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Learning objectives

1. Raise awareness about the similarities and differences across the
healthcare system and primary care structure in Canada and U.S.

2. Raise awareness about how the healthcare system and primary care
structure can support research in Canada and U.S.

3. Discuss the role of clinicians in primary care research



Context Matters!!

* How does the structure of the health care delivery system and
research enterprise in Canada and the U.S. impact primary care
practice-based research?

0 What is needed to be in place to make research a part of the fabric of primary
care practices?

0 How do the research priorities align for practices and researchers?

0 What can we learn from each of our respective countries about building the
primary care research engine?



Primary Care Context and Research

e Funding and infrastructure to support primary care research stands in
contrast to the organized commitment to advancing knowledge.

e Current clinical research has little to offer primary care clinicians.
Most of the research is not relevant to primary care because of the
focus on individual diseases, carefully selected patients, and an
emphasis of physiological outcomes.

* An adequate infrastructure to support an enduring primary care
enterprise is lacking.

America’s Health in a New Era (1996), Institute of Medicine Committee on the Future of Primary Care



Quiz : Myths & Realities of Canadian Health Care Icg
Iuc orraies -

The Canadian Healthcare System is based out of Ottawa FALSE Healthcare is provincial responsibility
Almost all healthcare spending comes from public sources FALSE  ~70% of spending is public
Universal, first-dollar coverage for hospital, MD, & diagnostic

. & P & TRUE*  No copays/coinsurance for “needed” services
services
Universal benefit for medications, LTC, dental, home, vision care FALSE Patchwork of programs across country

Most MDs are self-employed TRUE Most self-employed and in private practice
Fee-for-service remains most common payment method in TRUE FFS dominates, but growth in many
primary care Provinces/regions with alternate payments
Most patients are rostered/paneled with a PCP or clinic FALSE Most have free choice at point of care

Courtesy of Dr. Robert Reid, 2017



Quiz : Myths & Realities of American Health Careg’

Healthcare insurance is a “shared responsibility” between TRUE Highly fragmented insurance system with

government, employers, and individuals gaps in insurance coverage

The U.S. does not have good examples of “single payer” FALSE  Medicare covers all US seniors with

healthcare defined benefit

Most healthcare spending is private (non-government) TRUE*  52% of US healthcare is privately financed

Many patients are covered by both public & private

. yP Y P P TRUE Overlap in insurance is common

insurance

Most primary care physicians are self-employed TRUE Yes, but growth in large group practices with
salaried physicians

Patients have free choice of provider or clinic FALSE  Patients are often obliged to choose MDs

in a defined network

Courtesy of Dr. Robert Reid, 2017



15 Healthcare System %
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e Population

* Government structure

* Payment

e Healthcare Workforce/Education
* Practice context

* Major initiatives



Americans & Canadians are Unevenly Distributed

%’;ﬁ North American Population Density, 2000
321 million people (2015) .
Land area: 9,148k km? .
81% live in urban areas ~_ .
80% within 60 miles of ' s el .
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Source: Gridded Population of the World, Version 3 (GPWv3). SEDAC, Columbia University. Palisades, NY.
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36 million people (2015)
Land area: 9,093k km?
80% live in urban areas

90% within 600km of
USA

10% spread sporadically
across 90% of land mass

Courtesy of Dr. Robert Reid, 2017



Canadaand United States Populations
by Approximate U.S. Race/ Ethnicity Category, 2006

m White mAsian mBlack mHispanic m Other

783,795 304,245 204,540 6,853,681
2.5% 1.0% 0.7% 2.3%

2,090,390
6.7%

44,017,430
14.7%

198,545,475
66.5%

27,858,060
89.2%

Canada United States

© Political Calculations 2011




13 provinces and territories

!

13 different health care systems

unswick

International bounda



The Ecology of Care in Canada

Figure 1. Canadian ecology of health care standardized
monthly rates per 1000 population of those aged 15
years and older: Each box represents a separate
subgroup of the total 1000 persons.

