
Welcome to QI Power Hour! 
Connect to audio using the following options: 
1. Call using computer (recommended) 

2. WebEx “Call Me” feature (toll free) 

3. Call in (Note: charges apply; In Canada, call:                           

1-416-915-6524 and enter Access Code and Attendee ID 

provided on screen) 

Please message the HQC WebEx Host using the chat 
function if you have questions about connecting to the 
audio portion of the webinar 



Connect to Audio using Computer  
OR 

Dial in: 1-416-915-6524 Code: 637 703 169 

Presenter
Presentation Notes

A special welcome to those of you joining us for QI Power Hour for the first time! This is Gary Teare, CEO at the Health Quality Council.

QI Power Hour is a free monthly WebEx offering, hosted by the Saskatchewan Health Quality Council, that provides opportunity for colleagues across health care, as well as other industries, to hear from local and national improvement experts on a variety of quality improvement-related topics.




Access QI Power Hour on 
your own schedule! 

https://hqc.sk.ca/news-events/qi-power-hour-webinars  
Connect to Audio using Computer  

OR 
Dial in: 1-416-915-6524 Code: 637 703 169 

Presenter
Presentation Notes
Just a reminder that following today’s session, a recording of the event will be posted to our HQC website, for you to share out with colleagues who were unable to join us in person today.  We also invite you to check out recordings and presentations of past sessions on-demand at the address listed on your screen.



https://hqc.sk.ca/news-events/qi-power-hour-webinars


Stay Connected! 

Connect to Audio using Computer  
OR 

Dial in: 1-416-915-6524 Code: 637 703 169 

Presenter
Presentation Notes
While you are on our Health Quality Council website, we also invite you to sign up for our Distribution List, to ensure you receive regular invites to all of our upcoming QI Power Hour Sessions.



Spread of QI Power Hour in SK 

Presenter
Presentation Notes
Over the last number of months, we’re delighted to see how QI Power Hour has continue to spread throughout our province, within our provincial healthcare system, as well as to those in other organizations in Saskatchewan who have an interest in Quality Improvement.




Spread of QI Power Hour 
Nationally and Internationally 

Presenter
Presentation Notes
We’ve also begun to see spread to other organizations within Canada, and even abroad! 

Again, welcome everyone to QI Power Hour!

I’ll now pass it over to Chelsea Schwartz, Provincial Improvement Consultant here at HQC, to cover a few of the interactive functions involved in today’s webinar.




WebEx Tools 

Annotation function: 
• Select the pen icon,   

 
 

• then the arrow icon 

Connect to Audio using Computer  
OR 

Dial in: 1-416-915-6524 Code: 637 703 169 

Presenter
Presentation Notes
Thanks Gary!


Hi Everyone, as Gary mentioned, I just want to remind folks of the different ways they can contribute to today’s session.  

The first feature I want to highlight is the the annotation function. You can access this function by clicking on the pen icon on the top left hand side of your screen, and then selecting the arrow icon.  



Presenter
Presentation Notes
Let’s test out this function by indicating on the map the location you’re joining us from today! 

Welcome people as they join.  

Thank people for starting to be interactive. 



WebEx Tools 

Chat function: 
• Share questions, 

comments and 
ideas 

• Send to All 
Participants 

Presenter
Presentation Notes
We encourage folks to share their questions and insights during today’s session by making use of the chat function.  

You’ll find the chat function on the right hand side of your screen.  You can access the chat function by clicking on the message bubble on the top, right-hand side of your screen. We encourage you to share your questions, comments and ideas throughout the presentation.  We will have some time dedicated to Q & A at the end of today’s presentation.  Please send your questions to all participants, so we can all join in the discussion.

If you are experiencing technical difficulties, please direct message the HQC Host, and they will be happy to help you resolve your issue.  

Let’s take a moment to practice this function by typing in the chat the name of the organization you’re joining us today from.  




Join the Conversation! 

