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Review policy implementation (PI) 
Stage at which policy decision are translated into action 
Policy instruments – tools to implement policy decision to achieve the policy goal 
Information and persuasion – edu for public 
Regulation – putting a law in place 
Public provision – when gov actually provides service
Markets or market like incentives – tax refund for kids sports 
PI approaches 
Top down – PI comes from gov
Bottom up – grass roots process that involves people affected 
Principal agent theory – someone higher in gov gives it to lower level gov agent. There can be disconnect btw principal intention and agent interpretation 
New performance management – focus on economics. 
Ie in HC, gov implement legislation that requires CEOs of LHIN to meet targets or else they don’t get their bonuses 
Advocacy coalition framework –formal networks of policy interest groups come together and influence PI through their networks 
Multiple factors shape/influence policy implementation 
Type of policy instruments, resources, context 
Context – is environment ready for change. 

Primary HC in Canada – based on reading aka actually read it. 
[bookmark: _GoBack]Objectives – read them all 
Alma ata declaration 
Relates to primary HC, which is the foundation of gov commitment to reforming HC in Canada and the world. 
 know def on slide. 
Basically a road map for all countries (developed and developing) to strengthen prmary HC as the foundation of their entire HC. 
Canada has made efforts to continue this reformation 
5 principles of primary HC 
accessibility – all services are universally accessible (regardless of ability to play, location pop) 
tech – evidence based and appropriate use of tech (ie equipment, pharmaceutical agents, electronic health record) 
3. – full participation of te public (ie involvement in health policy) 
4. – shift from illness-focused care to funding care that is promoting health and preventing disease 
5. – linkages btw health and SDOH (ie. Health and other sectors such as education, housing. 
HC connects with all diff sectors that SDOH are connected. Not just ministry of health, but other sectors. Like spill over? 
Primary care vs. primary HC 
They're related but different. 
Alma ata is PHC – a broad philosophy and idealization of HC 
Primary care – is what we generally seek for episodic illness. Mainly prevention and treatment of illness. Focused on individuals and family, not exactly community; therefore not considered to be at PHC level, but is apart of it. 
Connects health and social, organized to meet the needs of pop. 
Citizen engagement 
Primary care is a component of PHC (umbrella term) 
Primary care 
Type of care where you see your GP – we created it in the 1950s and 60s. 
When medicare was brought in drs were pissed because they thought theyd loose their independence. So they set it up that they're not an employee, but they bill the government instead of the patient. 
This has shaped are PC and PHC until now, and how we interacted with are PHC providers. 
Traditionally 
GP – gatekeepers for specialist care. Set up by prov gov bc it ensures that people who do see a specialist have a good reason. Dr gets to decide not patient. Supposed to be cost saving and ration services. 
Health policy usually focuses on PC, were trying to shift 
Canadas Experience of PC  PHC 
9% of cans that don’t have access to regular PC provider 
59% of GPs concerned with ability to provide quality of care 
context : feds cut back transfer $ in 90s, so prov cut back services and caused this 
over a decade of the same problem
PHC reform (but really primary care form – gatekeeper interaction)
Bc both citizens and Drs are concerned with care, discussions of reform comes up 
In Canada, were slow to reform in the early 2000s. 
2000 – PHC transition fund split up btw prov and territories to try to innovate and create new models for PC/PHC. 
Bigger provs get more obvi. 
$$ is supposed to help prov gov to implement piolet projects, new ways of delivering PC to pop to improve access and quality to achieve the alta ama objectives. 
2003 – preimers of Canada sit with PM and make a commitment to reform care
2004 – commitagain. The feds agree to increase $$ (market instrument of fed gov to get policy objective achieved. 
Common goals of PHC reform 
Comes from early 2000s where everyone is gunghoe. 
Finding ways to connect HC systems – not just family dr, hospitals, public health all separate. 
More HC teams 
GP shouldn’t be responsible for everything. If you have probs with your drugs see a pharmacist, not your GP. 
Better use of technology. 

Implementation of reforms 
Early 2000s, but we have a prob with how drs are brought into HC system starting from 1960s. 
Trying to fix using bottom-up approach with drs by involving them in the reforms 
Expanding scope of practice 
Nurses, nurse practitioners etc can all do more. First they must get they edu though. 
Renegotiation of paying physicians 
Still primarily FFS. 