1000 persons

560 have 1 or more chronic conditions

238 contact family physicians

_ Stewart M and Ryan B, Canadian Family
8 stay overnight Physician, vol 61, May 2016

in hospital




ne Ecology of Care in U.S.1?2

The Ecology of Health Care

1,000 persons

=——— BO0 report sympioms

—— 327 cansider seoking medical cane

217 visit a physician’s office (113 visit a primary
care physician's oifice)

65 visit a complemantary or alternative madical
carge pravider

l,_...---"'"“"' 21 wisit a hospital cutpatient clime
14 recerve hame health care

13 wisil an emergency department
B are hospitahized
B = 1 s hospitalized in an academic medical centes

1 Green LA, et al. The Ecology of Medical Care Revisited. N EnglJ Med 2001; 344(26):2021-5.
2 White KL, Williams TF, Greenberg BG. The ecology of medical care. N Engl J Med 1961;265:885-92



S~ U.S. health care system

7.2%-9.3% B oss-12.2% B 1z23% 138% | REETRTRN

Percent of Adults Reporting Not Seeing a Doctor in the Past 12 months because of cost (2015) Kff.org



B oson-s3%

Health Insurance Coverage of the Total Population (2015) Kff.org



Health Care Roulette in the US E@%/

DEMOLITION PLAN: HOUSE
GOP UNVEILS REPEAL BILL

* x %,
*

Huffington Post, 6 March 2017, 6 PM, Pacific Time



Health and Social Care Spending as a
Percentage of GDP

Percent
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Notes: GDP refers to gross domestic product.
Source: E. H. Bradley and L. A Taylor, The American Health Care Paradox: Why Spending More Is Getting Us Less, Public Affairs,
2013



Life Expectancy and Health Spending Per Capita
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OECD Data - Organization for Economic Co-operation and Development - 2013



Selected Population Outcomes and Risk Factors

Percent of pop. Percent of pop.

Infant mortality, | age 65+withtwo | Obesityrate | (age 15+) whoare | Percent

Life exp. at per 1,000 live or more chronic (BMI>30), daily smokers, of pop.

birth, 20132 births, 20132 conditions, 2014 20132¢ 20132 age 65+
Australia 82.2 3.6 54 28.3¢ 12.8 14.4
Canada 81.5¢ 4.8¢ 56 25.8 14.9 15.2
Denmark 804 35 = 14.2 17.0 17.8
France 82.3 3.6 43 14 .54 24.1¢ 17.7
Germany 309 33 49 236 209 211
Japan 834 21 - 37 19.3 251
Netherlands 814 3.8 46 1.8 18.5 16.8
New Zealand 814 5.2= 37 306 155 14.2
Norway 81.8 24 43 10.0¢ 15.0 15.6
Sweden 82.0 2.7 42 1.7 10.7 19.0
Switzerland 829 39 44 10.34 20 .44 17.3
United Kingdom 81.1 3.8 33 249 20.04 17.1
United States 78.8 6.1 68 35.34 137 14.1
OECD median 812 35 - 283 189 17.0

OECD Health Data 2015




Snapshot of Population Health Challenges

AUS 15 20 12
CAN 22 27 20
FRA 18 12 24
GER 17 7 15
NETH 14 19 19
NZ 16 21 15
NOR 16 20 23
SWE 18 24 22
SWiZ 15 21 13
UK 14 17 15
US 28 26 21

* Chronic conditions asked about were: 1) joint pain or arthritis; 2) asthma or % &%MMQNWEAL‘I'H

chronic lung disease; 3) diabetes; 4) heart disease; 5) hypertension. FUND



Pre-existing health conditions = =

e Up to 133 million non-elderly Americans (51% of this population have
a pre-existing condition)

e Conditions include hypertension (46 million); behavioral health
disorders (45 million); high cholesterol (44 million); asthma/chronic
lung condition (34 million); heart conditions (16 million); diabetes (13
million); cancer (11 million)

* Nearly one-third (44 million) went uninsured for a least one month
from 2013 to 2015.

U.S. Dept. of Health and Human Services, Jan. 2017 (http://aspe.hhs.gov)



Views of Canadians and Americans on primary care

. CMWF
Selected Measures % of Adults Reporting... Avg
Access Same- or Next-day Appts. .. getting same/next day appt. last time sick or need medical 43% 51% 75%
attn.
After-Hours Care ...getting after hours care very or somewhat easily 34% 42% 43%
Avoidable ER Use ... an ER visit that could have been avoided if reg MD was avail 41% 47% 34%
Email Access ...emailing practice with a medical question in last 2 years 4% 12% 8%
MD Visit Cost Barriers ... hot visiting an MD because of cost 6% 22% 9%
Rx Cost Barriers ... hot filling an Rx or skipping medication because of cost 10% 18% 6%

