British Columbia

CANADIAN PRIMARY CARE SENTINEL
SURVEILLANCE NETWORK (CPCSSN)
Please contact us at info@spor-bcphcrn.ca for more information on any of the content of this newsletter.

UPDATE

JUNE 15, 2017
Since January 2017, we have added 4 BC CPCSSN sites
with over 40 primary care providers to the BC-CPCSSN.
We now have 13 sites and 64 primary care providers
(family physicians and nurse practitioners) involved
with our provincial network. We are also expanding
the list of case definitions used in CPCSSN:

INTRODUCING

ANDY GIBB
We are very pleased to
introduce our new
data manager!
Andy is a former
astronomer who held
postdocs at the
Universities of Kent
and Leeds in the UK
and the University of
Maryland in the US. He
joined UBC 12 years
ago to work on data
BC-CPCSSN Data Manager
processing tools for a
Email: andy.gibb@ubc.ca
new camera on a
Phone: 604-822-5573
telescope in Hawaii.
He now calls Vancouver home, enjoys exploring the
local mountains, and is looking forward to
contributing to the CPCSSN project.
We are thrilled to have Andy join our team. He will
be reaching out to your practice shortly to inquire
about accessing your clinic’s EMRs.

 Hypertension
 Diabetes (adults and
children)
 COPD
 Depression
 Osteoarthritis
 Epilepsy

 Parkinson’s
 Alzheimer’s
(including dementia)
 ADHD
 Concussion
 Chronic Kidney
Disease

This work is being taken on by various networks and
primary care clinicians/researchers across Canada.
We also have exciting news on the next page about the
progress of improvements to CPCSSN’s central tool: the
Data Presentation Tool (DPT).

We are still collecting the provider and organizational
surveys by email. Please check your inboxes and
complete the surveys when you receive your link!

CURRENT RESEARCH USING BC-CPCSSN DATA
We have number of
CPCSSN studies underway
across Canada. Here are
some examples of how
BC-CPCSSN data is
helping clinicians,
researchers, and decision
-makers answer pressing
health care and policy
questions.

A National Surveillance
Project on Chronic Kidney
Disease (CKD) Management
in the Canadian Primary
Care: Overview and Representativeness
Bello, AK; Ronksley, PE;
Tangri, N; Singer, A; Grill, A;
Nitsch, D; Queenan, JA;
Lindeman, C; Soos, L;
Freiheit, E; Mangin, D;
Drummond, D.

Background: Although
healthcare is provincially/
territorially administered in
Canada, existing national
networks such as the Canadian Primary Care Sentinel
Surveillance Network
(CPCSSN) are facilitators for
the conduct of nationallybased quality improvement
(QI)-based studies to improve chronic kidney disease
(CKD) care.

Objectives: 1) Determine
the current practice pattern
on risk identification and
process of care for CKD
based on established quality
indicators, and 2) investigate the care variation
across patients and provider
demographics, and regional
characteristics (intra and
inter provincial/territorial
variation).
Continued on next page...
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THE DATA PRESENTATION TOOL (DPT)
The Data Presentation Tool (DPT) has arrived in BC-CPCSSN! It can be used for practice reflection and QI, analysis,
reporting and patient recall. The DPT will soon be available through a secure web application that can be accessed
anywhere on a web browser. Features from the InQuIRE tool will be incorporated into the subsequent versions of
the DPT. The DPT will show a number of pre-programmed searches and reports from EMRs but it will also allow
providers to examine data through their own queries. Results can be exported for offline analysis and queries can
be saved for repeated use. This kind of reporting is possible because CPCSSN data are cleaned and coded
consistently to enable like-for-like comparisons across patients and providers.
For more information, please contact us at info@spor-bcphcrn.ca.

