Pathways for Health Equity

A PRESENTATION FOR COMMUNITY PARTNERS




Aims of this Presentation

*To share information about:

* The Pathways for Health Equity Program
(“Pathways”)

* Start the conversation:
* Discuss community benefits of participation
* Address any initial concerns and questions

* Outline next steps if interest is expressed in
partnering in the Pathways program




Why is
research in
diabetes
among
Indigenous
communities

important?

The Facts:

* There are many more people with diabetes
in First Nations compared to the rest of
Canada

* First Nations people get diabetes at a
younger age

* Indigenous women experience higher rates
of Type 2 Diabetes and Gestational Diabetes

* Studies have reported higher rates of
diabetes complications (amputation,
blindness, kidney disease) in First Nations
people

* Death due to Type 2 Diabetes is higher for
First Nations peoples compared to the
general population



Pathways for
Health

Equity

Goals& Objectives

A community-driven, communitypaced and
culturally-relevantprogram aimed at
strengthening the effectiveness and scalability
of a promising Quality ImprovementQl)
program that fosters community-initiated
innovations to improve diabetes care

Before starting - get advice for changes to the
current Ql program

Ql program will be adapted

Communities will start the adapted Ql
program

During the program - track the challenges and
changes as they proceed

Funding: Canadian Institutes of Health Research ~ CIHR 1%



In-depth Community-level
Activities (~4 Indigenous Communities)

) [ * Sign Community Research Agreements )
» Select Community Key Contact, Community Facilitator, and
Preparatory Activities Community Data Coordinator
» IRT discussion and meeting (October-28, 2017)
J |- Identification of Team members )
Training

m - —

Ql Action Periods (PDSA)




Ql Approach




Ql Approach: The Model of
Improvement

* A set of steps for implementing
Ql changes

Model for Improvement

Testing

 Allows Ql teams to learn quickly Changes
what works and what doesn’t
work and why, all on a small

scale
* PDSA Cycle
* Encourages Ql teams to build on = Han
. .. -D
their Ql efforts in incremental s::,dy

and successive ways — Act




Ql Approach in Pathways

Although all improvement involves change, not all changes are
improvement

Community
Engagement

Teams
complete
questionnaires

Action Period



Ql Activities and Tools

* Questionnaires, completed by Ql Team Members, assess how
ReadineSS ready the community is to address to chronic disease care

Consultations

e Used to identify existing community chronic disease resources
and programs, to begin discussions among QI Team members
and to guide the development of Ql plans

Diabetes RegiStr e The aim of the system is to track diabetes patients and monitor
and Surveillance clinical information

e Information can be used to inform the development,
System implementation and evaluation of QI actions plan

e Test ideas of change on a small scale to see if they result in
improvement

e Allows you to plan a change, try it, assess if it worked, and act
on what you learned

PDSA Cycles




Example PDSA: Foot Exam
Protocol

Act: Delegate work across the Plan:Best practice says

team to save physician time : that if the patient’s shoes

and retest. | and socks are off when
the physician enters the
room, a foot exam will be
completed 100% of the
time.

Study:After a single day of

testing with a handful of

patients it is clear that the

physician does not have

enough time to remove shoes

Do:The team begins
with ideas to prompt the
physician to remember

and socks, conduct the exam to do the exam.
and then record the exam
results.




Multiple Cycles to Implement

a
AR
Foot Exam Protocol cp

Foot exam protocol in place
within one month of initial test

Cycle 5implement process for
all patients as a clinic protocol

Cycle 4Put foot care stamp in EMR or flag paper chart
to prompt RPN. Test. All patients received foot exam

Cycle 3RPN rooming patient removes shoes and socks.
Test w/ 5 patients next day. 4 of 5 feet examined.
RPN forgot to remove shoes with one patient

Cycle 2: Post sign to prompt patients to remove shoes and socks.
Test with 5 patients next day. Most patients did not understand.

Cycle 1Monofilament placed on exam table to prompt provider.
Test with 5 patients on one day. No exams done. Provider ran out of time.

Improve percentage of patients with a foot
exam (target: once every 12 months for

Can implementing a foot exam protocol
patients with diabetes)?




Pathways Implementation
Research Team (IRT)

Multi-disciplinary

Crossjurisdictional

First Nations Community Representatives
(Ql Team, Elders, CF, CDC, CRA, Key Contact)

Indigenous and Non-Indigenous Healthcare Providers
Scientists & Researchers
Experts in Ql
Indigenous and Non-Indigenous Organizations (NADA, CDA, Heart & Stroke)

Policy Decision-Makers



Community Partners

CommunityPartners- a diverse group of
Indigenous communities reflecting wide
variation in contextual factors: healthcare
delivery and funding models; population
size; remoteness; governance structures;
access to primary, secondary and tertiary

care. partner with at least

PathwaysPartnershipswill be based on...

