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18, (Money for Value) M &HEXT » W EXFEIFIH
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3. e AREHE TN F~(Canadian Institute for Health Information; CIHI)
4. o A4 E#HF45 F .o (Canadian Coordinating Office on Health
Technology Assessment; CCOHTA)
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(Conference of F/P/T Ministers of Health)
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722001 £ 2002 M £HEREABELASKOTEET LI E
ABEE - HEHTEAREN=ZEARE - E— N ATRK - &
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RHBERBHERCEZAZ A F 2B LAERA T LR
HRAEBEZRERAEEGRARE Hldo 2L EHALEINE TR
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' 1984 %4 Aft Ak (Canadian Health Act)BT I EA A KRB B] 645 © Lo
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@M 34 (Core Review) B ER » EFHHHARR=A
FEMERRERSDE RETOHBRE  BHIRRI —EKR
M ERBE A% B RARBHN . EFGRAINRETE 2L /6
BABREER - RA 3 RMHASME-ZMAE  SEAEORS
$EHEL > LB W

(E)EBRBREEARHNABAIE - HEES

| #2001 46 Aok RARESEARBBEMInistry of Health
and Ministry Responsible for Seniors) & 2 ®HEIRF] - RER
#18% Ministry of Health Planning)#v 4 %4 Ak#5 B (Ministry of
Health Services) « & ¥ » 2 EMREE § AT EHE R RAR B k42
HRE 0 AR ER% 2 BH UM (Strategic Change Initiatives
Division) @ HH A EHR > AEXEERABREHSY - B4H
Fok E BARILAE - Eiﬁri-;ﬁia":ﬁ (Planning, Policy and
Legislation Division)4t#¢ R #E 4 4 R B RE2HHE - &
Bo—EESHRETEE BAREAGRARTAMAE(0ffice of
the Provincial Health Officer)# 2@ ERIIEZ T - MAKRKR
Brih R g R IAE - Aadted REBRHR A RITERGHUGMY -
ERyEEABORTE BEBRRAENE -BAHATERT IMF
S FIE > 5% b %A KARERR K (Corporate Services and
Financial Accountability) - # %% % # 1 2 # (Performance
Management and Improvement) - % # £1 & % A& %% (Medical and
Phamaceutical Services)%3fF1a Hik$) > sb— R &P A BHIE 3
B & (Assistant Deputy Minister)&yBfx - B AE4F — Ry > £
BAEBREERSREZMIERZE — 188 B &K (Deputy Minister)#
WA R RAETFRMN THEREE GELS T ETERA
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#4748 K (Executive Director )i Bh &4 B B FRMEAT S BE > IR
TRESBBRBEHAEZS HOLEEHT AP TP RABERR
%E(Intermediaté, Long Term and Home Care) ~ ##% 42 /& ¥ # (Mental
Health)#h %4 - 4 AB EmEREFEREBREAK LA AR -

2 ahe ik & B € (Medical Services Commission) &R #% % & 1%
# ;2 (Medicare Protection Act)m#A):% > KA EZFABMAREHRE
# AR #5 3t £ (Medical Services Plan)’ - B&BRHZE € BE L
W FRERRAAEEFEERFIARAEATROCETE 7
—F OEHREHEBRBEOERBELHEIRABERMBEHEH T XE
A-BBMEEBETUREAA ZMREAREBFEHI > =R A
EHEEHEWE BACOARGHAABRMEHSREHREK
ko BEmAS T RS THLABUT - B RAHRE N BEHR
BT WESA LR SR THHAN - ZE Y BAE RES T
HEFENHARBRRAT A TERESHXEMPARTEE
L wBXNBEBRRHLZEcABREHAT -

(w)BERFEEZRBHTH - CERBREABAS
BTAFILHIOBRRMNA BRELELBLETARE
Mk o B4 2001 12 AR T B MM 52 18 K 08 26 &
618 - REBEHM - RARBRRGHBIUE - 23548 KBHI
A IS ERERBE > E405d 5 AFTERMBRRE - HAZHE
BB 0 EEBEM S H R B E 4k (Northern Health
Authority) ~ M#b% 2 # 4 (Interior Health Authority) ~ /B3 #
% 32 #% # (Vancouver Health Authority) -~ ;B3 #:45 & & 12 444

PR OB ARBHEL LN 1965 £ R—BEHATL XA BALRRBENE - B4
FAOS BB T —RAMNREHBES  TRERRATDHEAS XL -BEERE  ER
T FEom s - BAREEST T AF0S REL T BHRAEH BB - 547
HAEARGEEEERIA BN SEBRFRHLASH  RRAGERTREAE LA T -
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(Vancouver Coastal Health Authority) - #&3% & & M4 (Fraser
Health Authority) - B 4 22 EZ TR E — B4 K2 RRG
%38 #4% (Provincial Health Services Authority) > RIE#H# & & 3K
BRI KSR B A AL A S N ST B 1 B
&t

RELEAGOXEREENAREHN TR FFLERRAL
BRHREGE—FRAAZMET £ MERZECHRTEBMET
UHAAHETRHER LTI - LEZ R HEERTERMBILER
EHEHRERY AR A 2002 £ 2003 £ &K RGMIFIZE
Fo MBI E - B ESEALBREA BB AAMARE TR
MAEE  EHFLRERBRBFGNFHEZALGBR LR
T BREARIAERTNL G AMEEHEGALENES -
A5G TEMHBRECHREHREF & (Regional Board)F» & # %3
3% ¢ (Medical Advisory Council) » EF €T HXE - MHBLX
B¢ HHEZBCRAALZA® 72 % (Boards of Trustees) % & f
EMBRARESMFEREL HEARBRATERERLEREKT
BAERERL 12-1SA BEHILBLR  EHA2-3F BF
REAAFMBBAHARERART FEHRTOE  SHERERF
HAER BT - ABAL - B GA B R EZHHARAZL  BHEE
REEHPTERCEOMERZRBAR  BFEPITROBT AN
1A FBERRSRE 2 BABEPPTEEF IR RAZE 3. 48 E
BHAOEFTORERL L B A ABFRRAES 5. 435 2F
FERATERBAM G - LFEARRIEE R KB R 5L ~
EBHIALHRE  REAMNHHETREE REREEARR BF
MRS T SAE R B ESAM T RBNTRAAMT R Z LG RA
BIFEABAEARSHER -
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AR RFETE
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- BREMB REAIE S
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o RAEE AR A
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%4 2% : British Columbia Ministry of Health Service, YEAR-AT-A-GLANCE HIGHLIGHTS.
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Box :MSC i E

F#RR - British Columbia Ministry Industry Development Office.
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=~ R FFERHEATHI PTR TR 2 Bt

()T BREAMAFTENAL—FRME
M ERBPBFLFBET BRSNS E FATEF AN
EBBEHEL AL RAHRAEDERFZAS > HA5mEss s B
RALBREMGORE - AR ELOHRS - TRAHK—B8F
CBEBEARBUSHERILUARARSANSTEE R F AR > s
] 143;?%&3: " 37:432 (" NewGovernance” ) ¥%k > RHEZF¢% -
iteb g ¥ a3 (Health Canada, 2002:2):

1.

NP R A E S B e) R 8 % (alternative delivery
approaches) > HAETAHBRLBBIN L= AR ENS
BB A MM -

RABABTAOTHEIE " HARFRYE 2 (Results for
Canadian) 2B & % B € 83 # R (Treasury Board s
Evaluation Policy ) %8 3 & 4 s R & % 89 & 22 (resul t-based
management ) > REFTEF A THEH (7 evidence-based
practice” ) B RAAEMBARBFENG P OHA -

CATEITALRBTFEAGFREAE I B ALESFH A

W??ﬂ?inﬁﬁﬁ%*’%?fg%&nmﬁ‘}i&ﬁfﬁﬁﬁﬁ’]ﬁ
F B AR o
MEABRAETRXRIBZZEIARSHAAFAIALDEHEAAE
(transparency ) #=fF#FMRMK -

CBMAR S T EHORIT A T HABAEMAZ THMIL

B3 o) AR AR iy SR AR o

B BB X R (federalism) BT BUR R BANRE
8 F K &4k - Fo B BUR R 347 & BUR S48 49 The Social
Union Framework Agreement (SUFA) » #%. % R E) B & B A 2 4
MARABHML AALCHE TEREREEMA -
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AERBELEBEE > P ABFRE "TAREGEATERA 0 &
WONERPI M 2 R E 4% (accountability mechanisms) z
FE2M > EHMEBERE—2F%5% (methodology) REREETRE
#3RAE ©

LEBRBEAES MAREH A EIRERLA ST BERS—
B & BAHKARE T 45 B 42+ — A & AT Saskatchewan % 4 & Roy
Romanow £ #H X B R EH KR EREBRAERIRER > &
432 JeanChretie # 2003 £# B M — A KK ETH /W ERE
BARER A B EH T S ERREB AR R H A BURHML R
HEPETRBANS ZHREBIBRFERKG B G TR E K0T
X AR BE®E (http://ca. news. yahoo. con/020930/6/paxx. html ) » fu g K
phEE 3t & Dr. Maria Barrados (2002) &£ 4% —BAdF3rrass
AZH5MAARHEC T LB L REHEANERBABARGLRER
Mgz "o

itz REAWNREEFABRAETEIF] 5 ENEER
HER ENLHER RARANCAR T —EANLEAEG 3B
89 49 % 3¢ x b (transparent management culture) > B fTELiE &
REZEGMHREBEL R -

(=) KRB AR A AT PR TR

L. REHOHFARER
LB BAR % Fit4eFE (0ffice of the Auditor General,
0AG) # B T #HATH IR EE > EE R B E L (Health

hog ABHIEF st & DR. Maria Barrados £ &3bey— 45 T BB ER , et g Pa L &
HhdAREHEAIZBEIHE  RIATHEHKANHEK (sustainability of current
system) * §$ £ A4 (professional human resources) - #4& (technology) - & #1 &
(accountability) ~ 84 (pharmaceuticals) - #% &% £ (patient safety) - R FHEDH R
M. % % ( system error-management) °
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Canada, 2002:3):

Mk B ABOE  EXILEZRAGHORT  URAHYKART

EZ PG - REEEA44% (actions) ~ £/ (processes)

#id@AR (outputs and outcomes) » 34 B AE A ST « H AR

B AEMEEAHERZIKE T BATRAGAE -

HABEAOE—2ELTFHREARGHY B HATE
o TREM c ANPIRHALTHIHARERBEORGARE
KB - ey s BEOAFFG TR TARLAF TR
FRAaSE  REARGHARSL HEARATHARTE LB
MR BE A IIER -

MERBIEREBELEAIFENITERETRRETE
RUERE Y HRRETAY (2ME—) BELZATLERE
HPEBERE —ELE—— "URRAARGTEARRTER
( Results-Based Management and Accountability Framework,
RMAF) » § £ B BRARMA ABHFHEMAENGAERRE 7
B BE MRERHAR  AARARBRIANETARE AT &
¥ s — AR FIEER o RS R (WA SR
=)

HULHEHRARANEAGBHE T HEDAXRBERTRR
R KA BRAFRBEMR Y —BRZL I mERIFLE
—RARENPREANNBRR LIRS GARBAENEF
HEGEHERET HALARSIFIGEF LT RATINFNBER
B ABABAOEIF ARRUAENFIERTENARRER
S A TR EH W ESHIHEAR HENPITELRM
HHRE L E MMV UEHETARMEMT HLRLE
T B PI A EHFEEEEREEHOIH 5 1
CRBEE T ARER  AHSEH IR E I - RERRE
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BRAFHEATABEIMES -

SMEAR A5 0 BB A 4T Rk K €3 (Conference of Deputy
Ministers of Heal th)# 4k 2000 4 9 A # — k3 & ifh 3k # 2002
£ 9 AR 67 BB BN - EERABINITHEBUREILE &8
AMRER - ERARRABRSG B Y EEB TR AR E R
2o ERMAERGRImERITHR ARG TS - B PTa%
M8y B KA (self-examining) ~ A4 ey 3L » UAHA
ROUBREAZERTETET  TRAAMAOMEAARRRL
REBHBE —KRF -

2. REAHENRBHEH

()R AR —mEAEHRE
OF-E- 3 Py

M REHEER IR BB o R R E A4 S

P (QEAAS) 2 @R % TR BB R
AROLEE - Al P U ASENE ¢ —EE L EHRN 0 £
FRAERAE T —EABASBEAN A TEY MEORAF A
ENBER ) ARBRERART B —# - REPATH LR
BB HESRBERSE N  ERRRE  RAMIA
AREHORTRRENTHEN (XA L) BERES &
S e AR A 45
A HEAMHBEEAETRMEAFRRTHEH S
b RA A LM DRI REE S
C. 32 % R 75 B 8 A KRS
d A4 AibEEA AR & e Bl A EM B AR
e. IRHE E4RE B A
T LT ES T o
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The andit office
reports audit results

to Pariament
. . Government
Pt s G
and programs spending and Auwditor General
programs

The audit office
audits government
operations

-—

Bt mdREHAE - BERTHIFPIRMATER

feagdlsket £ o 1977 418 " Fih Rk, ARRESE

RHBRE (W) EHHNELBATRIRETRAHM

- (Barrados, 2002):

a. FHEFHRGHERBLETR > RERBAHRATE
# o

b. 3tk EZH MR LA BEAFZAT  BAEF RS
ZEEAURHEEOHBEARELTR  REHELZRTHY
wETHARE ©

c. ABRETIHLEBIIINEREFTEN  FHEIIFAR
8R o

d. £Z23MPILAR "AERAREZA € REMEEEF
FRBBRHUERBRAPITEE -

Q57 88 H KA
R ERBHAEOHEY  FUATRBAES -
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A RFARNORLBHAERAR S RABR

LB RESHHP P RREIE E/E M. Barry Leighton
HAMA AR BN FIMRFPHALINFINBARTEN B
REBE—EARGREA > AAZRETHEAYLEA
Fliaeymgss > Bk REHEEBITARELHKEL 2 18
®Aa - i&ﬂ‘?’?ﬁé&%éﬁﬁ%ﬁ PIBHsZ B %M SHRaH
MEMEERBAR YA B EFaRWBMLESER
Mo ARARAEMER  BRMERK -

FiH B EHBMEMFINAEBER (o wEXREE
FHEBART LA AEZNH o EM) X AREES
BB RE > BIPIRB B N R L F 348 F B AR
HEM RS ER 0 R E I T H R AR AR EE B3R
o HRBHEZFMMABT N REVBELEREGE  BF
B I EHEBHAEZNES  LELARELEINEY
BRERAEHE  BLERLIZERGTAIE > S FEHBE
REMETRANA  THIFFIHEALBEE » FEHRB X
BUSAMATO TRERBRIK > FAHBUEHLBLER ) R
kA BB R ek -

Mr. Leighton 4,383 » % —F @ > Fit 48 F H il
GRHFESRABEIRG TREAFZAT, HRGR
RO SR BB R QR -y KA ee
AE RREHRERHGL LR HEE L MO AF LA
s R AR R E -

b. XAL A BB E R LB X FHE TR B/
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B3t RPATR LB BT ER 2RI BB ERTR
E#Ah c SHEEREATHEA AELRRHENRA F
BT A B IR R B R RITEFMEAR -
BEBRAKE  FRAGERA Ak AeRkREME
B BB ERSHENZELARMAZ XE - BA]
B ERASHARARHTHXER > nALBRGERRA+
oo FHENRL  BAEZTAABERIAAR > EBTHRS
BAERE TSNS o B RABAERE BRI AR
BREMRBE I EREPITE IR EHEHEETR -

EEHENFL Fihko LB IR EBARR
A8 EBM-weyh o Mr. Barry Leighton %57 » —RI&EREKX
HaBTtRIEXET  BHRASHFR-ZERERY
B BB EEIHFELERARAGERBOMAL
M ABRBAFELEL  ZRMEARTFRARIE
2 @B —BEAATERMEAETRER —MHHF K
¥~ B3 8 XA NRFI B EAHREHEE 0958 L miRds
EoBEI+IBENT SREAALBMER XFENETRE
A EEFHEEAS -

