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Abstract

Updated primary healthcare (PHC) indicators are now
available for use across Canada. The Canadian Institute
for Health Information identified and updated two sets of
priority indicators — a policy set to meet the needs of policy
makers and a provider set to meet the needs of providers
of PHC at the practice and organization levels. A total of
51 indicator definitions were updated to ensure that they
are measurable and operational, align with clinical practice
guidelines and available data sources and reflect important
dimensions of PHC performance in Canada.

tandardized performance measures are a key aspect of
any performance improvement process. They help us
understand where we are doing well, what could be
improved and if initiatives and interventions are having
the desired effect. Measuring performance of primary healthcare
(PHC) systems in Canada poses a number of challenges. There
is limited availability of high-quality PHC data (Broemeling et
al. 2009), and regional differences in indicator methodology
limit comparisons of performance across jurisdictions (Health
Council of Canada 2012). Nevertheless, standardized data and
indicator reporting across jurisdictions are vital for continual
assessment of the PHC system in Canada (Canadian Health
Services Research Foundation 2012).
In 2006, the Canadian Institute for Health Information
(CIHI) released a set of 105 pan-Canadian PHC indicators

that were developed to measure and compare PHC performance
at multiple levels within and across jurisdictions in Canada
(CIHI 2006). Since 2006, clinical practice guidelines have been
updated, and new PHC data sources and standards are devel-
oping that fill data gaps. As a result, CIHI identified a need to
update these original indicators. The goals of the update were
to ensure that the indicators:

* are measurable and operational across Canada,

* align with clinical practice guidelines,

* align with available data sources and

* reflect key dimensions of PHC performance in Canada.

An advantage of developing indicators for pan-Canadian use
is that these indicators can be employed for comparison across
regions, provinces and organizations as well as to measure trends
over time. By using a single indicator methodology, stakeholders
can compare performance and benchmark against peers; that
can facilitate the sharing of effective quality improvement
programs and initiatives.

Process for Identifying and Updating Priority
Indicators

CIHI reviewed established PHC frameworks and definitions of
dimensions of PHC in order to develop a conceptual organiza-
tion (see Figures 1 and 2) for the 105 PHC indicators (Haggerty
etal. 2007; Hogg et al. 2008; Kringos et al. 2010; Watson et al.
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2004). CIHI used this conceptual organization to ensure that
both the policy and provider sets of indicators would have at
least one indicator from key dimensions of PHC.

The next step CIHI took in updating priority sets of PHC
indicators was to identify which indicators from the list of
105 PHC indicators were a priority for measurement. CIHI
surveyed stakeholders of PHC from across Canada to rate the
importance of the 105 indicators from a policy (health-system
level) perspective and from a provider (practice/organization
level) perspective. Using the results of these surveys, CIHI
selected the highest-rated indicator within each PHC dimension
and then completed each set selecting the overall highest-rated
indicators, up to 30 indicators per set.

CIHI established working groups to review and update the
definitions of the priority indicators. The working groups were
composed of members from all Canadian provinces and terri-
tories and included representatives of or those affiliated with
ministries of health, health quality councils and research organ-
izations and academic research institutions as well as subject
matter experts and clinicians.

The first step in the review by working groups was to deter-
mine whether the indicators within each priority set were
feasible for measurement. Considerations for a preferred data
source included the degree of coverage, accessibility of the data
and how frequently the data are updated. Once potential data
sources were identified, the working groups completed the
updating of indicator definitions in three rounds of engage-
ment:

* Round one — Working group members reviewed
background material — including a clinical evidence
review and an existing environmental scan — on each of
the priority indicators and raised issues with the indicator
definitions.

* Round two — Working group members discussed the issues
with the indicator definitions and selected the preferred
data source from which each indicator could be calculated.

* Round three — Working group members voted on revised
indicator definitions that were drafted by CIHI using input
from round two.

Participation in the various stages of the project was strong
and is summarized in Table 1.

Updated PHC Indicators

Between the two priority sets, a total of 51 indicators (out of 60
identified priority indicators) had definitions that were updated.
Nine of the identified priority indicators were deemed not
measurable across Canada with any existing or developing data
source; therefore, the definitions were not updated. Indicators
were grouped within the conceptual organization so that users
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TABLE 1.
Response rates by project stage

Response
Project Stage Number of Participants Rate (%)
Policy survey 25 of 42 surveys were 60
returned
Provider survey 42 of 56 surveys were 75
returned
Working group — round 1 45 of 49 members 92
(review) participated
Working group — round 2 38 of 50 members 76
(discussion) participated
Working group —round 3 41 of 51 voting members 80

(consensus voting) participated

could search through available indicators by dimension of
PHC and indicators covering similar topics could be grouped
together (for example, cancer screenings). Technical specifica-
tions were updated for each of the 51 indicators, which included
the following information: indicator definition, numerator and
denominator, inclusion and exclusion criteria, data source, notes
and rationale.

