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Thursday, March 23, 2017 from 1:30pm-3:00pm by Teleconference and Webinar
Present: Caitlyn Paget (York), Carely Aubin, Erica Sawula (TBDHU), Jordan (APH), Vidya Sunil, Asma Razzaq (Porcupine), D.A., Suzanne Biro, Mackenzie Slifierz (WECHU). Heather Pimbert, Suzanne (Eastern), Erica Clark (Huron)

1. What are the opportunities provided by the new Standards?  Any additions to minutes from March 8th meeting?
· Opportunity to educate primary health care on the upstream work we do through working with the LHINs
· LHINs mentioned specifically but still  important to get public buy in on Figure 2 in the new OPHS
2. What do you see as most important issues regarding the Standards’ implementation? (please be as specific as possible)
a. Operational considerations
· Emphasis on understanding local needs and will need to be able to prioritize our services and justify why we choose to do some things and not others.  Given our local level data restrictions this could be challenging.  Will have an increased need for mixed methodology work that engages our community partners.  Mixed methodology work takes time that we may or may not have within Foundational teams and within program staff
· In northern/northwestern PHUs we have large Aboriginal populations and there is a data gap for on reserve populations and it takes a lot of time to build the relationships and capacity for doing those population assessments.  Won’t be able to do that when the new standards come into effect because the relationships and partnerships aren’t in place.  
· For example, if you do a report using BORN data you are missing all of the births to mothers living on reserve.  They are a priority population but we have no data to support doing a population assessment
b. Implementation requirements
c. Other?


3. Are there particular areas requiring clarification?
· StatsCan and small area analysis – StatsCan doesn’t really support or recommend analysis below PHU but wondering if they might be able to provide some guidance on the topic anyway
· Specific relationship between the PHU and LHIN, hoping to see clarification on that
· How are we to do the priority population and service provision?  Is this going to be an annual review through the Board of Health?  Seems to be a large an unrealistic expectation when things may not change a whole lot year to year.  Need better clarification on the reporting requirements frequency.  Annual service plan is new but not clear how often the evidence needs to be re-presented.  Can decisions be made based on evidence from two years ago or does everything need to be re-analyzed?
· What does a priority population identification mean?  Is it population segmentation techniques?  Gut feeling based on descriptive data?
· Are we expected to do neighbourhood level analysis?  May work for large urban health units but not small rural and northern health units because of population size.  A neighbourhood in a large urban health unit may be similar to the entire population of a small rural or northern health unit.  
· Are we all going to need to become GIS specialists to do mapping?  Does this expertise need to be added to Foundation teams?
· No new money attached to the new OPHS so where do the resources come for all this new analytical work?  Will it come out of another program?  Always easier to justify front line staff so takes a long time to justify new analytical staff.
· In a lot of the program standards they give a long list of topics that PHUs are to choose from to meet local needs.  Are we going to need to provide evidence to justify doing or not doing every item on that list?  Lot of work if yes.

4. What requires a protocol or guidance document?
· Population health assessment protocol needs to be updated
· Health equity standard does not have a protocol associated with it.  New standard that potentially has a lot of analysis work associated with it.  Would like to see some specifics.



5. What would be the best case scenario?  If we could get something, what would be our wish?
· An epi or analyst position funded by the province similar to the health equity nurse
· More analysts with mixed skill set.  If we are to provide services to LHIN then we need them locally.  If we are doing more population assessment will need more locally too.
· Do we need more local analysts or more provincial analysts to create tools for local epis/analysts?  Push/pull between central and local services.  Local support means local context and the ability to respond to emerging needs locally.  StatsCan is a large centralized machine and the generic tables don’t necessarily meet local needs.  New OPHS focuses more on local needs.
· Need to have a good understanding of what value we provide at the local level
· Need better knowledge exchange tools.  Time to share information is really valuable for all of us so we don’t re-invent the wheel every time but it is difficult to find that time.  
· Lists that people add to
· Panorama user groups with repositories of reports – like a community of practice.  Challenge is that generalist epis can’t keep up with all the community of practices.
· Virtual library of documents with specific tags – librarians have tried to do this but what if they had the resources to do this properly
· Need to invest in knowledge exchange infrastructure so we can communicate across health units
· Mentorship opportunities are key but can be a challenge with work loads
· Professional development opportunities are important but may need to take person out of the health unit to do the learning otherwise being pulled in a number of different directions
· LHINs have been awarded more power to do analytic work and access the same databases we do and are trying to make the health system more coordinated.  We’re interested in preventing people from entering the system.  The health equity piece is where we really need to focus our work because that is where the funding is likely to be for chronic conditions.  LHINs have greater focus on bottom line/funding/dollars.  We could approach it from a Patient’s First perspective and a family perspective.
· We have a ways to go to be good at the health equity approach but we are further than some.  There are some non-profits operating on a shoestring that are doing this really well
· Population health, evaluation, and CQI could dovetail really well.  How well these pieces are integrated varies widely from PHU to PHU.  Shouldn’t be in silos but also shouldn’t be all one person.

