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LAND
ACKNOWLEDGEMENT

In the spirit of Reconciliation, we acknowledge that the land upon
which we gather is unceded Mi'’kmaq territory. Epekwitk (Prince
Edward Island), Mi’kma'ki, is covered by the historic Treaties of L« el

Peace and Friendship. We pay our respects to the Indigenous '

/ Epekwitk aq Piktuk
Lying in the Water and
The Explosive Place

3,

- Unama’kik aq

Foggy Lanc

A/ Land Across ti

Eskikewa’kik
Skin-dresser's Territory

Sipekne’katik
Wild Potato Area

Mi’kmaq People who have occupied this Island for over 12,000 Kt;sPUkWitk
years; past, present and future.
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How to Ask Questions

= Questions will be answered in the last 15-20 minutes of the session

= You can send your question:

o To the general chat with other participants
o Directly to Laurie Michael (moderator)

= Alternatively, we welcome you to raise your hand to ask a question during the open
Q&A
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RECAP: SESSION #1
GETTING ORIENTED TO
THE PEI PRIMARY

CARE ROADMAP :
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Where are we going?
https.//youtu.be/5Agxs1jMs T

Modernizing Primary Care
on Prince Edward lsland
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AIM: DESCRIBLE
RURAL TEAM- BASED

PRIMARY CARLE

Compare foundational characteristics of primary care within a

changing practice environment where variable human and

physical resources as well as community-specific enablers or . A ¢
limiting factors would need to be considered. '-,_ﬁ B sl

=Rl
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METHODS

» We conducted a scoping review
using Arksey and O’Malley’s
framework.

« Our guiding question was: “What
peer-reviewed literature
describes delivery of team-based
primary care (in terms of the
Four C’s) in rural Canada?”

» With support from a medical
librarian, we developed a
structured search strategy,
screened publications, and
extracted relevant data for
synthesis.

* We then synthesized findings to
create a classification typology to
describe functions of rural
team-based primary care.
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Studies from databases
(PubMed, CINAHL, Scopus)
(n = 1609)

References removed (n =512)
Duplicates identified manually {n = 20)
Duplicates identified by Covidence (n = 452)

A 4
Studies screened (n = 1097) =>| Studies excluded (n = 637)
2| Studies not retrieved (n = 12)

Studies sought for retrieval {n = 365)

v

Studies assessed for eligibility (n = 353)

Studies included in review (n = 40)

Studies excluded (n = 313)
2019 or earlier (n = 263)
Review - references checked (n = 17)
Does not include sufficient information about

Canadian, rural, team-based primary care (n = 11}

Cohort study or generzlized findings (n = 8)
Editorial, Commentary, other not included (n = 7)
Other erroneously screened {n = 1)




Key Findings

Literature was dominated by qualitative studies
(n = 19), with a mix of trials, case studies,
mixed-methods, or other methods.

Numerous findings of participatory research with
Indigenous communities (both on and off
reserve) (n = 9).

British Columbia (Well done! n=12),
proportionately published nearly 1/3 of included

articles (when only about 10% of the rural
Canadian population lives there).

Studies more often explore structures
(ie. Workforce, funding, governance)
than outcomes or processes.

A theme of innovative applications of
tele-consultation and virtual consults —
usually leveraging specialist or specific
professions as resource to local team.

Although Saint-Pierre et al. (2018)
identified doctor-nurse-pharmacist
teams as one of the main types of
teams, we didn’t see this (n = 0).

In many studies, functional
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FEEDBACK, DISCUSSION, FUTURE WORK

v

Key Findings

Patient Medical Homes
have different forms in
different settings leading
to differences in
functioning.

Our work highlights
strategies to strengthen
the evidence base for
team-based primary care
as transformation
continues.

AR R 3

Strengths

Synthesized evidence
about rural team-based
care in Canada.

While urban-based teams
may have structures that
support similar functions,
the context for
rural-based practice has
important characteristics
impacting care.

Limitations

Did not explore earlier
publications or
commentaries, editorials,
and grey literature.

Given the heterogeneity
of study designs, we did
not formally appraise
quality.

Future Work

#1 Investigate actual
teams against
classification system.

#2 Explore application for
detecting changes over
time.
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~Building and Accelerating
Implementation at Health PEI

How Are We Getting There - A Scoping Study of Transformational
Mechanisms Used in Rural Team-Based Primary Care
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Agenda

Where It All Started: Overview of PMHs in PEI

Building and Integrating Teams: HPEI’s Approach

Tech Supporting Team-Based Care (Provincial EMR)

Where Are We Now: Maturity Model - Learning and
Evolving




Where It All Started: Overview of PMHs in PEI

PMHs in PEI are anchored in a team-based structure that provides a comprehensive range of health
services and longitudinal care to Islanders, from preventive care to disease treatment.

