Defining Palliative Care Physicians using Health Administrative Data
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BACKGROUND

« Early introduction of palliative care for patients with cancer has been shown to be
associlated with longer survival and improved quality of life

* EXisting sources of administrative health care data do not identify palliative care
physicians the way other specialties are identified (e.g. cardiology)

 As such, little Is known about the palliative care physician workforce size in Ontario

PURPOSE

To create an algorithm to estimate the palliative care physician workforce in Ontario,
Canada

METHODS

 We retrospectively reviewed Ontario Health Insurance Plan (OHIP) billing data from
2008 to 2011 to identify physicians who were billing for palliative care using a
collection of palliative care specific physician billing feecodes within health
administrative data.

 We surveyed physicians across Ontario from March to November 2013 to self-identify
themselves as physicians that practice “mostly” palliative care or “occasionally” to
“rarely.”

» Several algorithms using the proportion of OHIP claims that were palliative care were
created and tested against the reference standard, the survey.

» Sensitivity, specificity and predictive values were calculated.
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RESULTS

 Atotal of 125 physicians responded
7 were excluded because they could not be linked to the databases or had no
billings,
* 118 remaining for analysis

 The algorithm of having billed at least 10% of their claims as palliative care claims was
shown to have optimal performance (Table 1)
» Using athreshold of 5% and 3%, respectively sacrificed specificity while not improving
sensitivity.
* e.g. for a 3% cut-off, sensitivity remained at 76% and specificity dropped to 88%
* Physician full time equivalent status was explored and did not change the findings.

TABLE 1.
I 95% C|
Sensitivity 76.0 % 68.3-83.7%
Specificity 97.8% 95.1-100.0%
Positive Predictive value 90.5% 85.2%-95.8%
Negative predictive value 93.8% 89.4%-98.2%

CONCLUSION

 Administrative data can be used to create an algorithm for identifying palliative care
physicians

* This will allow us to establish a baseline for the palliative care physician workforce size, to
assess system change and to inform system development

* Further study Is required to understand the extent to which palliative care Is being provided
by these physicians and the impact of different remuneration models

* This line of iInquiry addresses an important gap in health human resources as identified by
the Canadian Partnership Against Cancer and the Declaration of Partnership and
Commitment to Action
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