Results From The Commonwealth Fund’s 2016 Survey of Adults in 11 Countries

Source: CIHI. How Canada Compares: Results From The Commonwealth Fund’s 2016 International Health Policy Survey of Adults in 11 Countries. Ottawa, ON: 2017. Courtesy of Dr. Robert Reid, 2017



Views of Canadians and Americans on primary care

Selected Measures % of Adults Reporting... CXI\YE\]/F
Continuity Regular Source of Care ...having usual doctor 85% 7% 85%
Knowledge of Med Hist ...regular doctor did not “always” or often” know important info 14% 16% --

Results From The Commonwealth Fund’s 2016 Survey of Adults in 11 Countries

Source: CIHI. How Canada Compares: Results From The Commonwealth Fund’s 2016 International Health Policy Survey of Adults in 11 Countries. Ottawa, ON: 2017.

Courtesy of Dr. Robert Reid, 2017



Views of Canadians and Americans on primary care

- Selected Measures | % of Adults Reporting.. E CXI\YQIF

Coordination  Specialist Waiting ...waiting 4+ weeks to see a specialist in past 2 years 56% 24% 36%
Time
Information ...specialists not having basic information from regular MD 13% 17% 15%
Availability
...regular MD was not up to date on care received from 21% 23% 19%
specialist

Results From The Commonwealth Fund’s 2016 Survey of Adults in 11 Countries
Source: CIHI. How Canada Compares: Results From The Commonwealth Fund’s 2016 International Health Policy Survey of Adults in 11 Countries. Ottawa, ON: 2017.

Courtesy of Dr. Robert Reid, 2017



Mirror, Mirror: Rankings of Health System Performance

COUNTRY RANKINGS

Top 2*

Bottom 2*

OVERALL RANKING (2013)

Quality Gare
Effective Care
Safe Care
Coordinated Care

Patient-Centered Care

Access
CostRelated Problem

Timeliness of Care

Efficiency

Exquity

Healthy Lives

Health Expenditures/ Capita, 2011°*

$4,495 | $5,099

$5,669 | $3,925

$5,643 | $3,405

Notes: * Includes ties. ** Expenditures shown in $US PPP (purchasing power parity); Australian $ data are from 2010.
Source: Calculated by The Commonwealth Fund based on 2011 International Health Policy Survey of Sicker Adults; 2012 International Health Policy Survey of Primary Care Physicians; 2013 Intemational Health
Policy Survey; Commonwealth Fund National Scorecard 2011; World Health Organization; and Organization for Economic Cooperation and Development, OECD Health Data, 2013 (Paris: OECD, Nov. 2013).

Source: The Commonwealth Fund, Mirror, Mirror on the Wall, 2014 Update




Taxes and Finances
15r

* 36 % of revenues from personal
income tax

e Highest tax rate—46%

* Maximum corporate tax rate-
36%

 Social security tax rate-17%

e Gross pay to disposable income-
76%

-l
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—‘-'._—_—'

-
* 36 % of revenues from personal
iIncome tax
e Highest tax rate—44%

* Maximum corporate tax rate-
39%

 Social security tax rate-21%

* Gross pay to disposable income-
89%



Spending on health care

15 E. :
S
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* 54,569 per capita * 59,086 per capita

e 5623 Out of pocket e 51,074 Out of pocket

* 53,074 Public e S4,197 Public

* S654 Private insurance e S3,442 Private Insurance

OECD Health Data 2015



PCP Perspectives on Potential Health Reform

Increase use of health savings accounts 68.7

Public insurance option to compete with private plans 66.5
Pay physicians for value rather than volume

Tax credits for Medicaid-eligible people to purchase private insurance
Require state Medicaid expansion

Expand Medicare to people 55-64 yr of age

Deregulate private insurance

Increase use of high-deductible health plans

| T T T T | T T |
0 10 20 30 40 50 60 70 30

Physicians Who Agree or Strongly Agree (%)

Pollack CE et al. N Engl ) Med 2017;376:€8.