How PMHSs in PElI Work

West * In PEI, primary care is delivered under
Prince six Primary Care Networks.

L))
Tignish

) * PMHs provide comprehensive,
Island @) Eastern longitudinal care to patients.

ne @ Ki
Vaiey” g b, = » Patients are affiliated to a Most

o - b No,.J;x\?@“ee“S 5 o o Responsible Provider (MRP) within a
vellingies pi<e '53 @) Mount e PMH, and the rosters are managed.
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() Summemde

« Teams at each PMH vary but generally
comprised of Longitudinal Family
Medicine (LFM) Specialists, Nurse
Practitioners, and Allied Health Staff to

i?:;?em provide patients with timely and

high-quality care they need.

East
Prince
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Montague

Murray @) s
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Building and Integrating Teams: HPEI’s Approach

PMH guidelines for leadership structures and staffing were developed to support team-based care.

Leadership Structure Staffing

* PMHs operate under a e LFM Specialists and ’
co-leadership model, Nurse Practitioners offer Primary
where leadership longitudinal care to Care RN
functions are shared their assigned patient Social Worker
among a Network panel.

Manager, Admin.
Supervisor, and Nurse
Clinical Lead to balance
administrative and
clinical responsibilities.

)

» Each MRP is supported by
an MOA, an LPN, and
allied health staff.

&a

\

i' ! - AN
Patient \ \\\?’7

=\

PMHs are further
supported by dedicated

Clinic Coordinators and Medical Physiotherapist
have quality Office e
. Assistant " DN
improvement supports. MOA =
(MOA) LFM/NP

R S SR ~ 0 (N A



Technology Supporting Team-Based Care (Provincial EMR)

Provincial EMR is PEI’s Integrates with other
solution for collecting and oD systems for secure,

QT sharing patient information g) efficient access to patient
across community data without multiple

healthcare providers. logins.
Enables physicians, Part of a provincial strategy
o specialists, nurses, and A for a single electronic
PR mental health teams to ﬁ patient record across all
access records anytime for care settings (e.g.,
informed decisions. hospitals, clinics).

Health PEI | 22




Enablers of the PMH Model

Creating
Functional
Systems

Training for
Teamwork

Quality
Improvement

Q)

Developing
Goals

Leadership & Common
Communication Metrics (TNA)

Practice Cancer

Defining Roles " . _
: Facilitation Screening

e UPEDI I 23



Performance

Quality Improvement (Ql) g Finance

Sound data collection regarding population health and chronic disease must be prioritized to enable Ql initiatives. The
framework below was developed to guide the rollout of PMHs in PEI - it follows best practices from other jurisdictions.

@ Regular data collection on population health measures, including
N

Continuous population-level data chronic disease

collection on chronic diseases and
heaith is/needed to enable O Weekly QI meetings between LFMs, NPs, allied health, support

initiatives, a critical element of the
PMH Operating Model. staff, managers, and other stakeholders

Dedicated attention to QI enhances . Alighment on PMH mission, vision, and values
patient safety and satisfaction. It Quality
also improves healthcare outcomes |mprovement
and efficiency.
Framework @ Identification of targeted areas of improvement
Notably, current QI initiatives are
EGUSEE [PTTATIY 65 G Collaborative, data-driven decision-making and establishment of a
accreditation, whereas future Q| l . L
initiatives will focus more on clear action plan
continuous quality improvement via
the practice facilitation mode. .
[ TV Documentation and follow-up
"

Source: Practice Facilitation Documentation

Health PEI | 24



https://peiofficep.sharepoint.com/sites/PatientsMedicalHomeDevelopment-PRJ-RG357/Shared%20Documents/Forms/AllItems.aspx?csf=1&web=1&e=6XdJaS&CID=9d7e9612%2D591c%2D4ca3%2Db443%2D070340530a20&FolderCTID=0x012000EF5275F0FC5BA94D8380050949986499&id=%2Fsites%2FPatientsMedicalHomeDevelopment%2DPRJ%2DRG357%2FShared%20Documents%2F2%2D%20Practice%20Facilitation%20Team

% Care Model

A range of services are offered at the network level to complement the core services offered at PMHs. Network-level
services serve as connections between the PMHs and the broader Patient Neighborhoods. Examples are provided below.

Integration Through Networks and Resources

Progra
&
Supports
for
Chronic
Condition

Public health, Hypertension management and
self care, smoking cessation and cancer
prevention, diabetes management and
education, cardiac rehab, stroke rehab,
pulmonary rehab, COPD, CHF, INR clinics etc.