C. FhfR 43t Bk oy b H R SHE SH AR

R EMERAHHESHIPIRBHRA T FTEEE 0 X
g X HFmERGKI R FH TGN Leighton £33 P - 4%
FIIREL ¢ ARGt EIR e B H R E e A o AR St
EHLE OEHEE  PREARBH=Aamn - —fE4a
Sk A B RAOKHBBELET  ARMPFZERH2E N
LEHRABHARDTATEYN > FAFEGRBA R
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BAREGARAR  LFEATIRARAEGH > &
BARREETE © FAEH I BUT &Pk S BRI
MABEARFEE RS ARBYE > MBABRANHE S
Rehaest -

@2002 % s F HM LR F RS

g K%t & Ms. SheilaFraser #4410 A 8 B &£ —1
BRAEEHI/E (7 2002 Reports of the Auditor General
Canada” ) ¥ > #IFRA LA EREMM T LAKRE < & T
BANRBAR T BRMAROFESE ) BE  HREMBUATSE
ATEMR AP BN RKE (B wE R4 % > Canada
Health Act) 478> sb—FIMRFHRAZ S TR Y -
BRAEWR  FAXRH® HiERH% - LEHEFFREF > T3t
RATHANAH LT !

a. BNBABTEKEELI AT ABFRHBIR > Bk
CERLBEETREEARRE  BERTREKALA
BB IRE2 b o Ms. Sheila Fraser A B A R
BAFHER AR AAEBARYRR I F
THALGHOBORR Y RARBRREPESHRIR
Tt e - '

b. MABAAF BRI LRAEERXB BRI EHTEE
FRAEBRRE R eHBAHUFTERIAAZ L > B8
BhREAAREMFOETREIANEE - BkoiH
HEREERESVREINBRIRRZE -

c. B #R BT £ FEAR E A #2405 M (rules of
medicare) Z L #IF A E3E A -

d HESEBRARNGE  RESHENRERERR Y
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BPHESERE AZEE 200l F9EEHRHER=F
BUALAOHAE T _BEA  EELFHSHITEEBT
HEeFEmARSE_TtaEA BAELPHR-

e. BANEERBARS - FANHNBENF T RBHRE
HEEBRMKARY - Ms. Sheila Fraser 73#4 ¥i%i8% 54t
#-—EBHEREHTHRBTERE T (follow-up
auditing) » A By AR EATEIFISHH F PR RIERE
BiTE o

f. B ERAROFEFHRE  BFRAHETBEZEL
EhHEBRRABRYE - FHREARRERANGMG
mB— R EGR N (http://www. theglobeandmail. com/ ) °

(Q)PMREM— L RNEBRRARTAS
CasfN: "HRERTA, R "THERFELAT,
MEAEARETHMA—EHARE TALNNIIEL - B
HRUBRANBRERRISBAGORMNEARATERLY
RRESLE - CLABERSTRE - TREITEERE
BAREUARAERERRZE - Bt SFRAAANT=EBEE
MATE -
a. & &2 5wRE (improve accountability measures)
b #BHURERARRGTERA
c. BE—BRLA T AREGMALAIKER ) THEX
ib# 4 (culture shift) -

AHALNHERRNR TREKAHHRF (hierarchical
accountabi lity ) & 77 3§ & 2 $£ & (management accountability)
BN ERE AT LM AR 2 mEREANZ
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TFTHRENPAEEAFFTEHEFRH (Departmental Management and
Administration) » £ B2 A ERELNGT E > UAHE
FPMBREGFETH RE{ARAIIF - RERIIIRA T
BREA, (2BAN) > RAALNNPITE LG T E4
ERNPIATANBAAARARE  SABHBELNRE S
> AESRERHAEZ AR EMMERSL > HENOBLR
ERRMPBARROE N BE S BITH OB MG -

BTtz ZAHFaERNRNSEE - RRERE (risk
management) REIF N EHLFRENAE - RV BBRS
P BEREEAITRACWEM  BRESNA  AERFEHE

(ethical and value disclosure) -~ 7% # 4 (forensic
auditing * RE XK B R EHF) ~ £#2E#4 (audit
operations) $2#2|# 5% (planning and liaison) @ &#t
RS AT B > KB B B e AR
25 MERFAT R ETEHEA > ARERERAT
LEFLBMOTERE -

HEZBEHRATRE  AETHNIFPIRIRMAEZK
RoFPImEAL—® " NEEEEE S, (Internal Audit
Committee) * £ MM B AREZEZEAZN  REGASKA
BhE  BREFREMWBMEREK  RhBEEARESN - BRAFE
FEHE > QAMBESBAENEK - ZEE SR L REXB)
BREkBELEEH BITRRTZZE /IR AZTRM (£
M5E) - mERBAENPEBIL—IRE > AT o THEHRE
34484, (Audit and Evaluation Committee, A & EC) -
RESR R REGHA  ARAKE RE - HLBE 3748 -

30



BEAAE EHRHSEA > RAEBREBBARPERRNE - &
AB4MREREEIR RBOE BHEREK TRPEXRE
WEXE BELZB4RTRRE - HBERAANEE SR
WMPFEBAEE o BHAFHRARERTRBER
KB - wEEEHEEAM—RE > GRAELAHARIIY R
HRBERRELE  FAOBBREFLAZEBEEETHE
Rid -

Health Canada Organization

i

BIEFR

Associate Deputy Minister

|ﬁ$§| |$ﬁ@%§%]

A | [ [ I [ I I
RBIBR AOg FHREES BIRRA | FERAHR RAD DREY
B{HHE DAL RAMH RERE T RIRER SLEAE 5277
AR | I I I I I
British Alberta and Manitoba and Ontario
Columbia Northwest Saskatchewan and Quebec Atlantic
and Yukon Territories Nunavut
AN e S TR
@dad KA 4 3 4 PI 3R A BB R ESE

EHARHETRY O AUTRAEL:

a MAHBRRVNEBETEERR > AR ESHTAMA

R A

GEITRERH N EREAN LI THRERRAEBAR
(Health Policy and Communication Branch) ¥ # & -~ #
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29145 &M 2P (Policies, Planning and Priorities
Directorate) # %k #+x4EMs. Phyllis Colvin’ @& B 4=
RAMEREAN - NEHARSZIR AR ARLGHHER

Ms. Phyllis Colvinis & » & — E R BRAREHER (H]
ot AT AE) HEBRIBILRRT  AEATEN  BA
—EAAREAZEA RS B RARRBELAETTREL
ELENE EHEFEEEQRR  RE L 0HESH
RAELSTW > BATRBR A ERABIEFL > FlaHBRARLE
EMBRAREAY  RESETHEAERARLSN  UEE
XBARGFRMBBRE -

EmEREERFPHRERAHN RBET BERAN
B R oM R d{b &k (translate) &4 BB AEHIE
mehiET o REmBASEE W (come early, come often) A
BFENEHEHBK > BEMMAL - FE ¢4 THRY
o | (policy dialogue and debate) » BA3R S E R
AT HEMNE -

b. B AR IR

MERBAFOEE R REERKRAELE 200147
ArPraasTes T MR ) BRE R - BIRBUT & IRFE
BEREBAMRBFAEHET R T AREE » s8H#
BOFRAOFPIETREERRE (FTRANREKAPERKE
MmERERFEEREEZZEE) RAEKRE > THRTHHK
TEZEB -
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HENSEBTHRBRATRANE R REATRNE
MERKREREEMRE  BRELZAERAHENFIALER
Ry —FBUOZE - REBRORMAGE > Ptk - T
ERaRert BREZAGE—SHAEABRTHAER &K
THIXHBBERBRE QX ERRFT  DBURHR  HER
RIZBRE ORBEE - TREHESE  HRER UAH
amEABRARBOEFTRA S DEEERL )Rk

B/ e

C. RIABATIH NAERRRREF o4

BENMERREEZEE®Z "WAELHE R, - WIEH
AR E s LERBPIIREEIENRERS
(professional assurance services) - AiiEey " £ ¥ e44%
WA ASHER SRR ERORA - LB A S
—ERRETERERATHEMN - TEEHEEATHEE
BRXBARAREMEHERZIBITE - HAFRERAR
REBERGEIZERE  REBHAAN BeR &1 ¢
RERRBAERH -

BZRNREBTHHRERATRTERE ¢

a) AMER ARG PLEFFIENRELEZEARZT

b) M FR BN EESTHEN

C) IMETREBE AHHMATS -

d) BB A REFRLFEFERARGRE

e) HRABBERLESHBARGRE - REBARER
ZF e
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FTRBEE | AARCESEEH T L RN EZAH
W B ERE EAANNMAEAEE  FTEMNEE
OHEAMREMEE o AR AFHWE REELE
FREYNELIHERARS AR ERAFAGBANA
T E REE > A aSIBAFEIRK - EA B AP
BE3HE  RAABNEI—ELEHAREHE » R BB
AERAHBZRERE S BREEANTREERHA > RiRE@
RReg B ATA SRS E S FHEAMNA A A
HHGRARE FREMMEHEEZHES -

eI I TN T ES SE LA T B T
FiE - M3 FRERBFRFEREATAERAHAR
B BRBTRABESMANE - AXHFESEL > M.
Lacasse & #3080 » BhE R Kk ~ TEAME TEETFTAE Y
B o LB AT R4 A A 3R o) 5 AR (High Risk Issues,
HRIs) - 620025438 A R A 4 3 AR E T4 645 © a)BR K
R D) RHEZRE  ORYZHFL L DEREE e)
ANBRERABRAENE  HBARTHMAPREBILEINS
B aR gt E - Mr. Lacassed 71 %3 » gk ey m3f
RBARBRETENEF  REANBESE BRTEA A
BEE - LHAE WL ENE HBREHOREARE Bl
Z9 o EER—EBHRKRIER -ERBAANLF > EX
AT Rerth B K o

(Z)EREH
1 g X BH RN WARTMA
BEHWABAZIEER PRREAFROE—SHEUAREN
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HEHE BTHRAARMOR A—ERERTT > IARM
HRENFEHLTRELRENN > AABEIHAOAR (EHH
- FAEBRE-RETAR) 2MER BRSO -

2. S B2 RAEFR R TMA

EaEnEEN4AERTEAZEZ R (DFRNALSH
#4x 5 (D)WEEWFASGR Q) rEMFgaEs (DAREAY
HHpEARSE S GO)HEuEREE -

M ERHEBREBZIIHEFRE SR SEMRRRAARTA

» & BRSNS RARR B M A B MAA I RRTAN
%l‘%%aiﬁa‘;% s Bk BB ESEFHEAEFE P REKAHZIMN
REAAH LR BMBAZRHAERTE  BESRENET
2 HARGEEAE  REIRBMERAGHRE S F= 0 PRERKS
ﬁﬁﬂ%ﬁ&%%ﬁ&ﬁﬁ&%ﬁ%%@%ﬁ%%%ﬁﬁ’%%k
REAAMY  FSHEEES TR o RESHAIER S48 HA
EMBARERYS  RARBHERAFZOSM  ARA#RBE
L TREBER ) EELRBRBEZIFR -

B AR EANBRBCHER  ANABASHROR
EM2Y Tz ME—¥XEHEFRLN THIFIHEER
B AL ENHAZM4HESA  BAREANIRE T ERY
BAMmE PESMAARTPEANREE REHEMET ! (7 Get
Jobs Done!” ) @ # T RARTHAENZIAEH] » TH ER
BE AmRSPEHXEARE  BORGTARZIARR  #A
—EBREANSEELERAMARNMARE !
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.EHMARBUARBRGRA » AT RAKGBITERTH

BaRRESEARGHE — S BASENEEN 5T &
XEFERBUGOEERME L S ARSREBIRAK - Bibii
B BRREATAEBASE  EAREEAAKOREL 4
EREFBBARAERHE PR AEANO TN BARRZIK
B AERERY BUTAKBA RABHARRARBEZIETR  #
AHEEEROWHLREEOXFRET AT AFLEY
WA B M AAA— %a* REMM ¥ - FNER - —REFX
Bkl BSOS FRIE - AR IANPIEL THRE
RyGES SEEARBRE N ABMAELAELS 400
Ho MRRER %Kﬁa%ﬁ%

4. I RFBREER
WhH—BEAHRRASE  —EERE R DNIITHE
EEAESRIMEORBHELSSE  BRAERAKH DK - B
JE IR Sttt BpdLAE PR A BF AR K R AE R MBRAE - ST
Hed TABRAE  MBR AR GRITFRBLE > E T M EH
B RREERS  H A% A FRbgiTEmmas (HE
B AR RERRTFEANSHREELS  BUARERE
%$ﬁk?ﬂﬁ%ﬁ%°

S. M3t MW R A

UAREAEA TS AOEMRAER N SRR EITH
EEARREAHRTHEE EFRESLREHEBERFELFE
R AWM ERBERRR BEEMFE -RAEM RO %R AE
TR E R AAFEN -~ PP AR M TN HAZ N P 2%
BEAREMMN THHEALE e ARBERBMLOET BRARY
A RMHARS EM 2 A8 > B EpHREIESDE -
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W~ R FEERRER T M

()R FE F 3R BEIMH

BHEENRERIAMBRRORAL  FTLRAARARSLS
BB ZAMG  RERTHATELESGELALFE  feUtas
LIEBBIENPIRRFEE - WBARENESRM > HERK
FAH B R BRRLERBRGE LT -

LS BRAEBLEHTREEFE  RERKAETFTELE - Bk
REBAEMBHRIUT OB MEH A M XTRTHAE - RETZ > BUHL
A R R F 8 F(accountable tocitizens) - K » BT A& Bk -
EHYS AR FEARRFTIBHERANA - ARBURSFIEH 2~
AHHRE 25 HRFNBEFEBAIR ORI Bt &
tREEHFE-MELHHE LA LT HMENRBF LML B
Bh SR PIE R A7 T (public money ) #R & » RV BT
B RE& B aAMNMTEER SR T A4 & (accountability and
performance) ° & M R & ~ L3P ~ B3RP - REF R E QM4

T4ATH -
Citizens of
British Columbia
Legislative
Assembly
Y Audit Opini ons gnd Reports' on
Accountability Information
and Perform ance

OFFICE OF THE
€ - Auditor General
. - of Bridssh Codumbia

Mandate and Rasources
Accountability Information

<
<

I.

