement to fee-for-service funding – the overall goal is to encourage practice changes.�



Quality Indicators
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Indicator Cluster Example
Health Risk Identification Tobacco Use
Preventive Screening Physical inactivity, colon cancer 

screening
Chronic Disease Management 
for diabetes, hypertension, 
coronary artery disease, 
congestive heart failure, asthma

Diabetes – dilated eye exams
Asthma – self-care plans

Depression Follow up after initial anti- 
depression medication 
prescription

Presenter�
Presentation Notes�
In order to implement QBIF we needed quality indicators. Manitoba selected a subset of the Primary Health Care Indicators developed by the Canadian Institute of Health Information based on Manitoba Health’s strategic priorities. Indicators were selected in the areas of Prevention, Health Risk, and Various Chronic Disease management areas.  There were some Mental Health indicators originally included, but the indicators selected were too difficult to implement into the EMRs and measure.  



Each participating clinic was asked to select two indicator clusters as their focus areas for which they would make practice changes to demonstrate quality and for which they would receive quality based incentive funding.  One clinic selected Prevention and Coronary Artery Disease Management.  Two of the clinics selected Diabetes and Hypertension.  
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Information Management

Presenter�
Presentation Notes�
Now that we’ve given you the background of PIN, we’re going to tell you how we implemented these changes using the clinics EMRs.  We’re also going to share with you some of the success stories, and provide you with some of the lessons we have learned.�



“Translating” the Indicators
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CIHI Definition
Conceptual Level

Operational Definition
Logical Level

Operational Definition
Physical Level

Measure

Denominator

Numerator

% of inactive PHC patients, 12 years and over, who received 
specific help or information on regular physical activity from 
their PHC provider, over the past 12 months.

How will we 
identify the 
“inactive” patients?

What fields must 
be extracted 
from this specific 
EMR?

How will we identify 
whether patients 
“received help or 
information on regular 
physical activity”? 

What fields must 
be extracted 
from this specific 
EMR?

Presenter�
Presentation Notes�
The first step was to translate the indicators into a format that made it possible to extract the information from the EMRs.  The example we are using is from the Prevention indicator cluster.



The measure is the percent of inactive primary health care patients twelve years and older who received counselling on regular physical activity from their primary healthcare provider within the last twelve months.  



We broke each of these indicators into the numerator and denominator.  For the denominator we first asked the question of how we would identify the inactive patients?  Do the physicians even capture this information in the EMRs right now?  To get this information into a report, what fields would need to be extracted?



For the numerator, which was the “compliant” population, we had to identify whether patients received the help or information on regular physical activity, and again identify what fields we needed to extract.



A number of issues arose at both stages of this translation process.  While each individual issue was relatively minor, collectively they required significant effort and elapsed time to resolve, especially since we were identifying this information for more than 100 indicators.  
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Indicator Translation Issues

• What is a core patient?
• Who is in the defined population?
• How to determine if the intended care was 

given?
• How to deal with care provided outside the 

clinic?
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Some of the more significant issues we encountered were things like, What is a core patient?

Is it everyone who has ever visited the clinic?  Is it just patients who have visited in the last 18 months? How do we even identify this in they EMR?  

Who is in the defined population?  How do we know that a patient is a diabetic?

How do we know if the intended care was given?  How can we extract out of the EMR?

How do we deal with care provided outside the clinic?  Some indicators dealt with immunizations, which typically were not administered within the primary care clinic.�



Information Management

Quality Measurement = 
Compliant Target Population

Target Population
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Ultimately, it was necessary to revisit the entire information management cycle within each clinic.

Data extract -> redesign of data entry forms -> data entry guidelines and training -> reporting



Our first step was to define the data extract definition.  We reviewed all the indicators and identified specifically what information would be needed to calculate the quality indicators.  



A high level of collaboration was required among clinicians, clinic administrators, software vendors, Manitoba Health PIN information management staff and the PIN evaluation lead



There was a significant degree of change introduced into the clinics because the IM/IT considerations was much more significant than originally supposed.  We sat with the physicians and reviewed how they were currently using their EMRs and to look for potential sources of data.  What we discovered was that not all physicians were using the EMR in the same way.  For example, some would identify a patient as a diabetic by typing the letters “DM” in a free text notes field.  Others would type in the word “Diabetic” in a problem list.  Others, still, would use a patient history field.  Because of this inconsistency, we didn’t even have a way to consistently identify all the diabetics in the clinic, never mind those that were compliant with the care guidelines.  