Health Systems/Education

e —
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e 2.2 physicians/1,000 e 2.4 physicians/1,000
* 99 general physicians and 94 e 100 general physicians and 207
specialists per 100,000 specialists per 100,000
* 85% of primary care visits are to : "
; ;< * 45% of primary care visits are to
family physicians (CFPC, 2016) family physicians (2008 AHRQ)

e ?? % primary care provided by . .
non-physician clinicians * 15% primary care provided by non-

+ 38.5% of medical school graduates physician clinicians (NPs and PAs)
went into c1)‘am|Iy medicine (CFPC e 10.2% of medical school graduates
goal of 40% by 2017) (2016)went into family medicine



Workforce

———— —
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e Physicians: 228/100,000 e Physicians: 265.5/100,000
e Family Physicians: 115/100,000 ¢ Primary Care Physicians: 80/100,000

* Nurse Practitioners: 10/100,000 ¢ Nurse Practitioners: 58/100,000
(Province variation: 2 to 23) (State variation: 26-116)

e Physician assistants: 1/100,000 * Physician assistants: 27/100,000
(Province variation: <1 to 3) (State variation: 8 to 62)



Primary Care Practice Context

. Size%lS%Bf FPs are in solo » Size>50% of FPs are in solo and

» Ownership-> 40% of physicians small practices (2-5 providers)

are employed e Ownership-->50% of physicians

 Non-physician clinicians (PAs & are employed

NPs) in FP practices--??% e Non-physician clinicians (PAs &
e EHRs—64% of FPs use it NPs)—60% of FPs (2011 survey)

e EHRs—80% of practices



100%

Office-based Physician EHR % L'_
Y —

2004 2005 2006 2007 2008 2009 2010 201 2012 2013 2014 2015

—A— Any EHR  —#— Basic EHR  —&— Certified EHR

ONC Health IT Dashboard, 1/12/2017



Trends in Individuals Use of HIT, 2012-2014

100%

75%

50%

25%

N 2012 [N 2013 [ 2014

Sent or received a text Used a smart phone Looked at any of their  Sent or received an e-
message from their health application medical test results mail message from their
health care provider online health care provider

Percent of Individuals

ONC Health IT Dashboard, 1/12/2017

Used any of the
selected types of IT




Current Initiatives/Themes

e
-

e Strategy for pétient oriented
research (SPOR)

* SPOR network in Chronic Diseases,
in youth and adolescent mental
health and in primary and
integrated health care innovations

e Home care plan
e Shared decision making

.~

e Patient Centered Medical Home
* Team-based care

e Patient and Family Advisory
Councils (PFACs)

* Triple/Quadruple Aim
e Volume to Value Payment



The Patient-Centered Medical Home

e 2007 Joint Principles of the
PCMH: Personal physician,
physician directed medical
practice, whole person
orientation, care is coordinated
and/or integrated, quality and
safety, enhanced access, and
payment reform

. Hezlth
Frar:-tic.:?_ Information
Organization Technology

Quality Patient
keasures Experience

Family Med'cine




Moving from this
approach....

...to this approach.




Population

Experience
Health

of Care

Per Capita
Cos

Care Team
Well-Being

Quadruple

Aim

03
Reducing
Costs



Payment Reform, From Volume to Value

Medicare Fee-for-Service mm ﬁ
PRRRRRRR

GOAL 1: 30- S STAKEHOLDERS:

Consumers | Businesses
Payers | Providers
State Partners

Medicare payments are tied

to quality or value through
alternative payment models
where the provider is accountable
for quality and total cost of care
by the end of 2016, and 50% by the end

s Set internal
goals for HHS
GOAL2: 89%
-

X ) 0 = Invite private sector
Medicare fee-for-service players to match or
payments are tied to quality @ exceeed HHS goals
or value by the end of 2016, and =

90% by the end of 2018

"Exlll STEPS: Testing of new models and expansion of existing models

will be critical to reaching incentive goals

Creation of a Health Care Pagment Learning and Action
Network to align incentives between public and private
sector players



Research Infrastructure _

1<
i
5 7

e Who funds primary care research?

e Who are the primary care researchers?

 Where are does primary care research take place?
 What primary care research is happening?

 What is the role of PBRNs in research?

 How does research influence policy?

 What is the role of the College of Family Physicians of Canada? The
American Board of Family Medicine?



Why invest in primary care research?