'BABMARARHSD S HEEHRE MARANAHEERa AW

http://www. bcaudi tor, com.
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(D)EHERBEHVENRNE
MERERREFEARER A S BB AT
MBTYAZR RRAMIBUG - AHARET (S HEE > =
BF) s B (F) #4 £ %3¢ FI(Regional Health Authorities,
$H—B=Z+HME) - kBEEE > WEAERBEARBEZAHLEART
HEE MBS EBEEwHs ERELGETERMMEFAY
BERARRA A HEE AR BARE Le)— Rt -

HREHRRAEZ A A RERBERGOTEHEM HERBEIR
AE BRI E AL BN M AR EH @ B BUE A RFS R
AEFEELUAREEFHRENER TERERATAAERES
A BRSO o b A BURARBEORABIAL > wBERRSE - B
BARAS - BEBRBE Tl AadNEE eaadyt S ¥E BT
EMAEY > Byl T o

L AT 8 R oy SR AR

(DHARFH R EHS A HAEFZIRT

e RBERAEEEEN 2000 £REHHLEERERALR
R ARSI B AT 2 MRS » BRITA 2002 FABAT AR
HRE -HIFREENRTEABELBRHESEN  REEHE 67
BIEE G2 LHMR - BRAIESK - EBRHAREFHEZ - M
AR EMAEG  BIREERGKIH ~ L B R T AT
RAN  EHAN  RIGEHAEME -

BB ETHNMERBREREN2002F9 A8 30 8B Hrx
BFER LB ZEAORENBE OGN EN L BFAEHEMGIR
B RE R R - RE AR AR LA How
Healthy Are We?' - &4 RN BB TEF LR AN HEHES A

P HMBLELXPDFH THELWA

http://www. heal thplanning. gov. he. ca/cra/publications/how healihy_ seot2002. pdf
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ATE REEBFRRBLG - s BBAHSZATALEY
RIEABRHEREL  mARLATCEARELRENLRRLAD
ERS - AMAFEEHPALLE HIV & Ao 2001 4 &
REmMK *» MFLREEF B ELEE T -

RTEFREREEA LRI g K% L 53% Macleans
CRF=ZFNEFNA BIRREFAET > IR 54 BREHE
BaGRigin 8Thei Au)fe 15 184 % 35 42 (performance
indicators) L#jtbd - A EE B AR E G > £ER
BB AR AR BRREHE -

QR HEEHREHBEHEFZRR
AMERBEFEEH REHDEZ B HAMREAINFIH R
RAagH AR ET o B (Financial ) 1 42 (Performance)
mEBREE  AMEIHEIFEZRFM > T 4895
(http://www. beaudi tor. com/AboutOffice/WorkMethod)WMContents. htm) © # 3§ 4 %
HREHERL B EMPIRATIHETESE > HALPIE R ERH
sh o MM ARABIABAAEN  FEHKREMALENHEMTE
B Rl - plod e FHRA4HLAHLNABRRESE
(Medical Services Plan) & i — ¥ A Fii th B3t R &
(Value-for-Money Audits) - @4 2001 £ 2002 &% » 4%+ &
FHLEHHAMANRTLLERAETN FAGKRREREAR 4
ZRBRSBEA ARG RITHE - EEH RE L RHHEHAE
BBFRFEH=MMA: OLHLARFEHNEREEBHAE L
(regional health care system) ' 54 BB HEN I & ; Q4
BABRBERTAEWERAETRN  ALBELCREEBEEL
OXMAMBBEAT AL HREECH B EBBAE L2 HERRE -
FRR—RERNIEZ MR EEFRERARAHZBITH

39



HIE & R 0 AT M R E R A 0 AR BRE

Q)L HERHBEHLEMIRE
SHAHERBROZEESHEARTER - TRER
REREH - EZBRAEARRAAY BB FHHE > 1R4E
WEHEABMEREERTH B A2 > 3t B A4 % & Bl (performance
monitoring) ¥ X, » $ibE it EMmAwUREE -

EHEHARFRERE ;RSN EREHAEM b E
BEIHLBERYBSEREY Bk HEREF S &P
MAEEF - Bt AHEMBBRECASHEHMLEMAT AT EE
X & 453 32 #9 (Performance Agreement)’ * L @A E#A E
fREREIRFA B RTALER B AR - #l3wfaE 2002/2003 449
BHRHT FPRAREZFNEEHNRE BB - BREH
A~ B RRBAMILE - REBRERREIE B Th

MTHEERR  EERAAEARERD BER -

EHAEMRBBHNEHAERYZET 222 A Lille
YRR SRABMAEZSE  REFERH R -BFZAK
B AEARBRCHEEHLNEHARN  MEHLENA
KRB —BARN LARBRERBEES RABRETES
£ BhEHAMBERTHR  BFTHAT - AHARFR L
EHEABENMMAERERTAEERY - B ERNAEMRA
—k FEAMBR I TG  MERMOERNAE=MA XEF
—R O EBARTEIGHEAHLARAEHBE  BLBERE
AR EHIEE - BTSRRI BHERBFRBALIA— LI
SN G R HMHIERE AR REHLEERHEAR - B

S H 382 4 x PDF 4% » T4 # #0 H http://www, bcaudi tor. con/PUBS/2001-02/Report6/ileal thCare. pdf

T BMEH AR MREHANBEROSKBEATEAR  FaNETEE @
http: //www. heal thservices. gov. bc. ca/socsec/performance. html
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b EHMARBBREBER - EXENER  RSGEMAEEEY
MRFs T KBRS MAE—BAHERLTA LR EANRE - B
o wRGEHEBM - AR EH L LHEUEROER A4
TREMITRGHREZLWE » LABAMAEEFREZLT -

2. (R RBE SR P SR FT M

(1) & Ber s

FHEOF 120 FBR 2B E4d 1992 F49 110 8
SERE 2002668 AXERRAAFTERSHUY - BREE
FAXRAFRRBOUN LG EH L Em  AkBZE €~ $U47
K -REIFPI=ZZAEAR - ZEELAQLRBARE &
R PTKkOL2A6R FEHMAHITRAT -

HHBREME  TEBB—ANFRENE  #loLBAE
RITHRARBNPAT - MBEHSE S8 ~ ERKESIES -~
B EEBRIEREE AR - 5 — BRAZH G Bl K
BHEN RERRBEBETISRE - B RER A
(infrastructure costs)&g#E#l ~ AR B & F R &P %" -

HAEEREAMT T EABBBERERE - BIRPE - UREB
&5 %8 32 o P if BRARAZ B (Standards of Care) &4 BEARER ~ A
HEEZE  BEMEZREE  NBRIPENHG T2 WEX
B % AR 753748 % #% € (Canadian Council on Health Services
Accreditation)’R#47 - CEEE €A —ELEM - JEEH - 3
BAas  AARIGETELAE S AR 1500 EE A a -
B » RHEHBRIFENHLIE —#H > LR B SR A

A M BARA LGRS TEE o AN A AP F o (Canadian Coordinating Office for
Health Technology Assessment)#yii4k o 485 & http://www. ccohta. ca.

‘o A B % BR 7% #42 % th & (Canadian Council on Health Services Accreditation)# 4§35 5 :
http://www. cchsa. ca.
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RAFFEHAEHBBHELE - AHBGEE I G AGEGEE
(College of Physicians and Surgeons) & &" & #4238
HE - SBER - RABGHLEHT  RABGHRETAR
FRABLAL LB LHENER  BBFAERERTFHS ¥
2N THRRERTE

Q) B HFRB-BHRBHE B ¥ Medical Services Commission)

B 1993 %o $HEELHAN TR BRBRFEE®
ARE P A GHAFEP] R EBELE  RR—RAREZ S
REMER - BABRBEECRINEEAFLRAHEMMAKA
(stakeholders) £ Bl & ¥ B & R A5t £ 0 AR 2T -
Tt RERNEENE - LHBBRBEREN B R K -
ERBHEECLENOARLE  EHARBBABERS £
FI2 o B AR ABARGER 8 FRBRERERA TR - B
o BRREEE GO IAERAARESE AROHRES
HB RERALHES ALBEGREAVREASALE -
SHRBHEE OB ANE BN EREN N » & %I
REBEBBBROEIAFEX S AL EHFRRERE
BEEGANNG - CABANMAHLIEINRESELR -
SERMREREARAODE  NAEZEG Y ALABAMAL

WEER -

(3) # & ARt

—fmE O MERAREHELERSMHES > AMEFERN
19714 £ EHBENERRRIE WHHERBRER Y LR LR
HER R B H L 444 Pharmacare iS¢ a5 ¥

" BE52 & (College of Physicians and Surgeons)$i %6524 (British Columbia Medical
Association) #9HE RE - #TH A AN Bk (Medical Practitioner’ sAct) * A HR&ev &
$EBeE(licensure) - R ERERET - AF XA RFEHEIAHLE - MBREFNBBHEHE
HEAES RGFRFEIMHBERLHERYE -
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BEMITE L HEHAMRBE & & — 44L& - Pharmacare £
ERANHSAEA EANEMBATOHF -HERMEE -
FAESHELEY —BAR UREAEHRERABEA -

BEFE RHEBGA AR Y Z 8672 € (Collegeof
Pharmacists) ¥y T A B G E L WE - HF - REEREH T
o BB RPBOED FTEFME  MBEE - BREEKRESL
(Low Cost Alternative) ~ BR#F|ELHER - AR L L BILHE
(Reference Drug Program) - #£ % & ZA%BR T » LHEHA
BEBIRAREESG  FRABN URBZLHLEEH S

# - 824 % B € (Drug Benefit Committee, DBC)#y Ak B &
| ¥ PI(Pharmacoeconomics Initiative) & TI(Therapeutics
Initiative) % % & Pharmacare A 8 ' M€ A EEPI Tl &
FRRBEIR 0 %44 % d Pharmacare FEMGARE » 2B BLEHE
THREATHEBL -

EREGESRERNBRATELETG > B4 E LR
BEREEAOLBEBIUER ARG AREBE  FIHE SR
ARMARBRZRAOER - & T124% % 5% 64938 F 4% A (appropriate
drug use) » /AEBE - B RISHABH EALL e
%03% (knowledgeable physicians, pharmacists and patients) °
B AROGREGA BB BRL  BATI-RFEEE -
HEHF  HEELEASEE  c MARRA BLoReyi L
A % 2k Lk %4 (B.C. Seniors Medication Information
Line) - sbéh > 3% L /F2 3 PharmaNet 2 AR EEH—FREH
% ¢ % 4% - PharmaNet REBpedey ~ 42 L&y ~ 2 EMe > fEfF50E
BB AR EEH > BATAGLELOILHA KA EFA
ST AR B S FRERE -
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()&

o b R R S REA R B IR TR T 4%

L RHLANRARAAMNEAL L R EAREE RABT BURS

EHH BRAORFAF -

WETCLI L2 PP CRENC) EEE LTS

SHENBAAE B ERLHAME (o ERTRBIMA) &
B -

CBREKORT ERLBEXARNEHE o BRIPE

BG2¢ ALGLeE BLILEBARANAAEEFH S
MEAHNETRIBE HBAENFRZERGENEMNE -
BRI ERAEEAL LEEPELHE o XKEEAE
RBBHXF R EEARIFOEBREARR LI B
BEEFRABES T Bl ARARBEE AREANKE
Bl FEANBAHRANE T  LEAHFTRANES
BAZRNFIRE  FOBREEA SR RRES -
HNBHEREMHPEERSAER BEGTAHMNES L
RERFER mHARERNENER LRKRBBEZS
R A% EREBUT BRI MIEBRIEBT R RBHAE
ZR -FEL #HNEEHREAE  RMAKKREMIELNK
5 -

A LW A SR SR LR TR R B

l. HENRILZER -

REHE 2 RAMI DT THBIER (FHHBas

HEM) s (A EHASHMEHLAEM) KL B
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R AP - LR HTRORTMSH - Bt A RRFS
BERLBAEARROEEN  tloia#hiedens £
R ARBLARIBFFBIK - RBBBEEIRRTR > S0
RAEAOTHRNERZRRE N > AERFTHTHENMEZ AR
FoOM_AIRFTEEMRATERBARTARAE AR AH
W s REMARTRRGEM 0 T UF K EHRHA
MRAHERETEM -

2. FikthEA

HEHLRTEBRRE  RALIFET RN RESIE
BAFEBREREBLEG  ARFANEATHHREEK » —
BATHEE Bl FR: A —AFHKERSH > HlmEL
REACF % - b RALFRLBZERHNE > FEBREHS
MEFENER Bl BREZRANEF *  #HREHRGTE
M RRBEGIHHE - AMBAEHBRAES - B Rk
FHAB Ok MAETRAKS THAE > RERBEDD
T o — R R R AL NRE AT HOETR 0 B
JIHELSETHHERELE -

3. BMGHAMAERA

ERGOXMABENRAKT A REGREE  LEARFR
FHER - KA ERRFEMER Lo — 4o F 82 HMERE R
BRALRES » EARRARRIBZEFR - REHEHEH
B BRI L8 RSB BFE N B RBARR 0 B
SRR A R T E M RAERMZ — - sboh » £3H4H
EITFELE RSO PHRRROFTHER > Bk 3
ABBAEENHEOER  MALTARARRRBET WM 447
BRI A R RAREE -
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4. HH

EHERRBARB RGN @ﬁ[%&km%a’me%
EBERTLEREBRETERREH T S AHENRTR
BPTH4T - Bk ABE A ERMRERERSE - L2 FREE
WA E - ARE  HEHNMEH L EMGTBEIFITRER
RIEAH N ARSENHLER  ERBRTEESEEFHEFR
42 RILBERRECEREAFBFTRESLEM  Bd 7RI
Plé Fase Emeysi %z -

5. RAH SR

EHEORFARTBERANGEZ—  REMETATHR
o Bl BRBRHARERREZE S BORBA BERB LA
BRI BFERLHNLZEREF - BREACARLEK
o RERE - BRFRER=ZF Ak - A RIRERRLA
RIG BReS5BERMOREA WALENEHREEREHE
BERBEBRAG—REF - MEFARRERERLEEENS
ROLHEENRBECHERRE  EHANBHELEAENLES
RENERLEP - FRRIRKEFTRATBOBHAAL » &
FHEABRANEFE - b FEEREKELR —HEBRS
SO Bk WHERAREKELATX  EHARAUALE -

6. Moshm

SHEHRERNAHEANL RIS > M EHFE R
EWRAM - BRSE - A0 HEF > TAREHEHETE -
KEANRACLEBENHORRETHRIRRKERE > #ARLA
ERESEOHE RBRAOREE—BTR » 2N EH
kb —IB BEFEARAEEL—F  HMETAEIRETRRRKA
BEHES RS YERTORTEAILRA -
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%~ FAREBERNE

-

A EESZ Y B—HHEH S KBRS B R
F R AE: BN NANEAA KR ERGEBALT TR
EX TS AL S YT LS R

(A AE

MEAXEARERBERBEMHFNALThRBEEIHRY
RABHEHEDRBBEORA > AHEEIHREan T 5EXSF—
3% (consistent) ~ Ttb$k (comparable) $1Bpe% (timely) % B4t
BAROTRLRERTRW mERBREHEEA WARARLR
RFs A A # A (fundamental rights) #9 &R A A T L@
EME L HERRHHRACS

l.iERBBETEMAMETAATRAKBAL L8 TS
2. EMRBEEGRABMMEARARM (relevant) £ AT AR M

(accessible)
LHBHEHEMGARLFABEE RS RN R LM
£R

A REACBE X E MR REREHRZIERLMARE
5. TR ARIFTFHE R AT HFAEAZER -

AR By R AE R R 6dE ¢

AR RBIRE B RATERAIE
RN EE ey £ % (workbook) ;
. ¥R %% (web postings):
.BH2EE
CEFRAMNEMABANTSHRE
CEHEMT R 2wE -

S Ol AW DN e
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EHHBHETNRE  TZ2HBHENERETRTELHN
(accessibility) ' A AB -~ FI B EE ~ A EMEA - HAEZFH
THRRAM -

RRABEGDRBRE  wEXREER " RNA GREAIRE
sk % | (Freedom of Information and Protection of Privacy Act) »
FEARFZAIANGEHBAZEAEFLEALTR BTmeh ~ 4 B AR
RRE IBUFEE RHFEEE  LABUTES @& B ARHE - LT
REBGZA = B (responsiveness) °

(DBERBEBERLTETAGEIEZRE
HEFR WmEREARBEITEME —ZREA MR F AR
1 B % %4542 (health outcome indicators) #9#E X & 64 Ao
£ K4 B MM (Canadian Institute of Health Information,
CIHI) ~ nw® A B A MRA 74 %% ¢ (Canadian Council of Health
Services Accreditation, CCHSA) ~ i & KA M KL F <
( Canadian Coordinating Office For Health Technology
Assessment, CCOHTA)» £ ¥ » CIHI £ 24244 M2 B A R 2@
AehAa A > 5T A R4k 25 5 tb i s CCHSA #2 o 1 2 B42 % (national
standards) rb#x - $24% % B4R AR S B3 3K b F &9 & 3R - CCOHTA R
R WAL R MRS 2 37 H T M B 2RI B3 AT B
BIL=Z MBI RBENNE -
l. md X4 B F M # (Canadian Institute of Health
Information, CIHI)
Canadian Institute for Health Information (CIHI)%—7%5
J‘L#J%'F"‘ﬂéﬁ‘& HBAANBRARE TR ZELLHARE
TERMRERROETN T2 ClH 9B E2 A REE
R~ THRAFOEET N REENETRBARGEEREHERE
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CIHI =B A AmERER A REGEHERAHY > DL
R ARGRETE(DELREOREBE S Q)AKEEN
FRAOARERLZ S COWAVERRRFH N5 -

f CIHI &9 -cohse (AR B RERZRELEZ  (DHHAE
ARERFRAAREENEERLE  Q)RAATETRERH
BAEHEL (DRSMHAUSHIARG LHAREFEOER
(5) IR & BMIBRE AR ()15 ~ 35 SR T RERTAN & -

Fk 0 B4R E (who) B CIHI » F 3424 (audience) &4
AERE - BREAMATHAA > TR how)F X £ B4
AL~ 2T - @BEALAME > BN (when) BP B R
MR RERE ~ 2R FEPHEMNAMEERE  MERAE
(what)4e F & Ao -