We worked with the clinics and with their EMR vendors to identify  1.  consistent ways to record the indicator information that didn’t interfere with the delivery of care. System modifications had to be negotiated with each EMR vendor in order to get all the information that was needed.



The clinics then developed training materials so that their clinic staff would know how to enter the indicator data.  We then worked with the vendors to create, test, and implement data extracts to report on the indicators; and finally, we ensured that the physicians got feedback in the form of indicator reports.
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Understanding your patient 
population

“A success would be the development of data extract and 
reporting on a population of your patients with chronic 
disease. We can now use the research function of the 
EMR to assess the level of screening our patients are 
getting. This already has lead to increased screening in 
our patient population.”

Dr. Carol Holmes, Agassiz Medical Centre
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…But all this change was worth it…This last piece – feedback to the clinics  was the most significant improvement that the physicians experienced.  



As indicated by the earlier show of hands, they had no concrete way of knowing how many diabetic patients were in their care, how many women hadn’t gone for a routine mammogram, nor how many children were compliant with their recommended immunizations.  These clinics underwent a transformation when they moved from using their EMR as a replacement of the paper chart to viewing their EMR as also a patient population reporting tool.  We are now going to share some of these success stories (and some of the new challenges they’ve revealed) with you.
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Practice Change

• Case #1: The dietitian without boundaries 
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“We hope to make the access 
to certain (medical services) 
easier for patients” Dr. 
Cornelius Woelk, Family 
Physician, Dr. C. W. Wiebe 
Clinic discussing the 
introduction of new primary 
care providers.  

Presenter�
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The exciting thing about all of this is that quality based incentive funding is really working.  



Dr. C.W. Wiebe Medical Centre in Winkler, Manitoba, decided to tackle the prevention indicators, one of which was providing advice on weight loss to patients with a body mass index over a certain threshold.  In order to achieve this target, the clinic made the decision to hire a dietitian.  When a patient presented for a visit, the nurse would look at their chart to determine if they had a recent height and weight measurement on their chart, and would capture this if it wasn’t already there.  The clinic would then schedule a follow-on visit with the dietitian with patients whose BMI was over the threshold.  



Since the dietitian has been conducting regular visits with these patients, they have collectively lost over 1000 lbs.  (MOK to confirm this information with Jim).  The clinic considers this to be a success for their community and feels that they are providing better care to their patients because of this.�



Practice Change
Case #2: Making teams work – put your best
foot forward.
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“PIN has changed the way I 
use the EMR for my diabetic 
patients. With structured input 
of information like eye exam 
and foot exam I can quickly 
assess if my patients are 
getting screened 
appropriately.” Dr. Carol 
Holmes, Agassiz Medical 
Centre
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Agassiz Medical Centre in brainstorming how to address their two target areas of Diabetes and Hypertension envisioned hiring a dietitian and another nurse to help round out the clinic team.  Already employing 4 RNs to help with clinic practice they felt another nurse focusing on the diabetes and hypertension indicators would help round out the care.  After meeting with their nurses however it became apparent that the nurses were not working to there full scope of practice.  In fact, the nurses were undertaking a lot of administrative work that they would rather not have to handle.  The clinic decide that instead of hiring a nurse they could hire a medical assistant to support the nurses and take care of their administrative duties.  This way nurses could be freed up to undertake much needed foot exams that physicians couldn’t find the time to complete.  The clinic is now working with the region to provide a clinical update on foot exams to nurses and is excited about using nurses more effectively within their practice �



Practice Change
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Case #3: Opportunities for 
System Improvement
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• Focus on meeting 
recommended practice 
guidelines

• Increase number of 
tests/screenings ordered

• Pressure on lab and 
follow-up procedures
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As we have seen measuring and rewarding quality care does cause Practice change.  This practice change in turn raises system issues and pressures.  However, with the data gathered from PIN, we can begin working on opportunities for improving the system.    



PIN has changed the way practices are using different screening tools and care guidelines.  In the Dr. C. W. Wiebe Medical Centre, Physicians are using colon cancer screening tests or Fecal Occult Blood Tests (FOBT) to screen patients according to recommended practice guidelines. 