1. The majority (>50%) of clinical meetings in Canada are held in front-line services (CIHR IHSPR Strategic plan 2015-2019)

2. Observational evidence is clear that healthcare systems that underscore primary care (access,
continuity, comprehensiveness, care coordination) achieve:

e Better Health Outcomes

- Areas with stronger primary care associated with improved population health (YPLL, LE, birth
weight, hospitalizations for ACS conditions)

- Attributes of primary care associated with better outcomes

* Lower Costs
- Stronger primary care systems yield fewer hospitalizations, and ED visits
- Areas with higher primary care supply have lower costs

e Better Equity
- Primary care mitigates the adverse health effects that come with social disadvantage

Starfield B et al. Milbank Q 2005; Shi L. Scientifica 2012 Courtesy of Dr. Robert Reid, 2017



*#% CIHR's funding decisions >2009

CIHR IRSC

ALL RESEARCH
17 530 grants

$4,544,235,497 (100%)

PRIMARY and CARE
806 grants
$156,725,449 (3.4%)

PRIMARY CARE
405 grants
$73,019,344 (1.6%)

FAMILY MEDICINE

PUBLIC ENGAGEMENT 53 grants PATIENT ENGAGEMENT

23 grants $9,129,412 (0.2%) 14 grants
$1571 825 (0.03%) $915 603 (0.02%)




NIH Grants Award to FM Departments, 2002-2014

Total grant SS received by FM S57 million $76 million
Total grant dollars awarded by NIH ~ $28, 451 million $38,002 million
Total NIH grant dollars awarded to 0.20 0.20

FM (%)

Total grants received by FM (n) 170 224

Total grants awarded by NIH (n) 60,227 71,777

Total NIH grants awarded to FM (%) 0.28 0.31

Cameron, Bazemore, Morley. J Am Board Fam Med 2016;29:528-530

S71 million
$32,985 million
0.20

192

65,603
0.29



Comparison of Awards Reviewed versus
Awarded for all Departments and FM Only

Applications
All Departments Family Medicine
Success Success
Fiscal Reviewed Awarded Rate Reviewed Awarded Rate
Year (1) () o) (m) (n) (6]
2006 22,339 4670 2009 137 25 13.4
2007 22981 5,162 225 1658 27 1631
2= 21,113 41 23.3 145 20 17
20 20,846 4,585 220 173 30 17.3
2010 21,954 4 B0 220 161 23 14.3
2011 23,230 4 40 1L<r 159 25 15.7
2012 24 389 4 1< 1l 1< 11.8
2013 23,738 4. 376 154 171 28 1.4
2014 24,153 4,722 196 158 23 1.6
2015 24 466 4. 876 1 <r > 150 25 16.7
Total 229209 47.205 26 1,633 251 15.4

Cameron, Bazemore, Morley. J Am Board Fam Med 2016;29:528-530



NIH Grants to DFM by Activity Code and
Institute/Center

Activity Code

R (research projects) 67 59 59
K (research career programs) 22 21 15
U (cooperative agreements) 7 12 16
Other 4 8 10
Institute/Center

NCI 24 27 28
AHRQ 14 8 11
NHLBI 8 9 8
Other 53 56 54

Cameron, Bazemore, Morley. J Am Board Fam Med 2016;29:531-532



We have a footing problem




85% waste in research

THE LANCET L

Search for il All Fields GO Advanc rch

Home | Journals | Content Collections | Multimedia | Conferences | Information for | Submit a Paper

Research: increasing value, reducing waste

Published January 8, 2014

Executive summary

The Lancet presents a Series of five papers about research. In the first report
lain Chalmers et al discuss how decisions about which research to fund should be
based on issues relevant to users of research. Next, John loannidis ef af consider
improvements in the appropriateness of research design, methods, and analysis.
Rustam Al-Shahi Salman et al then turn to issues of efficient research regulation
and management. Mext, An-Wen Chan et al examine the role of fully accessible
research information. Finally, Paul Glasziou et al discuss the importance of
unbiased and usable research reports. These papers set out some of the most
pressing issues, recommend how to increase value and reduce waste in
biomedical research, and propose metrics for stakeholders to monitor the
implementation of these recommendations. Audio

Comments » | 00:00 00:00 | =

How should medical science change? Research: increasing value, reducing waste
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Ecology of FP research engagement in Canada

Figure 1. Ecology of family physician research engagement

«— Read research articles

e Critical appraisal

& Guideline participation

«— (Case reports

«— Quality improvement

&= (linical discovery

«— Practice-based research network

brafess Pimlott N and Katz A. Canadian
& Professional research . o
«— National and international leadership Fa mlly PhySICIa n 2016
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Are research decisions \