- CHHI ARBERAZE

Research & Canadian Population What’ s New

Reports Health Initiative (CPHI)|Research & Infrastructure
Policy Analysis
Reporting
About CPHI

About Population Health

Health Indicators

Comparable Health Indicators
Health Indicators
E-publication

Health Indicators Development
Sector-specific Indicators

Analytic Reports

Health Conditions
Health Human Resources
Health Services

Health Spending

Health System Performance

Infostructure Standards
Population Health
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Adverse Events

Rationale
Deliverables
Expert/Advisory Group
Document

Data sources

Questions
Data Collection |Health Human Resources |Nurses
Databases Physicians

Health Professions

Health Spending
Databases

Macro-level Health Spending
Hospital Spending
Physician Services Spending

Health Services
Databases

Bulletins

Data Quality

Standards Case Mix Tools Grouping Methodologies
Cost Weights
License Agreements
Coding/Classification
MIS Guidelines
Partnership for Health
Information standards
Infostructure Standards |Available Standards
Standards in Development
Standards Education and
[Promotion
About CIHI CIHI Profile Mandate
Core Functions
History

Board of Directors
Management Structure
Finances

Roadmap Initiative
International Involvement
Brochure

Education

News & Events

Publications & Products

Analytic Reports
General Reports .
Resources

¥ 4RiB © http://sccure. cihi. ca/cihiweb/dispPage. jsp?cw_page=home_e
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¥ e E42(Health Indicators)RE » TH FHl @k
B (HaN B A HEEN)

(1) T o $ &5 42 & 5 4% (Comparable Health Indicators)
KBREREN REBELRXERERARSLEHLES 14 37
35422002 49 B 30 8 Hrr—miRdEiE 14 EISAZ A EGRE -

Q4 g # (Health Status) :
fa #1 % & (Life Expectancy) - 4 % & + % (Infant
Mortality) - & % & & 2 (Low Birth Weight) ~ 8 ¥k &1&
& (Self-reported Health) -

Q4 i $& X (Heal th Outcomes) :
A& 4reh e (Change in Life Expectancy) ~ £ 4% &
# & (Improved Quality of Life) ~ %% #45 E & I &Y%
(Reduced Burden of Disease, Illness and Injury) °

QA & H (Quality of Service) :
TR RS ERBE Y E4e5 (Waiting Times for Key
Diagnostic and Treatment Services) - & A% & & (Patient
Satisfaction) ~ 4 £ Kk Az © % (Hospital Re-admissions
for Selected Conditions) ~ 4% & 4 & AR5 2 T L M (Access
to 24/7 First Contact Health Services) ~ £z #14L & B
3# AR 7% (Home and Community Care Services) ~ 2~ #{2 R &
H ¢#14% 3% (Public Health Surveillance and Protection) -
1 B 12 # 8 % & FA P& (Health Promotion and Disease

Prevention) -

Q) EiERg L EHEHEF (Health Indicators
E-publication)
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(3) #4542 % & (Health Indicators Development)

1 #3542 3+ £ (The Health Indicators Project) § % % 4%
MEREABERZMMEATHRE  RAPITHRIRELL &
3

@ m| %A AR # HE (the overall health of the
population served)

Q& WA ey JF B %2 % B % (the major non-medical
determinants of health in the region)

Q& & K 7% 4T &4 42 B IR A5 (the health services received
by the region’ s residents)

@@ RALHE B A 424 A % 6045 (characteristics of
the community or the health system that provide useful

contextual information)

(4)28 45 £ 354 (Sector-specific Indicators)
@45 4 88 2 (continuing care)
@ # 44 A (drug utilization)
@ % fz ¥ 3% (home care)
@. 1212 B AR F (mental health and addiction services)
® 18 2 AR %5 (rehabilitation services)

sbsh > #AR#E (Standards) @% > &4% "MIS 431 5 (MIS
Guidelines) —3g > 24 4 "wE R EREMRF AR E L E R4 s
3] ; (The Guidelines for Management Information Systems in
Canadian Health Service Organizations)> A —£ 42 B2 %
(national standards ) > A RARAETHREAREHTE
(gathering and processing data) > # X IBREERKE—1RER
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s R e R ERGMERGT TR B9 LR —EEEH
HFERRA @SN R H RN EL 0 EDEY - B
6 ~ gt Bkt o s TMIS #53] , HEH b - BHE - Bt
MY THRNEETREAFY LEATEREFENEX
AR ES B TMISH3] ) THeh L&A (tineliness)
BT (comparability) #9&#H - b EBMEHE A 460384
REBRLABATEHRSL BB "TARBREAS
( Self-reporting System) ® B & 6.4 F & B &k (activity
levels) $7% & A% # (patient based) # & M4k ¥4 CIHI -

FHEARGOERE AL RERFABE—QREZLEAS
P IEd > 5@MeE R (board of directors) &/ i % A
GTHRABEMAL - I S EREAAMRNE LR (Ministries of
Health) » /v g K #3t8F (Statistics Canada) ~ K& ~ 1 —#&
AFEHRRERE  ROLTRBE > FERRLEHFT W4
A RERRAG—EhE LTHULBEALEZHERSETY
£E -

R WHEAGHBERTREAMXFTE NS LA
B AFEE RERERAZIRBELTORR  FEERT A
RS 5E % REF G -

2. mEABRBHEHLL U (Canadian Council of Health
Services Accreditation, CCHSA)

CCHSA ¢y o RRAMERAMARELBAREERRETARTR
BAEROKE  ERBVABBEFRERERS AR EBESEG R EE
BFEORET I HOOREIBEERMANERAR © A M
CCHSA #5742 » #% & What ~ Who ~ Why ~ How £ @&\ > AL
AnEEBALIH@ARER(2EMEEL) -
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(1)CCHSA &4+ 4 (What) ?

OHBERE -~ EEF -~ FFHFAEK

QMG AFNEHMALRNZRILBEARFRE

OH ML RIRF AR BERS L H

DY gz SR P BERB L E A F &

ORULHF AFELRERERY - FEBH - FEARH - kA
Bmmd - ol R e 5 BEFERS (First
Nations and Inuit addictions services) - &ERB#¥ ¥
Fo i 7y MR B 48 8%

(2)CCHSA &y & (Who) ?
D238 1, 495 18 o g A 4E B AR5 42 8% Ao A CCHSA
QCCHSA ## 300 B E ¥HE 8

(3)CCHSA & 4733 (Why) ?

OirgB A GRE—BARLBRALEHRET BERRE
RR A% 48 4% 7T LA ERE 45 & H ik

QX — BRI AR TR RIFEHBE I EFFEFLED
Byt RENEESR A

(4)CCHSA *of7:E4F (How) ?

O —ERERFEASKEALETHRERERIRL

QREMMBBLAFFLENBE - BUR2PEBURBEHK
3

OCCHSA w9 & £ 5 BHATEHAE (on-site survey)

OEEEWHMERSEN - XD AL fEE - 3k
E Xt B S Fo bt L35 @

OHy AL b PREAIENERITHRSER
ey B

B)&REaé#iEs2 (Quality Dimensions and Descriptors)
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K= CCHSA ik Az S H G RER (FaZ 8 S HkL)
& 15 ECE:2

TE 4§+ (Availability)
T B+ (Accessibility)
g5t (Timeliness)
&M (Continuity)
2~ (Equity)

120 Y. 2

(Responsiveness )

@M (Appropriateness)

B4x & (Competence)

st (Effectiveness)

424 (Safety)

44 (Legitimacy)

# % (Efficiency)

% AFE (System Alignment)

#3i@& (Communication)

%% (Confidentiality)

% # R BHM% (Participation and
Partnership)

4. 3 E 8. (Respect & Caring)

5, Kk FEEBE 44 (Organization
Responsibility and Involvement in the
Community)

/AH#%i& (Open Communication)
AefzE%4#2E (Role Clarity)

# %R %8 (Participation in Decision-Making)
2 83235 (Learning Environment)

#@#] (Well-being)

BABEE
(System Competency)

PN EINS R WNEOe wNd =

BE/AGEL
(Client/Communi ty

Focus)

IHEE
(Work Life)

AN .

3. m g AMr 4 A 3%4 P~ (Canadian Coordinating Office For
Health Technology Assessment, CCOHTA)

CCOHTA 2% 37 1989 4 » & & Bt 48 - 4 MAL LA (B4
#30% - HAEH 0% BFEEEAH4EB I TENE) X844
Fi% &l &k (Deputy Ministers) S1Bi$8 ~ 4 ~ AAsmx £ 8 &

(Board of Directors) & & ° CCOHTA & £ B4E 5143745 42 B Budir
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(Health Technology Assessment) &)k A4t > ENBEERE N
B A R A B RAT LB BT i%%%ﬁ,@WM% 38 3L E R
REH REERE AHEFATHEANERABITASE

(quality) 24 # (economy) $48R 3 » AiELFRATH

(reliable)~ F A& (useful )~ LA FH A (evidence-based)
gy o

(Z)HREH
SN i KER - RETHMARNR

. FREASHRA BERBERHGABRSTAMARHEAE
FHME AERHEM T BEERANEEARE HKE
M EFEM REMAER T TRAHAERRFEAHEE R
FEESEHpBRELEEANBERER ST ERL2MER -

2. BRARETENS A TEBS ATE  BURWE - RMA
HEBC GRS WEKL NS ixﬁﬂi%%kﬁ
B ¥ =] @%ﬁﬁl?*ﬁééﬁﬁﬁ RETRAE F ML AT
BT BRBELE -

3. BMTRAMMER  ALTNTHRLSHE  ANIEERIEHE AR
FHALBMINATE  UAHAWTMOTREATHLE -

4, EHRBHSEEBERINBBREHE FRERSELE TR
HYEEABER ERANRADRI  E— S REL RIS
A CIHI g2 CCHSA # o fie 242 75 ©

5. RERERMFERR  oREFT > THYLERIBEMNWE
X CCOHTA #4% » 2 E 5 #FEMR B HATIES » 5% X oA
BEHAERER -
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12~ SHFREHR
-~ FESR

250 A F R BUR 82555 4 48 B BUR B A Ao ST - 36 0
EREFARREAZ L HnERIEERE AL EERRTMRS
AT -

() mERGRBEA » SURRMAGGORERE AR - £ TR
BEEE AFHZT dBERERENBFARINALEAE L
MAriffi—RX—ReG&EE P AW £ £ (incremental ism)
#H X REF T E | (fine-toning) X8 % » AmEX
ARBERE - BE - AAREBIRTFHZIT RITFARE
BB RS o

(Db RS F B RERAEEHRI I @ N ERABFFRE
PR R RA BRE O RATRRHEE  SRIFTYH
NRFHARRRGOBERBREAN . WERRFAZRRA G4
VR PITHA > FRRESH NI BENORF R TSR
FEHEBELAPITEMRAIBABTSTE RAMFEF
S AELAI IR AR REF R ERRABER
FHOHEL HRIAHNHAEFEEEEERABERE R
Zo LRARNERBERIAESEDL - LR RF RN
A BERED TBENFIBA/ AR/ HEHLEH, &
AR RYBRABRER MDD B AHBFH -

()2 HERE LT8R b BRI E - £ A
BUFEHCOERLERBRF LA HiwRFAGHRBRER
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HEHSH URRGHFTEERBZARAEEN - 2H2TE
AAEREHF AR LU FHNE T RR T K4
REAAGRR  BRIRAE T RE R BAGESEA BN
TRAAMT L2 AN RARTFEABERGHER -

() KB HFEBE LY A XHFSHPIERELRREE
RUERE  SRBRETFTH A THRRRLRELTH 7
HEBAEOREZEERA HATMBENRAS KBS 8H
HERGESHEA R LAR - BEEE T EREHFE
HNBER—FLE—— TORRAARGTTRRERM " §
EBBRAAH HBHEH MG ENG A EERE /588
B REARMAR  UREKRBEBZATARLEO TS
Ey—EEERAR 0 SE RS RN R -

() mEABMAARHEERER LN B ET o A RN
o SMFREMI R B IWEREHEF AR ATHENSE
BZRAA  REBRFARLBH AR SRR L
FMABE R R R X FFH RIE LM BRI EIES S
BREBE R ARG  RIAREFRIAGEANELAR
FRHEAE HEHENOETERNA BRANBERAHTRE
FEERB AT T MMA R RAR  EHREEEK
R RBARITI N B F oM e

(ROFFLEARBRABHEZRA AL R EARE RER T BG4
BN BROREET - BANPINEREELEAL L8
HELE HlREEABARMHXF  #—RRIEHAK
ROAHEAR HPEHEEEMONEREREL @ F
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FNGENEEL RBRRAEFR -  aHARENETHER &
AHBEBRBBEEF A A2 EXBIUTHRIURE  MmIERK
BHARXEMKSEZE - FEL HNEFHREIRE  RA
RBZRPEHIEGHUEH, o ERETETHE ST Hlbe
I RATREE - ENEASTENRFT X248 8%H
B PloBKRiTE BH2E AEGEEE B8 %
YEARARANRAGEANEMLELNN TR BT A BOEN
BRELRBHENENS -

(E)mEABRAAERBELBEADANALTEHRBEHR
BIEBRGHDRRHBARA  REBEIHREEMT > A
A % — % (consistent) ~ Tt #& (comparable ) #1Epaf
(timely) # MAE M A R td B RBAREREMA > P RBF
EHEEAMABRARERIE A A#MEF (fundanental
rights) &M A TR EAHE RS L@ LT RRHE
BROS ERABBETEAAMERATHANBALLR
HHEERRHBSERGMMNEAAR M (relevant) # &
TRH (accessible) : HBEHHEMAAREZARER
FEHAHRAEREEL  REA BN IR LT L
BRZERGHERE  FTHRBRTFREHE AT HFAZ
ER - ARBBRGEBERE  MEARES T ARG bR
At E %, (Freedom of Information and Protection of
Privacy Act) » EMRFAZA A BREAHSLHE R %
T ~ A RBABARYE > MBALAERHEEE > bAH
REG GO ERARE LT RREIAAZASDEN

(responsiveness )
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=~ HRRB

BN LA ROF  REH S ERRMNEZTR2MERTHRA
AR ERE TR

(—)ERAH

1.

EREATORT AALARSAEALTAMERYE R
EAEGME RERGE @Y BAvd B3 ERKE 5
KEMGOE#N  RERYE®H T TAHLERRIFHEE
A RERR LN BRLTERGBEREE ZEEAL
MER -

BREBEEMN S I TEB S AFE > Wl RBE - TH
MR BE R WRHGE NI  BEFTAEATHA
ANES - AEAZABREFTARREELELEF X FHRHBTE
LA A TROBRELE -

\Y

BRTAMGRF AKETARATHEALSE  ARBEHAEHKE
EEERARBEHIENFE R BT RGTRAEATRELE -

FREBRSHZB I BRERG IR ERERSETLE®
RHBEELBRE ERENRASES - FRBEWF
Ao g R CIHI 2 CCHSA ¢4 o sE SB4E 75 -

REMREAPEDM  wFREFT > THBYEE R IR0
F K CCOHTA #4% » A EFBRFERRBITHRES  BHER
#443A B EAESBRF
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(=) Eke

L 2 RBHAIA > RARTH
RABHABRARIAER - 2REFBOE—FPEURER
AEBHE  BAFTRAARMOE  f—EARIHET » A
RHGCAEAFZEHAFAELRERLH  FABEIHAAK
(AHERE - PHE#E—SRESAR) AMER - BRYEK -

2. B M2 REREIR MG

RMHBEHRTMGAERTEAZCEL - (DFEMAL
BuE (DRHGRBYH Q) FHpmasanh (DALY
QNGB RAERRE S C)HANBERST -

MERGEREZPHETR G REEHRRBAGRE
B# > BRBERARERAAMOF BMGA > LR E
BANERHE AR BREMELSEAHATRT LRIRA
2 RRAEANFEFEMGAZMY AR FIE  AE4RE
MET > B AMBIGKE  REIAMAKOBRE B2
FRRBABBANBRRECEAREGREEO SR E
AR R4 A GRS P EBEEOER Fo o RE
BB AMAEMAEARLRE  BRARBHAERLEEY
GO AHBBEER T RASEL  EERREBAZIRR -

R HEXRERMNEHRCHER  ANEBA SIS e
HERLY - HT 2 AL EEOEFAEN > [THIEPIHE
BEXRBZAREENHAZHOTA > BAREEMIRM PN
BBAOZRMNE EEZHRURTANEANRE "o FHHi
¥ !, (7 Get Jobs Done!” ) A#S# T HARTHEHE L
R AHEREE BEMRSTEHBERLE  TAER
FEBRAR  MA—BAREAFEARLLBRNAR A !
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LERARBAREEGRA » BAE AR BLTIRTH
R ESEA RS —— ST RASENRENR A —F
BXARREUGEFAHERLE LN ARNERERAR - B
b A —ER ZEETHEREAHE  ERZEERAFHAR
b BESERGALRENAE PR EAMAE R AR
RZAKYE - AHBRERH  BAAHEA BB B HREAKREZ
T RABESEROELALLTABXFRSET R T
BEALESERANLMEA—KRET RERM -BE-FHHER -
—BAETRFHEE > ABFDERFREIE - AR BUFRPT
B THREOE, Y FERAABRUTR MU E X
REltioltd TAREERARREAHTY -

4.3 3 PR ELIR A

#AE—EAAHBERMEE 0 —EARTMA 2 PITE
FRERAFSRIMEARRHECEE  BFERAARHD
B~ BB ShFesd Rl o 8 A BT A B DU AR 4G 2 MR
teo GuAEe TAMAE MR AGA BRI R Y
I @GR ENRR IR A A% H SRR M
aek (HE) Ea RBRE > BERKRFERINTOHELE
B BUMBREAABEEETHRS -

b. REHITHEALE

DARAEEE - FEEOOSHAELE N BRIREET
BB AR EATITHEY 2L EHEBEETREES
AEL ABNIBEHRR BEEBFR AR —ROK
AR RMMAER AN BRI SAR B TR - T F
P AERHEQRESMN  TAERAEEARERERO
Moo MR AR I B2 0 2 MR SR Y
S
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health,” in Conference on Performance Management in Health Care Taiwan.
Taipei, Oct. 3.