These patients are flagged within the EMR, so that physicians are aware the patient is non-compliant when they are in for a regular check-up or in the walk-in clinic.  As a result the clinic has increased the number of FOBT screening tests done.  On average the clinic would process 500-600 tests a year on average 6% of these tests are positive and require a colonoscopy.   Now the clinic has already ordered 1,000 in the last six months increasing the annual average to around 2,000.  With 6% of these cases showing up positive, there will also be an increased need for colonoscopies.  



With limited number of spots within the region for performing this procedure, the wait lists are increasing.  The Clinic and RHA have met together to brainstorm solutions that will keep the wait list reasonable to allow family physicians to follow clinical guidelines and not increase the anxious waiting time for patients.  Physicians are eager to ordered FOBT screenings but concerned if the system cannot handle the increased pressure.  



A similar issues is happening with Agassiz Medical Centre, a demonstration site in Morden, Manitoba.  Agassiz is working on addressing their patients with diabetes.  As part of regular care guidelines diabetes patients should receive a regular HgbAIC and several other regular blood work.  Physicians at this clinic are also notified of the patients that require updated bloodwork.  However, the laboratory that the clinic relies on to take and process the lab work cannot handle the increase as a result of PIN.      The clinics allotted appointment times have been filled for two months, and they are being told there is no further capacity with the region lab.  Agassiz has also met with the RHA and discussed possible solutions for this gap.  



Overall these two examples show us that there are areas where practices can make significant improvements in following clinical guidelines, but with those changes, the system must be able to accommodate.  If these truly are the proper clinical guidelines, we must build a system that can handle these pressures.  



PIN is helping the clinics work with the Regions in resolving some of these issues.  As PIN moves forward, these clinics will be able to better anticipate their impact on the rest of the health care system and build in processes to help address them.�



The Promise

• EMRs are a great source of data for 
quality measurement
– Best or only source for many of the CIHI primary care 

indicators
– EMR usage likely to increase
– Improved data quality will happen over time
– Pan-Canadian EMR standards will reduce the cost 

and effort associated with indicator collection
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Despite the pitfalls, EMRs still hold great promise as a source of data for quality measurement

We are collecting information at the source of care for the CIHI primary care indicators

EMR usage is likely to increase – many jurisdictions in Canada are encouraging adoption of EMRs, and new physician graduates are demanding this technology and actively seeking out clinics that use EMRS

Over time, the case for consistent data entry will be made to physicians as they increase their use of data, and see the higher data quality that results from this

The process to establish core pan-canadian requirements for EMRs may reduce the cost and effort associated with changing software to collect the desired indicators.



We are starting to see clinics use their EMRs to their full scope of practice.

�



Critical Success Factors
• Assess true readiness of clinic – practice and culture, not 

just presence of an EMR
• Introduce changes in data collection early, and allow 

ample time if “baseline” data collection is desired
• Involve clinicians in the selection and translation of 

indicators – be pragmatic
• Promote the value of data collection and analysis
• Invest in change management support
• Start small and grow gradually
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Assess the true readiness of the clinic – look at the practice and the culture of the clinic, don’t just look for the presence of an EMR

Plan to introduce the changes in data collection early and allow ample time if “baseline” data collection is desired

Involve clinicians in the selection and translation of indicators – they won’t collect the information if they don’t “buy in” to the indicator.  It ahs to make sense to them and fit in with their daily practice.   – and be pragmatic about what is selected.  You need to consider what is practical for time-challenged practitioners and what is workable for software vendors.

Promote the value that consistent EMR data collection and analysis capability provides to clinics and patients

Invest in change management support

Start small and grow gradually
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Healthier 
Communities
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In order to bring about renewal in primary care, PIN began by working with the clinics at identifying areas of need within their patient population.  By changing the funding model to QBIF, PIN was able to support the clinics to develop their own plans and selecting their areas of focus.  In order to fund based on QBIF, we required indicator reporting from EMRs, which fundamentally changed how clinics were using their EMRs in their practice.  For the first time, physicians were able to obtain patient population data from their EMRS and begin to understand the needs that existed, this facilitate practice changes, such as introducing a dietitian or nurse.  These practice changes however have resulted in increased pressures on the system that reveal some bigger issues that can now be addressed by using the data and experience of PIN.  Ultimately of course, we are hoping that these changes and developments will result in healthier communities for Manitobans.  



Carlee (from Michelle) you may want to state how the improved practice reporting has led clinics to no longer view their EMRs as just a tool to manage scheduling, payment, and individual episodic care – it is now a tool to manage care for their entire patient population.  
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Questions?
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