Appropriate research Efficient research Fully accessible research Unbiased and
based on questions design, methods, regulation information? usable research reports?
relevant to users % and analysis? and management?
?
\crf research? y
m « Adequate steps to « Complicit with other « More than 50% of studies « More than 30% of trial
addressed reduce bias not taken in sources of waste never fully reported interventions not
« Important outcomes more than 50% of studies and inefficiency « Biased under-reporting sufficiently described
not assessed « Inadequate statistical » Disproportionate to the of studies with » More than 50% of
+ More than 50% studies power risks of research disappointing results planned study outcomes
designed without « Inadequate replication » Regulatory and « Biased reporting of data not reported
reference to systematic of initial findings management processes within studies « Most new research not
reviews of existing are burdensome and interpreted in the
evidence inconsistent context of systematic
assessment of other
relevant evidence

<

<

A

Research waste

Chalmers |, et al. Lancet. 2014




|dentifying research questions and priorities
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Tackling treatment uncertainties together

About JLA

Partnerships
Research Priorities:
JLA Method
Publications
Newsletters

Notice Board
Get Involved

The JLA Guidebook,

=

Affiliates

top 10s

Research

Links

Glossary

Show all page content

Research Priorities: top 10s

This page lists the top 10 research priorities, shared by patients,
carers and clinicians, for each completed JLA Priority Setting
Partnership.

HCe

Home | Contact | Sitemap

Search our website

b

= ACNE PRIORITY SETTING PARTNERSHIP TOP 10

=+ ASTHMA PRIORITY SETTING PARTNERSHIP TOP 10

=+ CHILDHOOD DISABILITY RESEARCH

+ CLEFT LIP & PAIATE PRIORITY SETTING PARTNERSHIP TOP
12

= DEMENTIA TOP 10 PRIORITIES

= DIALYSIS (CANADA)

EAR, NOSE AND THROAT ASPECTS OF BALANCE PRIORITY
SETTING PARTNERSHIP TOP 10

= ECZEMA PRIORITY SETTING PARTNERSHIP TOP 14

Overarching research aspiration: An effective cure for type 1
diabetes

1. Is it possible to constantly and accurately monitor blood sugar
levels with a discrete device?

2. Is insulin pump therapy effective?

3. Is an artificial pancreas for type 1 diabetes effective?

4. What are the characteristics of the best type 1 diabetes patient
education programs and do they improve outcomes?

5. What are the cognitive and psychological effects of living with
type 1 diabetes?

6. How can awareness of and prevention of hypoglycemia in type 1
diabetes be improved?

8. Does treatment of type 1 diabetics by specialists (e.g. doctors,
nurses, dieticians, podiatrists, ophthalmologists and psychologists)
trained in person-centered skills provide better blood glucose
control, patient satisfaction and self-confidence in management?



SPOR

e Canada’s Strategy for Patient-Oriented Research (SPOR) is an
Initiative of the Canadian Institutes for Health Research (CIHR)

 SPOR brings together patients, researchers, clinicians,
healthcare providers and funders to conduct research on
patients-identified priorities in order to improve patients
outcomes, and ultimately improve healthcare systems and
practices.

SEOR'SRAP



Where does primary care research happen?

In Practice-Based Research Networks (PBRNs):

“A group of ambulatory practices devoted principally to the primary care of
patients, and affiliated in their mission to investigate questions related to
community-based practice and to improve the quality of primary care.”




PBRNs across U.S. and Canada
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Primary care research functions

( Intervention

( /Descriptive studies

/

/ Analytical methods

Measurements

Concepts and models

C \\
pac'. Knowledge syntheses

L

Patient & Clinicians Powered
g Pract'1ce Based Research Networ

=



Resources for family physicians interested in
research

e Departments of family medicine

* PBRNs

 SPOR networks and SPOR support units

 North American Primary Care Research Group (NAPCRG)
 College of family physicians of Canada (CFPC)

e American Board of Family Medicine (ABFM)



Cross Border Integrated Primary Care Symposium—
2017: Perspectives from Canadians and
Americans!
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Thank you!
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Chaire de recherche du Canada

en implantation de la prise de décision partagée
dans les soins primaires

» Francais

Canada research chair in implementation of
shared decision making in primary care

= English