2.Health Canada ( 2002.) . Health Canada Accountability Assessment
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3. Health Canada (2002) . Health Canada Audit Policy, June 20.

4.Health Canada’ (2002) . Health Canada’ s Audit Guidelines.

5. Treasury Board’ s Policy on Internal Audit.

6. Canadian Coordinating Office for Health Technology Assessment. 2002.
(Presentation and handouts).
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and handouts).
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ERBMIHFLEGEFAFAIHLNPIEREFARETERAEREE ¥
FHECLAT £58478 (Health Canada, 2002:6):

CHEZESH "A2ARFRYEK  wEAXAHEEEH ) (Results for
Canadian: A management framework for the government of Canada): &%
BHEBEAAEFPIR L AMAOEE AR ERBAERRGER » TP HERIER
T VBB FHERE -

O NP FIRAILEE R (Modernizing Accountability practice in the
Public Sector): sl SO R FEZEERA -

O M E R RS (Financial Information Strategy) : :RABEAMB TN KL
MERRERR - e - TERHACBEBAMBREAZIRDEEAR
ReOM&ER £ - :

ORXBELZAGHRELENE  HHSLABHEUPIRERMAOER » ERAR
RFHNE LHFR - BIELHRNE REAFSAOEHAREEH

(performance and accountability framework) -

OCOHUBBRLECEKIRE  BIUSHPIRARLSHEDHBEE "RE -
4 @ F 44 ,(Planning, Reporting and Accountability Structure, PRAS) »
Z2REMPIFA R BN E R ERARAALEERGOLEFRR -

OCEH A NKRIL %L F 3t £ (Modernization of Comptrollership pilot
projects): FARLFU T MAME TN MR EAERRER LR B L ERH
FewFERR -

"HRAE BN R A FRE-RATHENFHEIEAEH > LB
HRAUHAECI— LA —BEREHTETHENS  EBAARE
MRBRETERABAEGAR - LORARMETEL !

OR-Z9: 5 T3P 9k & i A

O — AR BRBREEY &

O hRBMNAE S AALIN—ABEARAEM ISR ENENL 4%

CHIL—MREFETHORENRAZ L  RARBIBEFAELFIAME
PRAEHEE KOO EFORBREFHILKE -

A A A A£2000-2001F ikt £ A THRAEH ) AR BRE
AT AT 4E -

ORB—ERRENBEZRAMAARNELZE R AGNPIEBHE—FO -

CARAREERKEEY > B BT FLEM (GOL) - BH -~ iR & -~ BHEAA
ERRAREHEE R0 LS KA -

O Al —ERARB I ESUEBEER -

O ARREHWRE FEH—BXHEE (document review) #HB—E $y
IS AEGERETN  URSENRFINRARRECEZTREAREIA -

BIERKREN MERGLENDEREMOTREBARELRLEAY
¥ 42 Mr. Pierre Lacasse bR EPELNLB TP RFTHIFERHERER
W78 0 a5t MEERES (FIS) ~ R EEZ R4 (RIF) ~ AERBETH
(VEI) -~ EE$aTsr € (FMIP) ~ 4K RE2 54 (FIRM) % -
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RMAF (" R AR #eHF R MIFE LM Results-Based Management and
Accountability Framework) #59& £##2 842 (Health Canada, 2002:9) % F :

OCEBEEFMLBESAPTHR T ERTINES LI EBE2 AL ARET -

OUBRBARGBEMALAFE M ABEM LK TR (resources) &2
AR R % (expected outcomes) Faid & -

OBMAHKHKRAER —BERGYHRAE RS > TUREFEHF UL ML
REMS MEAR - ABBRORE - BT RASRLBELS -

ORFPELARBFRUERSL TS H -

O HAHBARERSORE -
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Mék =

RABCATRARMF 2 &R ROHRE

RREFE

(Accountability element)

AARAZRORREERS

(RMAF Component )

v gud
(Description)

ICE *ERRLEAATHBEEEONKEGA LR -
WEREG *ENEEH EMAA (stakeholders) REXE8AE
l.F#pen IR BFAE -
H4E BEKY - *EUEREHALEFTAR -
E8 WER AR TE BT R TAA AR R -
A *ER M E ERB BT EDEL -
ICE *EBORERGREBERBAE -
Rk * B PIZ AN S 8BRS R AITEARK
& AW -
KERGEBHE * R R B ABOIRGATE
B RR * PRI EABIRE » RRHBRI KRB
2. AR AMEK BusR *RMEEMARRKE -
BEHRY *HE RGP RONBAMAR -
AR * 5B KPIs— s B s ) prakik i eh B A2+ B sl §
RERS : AMAR °
T STE T
A *EHEETHERRKEANER (L TAOBETR
TR HAERERBR) -
BEHA *GUEREEARENEE T UREAKE AR
D s M 4k byt EHRE RARFGREGTR -
3. FHMATRAES *oE BT B SR ST AR W TR O 0
ME RS GEHREZ TS A RKE -
PE RS *EFHEEHAL RRARGTHEN » RATHBLEFN
: eush (A ESFHAMRRIE)-
BIEHE * 5 K ik R 8 AR -
A R T AR R AR B AR YRR
*EFAUIHF TR YU R GAN - KRR
RE RS T -
EEX T *FRTEAFHRAR L  ZAMMBEOTHINF
B RS * o
*ERTHREERALEMBATE LA RMBRARR
4. SR B LR A s A BiZiaik B edR s o
*BFRTUGEAHE BLEERE (ABEEFETH - LS04
BMGAR B eARAEN MM AT LORE RS-
*RRMOBRTER/AR AR TURAHERARE T
thirs (TFB - MR EMBEHZRARATARN M
FEHEpakey) -
*EREREARUYNRABRT AL/ FiEH—RY
S AMAER LR AR -
ME RS *HNEERWH AL, KHEF  BRERAARE
w2 s ak s 4R LT B T oy
46 R *FREAHRBEER T LS UAHBGERBE A&
SHANUE | £ 2l R AT o

* YRR BRI LR Y RAKTG 0 UERES
EORMMHL EORERBEUE -
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&k o9

1977 & B H RFEAEEH EKHRRADERAT A &M -

OMBAETRGREYERB N EHFLERAUBER?
iEfgz s TEeE | #4 ("attest” auditing) - T/ FAEAR
HREMBREAFEN. -

OHMAFTAERBEMEARNBEIT KATHI I REREY
HEALH  E#H28 ", ## ("compliance" auditing) - #&4%
IHEMHORBEARTETRAC AR -

OFERFUELEMAX AT ALENS? SBAMRIIRBRBEIT R
HBARA IR BRZIIR?ILBLE "THEHMMA
("value-for-money" ) % #&4% (performance auditing) - #&4%
ITHEFHRRABARTRIELARL MM -

FriRe DA A R— BBk BREEAEATH - B8 ARE
A% BT ANEEARBRRKESRE POARZI LHEARELAN
TER TR RARAFTE  HER-"THHAE B A B AN
ERERAMERZBE  ARGHETRAEAE " HRAF R THRER

fTae

Fagen ) 645 ~TREE , A THAAE ) BB L RRY A A
# %244 (audit framework ) & #5 DARRMY —EakH>BRE XHZLE

4-##% 4 ("comprehensive auditing”) -

1995 £ H3tkawmB EERAEH RO THREK 1. A0 " &8 dE A4
HABRBERRBATHHETARIHBRIEE » RR 2. AAARLLEER
PAEBEREHRBATRREMENIRERITRENSRE -
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"RSEBERE HALLT !

b.
C.

d.

REZHEABUER  UBBHREPTHERATERZIEERT
FEAR P ERAE M 00 45 R A3 PR MR T 0 RBISLR R84
AL M ERAE AL o AR 698 LM AL S

BATEMRARE
HHHEAEBUAETETHERITHMERGER > RERKET
e |

REFREERER ~ NEEEZANE - ZEBTARMAFF LT ZRG

"REEBEAT ) HRT AR

HRNIHEEBR

BAFRNSHLT ERAL
BERFERFEEERMOERRRZF TS
BERFEERE  URAUAEDEZRLBRHETETHHE
(management action plans)
BERAURDEFEHLEFTRELFHTRITHHE S
ERREEETH T EAMRRATO SR AE M R BEE

ES T LR TR B VS SR LR ST
ERSPINEFEEARZIERR
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LEE 3

o ® K4t g FiRM#E (Canadian Institute of Health Information, CIHI) =z
B 3542 (Health Indicator)

1. a. Life Expectancy
1979-1999. At birth and at age 65, by sex, Canada, provinces and territories
b. Disability-free Life Expectancy
1996. At birth and at age 65, by sex, Canada, provinces and territories
2. Infant Mortality
1979-1999. By sex and birth weight, Canada, provinces and territories
3. Low Birth Weight
1979-1999. By sex, Canada, provinces and territories
4. Self-reported Health '
household population aged 12 and over, 2000/01. By age group and sex, Canada,
provinces and territories
household population, 1994/95-1998/99. By age group and sex, Canada and
provinces
household population aged 12 and over, 1994/95-1996/97. By age group and sex,
territories
5. Change in Life Expectancy
a. Mortality Rates for Cancer, AMI, Stroke *
age-standardized rate per 100, 000 population, 1979-1999. By sex and by
selected causes of death, Canada, provinces and territories
b. Relative Survival Rates for Cancer *
population aged 15 to 99, 1997. By sex and cancer cases, Canada and
provinces
c. 30-day AMI In-hospital Mortality
(Download Excel spreadsheet)
30-day Mortality Interpretive Notes
d. 30-day Stroke In-hospital Mortality
(Download Excel spreadsheet)
30-day Mortality Interpretive Notes
e. 365-day Relative Survival Rate for AMI *
population aged 45 and over, 1997 and 1998. By sex, selected provinces
f. 180-day Relative Survival Rate for Stroke * )
population aged 45 and over, 1996, 1997 and 1998. By sex, selected
provinces
6. Improved Quality of Life
o Joint Replacement Interpretive Notes
Total hip replacement rate: Age-standardized rate of total unilateral or
bilateral hip replacement surgery performed on in-patients in acute care
hospitals.
b. Total Hip Replacement Rate (Download Excel spreadsheet)
c. Total Knee Replacement Rate (Download Excel spreadsheet)
7. Reduced Burden of Disease, Illness and Injury
b. Incidence Rates for Cancer *
age-standardized rate per 100, 000 population, 1976-1997 and estimates
1998-2002. By sex and selected sites of cancer, Canada, provinces and

territories
c. Potential Years of Life Lost due to Cancer, AMI, Stroke, Injury, Suicide
X
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population aged 0 to 74, 1979-1999. By sex and selected causes of death,
Canada, provinces and territories
d. Incidence Rates of Selected Vaccine-Preventable Diseases
i. Invasive Meningococcal Disease ~
e (Cases and Rates, Aged < 20 years: 1990 - 1998 (Download Excel spreadsheet)
e Cases and Rates, Aged < 20 years: 1999 - 2001 Preliminary Data (Download
Excel spreadsheet)
ii. Measles ~
e - Cases by Age and Province - 1980 to 1989 (Download Excel spreadsheet)
e C(Cases by Age and Province - 1990 to 2001% (Download Excel spreadsheet)
e Cases and Rates (Per 100, 000) - 1980-2001% (Download Excel spreadsheet)
iil. Invasive Haemophilus Influenzae B (Hib) ~
e C(Cases by Age and Province - 1980 to 1989 (Download Excel spreadsheet)
e (Cases by Age and Province - 1990 to 2001% (Download Excel spreadsheet)
e (Cases and Rates (Per 100, 000), Aged <5 years, 1990-2000% (Download Excel
spreadsheet)
d. Diabetes
e Prevalence Aged 20 years and older (Download Excel spreadsheet)
e Prevalence By Province Aged 20 Years and older (Download Excel
spreadsheet)
e  Prevalence By Province, and Sex Aged 20 Years and older (Download Excel
spreadsheet)
e Prevalence By Province, Sex, and Age Group Aged 20 Years and older
(Download Excel spreadsheet)
8. Vaiting Times for Key Diagnostic and Treatment Services
a. Cardiac Surgery
b. Hip and Knee Replacement Surgery
c. Radiation Therapy
d. Reported Wait Times for Health Services ¥
Median waiting times for specialized services, by type of service,
household population aged 15 and over, Canada and provinces
Specialist visits for a new illness or condition, distributionof waiting
times, household population aged 15 and over, Canada and provinces
Non-emergency surgeries, distribution of waiting times, household
population aged 15 and over, Canada and provinces
Selected diagnostic tests, distribution of waiting times, household
population aged 15 and over, Canada and provinces
9. Patient Satisfaction ¥
Patient satisfaction with health care services received in past 12 months,
household population aged 15 and over, 2000/01.By age group and sex, Canada,
provinces and territories
Patient satisfaction with most recent hospital care received in past 12 months,
household population aged 15 and over, 2000/01. By age group and sex, Canada,
provinces and territories '
Patient satisfaction with most recent family doctor or other physician care
received in past 12 months, household population aged 15 and over, 2000/01. By age
group and sex, Canada, provinces and territories
Patient satisfaction with most recent community-based health care received in past
12 months, household population aged 15 and over, 2000/01. By age group and sex,
Canada, provinces and territories
o Overall Health Care Services
o Hospital Care
o Doctor and Other Physician Care
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o Community-Based Health Care
10. Hospital Re-admissions for Selected Conditions
a. AMI Readmission Rate Notes
Risk adjusted rate of unplanned readmission following discharge for Acute
Myocardial Infarction (AMI) (ICD-9 410). A case is counted as a readmission if
it is for a relevant diagnosis and occurs within 28 days after the index AMI
episode of care.
o AMI Readmission Rates (Download Excel spreadsheet)
c. . Pneumonia Readmission Rate Notes
Risk adjusted rate of unplanned readmission following discharge for
Pneumonia (ICD-9 481, 482, 485, 486). A case is counted as a readmission if
it is for a relevant diagnosis and occurs within 28 days after the index
episode of care.
o Pneumonia Readmission Rates (Download Excel spreadsheet)
Readmission Rate Interpretive Notes
Re-admission rate for acute myocardial infarction: Risk adjusted rate of
unplanned re-admission following admission for acute myocardial infarction
(AMI). A case is counted as a re-admission if it is for a relevant diagnosis
or procedure and occurs within 28 days after the index AMI episode of care. An
episode of care refers to all continuous acute care hospitalizations including
transfers.
11. Access to 24/7 First Contact Health Services ¥ :
Barriers to accessing routine or on-going care, by time of day, household
population aged 15 and over, Canada and provinces
Barriers to accessing health information or advice, by time of day, household
population aged 15 and over, Canada and provinces
Barriers to accessing immediate care for a minor health problem, by time of day,
household population aged 15 and over, Canada and provinces
12. Home and Community Care Services

a. Admissions to Home Care (Download Excel spreadsheet)
b Admissions to Home Care 75+ (Download Excel spreadsheet)
c. Utilization of home care services ¥

d. Ambulatory Care Sensitive Conditions Interpretive Notes

Ambulatory Care Sensitive Conditions (Download Excel spreadsheet)
13.Public Health Surveillance and Protection
a. Tuberculosis ~

b. HIV
c. Verotoxogenic £ coli
d. Chlamydia ~

e. Exposure to Environmental Tobacco Smoke ¥
14. Health Promotion and Disease Prevention

a. Smoking *
household population aged 12 and over. By age group and sex,
territories

b. Physical Activity ¥

household population aged 12 and over. By age group and sex,
Canada, provinces and territories
c. Body Mass Index *

household population aged 20 to 64 excluding pregnant women. By
age group and sex, Canada, provinces and territories
d. Immunization for Influenza for 65+ *
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MERXEARMBRS L E H € (Canadian Council of Health Services
Accreditation, CCHSA) Z & H @@ isid

Dimension

Descriptors

Responsiveness

The organization
anticipates and responds to
changes in the needs and
expectations of the
(potential) client and/or
community population(s),
and to changes in the
environment.