#QIPowerHour 
@hqcsask 

Connect to Audio using Computer  
OR 

Dial in: 1-416-915-6524 Code: 637 703 169 

Presenter
Presentation Notes
And, finally, we also invite you to log into your Twitter account and tweet out during the session to share your learnings.  You can use the hashtag QIPowerHour and the handle hqcsask.  



Today’s session: 

 
High-need, high-cost patients in Saskatchewan: 

What we’re learning about their needs  
and health service use 

 
Meric Osman 

Connect to Audio using Computer  
OR 

Dial in: 1-416-915-6524 Code: 637 703 169 

Presenter
Presentation Notes

Deb: Thanks Chelsea. I’m delighted to welcome this morning Meric Osman

Meric has been part of HQC since 2012. He is currently part of the Rural Dementia Action Research Team (RaDAR) working in multiple projects investigating health care utilization, comparisons, and trajectories of people living with dementia. His responsibilities also include developing costing methodologies using Saskatchewan administrative databases.  Meric is also involved in other research projects with health system partners – including the Ministry of Health, the University of Saskatchewan, and clinicians – on topics including mental health and addictions, burden of illnesses, and treatment evaluation. Meric received a Bachelor of Arts degree in economics from Bilkent University, Turkey, and a Master of Arts degree in economics, with a specialization in health economics, from the University of Saskatchewan.



By the end of this session… 

… participants will: 
 
• understand how “high-cost patients” are identified 

from administrative databases; 
 

• recognize the characteristics of high-cost patients; and, 
 

• recognize health care patterns that may lead patients 
to accumulate high costs. 
 

Presenter
Presentation Notes
** Important: In any jurisdiction, the majority of residents are likely to use some health care resources. This can be through regular physician visits, annual check-ups, receiving prescription medications, going to emergency departments, having a surgery… etc. By receiving these and other types of services, virtually every resident accounts for some health care “cost” In other words, most of us are “cost users” of health care.
Focusing on patients with relatively high health care costs is an innovative way to understand the service use of as well as the health needs of this population. Previous research has shown that, current systems may not be delivering the care that these patients need. Vast amount of research has been done to understand the needs of these patients (both physical and social) to better serve this population. Specialized interventions not only provide better and more targeted care for them, but also carry big potential to reduce delivery costs. Given limited healthcare resources, such targeted approaches are very valuable.
--
The term “high cost users” is a technical term from the literature is used to describe a certain group of patients relative to a cost threshold. There is no judgement implied with the use of the term. 
As mentioned above, while majority of people account for some health care costs, “high cost users” refers to those individuals whose care costs are higher than a defined threshold. Similar terminology to define this cohort has been used in the literature.




Framework 

𝑉𝑉𝑉𝑉𝑉𝑉𝑉𝑉𝑉𝑉 =  
𝑄𝑄𝑉𝑉𝑉𝑉𝑉𝑉𝑄𝑄𝑄𝑄𝑄𝑄 + 𝑂𝑂𝑉𝑉𝑄𝑄𝑂𝑂𝑂𝑂𝑂𝑂𝑉𝑉𝑂𝑂

𝐶𝐶𝑂𝑂𝑂𝑂𝑄𝑄𝑂𝑂
 

 

Presenter
Presentation Notes
So why costs? We can look into costs of delivering health care services, we do it with hand-in-hand with the value of the care. 

If we look at a framework where the value of care as a function of quality, outcomes, and cost, then the question becomes how can we maximize the value of care with given limited resources. Thus, the arguments is the presentation around costs always ties back to the value of care and asks the question whether we can improve the value with the current costs, or we deliver the same value with reduced costs.



Agenda 

 Overview of high-cost patients and health care costs 
 

 Overview of administrative databases and how to identify high-cost 
patients 
 

 Characteristics of high-cost patients in SK (15/16) 
 

 Patterns of health care use 
 

 Relevant provincial initiatives 
 

 Conclusion 

Presenter
Presentation Notes

Term “high cost users” is used to define a cohort of patients relative to a cost threshold. As mentioned above, majority of people are “cost users” of healthcare, “high cost users” are cost users of healthcare system higher than a defined threshold. Similar terminology to define this cohort has been used in the literature.
 



