	INTEGRATED HEALTH SYSTEMS – ENGLAND CASE STUDY

COMPARATIVE ANALYSIS WITH ONTARIO

Source: The Change Foundation’s Integrated Health Care in England: Lessons for Ontario,  May 2009

▲ Key Effort, Well Developed    ► Under Development, Effort Area    ▼ Requires Significant Development 


	ELEMENTS:
	ENGLAND
	ONTARIO

	1.  Patient Perspective:

	Patient Focused 
	▲- NHS branding
	▼- Systems designed for provider, organization needs 

     - Priority for individual organizations, not system wide

	Patient Choice
	►- Post provider performance 

     - Official policy but limited impact
	▼- Limited public reporting of provider performance

     - Choice not promoted

	Health, Social Care Continuity
Population Health Focus
	►- Challenged by historical separation
     - PCT mandate for population health
	►- Challenged by historical separation between sectors
- Some efforts to integrate health, social



	2.  Provision of Care:

	Multidisciplinary Teams
	▲- Broadening of provider teams  

     - Challenged by uneasy relationship between primary, specialist care
	►- Health Professional Advisory Committees in each LHIN
     - Limited Government funding for practice teams (i.e., limited number of patients served through FHTs, CHCs) 

	Standardized Care
	▲- NICE CPGs, NSFs, GPwSI, PwSI 
	▼- Emerging, but limited, strategies; no NICE equivalent
 

	Broadened Scope of Practice
	▲- For nurses, pharmacists, etc.
	▼- Limited efforts but significant opposition from OMA (e.g., pharmacist prescribing, Nurse Practitioners)

	Practice Networks, Care Pathways
	►- Increasing use
	► Isolated examples (e.g., cancer care)


	3.  Governance Structure & Authority:

	Clear accountabilities
	▲- Decentralized decision-making

     - Earned autonomy
	►- MOHLTC/steward; LHIN/plan, fund, integrate 

     - Areas of uncertainty re extent of LHIN autonomy 

     - Continuation of provider boards (hospital, community) may result in a focus on organizational interests rather than system-wide transformation 

	Geographic rostering
	▲- PCTs commission for local populations

     - Boundaries consistent with local authorities 
	►- LHINs responsible for local populations
     - Ideal density is a challenge given geography
     - Limited rostering in primary care (e.g., 53 CHCs, 150 FHTs) but FHTs are not accountable to LHINs
 

	 Public participation in decisions
	▲- NHS FT public Governors

     - PCT statutory requirements (LINks)

     - Financial resources to support
	►- LHINs, Providers have statutory requirement to consult community
     - Some uncertainty on requirements; lack of financial support (i.e., funded from overall LHIN budget)

     - Isolated examples of effective engagement

	Purchase / Provider split
	►- With exceptions (but PCTs must externalize service provision by 2009) 
	►- LHINs commission services but not all services
     - LHINs can not directly provide services – no conflict

	4.  Funding Mechanisms & Incentives:

	Equitable population based funding
	▲- Complex formula (pop, needs, COL)
    - Decade long significant investments

     - Emerging ‘post code lottery’ concerns
	►- LHIN allocation to providers primarily based on historical allocations, service volumes, operating plans
     - Efforts to introduce population needs based funding e.g., hospital growth fund ($30m) is using HBAM 

     - Province wide strategic funding initiatives (e.g., Wait times, Aging at Home, End of Life, ED Wait times)

	Comprehensive funding
	▲- Health promotion, primary, specialist in-patient/out-patient, tertiary
	▼- LHINs do not have authority over key components of health system – e.g., GPs, FHTs, public health 

	Funding allocation authority
	▲- Significant discretion over allocation 

     - Legal requirement to balance budgets
	►- LHINs, Providers legally required to balance budget (but many hospitals running, anticipating deficits)
     - LHINs instruct Ministry’s Financial Management Br to make, adjust payments
     - LHIN ‘discretionary’ funding is limited

	Alignment of financial incentives
	►- Increasing use of bonus payments

     - Can practice in both public & private (distorts incentives)
	▼- Predominantly fee for service physician funding model; some movement to capitation, program funding

     - New incentives for primary care (new OMA Agreement)

      - Examples of negotiated contracts resulting in unintended utilization patterns

	Incentives for multidisciplinary care, best practice
	►- Some unintended consequences

     - Introduction of CQUIN, 

     - GP contract PbR system
	▼- Limited alignment of financial incentives to support inter-professional care
     - Separation of primary, secondary, tertiary payment systems 

	Commissioning competence
	► - PCT commissioning – weak link

     - World Class Commissioning program

     - Commissioning authority to GPs (PBC 
 )
	▼- Little experience, lack of skills re commissioning
     - Limited data, limited capacity for analysis

     - Timing, volume of SAAs points to template model

     - No PBC equivalent 

	5.  Performance Management:

	Performance Framework (indicators, targets, standards)
	▲- National targets monitored by regulatory bodies or PCTs / SHAs

     - Peer benchmarking 

     - Efforts to improve national targets, & shift attention to local target setting
	▼- LHINs signed AAs with MOHLTC including performance goals, objectives, indicators (10 related to access, quality, integration, sustainability) & targets; requires development
    - LHINs must enter into AAs with all Providers; expected to include service standards, indicators, targets

	Regulatory Framework
	▲- Healthcare / Care Quality Commission, Monitor (NHS FTs), Audit Commission 
	▼- Health Professions Regulatory Advisory Council 
    -  further development, sophistication required

	Quality Improvement Strategy
	▲- Establishment of Institute for Innovation & Improvement, expansion of NICE, etc.
	▼- Establishment of Centre for Healthcare Quality Improvement; but history of limited quality oversight 

	Public Reporting Systems
	►- Efforts to improve public reporting on provider performance
	▼- OHQC has a mandate to report to the public; is populating its high performing system framework; but history of limited public reporting

	6.  Information Management:

	Electronic Health Record / Electronic Medical Record / Electronic Care Record
	▲- Significant investment in NPfIT, with significant cost overruns
    - Roll-out underway (full, summary record)
	► - Slow uptake 
      - Re-structured e-Health Agency (combining SSHA, e-Health Strategy)

	Integrated information, communication systems
	►- Multiple components (prescriptions, booking, imaging, secondary data use, etc.
	►- Faxes remain the most popular communication tool 

     - Innovative IT initiatives at organizational level, & targeted IT at provincial level (e.g., Diabetes Registry)
     - Little emphasis has been put on interoperability

     - Not clear whether other disorder specific registries will be created (i.e., stand alone registries are not integrated from the patient or provider perspective)

	Clinical Engagement
	►- Some components have successfully engaged clinicians, other pieces have not
	►- Some efforts to engage clinicians (e.g., Diabetes e-Health working group)


� Coding of the relative effort / state of development for the various elements is subjective, based on what is known from peer-reviewed and grey literature.   


� HBAM is Health Based Allocation Methodology which considers population growth, health status and patient flow.


� Practice Based Commissioning.