Availability

service(s) and resources (e.g. financial, human,
information, equipment) are available to meet the needs
of the client and/or community population(s)
Accessibility

the client and/or community easily obtains required or
available services in the most appropriate setting
Timeliness

services are provided and/or activities are conducted
to meet client and/or community needs at the most
beneficial or appropriate time

Continuity

coordinated services are provided across the continuum,
over time

Equity

decisions are made and services are delivered in a fair
and just way

-

System Competency

The organization
consistently provides
service(s) in the best
possible way, given the
current and evolving state
of knowledge. The
organization achieves the
desired benefit for clients
and/or communities, with the
most cost-effective use of
resources

Appropriateness

services meet the needs of the client and/or community

population(s), achieve the organization’ s goals, are

proven(evidence-based) to produce benefits, and are

based on established standards

Competence

an individual’ s knowledge, skills, and attitudes are

appropriate to the service provided

Effectiveness

services,

results

Safety

- potential risks and/or unintended results are avoided
or minimized

Legitimacy

services and/or activities conform to ethical

principles, values, conventions, laws, and regulations

Efficiency

resources(inputs) are brought together to achieve

optimal results(outputs) with minimal waste, re-work,

and effort

System Alignment

The mission, vision, goals and objectives are clear,

well-integrated, coordinated and understood both

internally and externally. These are reflected in

organization plans, delegations of authority, and

decision-making process.

interventions, or actions achieve optimal

Client/Community Focus
The organization

Communication
all relevant information is exchanged with the client,

c -1 kW)
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strengthens its
relationship with the client
and/or community. The
organization does this by
encouraging community
participation and
partnership in its

family and/or community in a manner that is ongoing,
consistent, understandable and useful
Confidentiality
» information to be kept private is safeguarded
Participation and Partnership
+ the client and/or community actively participates as a
partner in decision-making, and in service planning,

activities. delivery, and evaluation
Respect & Caring
+ politeness, consideration, sensitivity and respect are
incorporated into all interactions with the client
and/or community
Organization Responsibility and Involvement in the
Communi ty
|+ the organization supports and strengthens the community
and its development, and contributes to its overall
health
Work Life Open Communication

The organization provides a
work atmosphere conducive to
performance excellence,
full participation,
personal/professional and
organizational growth,
health, well-being, and
satisfaction.

« the organization fosters a climate of openness, free
expression of ideas, and information sharing

Role Clarity

« staff have clearly defined job scope and objectives, and
these are aligned with team and organization goals

Participation in Decision-making

« staff input is encouraged and used in decision-making

Learning Environment

+ Staff creativity, innovation, and initiative is
encouraged. The necessary training and development, to
attain organizational goals and personal/professional
development objectives, is provided.

Well-being

* the organization provides a safe, healthy, and
supportive environment, recognizes staff contribution,
and links staff feedback to improvement opportunities
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Federal Provincial Division of Powers and Responsibilities In Health Care

Federal Provincial
Division of Powers and
Responsibilities In Health Care
Presented by

Steve Kenny
September, 2002

Agenda

- Division of Responsibilities in Health
Care

* Financing Health Care
+ Health Canada
« Provincial Health Programs

[ Beitish Columbia Heatrh Industry Development Otfice J !_"_;E

Division of Powers
in the Federation
« By definition, a federation involves the

division of powers between the national
government and the provincial governments.

[ Beitsh Cotumba Health Industry Development Odfice | H 0!

Composition of the Federation

14 Goveroments in Canada

« The Federal or National Government
+ 10 Provincial Governments
« 3 Territorial Governments

[ British Cotumbia Health Industry Development Office ] l"!

Government Structure

» Political Party - most elected.
* Leader= Prime Minister / Premier
» Cabinet= 18/25 Ministers
« Ministry of Health

- Deputy Minister

- Assistant Deputy Ministers

— Executive Directors

~ Directors

British Cohumbra Health Industry Development Office ] H v I




Government Taxation

*» Federal

- Personal Income Tax

- Excise Taxes

— Sin Taxes

~ Goods and Services Tax
* Provincial

- Personal [acome Tax

— Sin Taxes

- Goods and Services Tax
+ Municipal

-~ Residential/Commercial Property

Division of Powers
in the Federation

« Division of Powers are set out in the
Constitution Act: Particularly Sections 91
and 92

« Division of Powers initially defined in
1867, over 100 years ago.

Suish Coharbia Heallh idssry Development Office | l__fl

Section 91: Key National Powers

+ Unemployment Insurance (added in1937)

 Military and Defense

« Seacoasts and Inland Fisheries

« Indians and Land Reserved for Indians

+ Criminal Law )

« Quarantine, and the Establishment and
Maintenance of Manne Hospitals

[ eritish Columbia Heatth txhssry Developmers Office | I*I
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Section 91: Key National Powers

+ “All matters not coming within the Classes of
Subjects by this Act assigned exclusively to the
Legislatures of the Provinces™

[ Brtish Cotambia Heauh tmbusry Development Otfice | >

Section 92
Key Provincial Powers

+ Direct Taxation within the Province

» The Establishment, Maintenance and
Management of Hospitals & Asylums

 Property and Civil Rights in the Province

» Generally all matters of a merely local or
private nature in the province

+ Section 93: Education.

L&mamuﬂmkﬂmwmo'ﬁ“ ] [:*]

Effects of the Division of Powers
on Health Care:

« Financial Effects
- Provinces have primary responsibility for
health care and social services (high costs)
~ Federal Government contributes to costs with
transfer of funds

* Result: fiscal federalism.

[ British Columbia Health Industry Development Office ] IGI




"OrgnnizationallAdminjsn'ative Effects:

System of Federal/Provincial/Territorial
Committees & Working Groups

F/P/T and P/T Ministers of Health Committees
F/P/T and P/T Deputy Ministers of Health
Committees

Advisory Committees, e.g., on health human
services

Regional Committees, e.g., Western Ministers of
Health.

.

Agenda

 Division of Responsibilities in Health Care
> Financing Health Care

* Health Canada

* Provincial Health Programs

) [ Britis". Crlumbia Heaith Indusiry Devetopmeat oﬁ«J . H\EH

Historical Perspective

* 1957: Beginning of Hospital<surance in
Canada

« Introduced as a national program and
partially funded by the national government

« Provinces administer; federal government
provides conditional funding - 50% by
federal government. —

fmmamhuammmwmom« J l*l
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Historical Perspective

« 1968: Medical Insurance (Medical Doctors)

- Introduced as a national program: conditional
funding by the federal governmeat - 50% by the
federal government

« Rationale: provinces alone could not “afford”™ to
support medicare; federal participation required to
fund

« National standards.

British Columbia Hezith Indstry Development Otlice i*
| B¥

" Evolution of the
Financing of Health Care

Key Issues/Problems that lead to change: -
* 50% federal funding and size of funding meant
pressure on budgets
« limited incentive by provinces to controf
expenditures when 50% covered by the federal
government.

meamxammmyomwomu 1 IEEE

Evolution of the
Financing of Health Care - Issues

Growing cost pressures

* expansion of bealth program beyond hospital
and medical care, ¢.g., drug coverage, home
care, long term care, mental health care

« wage and salary demands; new technology.

memmmmmomg J l-;_l




Evolution of the
Financing of Health Care - Issues

+ Concerns from provinces that the
“conditions” involved in the hospital and
medical funding limited their flexability in
directing funding to other health care areas.

l Brtish Columbia Heaith indusry Development Office J ot

Established Program Financing

1977, Health and Post Secondary
Education

« Block funding arrangement, i.c., unrelated to
provincial program costs

« Transfer of tax points to provinces equal to
approximately 1/2 of its cost shared
coatribution

« Cash grant equal to the other 1/2 of its
contribution escalated annually tied to GNP.

[ Beiist Conerta Fieh mdisry Developracst Office | I__‘Zl

Established Program Financing

1977, Health and Post-Secendary
Education

* Block funding designed to have an “equalizing
effect”, i.e., to bring poorer provinces close to
equal leve! in funding per capita (in 1981 this
was about S$448/capita including cash and tax
points)

- conditions: broad principles only.

{ mmmmwotluj l*l
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Modifications to EPF

Provincial concerns with EPF

- inadequacy of escalator - health and post-
secondary education costs have grown more
rapidly than the economy overall

- asaresult, EPF, was a restraint program.

Canada Health and
Social Transfer (CHST)

* EPF replaced with CHST in 1996

« Single block transfer to the provinces for
health, post secondary education and social
services

* Replaced earlier conditional cost shared
programs.

British Cohumbia Health Industry Development o:sT] ld:_l

Canada Health and
Social Transfer (CHST)

« Grant reduced to $12.5 Billion by 1997 or
33% less than funding for health, post
secondary education and social services had
been in 1994

* Reduced federal contribution to health care
to approximately 13% of provincial
spending from 50% in earlier years.

fmcmﬁaﬂqmmmbmwom« ] .@l




" The Canada Health Act, 1984

« Arose out of concems respecting extra
billing

» 1983: extra billing charges equaled
approximaiely $100 million (2% of
physician service costs)

 Rapid increase in number of opted-out
physicians, for example, from 10% to 18%
in Ontario from 1972 to 1977.

The Canada Health Act

* Prevent extra billing and user charges and
two-tier Medicare

« Strong negative reaction by provincial
governments.

British Cr* mbia Health [ndustry Devetopment Ofce | IEI

The Canada Health Act -
Key Elements
Enshrined principles of Medicare:
* universality
+ comprehensiveness
= accessibility
+ portability
* public administration.

[ British Cotumbia Heatth Indssry Developmere Office | I'—ﬁﬂ
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The Canada Health Act

» Provided financial penalties, i.e., reduced
transter payments

« Has been widely accepted
+ Currently facing some questions.

[ Bish Coambia Health indisary Developmens Ofics | !_&_!

Agenda

» Division of Responsibilities in Health Care
° Financing Health Care

* Health Canada

* Provincial Health Programs

Briish Columbia Heath Industry Development Offce | H & ﬁ

Health Canada Organization

Programs delivered through offices/programs
in Ottawa and through six regional offices

umwmmyo«am;xom« ] Iirl




Health Canada
Organization Structure

om/
Associate DM
T
[ 1
Poputauon & Health Probas & | | Eoveonmenal 2 | proy Nugions &
Public Health Food Product Saskry

Inuit Health

Wmmyns c Servi Health Policy & || Pest Managrment

and Comeativity Commanscation || Regulatory Agency]
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Health Canada Mandate

Covers three broad areas
 Natiogal health policy and systems
* Health promotion and protection including
disease, illness and injury prevention
« First Natioas and Inuit health.

[ British Calumibiz Heaith Industry Developmen Otfice ] l__;'

Health Canada

Major Programs

 hd |
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Population and
Public Health Branch

Health promotion, injury prevention and
disease surveillance, including
- Laboratory Centre for discase control
« Laboratory Centre for Eateric and Zoonotic discase

+ Centre for Surveillance Coordination and Public
Information

- data collection, risk assessment, field epidemiology.

[ Briish Cohambia Heaith Indisry Developmens Office | l_‘"!

Population and
Public Health Branch

« Centre for the Promotion of Healthy Families
and Social Environment
— prenatal and perinatal health, heaithy families, rural
health

« Centre for Chronic Disease Prevention
« Centre for Communicable Disease Preveation.

r&mwm Health Indstry Developmer Offics ] 'il

Health Products and Food Branch

Food and drug safety, and promotion of
. good nutrition and informé&d use of
drugs, including
* therapeutic products (medical devices, drugs,
etc.)
* natural health products regulation
« biologics and genetics, including blood and
blood products, viral and bacterial vaccines.
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Environmental and
Product Safety Branch

Promotes safe living, working and
recreational environments, including
+ Occupational Health and Safety Agency - provides

services to federal, provincial, and municipal
governments

+ quaranting services
+ Environmental Health programs
« tobacco
- public health inspection on common carriers
(cruise ships, etc.). .
hmaw- Health Incuustry Development Office J H_& !

Office of the Chief Scientist

Leadership and expertise to Department’s
scientific respounsibilities

Britis!: . olumbia Heahth Industry Development Office '*
[ ] E*E

First Nations and
Inuit Health Branch

» Formerly known as Medical Services
Branch

< Support First Nations communities tn
developing, planning, delivering and
evaluating their programs

« Includes: Non-insured health benefits.

rwanammuummmwm;uom« ] l"’l
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Health Policy and
Communications Branch

Roles
+ Intergovernmental AfTairs
* Policy and Planning
« Communications
» International Affairs.

[ British Cakumbia Health industry Developmert Otfice | !-&]

Information, Analysis and
Connectivity Branch

Roles
~ applied research and analysis
- information management

« supplies information technology services to
Regional Operations.

[ pritish Cokurbia Health Incustry Developmert Office | HEI

Corporate Services Branch

Roles
- financial planning administration
» human resources planning and operations
+ assets management.

[ Brtish Columbia Heatth ndusiry Development Office ! I L i




Pest Management
Regulatory Agency
Role

* Protect health and environment by minimizing
the risks of pest controf products.

[ mmmmwos«‘] I?]

Other Roles and Functions

* Support for and involvement in
federal/provincial planning and policy
activities, for example, health human
resources planning

+ Funding of health care for military
personnel, members of the RCMP, and
prisoners in federal prisons.

Regional Directors General

Provide and coordinate Health Canada’s
services in six regions of Canada
« Six regions are:
~ BC and Yukon
— Alberta and NWT
- Saskatchewan, Manitoba, Ontano, Nunavut
- Quebec
- Atlantic Canada.

Britizsh Cohumbia Heakh Industry Development OtSice “;"
I - ] A%

Agenda

Division of Responsibilities in Health Care
« Financing Health Care

Health Canada

* Provincial Health Programs

L Bruish Coksmbia Health adusiry Developmen Otfice j I\__b]

Other Roles and Functions of
Health Canada and the
Federal Governinétit

Health Research

+ funding basic and applied scientific, medical
and health services research’

* Canadian institutes of Health Research.

Provincial Government’s Role in
British Ciluxybia

Ministry of Health is the government organization
responsible for the planning, designing, funding
and operation of our healthcare system

Serves a population of 4 million

Publicly managed health services are provided to
all residents of the province.

rmc«m&mmmm%om?[ Iﬁ.




Provincial Government’s Role in
Bntish Columbia

= Services are comprehensive in scope and
are universally available ’

* Includes health promotion and prevention
services for the population

* A full emergency medicine response system
is available through the British Columbia
Ambulance Service

« Acute care services are delivered through

_approximately 100 hospitals
[ B Cotembia Fiaitsindasry Deveiopmene 05ee | [ W

‘Ministry of Health (Continued)

» Fund and direct health authorities

+ Monitor health authority performance
« Evaluate their performance

« Take action on non-performance

« Operate the two provincial service plans
(Medical Services Plan and Pharmacare)

* Manage and deliver provincial emergency
services through the BC Ambulance Service.

| mnumammmwmomﬁ !&!