Introduction 

• Health care costs are skewed, concentrated within a 
small number of patients (evidence from many 
jurisdictions) 
 

• High-cost patients are a heterogeneous group consisting 
of people from all age groups with complex needs   
(health and/or social) 
 

• Targeted interventions to provide better care to these 
individuals are implemented in many health care systems 
– Connecting to Care (Saskatoon & Regina, 2014 - ongoing) 



Introduction (Costs) 

$35 - 75 (per visit) $50 (per prescription) 

$800 - 1,600 
(per day) 

$370 (per visit) $230 (per day) 

Cost 
values/ranges 
are driven from 
budgets and 
volume 

Presenter
Presentation Notes
To give you a sense of the magnitude of costs for various health services, we have done a rough calculation of the average costs for the health care services in our analysis. 

Technical details (in case asked, these won’t be read out in the presentation)
Physician Cost based on October 2017 physician payment schedule) – 9B Consultation code

Average cost per prescription 2013/14 = Total Approved Prescription Cost/Total prescriptions è $537,965,286 / 12,259,870 =  44$
Inflation adjustment (to today) and rounding it is written as $50 in the slide. Some or all portion of this amount may be covered by the drug plan based on the eligibility of the beneficiary.

Hospital cost per day: based on Palliative patients at St.Pauls & Neuro patients at RUH: 1631.14
Calculations have been done as total cost/total LOS for patients in corresponding unit in respective hospital;
Neuro patients at RUH: 1631.14
Medical patients at RUH: 1310.3
Medical patients at SPH: 1009.5
Palliative patients in SPH: 822.9

ED cost per visit (15/16): Total ED expenditures/Total visits (Actual value is $372 but rounded as $370 in the slide)
Long term cost = Government portion of LTC budget/Total number of beds – per day cost of bed (around $200 



Introduction (Admin. Databases) 



Introduction (Admin. Databases) 

Linkable via 
encrypted “health card numbers”  

Health care interactions of SK residents are captured in multiple administrative 
databases; 
 
Physician 
Prescription Drug  
Emergency Department 
Hospital (Day Surgery & Inpatient) 
Long-Term Care  
& Others 
 



Method 
1.2M Residents 2015/16 

Costs (2015/16): 
Physician  
Prescription Drug 
Emergency Department 
Hospital 
Long-Term Care 

Total cost 

$$$$$ 

$$$$$ 

$$$$ 
$$$ 

$ 

$ 

$ 

$ 

Any threshold; 
Top 1, 5, 10…etc. 

Limitations (not available) 
Diagnostic Imaging 
Laboratory Data 
Home Care 

> $10,700 CAD 

Presenter
Presentation Notes
Top 1% > 63,126 CAD
Top 5% > 10,772 CAD
Top 10% > 4,788 CAD
Top 50% (median) > 360 CAD






A small group consumes a large proportion of health 
care resources 

90% 

21% 

5% 

12% 

5% 

66% 

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

% of population % of costs

2015/16 $1.2M $3.4B 

$1.1B 

$2.3B 

Presenter
Presentation Notes
Note that these figures only include costs that can be measured in the administrative datasets we have access to. Notably, diagnostic imaging and laboratory imaging costs are missing from this analysis as we do not currently have access to that data. Including that information may change some of the conclusions presented here and later in the presentation.

Evidence from literature:
In the US, various estimates show that 5% of the population accounts for 49-52% of total health expenditures and that this cost concentration has remained fairly stable over the past decades. 

In Canada, estimates suggest that 1% of the population accounted for 49% of combined hospital and home care costs, while 5% of the population accounted for 84% of these costs. Many studies suggest that the impact that high users have on the health care system appears to be fairly stable over time. 