Major reforms that have occurred:
Inter-professional PHC teams 
Rather than only being able to go to dr, there are other providers working in PHC. 
Goal: to expand access, so there is a team that can be available 24/7. And someone there should be able to do whatever you need. 
In Ontario, we have increase in community health centers and family health teams 
A slow incremental change
Changing Models 
Group practices 24/7 care. Not across the board but were trying 
Shift away from drs getting paid FFS 
To salary or blended model 
Capitation  physicians are paid to keep you health 
Focus on chronic disease prevention and HP. 
PHC is increasing HP, which is what were trying to get. 
Performance bonuses – if drs do the right thing, they get a bonus. 
In ON we have several models of PHC 
Most popular is family health teams 
FHG, FHN, FHO : usually still physician based, but trying to find other ways to get 24h care. 
Community health centers – idea of PHC being a net. Interdisciplinary teams that are seeing more difficult pops to treat. They focus on wellness approach (SDOH – like ensuring they have good housing) 
This is REAL PHC reform 
Video example of family health team: 
Results in increased access to public health care, and other health services outside of drs that they would need. 
Piotel project in Peterborough – super successful 

Health link 
5% of patients that accound for 66% of HC costs. 
Usually difficult conditions that take complicated care. 
A family health team that develop coordinated plans, follow up, provide support. 
Health care connect 
Mechanism for ministry to address issue of people who cannot find a primary health care provider. 

Changes in PHC workforce 
New roles
Physicians assistants – you work with a physicians to take on easier tasks that they would do. Follow-up, ordering bloodwork

Electronic Health Record 
If we can link patients record to hospital we can cut down on communication problems. 
In some communities, hospital can access record from GP and see your stats and stuff instead of starting from scratch. 
In ontario: E-health ontario leads this implementation 
Biggest concern: does communication with patient get impeded. People are complaining that they're not being ingaged on a personal level. 

Perfomanced management 
Before we didn’t look at outcomes of primary care- causes inefficiencies. 
Ensures that drs and others are meeting best practice guidelines 
And design systems that are actually working 

Challenges 
System complexity = incremental and pluralistic (many diff ways) approach to PHC reform. Good example of Incrementalism 
Dr engagement – concerns about the impact of reforms. So we address their concerns, they're on board and are partners to new reforms 
Teams- adjustments in traditional role of physician
Investments – substantial costs to achieve reforms 
Equity – inequities in access to care continue to be a challenge 
Decisions – focus on performance measurement and evaluation 
Transformative potential – investments have strengthened infrastructure of PHC and have led to improvements 
More needs to be done..  
“one stop shopping” 

Summary 
Cals for PHC reform in 1990s and early 2000s lead to increase for funding PHC 
Some provs haave made sig changes to PHC 
Important changes to PHC include: teams-based care, new funding arrangements, focusing on performances management 
Changes have been incremental and voluntary with many different models of PHC
Strong gov commitment to PHC reform
Changes made while maintaining commitment to single payer, publically funded health care system. 

ontario health action plan 
context of preventable diseases, 
access, quality, values to be improved. 
Policy evaluation ex: 
“all ontarions will have access to online personalized cancer risk profiled that will use medical and family history to measure the risk of cancerand then link people at higher risk to screen programs” 
but when? How? 
Context 
Harris years – premiere  
Promised to cut taxes, but caused problems we see now 
Cuts to welfare and edu  
Goal – ontario is best place to live ever 
Evidence based practice and patient centered care inter-relate 
In conflict or can work together. EB may push forward paternalism bc it makes a lot of assumptions 
Patient centered – more autonomy for patient and possibility for negotiation on Tx 
Action plan goals 
1. Keeping Ontatians Health: 
in 1970s – individualism and ifestyle component of health recognized and the need for public health 
want to enable ontarians to be healthier by increasing the amount of services available to do this. 
individual strategy to come out of knowledge fo SDOH
hopefully making the right choice easier 
2. faster access 
having house calls 
better access to health care 
PC should be more accessible and available 
3. right care, right place, right time 
strong policy element
ALC patents – often arises as older adults going to hospital for acute care, but cannot go back to ADL, so stay in hospital until they can get into longterm care. Big problem with taking out space. 

Synthesizing knowledge to solve real problems 
Scenario 1 – 
Public health – smoking cessation, obesity and affordable housing support 
Policy strategies  
Want to lower cost of fresh produce in northern community 
Incentives to buy local 
policy to get farmers to buy crops 
Enforcing smoking laws outside doors and public spaces 
Giving designated smoking areas, maybe with education signs 
Giving support for shift workers quitting smoking
Making more walkable neighbourhoods 
Travel clinics – like renovating an RV 
online support solutions. 

Scenario 2.  
Primary care area of HC 
New patients, monitoring patents, engaging 
Triage automated based on test results 
Chronic disease management and in-home devices, so DR gets your blood glucose (ie with diabetes) trends which goes right into the patient record. 

Scenario 3
 3rd objective of ontario health action plan 
CCAC – support older adults with exercise classes, PSW, other ADL support. 
Go to pharmacy for checking blood pressure instead of hospital  
ALC – alternative level of care patient. Basically taking up a bed in hospital becase they cannot be released to the correct care facility. 
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