Provincial Government’s Role
British Columbia

* Medical Services are offered through a
system of 8,000 physicians funded by the
Ministry of Health

« Continuing Care Programs provide home
based services and community based
services for disabled and elderly people.

L"\'Lishcahmbinﬂdmlxnm-ybﬂdowmotﬁu ] El

Regional Health System
Responsibilities of Ministry of Health

® Overall system management

® Policy, legislative and organizational framework
@ Standards re: core programs; information planning
® Funding the health system

® Monitoring and auditing of Health Authorities
quality, accessibility of care. Reporting
requirements; measures and indicators.

[ rtish Cotambia Heatn Wnsry Deveiopmem omee | [l e |
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Ministry of Health

* Plan the System - =

« Develop legislation, policy, standards and other
performance management tools

 Report on the health of our population
(Provincial Health Officer).

[Tmnaumi.uammmbmwr;uomu ] l‘!

British Columbia
Health Governance

* Ministry of Health

* Six Governing Health Authorities
- Provincial Health Services Authority
- 5 Geographic Health Authorities.

[ Beitish Cohumbia Health ldustry Developroere Office J li I




Orgamizanonal Structure

Ministry of
Heaith i

gt

Proviacial Heslth Service }
Amthority

_—

e | nd)

[ i Cotambn Heakh indrory Development Oics | i+*i

Provincial Health Services Authority

+ Oversee coordination & delivery of provincial and
highly specialized bealth care services

« Directly govern and manage:

- BC Cancer Agency

- BC Provincial Renal Agency

- BC Transplant Society

- BC Drug & Poison Informatica Centre

~ BC Centre for Disease Control

— Children's and Women's Health Centre

— Riverview Hospital (Psychiatric)

~ Forensic Psychiamry.

ﬁmmxmmmmom ] l_";;l

Geographic Health Authorities
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Regional Health System

5 Regional Health Boards (RHBs)

® Provide Hospital Care, Residential Care,
Community Care, Public Heaith
(Prevention/Promotion) and Mental Health

@ Services provided directly (by staff) or through
private agencies - nursing homes, home care, etc

@ One Regional Health Authonity provides the
Provincial tertiary care under coutract with Ministry.

British Cohambia Health (ndustry Developmene Otfice J Ii_rl

Regional Health System

Governance

® Boards and Councils are appointed by
Minister of Health- Not elected

® Boards include representatives from the local
communities

®Board members are not paid.

British Cohumbia Health Industry Development Office ] l—i_l

Regional Health System

Governance (cont’d)

® Respounsibility of Board membRrs to represent
the public interest and to act as part of 2 system

@ Setect/appoint CEO/President to manage
® Oversee development and approve 3 year plan

® Oversee development and approve budget

——r

@ Responsible for quality of care matters..

[ British Columbia Health lodstry Developaent Office ] ll




Regional Health System
" Funding and Budgeting
o Funding for Health Authorities (HAs) 85+%
from government

@ Funding is by formula - a'population/needs-
based methodology

€ Ministry must approve budget allocation plans
of Health Authorities

® Emphasis on integration of services across the
program liges.

[ vkisn Cotomiia et Inksery Devwtopment Oiex | !-i_p!

Regional Health System
Summary

® The regionalization of health care has
resulted in better local decision making on
peeds .

@ Services are better integrated and
coordinated so clients/patients receive better
service

® Costs are similar to a central system but
more value is received for the costs.

[ eriush Coumbia Heatth indistry Developaers Otfee | E:‘}]

DISCUSSION
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Hospital Services in British Columbia

HOSPITAL SERVICES
in
Brtish Columbia

PRESENTATION OUTLINE

« Governance
* Accountability: Finance

* Accountability: Quality
¢ Conclusion

Hospital Boards

Year Hospital “Hospital
Sites Boards
1992 120 110
1997 120 42
2002 120 6

85

ORGAN IZATIONAL CHART

\.A""

mjit_} CEg A

@@L@

t

&-J;:]P"""‘][ ey (] (]

Resideat M pevlic

C-’?’"M'

Board Of Trustees

Boards of Trustees appou'ned by Minister of
Health

Normaily bctween 12-18 members

* Boards representative of Communities served
* Board members are volunteer, unpaid

Until 1995, all hospitals bad their own boards

* Recently, governance provided by Regional Health
Authorities.

Board Of Trustees

¢ Typically a Board will meet monthly for two hours
* Board committees include.,
* Finane®™Sammittee
« Quality Commintee
¢ Capital Commintice
* Committees will usually meet for an hour before
each general board meeting

* Board meetings are often open to public.




Board Of Trustees

* Accountability * Responsibilities
* accountable to * Major policy decisions
the communty * Strategic Planning
served. ~ Mission, vision, values
- strucgc directions
- extermul commsmications
~ usocxed Covernance Policy
+ Organisational Performance
- Feancial/Haamn Resowce Mat.
~ Cortimsous Quality lmprovemes
- Cantiresous Board brmprovement
« Operadonal Lesdership
- Selectappoint & cvabuate the CEQ
- Medical S Appoirtmernts

CEO

* Accountability ¢ Respoasibilities
* accountable to * Guide & develop strategic plaming,

the Board of  laterpret, apply S assist m the formalation of
Trustees. board policies,
+ Provide L ip & overall

+ Provide reports to the Board on key issues;

« Establish basic operating policies &
procedures,

* Mainaamn contining relationship with Board
Cheir and Medical Staff,

* Evaluate activities.

Management
* Accountability * Responsibilities

« accountable to ¢ Establish & undertake processes:
the CEO * 1 identify aod respood w client seeds:
* 1 provide lenderskin, casayeicetion, moaitoring wxl
et of ey mcoicemg 1
cTvaes,

* 1 eveloe de pertorzence of Deegeet
* 0 addrees patient/clioct rights & respocadidides
* 1 address echical wers & concerne;

¢ for dlocution of reecrcw & fiomciad visbibity,
* for orpaaising oxf, physicia & volwteas
* 15 comply weh Lews & regnlations;
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PRESENTATION OUTLINE

* Governance

» Accountability: Finance
. Accountability:- Quality

* Conclusion

GLOBAL FUNDING

> Global Budgets from Province based oa:
* Population demographic profile, age/sex
 Referral patterns in and out of region
* Socio-economic factors
« Complexity of care, MR, CT, organ transplant.

FUNDING ISSUES

¢ Other sources of Revenue: -
« Parking, Cafeteria
« Non medically required services (private room,
telephone, television, etc)
« Foundations and volunteer services
* Out of Country Patients
« Some Fee for Service Opportunities.




FUNDING ISSUES

¢ Internal Budget Issues
* Hospital and regions must manage within
approved budgers
* Rationalize services
* Control utilization leveis
* Coordinate services with other providers.

Accountability- Quality

+ Standards of Care
» Physicians
« Accrediiation

FUNDING ISSUES

* Cost Control Maasurg
* Control bed numbers such as seasonal closures
* Move inpatient activity to outpatient
* Control of infrastructure costs
* Technology assessment.

STANDARDS OF CARE

* Clinical Guidelines
» Care Maps/Protocols
« Staffing standards

¢ Access standards.

PRESENTATION OUTLINE

* Governance

¢ Accountability: Finance

* Accountability: Quality
+ Conclusion

MEDICAL STAFF
CREDENTIALLING PROCESS

* Review Applications
* Shortlist, Interview
* Selection

 Application for Membership to Credentials
Committee, MAC. Board.




Health Care Accreditation

« National system for assessing quality in
health care organizations

¢ Voluntary system

+ Comprised of self-assessment and peer
review using pre-established standards

* Covers all aspects of the bealth care system

Canadian Council on Health
Servipes Accreditation

« National, non-profit, non-government
organization

+ Independent Board

+ 1500 member organizations

The Accreditaﬁon Process

A continuous leaming and improvement cycle

38

College of Physicians and

Surgeons
The College is an organization with authority
provided by legislation to:
« Establish licensure requirements for physicians
« License individual physicians
¢ Review continuing education requirements
* Review physician practice for ethical,
professional and good medical practice.
+ Take action as required.

Accountability

* Reliable information is critical

* Hospital reporting requirements
+ Financial (National Standards) (MIS Guidelines)
* Activity Levels (CTHD)
* Patient Based (CTHI)

* Basis for funding model

« Basis for quality processes at all levels.

PRESENTATION OUTLINE

¢ Governance

* Accountability: Finance
* Accountability: Quality
« Conclusion
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British Columbia Pharmacare

British Columbia Pharmacare

Governance and Accountability in
Pharmacy

e/
2! Pharmacare

A}
\

« British Columbia’s drug insurance program

« Effective January 1, 1974

* Assists residents in paying for eligible
prescription drugs and designated medical
supplies

» Integral component of the BC’s health care
system.

F 7
é‘% Mandate

“To promote better health care, by ensuring
access to effective drug therapy that is not
impeded by personal financial
circumstances.”

89
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é’/é Govemnance

* British Columbia Ministry of Health
provides certain levels of coverage

* Managed through Pharmacare

« College of Pharmacists are responsible for
professional practice standards

« Most pharmacy costs are private. o

e
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Z4Z Pharmacare Beneficiaries

* 4 million British Columbia residents

* Annual budget of 3660 million (2000/01)

* Seniors/ Long Term Care residents

* Human Resources clients

» General public with high drug costs

* Individuals with specific diseases (e.g.
cystic fibrosis)

ez
242 Pharmacare Benefits

* Eligihle drugs prescribed-by aphysician,
dentist, or podiatrist

* Insulin, needles and syringes for diabetics

» Blood glucose monitoring strips

» ostomy supplies

* permanent prosthetic appliances and
children’s orthotic devices

Rt
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?j’% College of Pharmacists

+ Enabled through provincial Iegislation
» Only Pharmacists may dispense
prescriptions

Responsible for

- Licensure,

- Education,

- Professional practice.

30
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« Operational issues
» New drug reviews
« Low cost alternative (LCA)
+ Limited use drugs
» Reference drug program (RDP)

Policies and Programs

e

It 7
?Q/é Drug Supply Limits

30 days limit for short term medications
(e.g. antibiotics, sleeping pills) and first
tume prescniptions

» 100 day Limit for medications used for
chronic diseases (e.g. thvroid medications,

dizbetes)

A\

2 .
% Drug Supply Limits

Tral Prescription Programe  ~

- for designated drugs

« trial period of 14 days

« determune if drug is effective and tolerated
» Reduces waste

« Reduces cost
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ﬁf? Drug review process

« Independent and evidence-based
- Therapeutics [nitiative
- Pharmacoeconomics Initiative

+ Specialist mput

+ Drug Benefits Committee.

Drug Benefit Committee (DBC)

« Reviews the findings of the Pl and TI

+ Members include TL, PI and Pharmacare
staff

« Final decision made by the Director of
Pharmacare

» Drug manufacturers promptly notified of
decision

v . ..
r;—"" f Evidence-Based Decisions
» used to guide decisions in mapy Canadian
jurisdictions

¢ Pharmacare is moving away from local
expert consensus to an evidence-based
decision making process

* uses current, unbiased information

-~

2 .
W Low Cost Altemative

« Established April 21, 1994

« Limits coverage to the cost of the lowest
cost alternative.

- Patient may choose to pay the difference.

« Saves Pharmacare approximately $20 M

annually. ~ 7
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%4 Reference Drug Program
« Therapeutically equivalent drugs
 Class of drugs used to treat the same
condition
* May be chemically unrelated
« Only the most therapeutically and cost
effective drugs are covered i.e. reference
drug
« Encourages the use of less expensive drugs

Appropriate drug use means the right
drug is administered in the right dose for
the right duration for the right patient for

the right reason via the right route in a

cost effective manner.




Factors Influencing
Appropriate Drug Use

+ Knowledgeable physicians and pharmacists
« Knowledgeable patients

+ Complete prescription data (PharmaNet)

+ Managing high costlimited use drugs

« Clinical policy research

Knowledgeable
Physicians and Pharmacists
« Therapeutics Initiative
TN ——————
« Prescription Review Program
Continuing Medical & Pharmacy Education
+ Community Drug Utilization Program

L 4 .
Z 4% Knowledgeable Patients

* B.T Seniors Medication Infofmmatidn Line
* Therapeutics Initiative

[do]
Do

Computer network, linking all community
pharmacies in the province
Every prescription processed on PharmaNet

Identifies drug interactions and dosage
errors

Detects drug fraud and abuse

PharmaNet Objectives

« Prevent overconsumption of Rx drugs:
~ Unintended duplication
~ Fraud / double doctoring
« Prevent inappropriate therapies:
— Drug interaction checking
— Dosage range checking
« Cost effective usage:
- Therapeutic alterpatives

PharmaNet Objectives

« Improved standards of practice:
- Comprehensive drug-aformation
- Complete patient information
« Streamliped claims payments:
- lmmediate adjudication
— Claims for public covered at point of sale
- Third party claims processing
= Updated business infrastructure:
~ Enable business / policy changes.




Characteristics of the Network

» Drug usage profiles

« On-line, real-time

* Province-wide

+ Drug interactions / information

- Immediate eligibility / adjudication.

Characteristics of the Network

* Immediate claims processing:
— Working poor
- Pharmacies
- Elderly

« Communications connecting:
— All pharmacies
- Pharmacare
- College of Pharmacists

DISCUSSION




Medical Services Commission

Medical Services
Commission

Brtish Calumba
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Presentation Outline

e Background

o Medical Services Commission
e Services Provided

e Govemance Issues

Britsh Columba
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Background

—r _—
s Canada Health Act
- Universality
- Comprehensiveness
- Accessibility
- Portability
- Public Administration

» Federal contribution to funding

British Columba
% ? Heatth Indus
A O nzmcn

94

B.C.'s Medical Services

e Canadian citizens residing in 8C
e 99% of BC residents covered
e Monthly premiums

- $54 single
- $108 family
- 20 - 100 % subsidy for low income
groups
N\ British Cotumbia
Haaith Industry
Y O ™

Presentation Outline

. Backgrodnd

e Medical Services Commission
e Services Provided

e Governance lssues

Beitish Col .
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Medical Services Commission
s Created by legislation ™ >

o Members appointed by Cabinet
« Responsible to the Minister of Health

British Columbia

Heaith industry
. Cffics




" Minister

Medicai Services
Commission

A, Ommce

Medical Services Commission

e Tripattite Commission appointed by the
Lieutenant Govemor in Council

o Three members are appointed from
each of:

- Govemment
- BC Medical Association
- Pubilic.
Britimh Cofumbia
Heatth inds;=
==t b e

Medical Services Commission
Mission
In partnership with stakeholders,
manage the Medical Services plan
to provide equitable access to
medical/health care services

for eligible residents of B.C.
while ensuring optimal use of resources.

Britinh Columbia

¥ 'lg-m lndl.tlzﬁ.
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Medical Services Commission
Mandate

e Provide equitable access to medical &
health care services for BC residents

e Manage the expenditures within the
budget provided by Government

¢ Ensure the delivery of quality services in
an effective and efficient mannner

e Support of the principles of Medicare

British Columbia

t FN:dhlndc-&y
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Presentation Outline

e Background

o Medical Services Commission
e Services Provided

e Govemance Issues

British Calumbia
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Services Provided

* All medically required.seryices of a
physician
e Services of a specialist

e X-ray, ultrasound & laboratory
procedures

e Oral surgery medically required to be
performed in a hospital

Britsh Columbia

B e




Services Provided (cont'd)

« Supplementary Benefits of
Optometry and Surgical Podiatry

e Low- income patients receive a
total of 10 visits per year from any
combination of physiotherapy,
chiropractic, naturopathy, massage
therapy and non-surgical podiatry

Brtish Columba

L Heaith m-guz
¢ >, Mice

Medical Service Commission
Governance

e Manage the budget

e Determine what is a benefit

e Approve new applications for
diagnostic facilities and services

o Determine patient elegibility

e Investigate practioner’s patterns of
practice or billing

British Columba

A ) Heaith Industry
D Office

Service Delivery

o Medical Services Commission
- Benefits and Payment
¢ Ministry of Health staff
- Administer the programs
e Physicians & Health Care Providers
- Deliver the service
- Bill the Ministry

British Columbia

Health indus:
X o P ugﬂl\:n

Medical Service Commission
Governance

e Approves additions, changes, &

deletions to benefits

e Hears appeals

- e Advises Government on budget

matters

Batish Columba

Heaith Indust
~— 1Y De: s Smice

Presentation Outline
e Background - =
e Medical Services Commissio
e Services Provided
e Govemnance Issues

British Columbia
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Medical Service Commission
Governance Strengths

e Removes the Minister and
Government from decisions

 Public representation add patient

perspective

e Improved collaboration between
medical profession and gov't policy
makers

Britah Calumbaa

A E""f“‘“"zﬂ.