Figure 1. Example of DPT Homepage

CURRENT RESEARCH USING BC-CPCSSN DATA (CONTINUED)
Methods: The CPCSSN data
repository contains health
information on 1.5 million
Canadians. The initial focus
of the CPCSSN was to conduct surveillance on eight
chronic conditions (diabetes,
hypertension, osteoarthritis,
COPD, depression, dementia, epilepsy and Parkinson’s
disease). The current initiative is targeted to include

CKD in the list of chronic
conditions for surveillance.
Results: The CPCSSN database was used to develop a
cohort of CKD patients being
managed in primary care
between January 1, 2010
and December 31, 2015. In
this cohort, we identified
3,060,836 and 534, 823
available serum creatinine
and urine albumin measure-

ments respectively. There
were ~381,000 urine albumin measurements in individuals with diabetes compared to ~154,000 measures
in those without diabetes.
The availability and spread
of the measures of kidney
function (serum creatinine)
and albuminuria that defined CKD are comprehensive across multiple

timeframes and disease conditions. Geographical coverage was uniform across participating provinces/territory
and sentinels.
Conclusion: To our
knowledge, this represents
the largest cohort to estimate the burden and quality
of care of CKD care in primary care. The coverage and
Continued on next page...
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CURRENT RESEARCH USING BC-CPCSSN DATA (CONTINUED)
“This represents the
largest cohort to estimate
the burden and quality
of care of CKD care in
primary care.”
representativeness of the
measures for CKD appears
high and represents a huge
opportunity for understanding the current practice
pattern in CKD management. This has implications
on 1) closing the gap between observed and expected burden and risks of
CKD, and 2) mapping the
standard of care achieved,
thereby providing opportunities for focused and effective population-level QI initiatives to enhance CKD care
in Canada and beyond.
Characterizing High System
Use Across the PrimaryTertiary Care Continuum:
Parallel Analyses of Select
Canadian Health Datasets
Williamson, T; McBrien, K;
Fabreau, G; Ronksley, PE;
Affleck, E; Singer, A; AubreyBassler, K; Natarajan, N;
Wong, ST; Barber, D; Manca,
D; Garies, S; Chafe, R; Nixon,
L; Halas, G; Chan, K; Johnson, D; O’Beirne, M; Drummond, N; Katz, A.
Objective: With 5% of patients consuming over 60%
of health care resources, a

“On average, the top
10% of primary care
users had 10 or more
encounters per year.”

tailored approach to managing high system users may
improve patient care and
outcomes, while reducing
health spending. We aim to
better understand the clinical, social, and demographic
characteristics of high primary care users and high
acute care users.
Approach: We performed an
observational study to identify patients with a health
care encounter between
2010-2015 from electronic
medical record data housed
by the Canadian Primary
Care Sentinel Surveillance
Network (CPCSSN). CPCSSN
is a nationally representative
sample of primary care practices from 8 provinces/
territories including more
than 1,500,000 patients.
Characteristics of interest
include: 1) health care utilization, 2) patient demographic factors, and 3) medical complexity, defined as
the presence of three or
more chronic conditions in
three or more body systems.
Results: On average, the top
10% of primary care users
had 10 or more encounters
per year. Of the total primary care encounters during
the study period, 33.6%
were attributable to high
users in 2010 and 35.4%
were attributable to high
users by 2015. High primary
care users have different
reasons for encounters than
high acute care users.
Conclusions: High primary
care use can be defined as
≥10 encounters in a year.
Direct linkage of CPCSSN and

acute care use data would
inform actionable activities
regarding those at highest
risk of becoming high users
of the acute care system.