Falls prevention program*, dementia
assessment and support®, geriatric
assessment, palliative care, social

counseling for seniors

Seniors
Supports

Rehabilit

Primary
Care
Network

Pharmaco

logy
Support

Specialize

Addiction

Consultations on poly-pharmacy, high-risk
medications, medicine reconciliations, and
support on chronic disease management

Mental
Health
&

Addictions treatment and support, harm
reduction programs, youth mental
health, mindfulness training

S
Supports

Home care, culturally-sensitive support for

Therapeutic and rehabilitative care including atn{e d refugees, LGBTQ2S+, Indigenous persons, youth
. Service . .
cardiac, pulmonary, and stroke rehab & Social mental health programs, and harm reduction
Supports Supports programs

*Note: Not currently available, future planning ongoing

Health PEI
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Where Are We Now: Maturity Model - Learning and Evolving

The Maturity Model exercise being conducted for Patient Medical Homes (PMHSs) serves a variety of purposes and objectives,
including assessing the maturity of existing PMHs and providing a roadmap for practice improvement.

Assess the maturity of each Patient Medical
Home (PMH).

The Maturity Model aims to
enhance patient access,
ensure continuity of care, and
improve health outcomes
while fostering team

Evaluate province-wide primary care and
population health goals and metrics.

wellbeing.
Provide a tool for PMHs to use for continuous The model serves as a strategic
practice improvement and to strive toward the roédmép to achieve these
maturity outlined in the PMH Operating Model. objectives. /

Health PEI | 26



Thanks

Any Questions?

Andrea Wile

Director of Primary Health Care Operations
Health PEI

akwile@ihis.org

Health PEI




PARTICIPANT DISCUSSION




Discussion Questions

What stood out to you the most in the
results of the scoping study?

How are you measuring access & how
are you keeping the registry up to
date? Are providers required to pull
patients from the registry?

In the scoping study, was there a
particular article or two that caught your
attention with regards to improving
access to care?

Y.

6.

What are some of the approaches in
Patient Medical Homes (whether that’s
after a patient visits an emergency
department, or if they call 8-1-1, or
discuss an ailment with a pharmacist)?

What are some examples of integration
with the broader health and social
continuum that have been studied
elsewhere in rural Canada?

What are some of the next steps for
Health PEI? How will continued growth
and improvements be measured as the
transformation work continues?
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https://www.flickr.com/photos/andrewbain/7880721424
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THANK YOU!

Matthew Leyenaar, PhD Laurie Michael, RD, MPH
Health System Impact Scientist Research Program Coordinator
matthew.leyenaar@upei.ca Imichael@upei.ca




% é Value to

Patients

PMH Alignment with Quintuple Aims

The Vision for Patient Medical Homes

Through an adaptable team-based approach, Patient Medical Homes (PMHs) will ensure every Islander receives patient-centered
care that is coordinated, timely, and accessible. PMHs will play an important role in enhancing health system sustainability and will
help Prince Edward Island (PEl)’s health system address the globally recognized Quintuple Healthcare Aims, as further outlined below.

il

ol

Enhanced Patient
Experience

PMHs offer coordinated
care, focusing on the
patient’s holistic needs,
including illness
prevention, acute and
chronic illness
management, and mental
health management. They
prioritize ongoing patient
engagement, shared
decision-making, and
patient co-design -
enhancing experiences and
improving outcomes.

Improved Health
Outcomes

The multidisciplinary
structure of PMHs enables
them to address diverse
health issues and complex
patient needs through
coordinated care,
preventive measures, and
health promotion,
improving population and
patient health outcomes.

Better Value for
Care

By providing comprehensive,
coordinated care, PMHs
prove to be a cost-effective
form of healthcare like
hospitalizations and
emergency visits. Further,
they help better manage
chronic conditions,
improving health system
sustainability.

Improved Staff
Experience

PMHs follow a team-based
approach, reducing the
workload for providers and
leading to increased job
satisfaction. PMHs also
emphasize the use of
health information
technology, reducing
administrative burdens.

&

Improved Health
Equity

PMHs help to address
social, economic, and
environmental health
determinants that may
affect one’s health. PMHs
respect diverse patient
needs and preferences to
improve their health
outcomes and health
access.

Health PEI
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PMH Team Composition

% Interdisciplinary
Staffing Model

The roles and responsibilities across PMHs are broken down into four categories, outlined below.

