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Objectives
1. The challenge of unattached patients - the need for
Health Care Connect
2. Developing the program - cross-functional strategy and
the importance of stakeholder consultation
3. How Health Care Connect works
4. Innovation in action - the Care Connector role
5. Results to date
6. Challenges and opportunities
7. Lessons learned
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Access to Primary Care in Ontario
• More than 1 million additional Ontarians have regular access in 2010 than in 2003.

• The Primary Care Access Survey (PCAS) fall 2010 estimates:
• 780,000 Ontarians are unattached (roughly 16% are not looking for a provider).

3

Challenge:

Clear Identification of those needing access
& an active management strategy
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The Vision: Health Care Connect
•

Key component of the ”Family Health Care for All Strategy” (a 2007 government platform
commitment) which aims to deliver access to a primary care provider to 500,000 more
Ontarians by 2011/12.
“Implement an Unattached Patient Registry to help identify Ontarians who are
looking to access a primary care provider. Those on the list will be prioritized based
on urgency of need and Care Connecters will connect them with available primary
health resources”

•

The 2008 Ministry– Ontario Medical Association (OMA) Physician Services Agreement
established new incentives for physicians to enrol unattached patients through HCC.

•

The Ministry was able to design the program, build the various IT systems, consult with key
stakeholders, and implement Health Care Connect across the province (with 28 Care
Connectors in place in close to 20 different locations) in nine months.
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Expert Panel – Prioritization of Patients
Key program feature – those with the highest need for primary care to be referred first
Expert Panel
• Physicians, NPs, academics and other experts provided clinical recommendations to inform
need for health care services for Health Care Connect.

•

The Panel identified criteria to be considered as independent predictors of need for primary
care:

•

A complementary prioritization scoring methodology was created to prioritize patients
according to need for primary care services (i.e. high vs. low needs).

•

All registering patients complete the questionnaire and are assigned a health needs score.

•

Patients with scores above a certain threshold and deemed high needs and are associated
with specific physician incentives.

•

The Ministry consulted with the Ontario Medical Association in both the development of the
questionnaire and the determination of the threshold.
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Key Program Features
Registration
• Telephone (Monday to Friday, 9am-5pm,
service is available in 120 languages)
• Online (www.ontario.ca/healthcareconnect)

Ministry IT System
• Patient registration information is stored in a
database that automatically prioritizes patients
based on health score (real time)

Care Connector Case Management Tool
• Pulls information from Ministry system; various
case management functions (documentation,
status management, health care provider info
and preferences, distance tool)
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Care Connectors… Who are they?
•

Registered Nurses or Registered Practical Nurses

•

Two Care Connectors per Local Health Integration Network (LHIN), 28 in total

•

Work out of the LHIN’s Community Care Access Centre

•

Act as patient care navigators, helping find physicians and NPs for registered patients

•

Provincial Lead Care Connector
 Works as primary liaison between the Ministry and 28 Care Connectors
 Providers leadership for provider outreach, reporting, program administration and
enhancements
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Care Connector Role
• Access information on registered patients and connect them to a provider on a
priority basis
• Refer registrants to providers that are best suited to their needs

• Plan and implement physician and NP engagement strategies
• Promote the program to health care providers to encourage participation
• Establish and maintain external contacts / relationships to increase visibility of
the program

• Identify local trends and opportunities for overall improvement in the patient
experience
• Report on performance measures
• Serve as a program ambassador internally, within the CCAC and LHIN
• Updates and maintains a local primary care provider database
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Program Results to Date
• As of Oct. 28, more than
81,200 patients have
registered
• 7.3% are high needs
patients
• 53% referred to provider
(43,400)
• 76% of high needs
referred (4,524)

• 74% of referred patients
referred to provider within
10 km of home

•
•
•

Referral rates vary by LHIN (variation is not unexpected, different levels of physician supply and capacity)
67% of non-high needs patients (77% of high needs patients) are referred within 30 days
80% of non-high needs patients (88% of high needs patients) are referred within 60 days
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Challenges, Responses and Strategies
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Lessons Learned
Project Implementation
• Importance of project
management approach
• Highly complex politically and
ministry wide
• Stakeholder consultations (early
and often) especially OMA
• Change management and preconditioning

Project Operation
• Evaluation is good

• Actively seek feedback (honest and
open reflection on program
challenges and strategies for
improvement) and act on it
• Pt. self-assessment is good not
perfect
• IT can be a curse and a blessing
• The enemy of good…
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http://news.ontario.ca/opo/en/2010/10/one-million-more-ontarians-have-a-family-doctor.html
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Thank You - Questions?
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