Identification of Frailty
Using Administrative and
Electronic Medical Record
Data
Wong, S; Williamson, T;
Katz, A; Singer, A; Manca, D;
Drummond, N; McCracken,
R; Price, M; McGrail, K.
Background: Frailty is considered a medical syndrome
with numerous causes characterized by reduced
strength, endurance and
physiological function which
results in increased vulnerability to functional decline,
dependence and/or death. It
is true that costs and frailty
may be positively related
because those who are frail
need care. However, it may
be that costs, particularly of
hospital care, are rising because the healthcare system
is not serving this population
well. Those who are frail
could be falling through the
cracks or receiving far more
aggressive treatment than
they may want.
Objectives This study provides an important piece of
information in understanding individuals with complex
health care needs. The goal
of this work is to support
healthy aging and the needs
of older adults. The specific
objectives of this study are
to: (a) identify administrative and electronic medical
record data derived algorithms of frailty in community dwelling seniors (aged 65

“This study provides an
important piece of
information in
understanding individuals
with complex health care
needs.”
years and older); (b) conduct
content, face, and predictive
validation of the administrative and electronic medical
record frailty algorithms by
engaging primary care clinicians and patients; and (c)
identify natural ranges of
frailty associated with differential risks of experience a
hospital-related event.
Methods: We will develop
an algorithm using administrative and clinical data.
First, we will construct our
administrative frailty algorithm by building from the
BC Ministry of Health data
algorithm that identifies
those aged 65 years and
older living in the community who are frail. We will
draw from a core set of administrative health data.
Second, we will create a
clinical algorithm using routinely collected clinical data
available through the Canadian Primary Care Sentinel
Surveillance Network
(CPCSSN). The algorithm will
be based on a Frailty Index
which will be created by
counting the number of deficits in an individual to produce a score. Once we have
Continued on next page...
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CURRENT RESEARCH USING BC-CPCSSN DATA (CONTINUED)
developed administrative
and clinical algorithms of
frailty using these two data
sources, we will assess their
content and face validity
with our knowledge users
who include clinicians and
decision-makers.
Results: This study is ongoing. Algorithms have been
developed and we are in the
process of linking administrative and clinical data.
Once complete, the algorithm will be run and we will
assess their content and
face validity. We expect the
study to be completed by
Summer 2017.
Conclusion: This study is
novel in that it uses administrative health data and primary care electronic medical
record data to identify frailty
in those aged 65 years and

older living in the community. For policy and decisionmakers, identifying frailty at
a jurisdictional level (e.g.,
health authority) for purposes of community based
health services planning
would also ideally be based
on routinely collected data.
The results of this study will
provide new knowledge that
could inform both clinical
care and jurisdictional level
health services planning.

“The results of this
study will provide new
knowledge that could
inform both clinical
care and jurisdictional
level health services
planning.”

BC-CPCSSN CO-DIRECTORS

Dr. Sabrina Wong,
RN, PhD

Dr. Ruth Elwood Martin,
MD, FCFP, MPH

Director, Centre for
Health Services and
Policy Research

Clinical Professor, UBC
Department of Family
Practice; Associate Faculty, UBC School of Population and Public Health

Professor, UBC School
of Nursing

I N TH E S P O TL I G H T

Rita McCracken
MD, UBC PhD Candidate

Project Title: Hypertension
treatment targets and time to
diagnosis of dementia: A
prospective cohort study using
the Canadian Primary Care
Sentinel Surveillance Network
(CPCSSN)
Objective: This study aims to see if people over the age
of 70 being treated for hypertension and diabetes in
Canada, and taking blood pressure lowering medication,
have a faster cognitive decline if they achieve a systolic
blood pressure below 130 mmHg.
“I expect to have final results in the next six months and,
as a family doctor myself, am very proud that the important generalist care provided in the community can
now be translated to research findings that may help
improve and change care across the country.”

The Canadian Primary Care Sentinel Surveillance
Network (CPCSSN) is a primary care research initiative
and the first pan-Canadian multi-disease electronic
medical record surveillance system. We collect health
information from electronic medical records in the
offices of participating primary care providers (e.g.
family physicians).
Our aim is to improve the quality of care for Canadians
suffering from several chronic, mental health, and
neurological conditions. CPCSSN makes it possible to
securely collect and report on vital information from
Canadians’ health records to improve the way these
chronic conditions are managed.
Phone: 604-827-5584
Fax: 604-822-5690
Email: info@spor-bcphcrn.ca
Website: https://spor-bcphcrn.ca/bc-cpcssn/