Co-Leadership Team

Network Manager Admin Supervisor Nurse Clinical Lead

Manages and onboards
nursing staff, coordinates

Oversees network admin
functions, ensuring

Manages PMH networks,
acting as liaison for PMHs

& HPEI smooth operations nursing care with team
Med Affairs Managers Clinic Coordinator Practice Facilitator
Manages LFMs and Manages patient flow and  Support the

ensures policies and operations, acting as implementation of new
procedures are followed liaison for providers & processes/procedures,

network manager working with leadership

Teamlet (Core Support Staff)

Longitudinal Family
Medicine Specialist

Serves as MRP for
patients at the PMH

Most Responsible Provider (MRP)

Nurse Practitioner

Serves as MRP for
patients at the PMH

Allied Health

Medical Office Assistant

Responsible for
administrative tasks
(e.g., booking, phone
calls) to facilitate
operations

Licensed Practical
Nurse

Triages patients to MRP
and provide care

Primary Care RN Physiotherapist

Occupational Therapist Clinical Pharmacist

Diabetes Dietician Social Worker

Diabetes Educator

Health PEI |
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Overview of Enabling Functions

7 Enabling
=t Functions

PMH operations are supported by key enabling functions at both the site and network levels

PMH Responsibility Health PEI Responsibility

Workforce

[%]
c
o
]
©
_
]
ol
o

*Note: Additional details regarding

Human Resources

» Inter-Professional Care
Y @

X Agreements

E‘g Professional Associations

Electronic Medical Record*

Quality Improvement

[m Professional Practice

and

Manage PMH staff according to HR standards and requirements
Ensure adherence to quality and safety standards
Direct staff towards HR Resources

Enable cross-provincial coordination of care services
Adhere to care agreements

Ensure adherence to labour agreements among PMH staff
Engage in continuous improvement and training initiatives

Ensure accurate and timely data entry

Leverage EMR for evidence-based decision-making/analytics

Escalate physical infrastructure needs to relevant parties

Escalate technology needs to relevant parties

Ensure payroll information is accurate
Identify and escalate any year-and-year end budget requirements specific
to the PMH

Escalate potential legal concerns to Director
Adhere to all relevant laws, regulations, and requirements
Adhere to partnership agreements

Host weekly QI sessions with Network leadership
Escalate QI and training needs to Network leadership

Provide positive professional practice environments
Empower nurses to communicate and articulate their practice

are available in the Appendix.

Recruit and onboard PMH and network staff

Provide point of contact support for staff queries and issues
Establish and maintain standard requirements (wellness % injury
prevention)

Manage labour relations (unions & professional associations)

Monitor PMHs for adherence to agreements
Provision of support for queries and issues

Establishing system-wide standards
Provide training opportunities

System maintenance and configuration
Leverage EMR for evidence-based decision-making/analytics

Ensure PMHs have technology required to provide timely, high-quality care
to affiliated patients

Ensure PMHs have technology required to provide timely, high-quality care
to affiliated patients

Manage payroll
Identify and escalate any year-and-year end budget requirements at the
system-level

Manage legal risks and ensure adherence to relevant laws, regulations,
and requirements

Continually optimize PMH operations
Ensure PMHs are supported with QI initiatives

Provide the foundations for quality nursing practice, supporting transition
to practice and mentorship

Health PEI |
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Primary Care Services Offered Across PMHs

Care Model

The minimum scope of services, outlined below, should be accessible across all PMHs. These services are augmented by
specialists and primary care networks based on the needs of the population and the skill sets of providers.

Comprehensive
Primary Care

Assessment and treatment of
minor acute illnesses and injury
Basic laboratory and diagnostic
services in clinic

Care of the elderly

Care of children and
adolescents including well child
and developmental check points
Clinical promotion of healthy
lifestyle

End of life care: Shared or full
palliative care in the community
and hospice services'

Gender affirming care

Home visits for housebound
patients

Interdisciplinary primary care
Men’s health

Sexual and reproductive health
Shared or full prenatal and
obstetrical care

Women'’s health

Care
Coordination

Coordination of care with
outside groups and
community-based services

Case management of complex /
complicated patients

Patient record maintenance
including an integrated patient
summary

Referrals to specialists and
tertiary / acute care services
Therapeutic and rehabilitative
care

Warm transfers from acute care
hospitals to community

Chronic Disease
Management

Education and tools to empower
patients to self-manage their
health

Implementation of treatment
plans based on the latest
clinical guidelines to manage
chronic diseases effectively

* Management of common chronic

diseases in rostered population
such as diabetes, hypertension,
COPD, and heart disease?

Note: 1) Not currently available, future planning ongoing 2) May require referrals out of home to primary care network

Mental Health and
Addictions Support

« Addictions treatment and

support programs with referrals
out to specialty care as needed

* Primary mental health care

assessment and treatment

Preventive
Services

Identification of risk factors
through assessments and
counseling to prevent diseases
Preventive health exams and
assessments

Supportive provincial
evidence-based screenings for
cancers, cardiovascular diseases
and other conditions

Health PEI |
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