Listings of updated indicators for the policy and provider
priority sets are presented in Figures 1 and 2, respectively.
Complete technical specifications are included in a report avail-
able on CIHI’s website at www.cihi.ca/phc (CIHI 2012).

Discussion

CIHI updated the pan-Canadian PHC indicators to promote
and increase the capacity for standardized PHC measurement
across Canada. The consensus-driven approach was designed to
ensure that there was representation from jurisdictions across
Canada, from different users of PHC indicators and from
subject matter experts.

Within the technical specifications for each of the indicators,
a potential pan-Canadian data source is listed. This does not
preclude adapting these indicators to established, high-quality
local data sources, which can result in more accurate results for
intra-jurisdictional reporting. Some examples of regional data
include Manitoba Health’s Physician Integrated Network and
the 2011 Primary Health Care Survey, conducted by the New
Brunswick Health Council.

The priority sets of indicators were designed to be versatile
and support a multitude of potential uses. The indicators within
the policy set can be used to support population-based policy
development and planning by assessing and monitoring the
performance of the PHC system across healthcare regions. The
indicators within this set can also be used to support funding
decisions and to identify gaps in the health of a population
or community. The indicators within the provider set can be
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FIGURE 1.

Policy priority set of indicators, by dimension of PHC

Expenditure

* PHC physician
remuneration method

Accessibility

* Population with a regular PHC
provider

* Wait time for immediate care for
aminor health problem

« Difficulties accessing routine
or ongoing PHC

« Difficulties obtaining immediate
after-hours care for a minor health
problem

* Child immunization

* Colon cancer screening

* Breast cancer screening
« Cervical cancer screening

Acceptability

* Time with PHC provider for patients
with chronic conditions

Governance IT Infrastructure Workforce

* PHC needs-based planning « Uptake of information and
communication technology by PHC

providers

* PHC provider supply

Comprehensiveness Coordination Efficiency

« Collaborative care with other
healthcare organizations

* Scope of PHC services « Point-of-care access to PHC client/

patient health information

Appropriateness

« Screening in adults with diabetes
* Eye examinations in adults with diabetes
* Anti-depressant medication monitoring

Effectiveness Health Status Safety*

» ACSC hospitalization rate

» Emergency department visits
for asthma

* Blood pressure control for
hypertension

* Complications of diabetes

« Overweight and obesity rate

* Smoking rate

* Fruit and vegetable
consumption rate

« Physical activity rate

ACSC = ambulatory care—sensitive conditions; IT = information technology; PHC = primary healthcare.

*The safety dimension had an identified priority indicator, but this indicator was deemed to be not measurable with any existing or near-term data source; therefore, the definition for this indicator was not updated.

FIGURE 2.

Provider priority set of indicators, by dimension of PHC

Expenditure*

Accessibility

* Wait time for immediate care for
a minor health problem

* Child immunization

* Colon cancer screening

* Breast cancer screening

« Cervical cancer screening

* Smoking cessation advice in PHC
* Influenza immunization, 65+

* Well-baby screening

Acceptability

* PHC services meeting client's/
patient’s needs

Governance IT Infrastructure Workforce

* Maintaining medication and
problem lists in PHC

« Uptake of information and
communication technology in PHC
organizations

* PHC provider full-time equivalents

Comprehensiveness Coordination Efficiency

* PHC support for self-management * PHC team effectiveness score

of chronic conditions

* Unnecessary duplication of
medical tests reported by PHC
providers

Appropriateness

* Blood pressure testing

« Screening for modifiable risk factors in adults with CAD

« Screening in adults with diabetes

« Screening for modifiable risk factors in adults with hypertension
« Treatment of dyslipidemia

« Treatment of acute myocardial infarction

« Treatment of anxiety

Effectiveness Health Status Safety*

* Blood pressure control for
hypertension

« Overweight and obesity rate

CAD = coronary artery disease; IT = information technology; PHC = primary healthcare.

*The safety and expenditure dimensions had an identified priority indicator, but these indicator were deemed to be not measurable with any existing or near-term data source; therefore, the definitions for these

indicators were not updated.
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used both within and among practices, organizations and health
regions to assess and compare performance among organiza-
tions and providers of PHC. The indicators within this set can
be used to inform quality improvement programs, support
program sharing and identify opportunities for improvements
in the health of a practice population.

This indicator update project is an important part of CIHI’s
PHC Data and Information program, which also involves devel-
oping standard PHC survey tools, data standards for electronic
medical records as well as the Voluntary Reporting System.
CIHI will continue to lead the development and support of
pan-Canadian standards for measurement of the PHC system
in Canada. Together, both sets of indicators are intended to
improve PHC performance by increasing the ability of decision-
makers to measure and compare PHC performance across

Canada.
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All around us, people are at work
leading change in healthcare. All
of these leaders have a journey of
experience from which they have

learned (and are learning!) lessons.
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