Cost Distribution 

Hospital 
50% 

LTC 
30% 

ED 
1% 

Drug 
10% 

Physician 
9% 

Top 5% Rest of Population 

Hospital 
29% 

LTC 
0% 

ED 
5% 

Drug 
31% 

Physician 
35% 

Average Costs 

(n=59,349) (n=1.14M) 

$ 38,000 $ 1,000 

Presenter
Presentation Notes
The main point here is that the distribution of costs between these two groups is very different, suggesting that needs between these two groups are very different as well.



Characteristics of High-Cost 
Patients 

Age Distribution 
(SK) 

Income Quintiles 
(SK) 

Literature: 
 
 Older 
 Lower household income 
 Have multiple chronic conditions 
 Report poorer self-perceived 

general and mental health 

Age (avg.) 61.3  36.8 
Male  45% 50% 

Charlson Index (1 year) 

Top 5% 1.54 (2.2) 

RoP 0.12 (0.5) 

Presenter
Presentation Notes
Other characteristics;
Tend to be overweight/obese 
Former smokers
Physically inactive

Charlson comorbidity index is originally developed to measure the impact of selected 19 conditions on mortality risk. Each condition has a different weight based on their impact on the (adjusted) mortality risk. These weights are, then, summed for each person to find a single Index score. We have used individuals’ hospital and physician interactions during 2015/16 fiscal year to calculate the Index score. If someone’s has a score of 0, this means s/he does not have any of the conditions included in the Index.
Majority of the conditions involved in the Index are chronic conditions. Even if it is not the best measure to capture burden of chronic conditions, it is used as a proxy in the literature.



Emerging Patterns 

Age ≤ 1 

Serious perinatal conditions, extreme low birth weights…etc. 

Major acute events such as stroke, accidents, coma…etc. 

Major cancers such as leukemia, ovarian, brain, lung…etc. 

Presenter
Presentation Notes
The common theme for patterns we see on this slide is that there are major acute events that can happen where an individual will need intensive services for a period of time. These can result in high costs – these are entirely appropriate and what we would expect to see. These are examples of our acute care (hospital) systems working as they are intended to. While there are always opportunities to improve processes – these individuals appear to be getting the care they need in the setting that is most appropriate.



Emerging Patterns (Cont.) 
or 

Potentially avoidable adverse hospital events such as sepsis or patient harm 

Insufficient management of chronic conditions, mental health, and addiction issues 

Alternate level of care days in hospitals due to waiting placement or insufficient resources in 
communities  

Canadian Institute for Health Information (CIHI): When a patient is occupying a 
bed in a facility and does not require the intensity of resources/services provided 
in that care setting 

(Using 2013/14 data) 

Presenter
Presentation Notes

These patterns start to look a little different – for these individuals, we are starting to see potential for unmet needs – high costs and frequent health service use here seems to show patients with complex needs who may not be getting the care they need in the most appropriate setting. There is opportunity here to improve how or where services are provided to better meet patients’ needs, resulting in better outcomes and reduced costs.


Technical notes if needed:
LTC:
Hospitalizations of LTC residents were “urgent” 83% of the time.

12.5 K per urgent hospitalizations (20M/1,600)
If 30 – 55% avoidable: 480 – 880 might be avoidable
Potential savings of: 6 – 11M

Identifying potentially avoidable hospital admissions from Canadian long-term care facilities.
Walker JD1, Teare GF, Hogan DB, Lewis S, Maxwell CJ.




Emerging Patterns (Cont.) 

LTC residents and potentially avoidable ED and hospital visits 

Palliative care 



Emerging Patterns (Cont.) 