Medical Service Commission
Governance lssues

o Few real budget management tools

s Impact of other health system
decisions

e Common good vis a vis member
positions

British Columba

—— O l:dumgﬂ_‘.

—

College of Physicians and
Surgeons

e Medical Practitioner's Act
e Licensure

o Self-regulation and professional
standards

e Protection of the public

British Columdia

Ovveibpmant e

British Combia Medical
Assocation
e Economic interests of physicians
@ Negotiate fees and benefits

e 3 members on Medical Service
Commission

e Advance physicians’ perspective on

health policy issues .

Health Indus
e Ox o agﬁ“
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Questions?
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Accreditation, Quality, Governance and Accountability in the Health Care Sector

' Presentation Outline

m What is Accreditation?

# How long has Accreditation been around?

& What difference does it make?

m What is CCHSA's accreditation program?

u What role does governance have in accreditation?
& What is accountability?

® What is the link between accreditation, quality,
governance snd accountability?

E What is Accreditation?

Accreditation is a process that
organizations use to measure
and improve the quality of their
services based on national
standards of quality.

g Accreditation in Canada

® National system for assessing quality in
health care organizations

® Voluntary system

m Comprised of self-assessment and peer
review

m Covers all aspects of the health care
system

?‘CCHSA Historical Overview

1920 - Accreditation introduced to Canada and
conducted by J.C.A H. with Canadian
representation

1958 -- The Canadian Commission on Hospital
Accreditation is given responsibility for
accrediting Canadian hospitals and
developing Canadian standards

1995 - Name changed to the Canadian Council on
Health Services Accreditation to reflect the
move beyond institutional-based care to
community-based care

=T What is the Value of
Accreditation?

m Effective self-assessment

® Valuable advice/external validation

u Positive improvements

m Public and client recognition

x Credibility




What is CCHSA's
Accreditation Program

- CCHSA Mission

The mission of the CCHSA is to promote
excellence in the provision of health care
and the efficient use of resources in health
organizations throughout Canada.

Council recognizes that the ultimate
beneficiary of its work is the people of
Canada.

CCHSA Vision

The Vision of CCHSA is to be a
world leader in accreditation to
improve health care services.

T CCHSA Standards: AIM
" Defined

® Builds on successes of Client-Centered
Program

¢ Team focus
+ Client focus
+ Quality Improvement

# Processes and outcomes

E' What does AIM emphasize?

m Population Health, Continuum
® Quality, Quality Improvement and Risk
® Continuous Assessment

® Indicators

§ g AIM Population Health Focus

® Moves from “iliness” to include more aspects of
“health and wellness”

® Planning and resource allocation based on health
status and health needs

® Community involvement and empowerment
® integration across the continuum

® Qutcomes-based decision making




CCHSA'’s Standards

Paopulation(s)
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|Leadership & Partnershipg

Continuum
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~  The Accreditation Process
A continuous learning and improvement cycle

What Role does
Governance have in
Accreditation?

100

?‘VChallenges Facing
" Governing Bodies

Heaith Care Issues/Forces

& Health sector trends

_.l, External environment.

u Economic environment

® Social environment

® Information technology

u Equipment technology

m |nterfacing with altemative medicines

u Networks

= Role of Accredidtation in
Facing Challenges
® Accreditation plays a role in assisting heaith service
governing bodies to:
& Address strategic govemance issues
4 Meet govermnance responsibilities
& Address the issue of effective governance
*

Identify the information required to fulfill
accountabilities and responsibilities

*

Monitor perfcrmance

Commit to and foster an environment of centinual
quality improvement

*

? " Eramework of CCHSA
) Governance Standards

s, R
2 o ivong e




¥ How Governance and Management
©  Activities are Addressed

Leadership & Partnership
_ ® Standards relate to:
+ Organizational Culture
& Governance
< Planning
¢ Allocating and Managing Resources
+ Evaluating Quality
+ Establishing Linkages and Partnerships
> contracts and agreements
+ Conducting Research

" Governance Role in Quality
Monitoring

sensure relevance of policies and
appropriateness of programs and services that
are provided

eensure capacity to implement policy and
manage affairs '

eensure affairs are managed with appropriate
care and control

eensure an appropriate framework of ethics and
values

; Governance Role in Quality
Monitoring e (o
+ understand risks of services provided

# ensure means are in place to manage risks

+ explain organizational accomplishment

10z

e
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faovernance’s Role in Quality
Monitoring

Providing direction:

® Where to focus

® What should be monitored corporate-wide
® Where the information should go

® How the information should be used

* Governance’s Role in Quality
* Monitoring
The Board works with management to set up
an accountability framework to:
+ Ensure that there is a reporting system

# Ensure that there are adequate information
systems )

2 Governance Information

Three Critical Questions:

* mWhat kind of governance information is
needed?

1 What quality of information is needed?

u What conditions need to be in place to get
this information?

2




Governance Information:
Performance Attributes

E Governance Performance
Information (Example)
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5{-‘ Governance Information
g Assessment and Use

+ Whatkind of information do you receive?

+ What's your assessment of the pertinencs of this information to
your role and responsibilities as a goveming body member? -

& What is your assessment of the quality of this information?

& What steps have you taken to ensure you are getling the
information you need?

+ How are you using the information you receive to make
decisions, to plan, to improve performance and o report to your
stakeholders? N

+ What is the information and the :ndicator data telling you?
& What are you currently measunng?
+ Why and how did you choose your indicators?

| for Success?

E‘ Implementation

Strategies

® Promote the accreditation process

m Create the governance information
agenda

(@ J‘Ensuceaecomtabﬂitmﬁstakeho}deps\

® |nitiate and sustain progress




E " Promoting the Accreditation
Process

® Promote the accreditation process by:
& Committing to meetexceed national standards
¢ Establishing strategic direction
# Identifying the organization's accreditation objectives
& Preparing for accreditation

n

?—;romoting the Accreditation
~ Process

(cont'd)
=m Promote the accreditation process by:

+Promating a CQl philosophy throughout the
organization

+Responding to recommendations
#Reporting accreditation results to stakeholders

+Committing to ongoing quality improvement
initiatives

E Creating the Governance
Information Agenda

® Conditions for Success
+ Knowledge of the health service industry/ organization
# Leadership
& Govemning body capacity
+ Goveming body/management agreement
< Appropniate reporting principles
+ Planned achievement
<+ Appropriate use of information/confidentiality

103

§ "-Creating the Governance
Information Agenda

& Conditions for Success

+ Incentives

+ Organizational arangements
Continuity
Regular assessment and review

Responsivenss

¢ o o

Validation

+ Building on existing base

(contd)

E.. What is Accountability ?

for, explain or report back for responsibility,
assigned mandate or delegated authority
based on

® agreed upon expectaticns

(taken)

Accountability is... the obligation to answer

® both conferred (given) and accepted

[j‘What are the Accountability
Relationships?

SULEIRG UK (OsaLnd st




E~ What are the Key
Accountability Challenges?

m State of flux

® Diversity in number and nature of stakeholders
u Congménce of accountability versus authority
® Shared accountability

u Communication

i¥# Accountability and
~ Accreditation

How can accreditation heip?

® Standards
& national
# goal (outcome) oriented
+ based on specifically defined dimensions of quality
& comprehensive
# patient, client focus

?—Accountability and
Accreditation

N Survey process:
+ Self-assessment
+ On-site survey
n Measurement of results: (the report)
+ compliance with standards
* sk

+ indicators

104

?’ﬂEnsuring Accountability to
Stakeholders

® Understand the nature of key stakeholder accountability
relationships and perspectives

® Ensure that information supports and sustains
accountability relationships

& Understand how stakeholders view/use this information

® Review the basis for, and operation of, key accountability
relationships

~ What is the link between
- Accreditation, Quality, Governance
and Accountability?

m Accreditation:

+ Organization-wide assessment or compliance
with national standards accreditation.

n Ouélity:

+# Based on specifically defined dimensions of
quality assessment, indicataors,
measurement, outcomes and risk assessment

“

~ What is the link between
Accreditation, Quality, Governance
and Accountability?

= Governance:
+ Standards address key governance functions
m Accountability:

+ Standards provide the framework for
responding to accountability requirements




For further information, please contact:
CCHSA

1730 St Laurent Bivd, Suite 100

Ottawa, ON Canada K1G 501
Tel.: (613) 738-3800

Fax: (613) 738-1244

Web-site: www.cchsa.ca

Email: tayb@cchsa.ca
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Accreditation in Canada

Accreditation
in Canada

Accreditation in Canada

m National system for assessing quality in
“w2alth care organizations

= Voluntary system

m Comprised of self-assessment and peer
review

m Covers all aspects of the health care
system

C;{‘
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B CCHSA Historical Overview

1920 — Accreditation introduced to Canada and
conducted by J.C.A.H. with Canadian
representation

V 1958 — The Canadian Commission on Hospital
Accreditation is given responsibility for

accrediting Canadian hospitals and
developing Canadian standards
1995 — Name changed to the Canadian Council on
vy _Health Services Accreditation to reflect the
move beyond institutional-based care to
community-based care

T~
N, S~
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r About CCHSA ...

u Non-profit, non-government program
u National organization

u Independent Board

m Funding through member adhesion

m Responds to international trends

CCHSA Vision

The Vision of CCHSA is to be a
world leader in accreditation to
improve health care services.

CCHSA Mission

The mission of the CCHSA is to promote
excellence in the provision of health care
and the efficient use of resources in health
organizations throughout Canada.

Council recognizes that the ultimate
beneficiary of its work is the people of
Canada.




CCHSA'’s
Approach and Principles

-omad
H
o

® Stakeholder involvement

M Field driven

® Consultative and educational

® National approach

® Research

® Continuous evaluation and improvement
* Interational recognition

E  Who are the Stakeholders?

= Participating health care organizations
] Public/con-sumers

= Provincial Organizations

= National Health Care Organizations

u Professional Organizations

m Federal and Provincial Governments

—

5‘ How has CCHSA responded
to Stakeholders?

| Evolution of the accreditation standards
. {structure,process, outcome)

® Standards that challenge organizations to improve

® Quality Assurance, Quality Improvement,
Indicators, Outcomes

® Hospital-based - continuum of health care
services

| Accountability mechanism

i+~ How has CCHSA responded
g to stakeholders? (conrq)

Achieving Improved Measurement
Accreditation Program (AIM)

= A response to health sector reform

& A tool for health care organizations to
demonstrate accountability

+ health care organizations have to be more precise and
improve outcomes measurement

< AlIM helps organizations respond to improved
outcomes measurement

=

B Consultation on

What is their involvement?

< trends and their impact on accreditation

< developmenty/revision of standards and survey
process

« directions of CCHSA

= {mplementation of
< accreditation program

What is the role of the
government in accreditation?

® |ndirectly supports accreditation (provide
funds to accredited organizations)

u Maintains an “arms length” relationship
with CCHSA 7

m Funds CCHSA for development of new
accreditation programs (e.g. First Nations
program)
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National Role
in Quality Monitoring
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r The Accreditation Process

A continuous leaming and improvement cycle
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=’ AIM: Achieved Improved Measurement
= Based on:

CCHSA'’s AIM Program

o Client centered approach

Outcomes measurement and indicators

Continuous quality improvement and risk management
Comparative reporting using quality dimensions
Population heaith

Continuum

Aligned with the intemational community
Accountability

LR R IR R 2R 2R J
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. How Do We Accredit?

m Self-assessment

M Peer review process
u Underlying concepts
® Report on compliance

/ ayn
{ m Recognitio
L Teeosnion,
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E“ i Standarc}s Sections
Client Services
= Types:
¢ Acquired Brain Injuty

Acute Care
Ambulatory Care
Assisted Reproductive Technology
Cancer Care
Critical Care
Community Health Services

L IR IR 2R 2N AR 4

Standards Sections
Client Services (contq

\” # First Nations and Inuit Addiction Services
:_# First Nations and Inuit Community Health Services
& Home Care
+ Long Term/Continuing Care
+ Matermnal/Child
<+ Mental Health
+ Rehabilitation
& Substance Abuse and Problem Gambling




Underlying Principles

® Quality monitoring and improvement

- ® Clients and families are the focus of accreditation
= Population Health
= Continuum

s Accreditation is valuable to funders, providers and
clients/consumers

= Improved Measurement
u Risk Management

p——

5‘ Quality Monitoring

and Improvement

- '.Clients and Families are the
' Focus of Accreditation

Clients
and

Families
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Each Dimension Has Descriptors

borat

* Standards, Quality Dimensions
and Indicators

Council

Evaluation of Quality Accraditation
Or O i indicators
T
= f
i ye!
'*_ - indicators

i
CCHSA's Standards

Population(s)

Besi-Practce
Guoetnes

[emer]

S
[Leadership & Pannerships&
Continyum ———
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Resowces Managemere
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Peer Review Process

® Surveyors representing heaith disciplines
+ Physicians
+ Nurses
& Administrators
<+ Community health providers
« Home Care providers
« Other health service professionals
u Assessed against a competency model
u Actively working in a senior capacity in
health services organizations

Surveyors Approach

During the course of the survey, surveyors
will provide:

Assessment

Validation

Education

Consultation

¥ Survey Report

® Provides feedback
& entire orgénization
¢ each team
u Creates a roadway for Q!

< through recommendations, commendations,
suggestions

= Provides public information
¢ may be distributed )

m s a source of data for CCHSA
+ for trending and analysis

110
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Recognition

« Accreditation status:
« Accreditation
« Accreditation with report
« Accreditation with revisit

« Non-accreditation

Jl“""Ac:cre_ditation is valuable to funders,
providers and clients/consumers

Funders:
+ Benchmarking /

+ Health services follow national standards for
carelservices

« Indication that health services are committed to
improving on an ongoing basis
« value for money
Providers:
+ Seal! of good quality in health services
+ Commitment to quality and to excellence
& Organization’s competency
+ Promote effective use of resources

H Accreditation is valuable to funders,
providers and clients/consumers __,

Client/Consumers:
+ Accountability to all stakeholders

¢ Reassurance that health services authorities are open
to assessment by external reviewers

+ Consuiner input into the assessment
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~Accreditation...an
international perspective

International Society for
Quality in Hezlthcare {5Qua)

« Accreditation sub-group (since 1994) : The
Wellington Group
¢ Activities
« Federation of Accrediting Organizations (1999)
International Principles
Accrediting the Accreditors

CCHSA accredited in 1998 and 2002 by
intemational peers

. e »

=Y

For more information...

CCHSA
1730 St. Laurent Blvd., Suite 100
Ottawa, ON Canada K1G 5L1
Tel: (613) 738-3800
Fax: (613) 738-1244
www.cchsa.ca
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Health Technology Assessment and CCOHTA

Aquestion of balance

Decision-makers need

ln{ormauon that Is ngorous lmpama re(lable and timel

relevant: Information
ls sclentlﬂczlly rigorous L
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usa of. all ava ible .nfnrmation to. come [*]

ith"“the truthy bout.

CCOHTA‘

- governance |
:structure and
advlsory

ollaborats with others In the producﬂon A T ': cummmees
{ HTA mports and other HTA activitie y :

113



_System tic rev w transpa ent. reproducnb!e melhnds to

. .Metaqnalysls. use of statistical methods to combme‘tp‘
- rndings of multuple research studles to gain a I3r

Economic evaluatlon may Include

dentify, assemble and synthesue the literature-- . .-

Budget (mpacl analysls
Full ecanomic znalys}s
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" .955 Green Valley’
7 (613) 226-2553 1<
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