* Sincere, honest, open and authentic
communication Communities

* Information and Knowledge
sharing/exchange

Pathways is seeking to

4 diverse Indigenous

* Respect for local knowledge, priorities
and policies

*  Community-driven and participatory
processes



Principles of Pathways
Partnerships

OCAP®Ownership, Control, Access and Possession

*  Community will hold joint decision-making power in planning

Community will assert ownership over all aspects of data collected,
manage and make decisions regarding access to their data

*  Community will share control over the data and its current and
future use

*  Community and FORGE AHEAD will have possession of data
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Ql Program Overview

PATHWAYS PATHWAYS | PATHWAYS
ANNUAL ANNUAL ANNUAL

GATHERING (Sept 25-27, 2017) GATHERING GATHERING

PRE Outcome
Data Collection
. .
v

18 MONTHS DOCUMENT ADAPTATION POST Outco
INTERIM DATA COLLECTION Data Collectiol

o

o
°

Research Activities

IRT Meeting

Oct 26 & 27,2017 IRT Meeting IRT Meeting

Community Conversatiorf§

Enhance &
Adapt PQIS

Workshop 1
Workshop 2
Workshop 3

Action Period 1 Action Period 2 Action Period 3

|-
4 g < P>
Adoption & Implementation Phase Sustainability
Training Phase (QI WORK; FNDSS; READINESS) Phase

QI Activities

Knowledge Translation & Exchange




Timeline: 18 month QI Strategy

PATHWAYS TO HEALTH EQUITY QUALITY IMPROVEMENT STATEGY - TIMELINE

April May

June

+
July |Aug

Sept|Oct |Now

Dec

Jan

Feb

Marc

Year 2- 2018

April May

June

July

Aug

Sept

Oct

Now

Dec

Jan

Year3- 2019

Feb iMard

April

Community Recruitment
Engagement with community partners
Revise and finalize CRA (including Financial Agreements)
Sign CRAs
IRT Meeting
PATHWAYS QUALITY IMPROVEMENT STRATEGY (PQIS) ACTIVITIES
Adoption Phase
Key contact orientation
Regional orientation
Training Phase
Community Partners
Community Facilitator trained
Community Data Coordinator trained
Regional Partners
Regional training - FNIHB Atlantic Region
Implementation Phase
Ql team identified/oriented
Workshop 1- 2 day face to face meeting (January 2018)
FNDSS
Action Period 1/Ql Coach Support
Boot Camp
Workshop 2 - teleconference (May 2018)
Action Period 2/Ql Coach Support
Workshop 3 - teleconference (September 2019)
Action Period 3/Ql Coach Support
Sustainability Phase
Local knowledge translation
Sustainability Discussions

v

Oct 26/27




Commitments of a Community
Partner

Communities will sign: a Community Research Agreemigmtludes
financial details)

COMMUNITY ROLESelect and Train

* Key Contact

* Community Facilitator, Community Data Coordinator, Ql Teams members, later
Community Research Assistant (Yr 2-3)

e Community Advisor Board

WORKSHOPS

* 3 workshops: 2 days face-to-face and video/teleconferences (workshop 2 & 3)

QI ACTIVITIES

* Community selects the Ql tools and Program activities they wish to participate in

WRARUP ACTIVITIES

* Local knowledge sharing




Commitments of a Community
Partner

* Commitment to make a sincere and honest effort to provide
input/feedback and participate to advance health outcomes in the
Community and to advance the Program

* Inform Program team of key policies, concerns, and relevant
community & Indigenous protocols

* Program governance structure will include community representative
at all levels and will be centred around our community partner voices

* Commitment to engage in knowledge translation activities, promote
community engagement and participate in sustainability discussions

* ALL Program activities, materials and tools will be decided jointly by
community partners, academic researchers and the Program team ->
ONE TEAM



Potential Benefits for

Community Partners

Informational Educational Health Capacity

e Potential to

e Picture of
your
community’s
resources,
priorities,
strengths and
challenges as
relates to
diabetes care

e New
information
generated

e Raise
community
awareness of
diabetes

e Enhanced
knowledge of
the impact of
Ql initiatives
in improving
health
benefits

e Potential for
reorganization
of health care
delivery for
improved
prevention
and
management
of chronic
diseases

® |ncrease
capacity to
deliver
optimal care

e Collaborative
relationships
with Program
team and
other
partnering
communities

influence
how funding
agencies &
government
address
diabetes in
Indigenous
communities
Specific
financial
benefits are
outlined in
the CRAs



Vision for Scale-up

O scamP

in diverse

@ Sustainability  Indigenous settings
within a & regions across

community Canada &
internationally

e QI Strategy
within a
community



Next Steps

1. Discussions with

community leadership Important Date:

2. Signing a Community October 26(27: 2017
Research Agreement and - |RT Meet|r.1g
Financial Agreement By this meeting...

3. ldentify Community * CRAs S|gn.ed
Facilitator and Community * Community Key Contact
Data Coordinator selected

4. Attend IRT Meeting in * Community Facilitator
October selected