Potentially low value/unnecessary care 

From research literature 
  
Guilcher et al. (2016) 

Presenter
Presentation Notes
Guilcher et al. (2016); They have analyzed 2010/11 Top 5% high cost users (living in community). In addition to total costs, they have created patient episodes of care to better identify reasons of health care contact for these patients.
Most common clinical groupings starting an episode were;

Acute Planned Surgical (35.2%) – 16.0% of costs (MCPE $3,865)
Acute Unplanned Medical (21.0%) – 21.1% of costs (MCPE $9,505)
Post Admission Events (10.8%) – 23.1% of costs (MCPE $20,678)
Note: Even if lower % of episodes are related to “Trauma, Accidents, Injuries and Poisoning” and “Mental Illness and Addictions” they have accounted for 10.1% and 10.8% of costs respectively.

Other interesting finding is that majority of this cohort was low connected to a physician (almost 80% had a UPC index score < 0.75)



Reasons for Health 
Care Utilization 

Top 5% (N=59,349) CIHI Grouper 

1. Analyzes individuals’ previous health care utilizations (2014/15 – 2015/16) 
2. Then, assigns each individual to a health profile group (mutually exclusive); 

• Based on the main condition driving their health care needs  

Presenter
Presentation Notes
Color coded some of the health profile groups as they contribute significantly to system priorities such as ED Wait Times & Patient Flow (through ALC) (green) and Mental Health and Addictions (green+blue).

The economic burden of mental illness in Canada is estimated at a staggering $51 billion per year

Individual disease lists under CIHI Groupings are not comprehensive, only showing the most expensive groups.

In addition to each disease, individuals might have other accompanying conditions which significantly contribute to the cost.



Reasons for Health 
Care Utilization 

Top 5% (N=59,349) 

Major Chronic 
N=12,923 

$565M 

Major Acute 
N=11,482 

$466M 

Major Mental 
Health 

N=7,365 
$414M 

Moderate 
Chronic 

N=10,801 
$264M 

Palliative 
N=3,173 
$167M 

Moderate 
Acute 

N=3,906 
$92M 

Major Cancer 
N=2,877 

$90M 

CIHI Grouper 

Musculoskeleta
l infections  

 
Respiratory 

failures 
 

GI/Peritonitis 
 

Sepsis 

Leukemia/Lym
phoma 

 
Ovarian 

 
Oral/Ear/Nose/

Throat  
 

Lung 
 

Skin Ulcer 
 

Diabetes w/ 
CKF 

 
AMI w/HF 

 
Heart Failure 

 

Delusional 
disorders (incl. 
Schizophrenia) 

 
Mental Dis. 
from brain 

injury 
 

Eating 
disorders 

 
Dementia 

Cerebrovascu
lar Dis. (excl. 

stroke) 
 

Peptic ulcer 
 

Seizure 
 

Metabolism 
disorders 

 

Palliative 
state (acute) 

 

Urinary 
Incontinence 
w/comorb. 

 
HIV 

w/comorb. 
 

Rheumatoid/
Osteoarthritis 

 
CAD 

 

ALC 

Mental Health 

Presenter
Presentation Notes
Color coded some of the health profile groups as they contribute significantly to system priorities such as ED Wait Times & Patient Flow (through ALC) (green) and Mental Health and Addictions (green+blue).

The economic burden of mental illness in Canada is estimated at a staggering $51 billion per year

Individual disease lists under CIHI Groupings are not comprehensive, only showing the most expensive groups.

In addition to each disease, individuals might have other accompanying conditions which significantly contribute to the cost.



Reasons for Health 
Care Utilization 

Top 5% (N=59,349) 

Major Chronic 
N=12,923 

$565M 

Major Acute 
N=11,482 

$466M 

Major Mental 
Health 

N=7,365 
$414M 

Moderate 
Chronic 

N=10,801 
$264M 

Palliative 
N=3,173 
$167M 

Moderate 
Acute 

N=3,906 
$92M 

Major Cancer 
N=2,877 

$90M 

CIHI Grouper ALC 

Mental Health 

Age 
µ (sd) 

67.8 
(21.2) 

62.4 
(21.4) 

69.7 
(24.6) 

58.6 
(18.9) 

74.5 
(15.3) 

53.4 
(22.7) 

65.2 
(16.4) 

Hosp. 
(Mean) 1.7 1.8 0.9 0.8 2.4 1.2 1.7 

LOS (mean, days) 

Total 20.2 17.8 26.7 5.7 33.7 6.5 13.9 

Acute 18.1 16.5 22.0 5.5 30.2 6.2 13.2 

ALC 2.1 1.3 4.7 0.2 3.4 0.3 0.7 

Cost (mean) 

$44,000 $41,000 $56,000 $23,000 $53,000 $24,000 $31,000 

Presenter
Presentation Notes
Color coded some of the health profile groups as they contribute significantly to system priorities such as ED Wait Times & Patient Flow (through ALC) (green) and Mental Health and Addictions (green+blue).

The economic burden of mental illness in Canada is estimated at a staggering $51 billion per year

Individual disease lists under CIHI Groupings are not comprehensive, only showing the most expensive groups.

In addition to each disease, individuals might have other accompanying conditions which significantly contribute to the cost.



Emerging Patterns - Over Time 

High-cost threshold 
Top 5 or 10% 

Year 1 Year 2 Year 3 Year 4 

To
p 

5%
 (2

00
9/

10
) 

Top 5% Top 10% Top 10% Top 10% 

29% 

30% 

41% 

 N= 34,181 

 n= 9,871 

 n= 14,117 

 n= 10,193 

Chronic 
Conditions 

Acute 
Conditions 

Mental Health 
Conditions 

Age µ (s.d)  58.9 (22.9) 

Presenter
Presentation Notes
CIHI Grouper for patients who has been in the high cost category 4 consecutive years;

Female 56%

Acute (Major & Moderate & Minor) – AMI, Cardiac Valve Disease, Cerebral Palsy || Diabetes with complications, Adrenal/Electrolyte/Metabolism Dis.
Chronic conditions (Major & Moderate) – Heart failure, Chronic vascular disease, skin ulcers, || CAD/Arrhythmia, COPD w-wo pneumonia, cataract, chronic blood dis(anemia)
Mental Health (Major & Other) – Dementia, Schz., Eating disorders, depression, alcohol abuse w-wo complications
Palliative care was relatively lower (<1%) 



Emerging Patterns - Over Time 

High-cost threshold 
Top 5 or 10% 

Year 1 Year 2 Year 3 Year 4 

Top 5% Top 10% Top 10% Top 10% 

and 

and and and 

and/
or 

or 

29% 

30% 

41% 

 N= 34,181 

 n= 9,871 

 n= 14,117 

 n= 10,193 

Chronic 
Conditions 

Acute 
Conditions 

Mental Health 
Conditions 

Age µ (s.d)  58.9 (22.9) 

To
p 

5%
 (2

00
9/

10
) 

Presenter
Presentation Notes
CIHI Grouper for patients who has been in the high cost category 4 consecutive years;

Female 56%

Acute (Major & Moderate & Minor) – AMI, Cardiac Valve Disease, Cerebral Palsy || Diabetes with complications, Adrenal/Electrolyte/Metabolism Dis.
Chronic conditions (Major & Moderate) – Heart failure, Chronic vascular disease, skin ulcers, || CAD/Arrhythmia, COPD w-wo pneumonia, cataract, chronic blood dis(anemia)
Mental Health (Major & Other) – Dementia, Schz., Eating disorders, depression, alcohol abuse w-wo complications
Palliative care was relatively lower (<1%) 



Summary 

• High-cost patients consume a higher proportion of 
health care dollars 

• While some of the associated costs may be 
appropriate (unavoidable), some may be avoidable 
through better care 
– High costs can be an indication of poor quality (i.e. 

unnecessary care) 
– Care might be appropriate but the location of care might 

not 
– Community based care (lower cost, higher quality) 

 

Presenter
Presentation Notes
Patients are not getting the care they need



Relevant Provincial Initiatives 

• Connecting to Care (HotSpotting) 
– Focusing on “case management” for patients with 

chronic conditions and/or mental health and 
addictions 

 

From: saskatchewan.ca 

Presenter
Presentation Notes
These provincial initiatives are designed to provide higher quality, effective, timely, and patient-centered care for SK residents. 

It is very important to mention that these initiatives are designed to improve “value of care” by providing higher quality services. If we define value of care as “quality of care/cost of care”, they are aiming to improve the numerator, not specifically decrease the denominator as they their focus is not cost reduction.
However, it is shown that better care delivery may lead to cost reductions as well. If there are any real cost savings generated through these provincial initiatives, they would be attributable to more efficient care delivery.


INITIATIVES:
ED Wait Times & Patient Flow:
The main goal of the initiative is: to shift the delivery of care from institutions to the community and improve patient flow in the hospital by moving patients who can be managed in the community out of the hospital and emergency departments.





Relevant Provincial Initiatives 
(Cont.) 

• Emergency Department Wait Times and 
Patient Flow 
 

 

From: hqc.sk.ca 

Presenter
Presentation Notes
ED waits and patient flow has evolved into the Connected Care strategy, which has 3 main components:


Better hospital care (connected teams in hospital)
Better transitions between acute and community care (High Quality Care Transitions)
Better community care (connected teams in community)




Relevant Provincial Initiatives 
(Cont.) 

• Appropriateness of Care 
– Implementation of CT Lumber Spine Checklist 
– Development of pre-operative testing guidelines 
 

 
 
 

From: saskatchewan.ca 

Presenter
Presentation Notes
Focusing on under, over, and misuse of some services. As well as understanding the variations in care and implementation of clinical guidelines.







Relevant Provincial Initiatives 
(Cont.) 

• Seniors’ Care 
– Community based initiatives such as: Senior House 

Calls; Home First; and, Paramedicine community assist 
programs 

• Mental Health and Addictions 
– Implementation of Mental Health and Addictions 

Action Plan 
– Utilize a stepped care framework to ensure mental 

health and addictions services are based on assessed 
needs 

 

Presenter
Presentation Notes
Seniors: Appropriate and coordinated community based initiatives




Conclusion 

• One size does not fit all 
– There are different reasons why patients may pass 

a certain cost threshold 
– Interventions must be designed based on a 

thorough understanding of the targeted 
population’s specific needs 

 
𝑉𝑉𝑉𝑉𝑉𝑉𝑉𝑉𝑉𝑉 =  

𝑄𝑄𝑉𝑉𝑉𝑉𝑉𝑉𝑄𝑄𝑄𝑄𝑄𝑄 + 𝑂𝑂𝑉𝑉𝑄𝑄𝑂𝑂𝑂𝑂𝑂𝑂𝑉𝑉𝑂𝑂
𝐶𝐶𝑂𝑂𝑂𝑂𝑄𝑄𝑂𝑂

 

 

Location & type of services 
 
Under/over testing  



Conclusion (Cont.) 

• Databases and further analyses identifying 
high-cost utilization could be used to better 
inform: 
– decision making; 
– when, where, and how to intervene; 
– QI programs; and, 
– health care policy. 



Up Next… 

Thinking upstream: 
Improving health and 

wellness through 
intersectoral quality 

improvement   
 

Friday, March 16, 2018 
9:30-10:30 am CST 

 
To register: hqc.sk.ca/news-

events/qi-power-hour-webinars 

Presenter
Presentation Notes
We hope you will join us next month for QI Power Hour! We will be back on March 16 with Brandon Bennett, Principal Advisor with Improvement Science Consulting.  Brandon will be speaking about his work in leading intersectoral collaboration and quality improvement initiatives.  He will highlight some of the innovative practices he has been part of that  seek to improve health and wellbeing by bringing together stakeholders from: health care, education, judicial and the social welfare systems.  


We welcome you to provide your feedback on today’s session by completing the survey that will launch when you close out of WebEx.  We appreciate your feedback, and look forward to connecting again next month! 

Thanks Everyone!
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