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KINGSTON

Presentation Outline
1. A look at Kingston Health Links (HL)

2. The Health Links Approach

3. The Complexity of the IDD population

4. vǳŜŜƴΩǎ wŜǎŜŀǊŎƘΥ ŀƴ ƛƴǘŜǊ-sectoral/ inter-

ministerial collaboration

5. Study Tools developed for adults with IDD
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άIƻǿ do you want to be treated?"

http:// machealth.ca/programs/curriculum_of_caring/m/mediagallery/1870
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ωTargeted Care Coordination embedded in 
Primary Care

ωPatient-centered, coordinated care across 
health and social care systems

ω/ŀǊŜ ƛǎ άǿǊŀǇǇŜŘ ŀǊƻǳƴŘ ǘƘŜ ǇŀǘƛŜƴǘέ

Goal

ωLƳǇǊƻǾŜŘ ǇŀǘƛŜƴǘ ŜȄǇŜǊƛŜƴŎŜǎΥ άōŜƛƴƎ ƘŜŀǊŘέΣ 
LƳǇǊƻǾŜŘ ǉǳŀƭƛǘȅ ƻŦ ƭƛŦŜΣ  Ŏƻƴǘƛƴǳƛǘȅ ƻŦ ŎŀǊŜ Χ

ωReduced burden on healthcare resources

ωImproved local, community and population 
health care

ωHealth care provider improved experiences & 
change in how care is delivered

Intended 
Results

KINGSTONWhat is Health Links?
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Target Populations
Ψ/ƻƳǇƭŜȄƛǘȅΩ /ǊƛǘŜǊƛŀ

Medically 

Complex 

Palliative / 

End of Life

Frail 
Elderly

Mental Health

& Addictions

Vulnerable

e.g. IDD

Other considerations:

1. Hospital utilization is increasing last 12 to 24 months

2. Social determinants of health e.g. housing

3. Clinical judgement

KINGSTON
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** Data from HSPRN/ICES

Is the health care system sustainable? 

KINGSTONWhy Health Links?
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Primary care, ED and hospital use for adults 18 -
64 years in Ontario, 2009-10

With IDD

Without IDD

Primary Care Emergency 
Department

Hospitalizations
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Rate per 100, 000

Hospitalizations for ambulatory-care sensitive 
conditions, 18 - 64 years, Ontario, 2009-10

With IDD

Without IDD

Overall
Age group (years) 9



ÅHealth and Social Care 
Coordination

ÅStandard tool
ÅGuides conversationand 

development of a 
coordinated care plan for 
physical, mental and 
social health

ÅAssists to identify goals 
Å5ƻŎǳƳŜƴǘǎ ΨǇŀǘƛŜƴǘǎ 
ǾƻƛŎŜΩ

Å Ψ[ƛǾŜΩ ŘƻŎǳƳŜƴǘ όŦǳǘǳǊŜ -
reside in South East Health 
Integrated Information 
Portal)

KINGSTON

Health Link Approach: Coordinated 
Care Management
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1. Does the patient have 4 or more 
chronic physical &/or mental and/or 
high cost conditions? Is the patient 
Palliative / End of Life? Is the patient 
a Frail Elderly? Does the patient have 
complex Mental Health & Addiction 
conditions? Are they vulnerable e.g. 
Intellectual developmental 
disabled.
2. Hospital use increasing over last 
18-24 months?
3. Social determinants of health 
complex?
4. Clinical judgement
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Coordinated Care Management Process

Identify Patient 2. Invite 
Patient

YES

NO Revisit in 6 months or as appropriate

3. Gather
Information

4. Schedule Office or Home 
Visit

5a. Pre-prep Work ς
Å Contact community pharmacist for 

current MedsCheckreport or team 
pharmacist 

Å Complete a chart review, populate 
the CCP tool, assemble key forms

5. Initiate CCP

5b. Patient Interview / Conversation
Å Re-introduction to the health link 

approach
Å Obtain written consent
Å Have a conversationabout their 

physical, mental and social health, 
medication reconciliation, ACP 
discussion, health goals etc.

Å Apply: Patient centred 
motivational  interviewing, Teach 
back concept, Self-management 
concept

6. Home, office 
or telephone 
encounters as 

needed
to develop CCP

7. Action CCP

8. Share CCP 
with family 

physician, care 
team, KGH-HDH*

and PATIENT

10. Ongoing 
Maintenance of 

CCP

9. Care 
Conference with 
Patient & Team 

if required

KGH-HDH*flagging procedure

Action plan to meet 
care goals
Advocate for 
ǎŜǊǾƛŎŜǎ άŎƘŀƭƭŜƴƎŜ 
ǘƻ ǘƘƛƴƪ ŘƛŦŦŜǊŜƴǘƭȅέ
Interprofessional/
Community referrals

Is the patient 
interested in 
participating 
in Health 
Links?
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Early Outcome Data
n=239 patients (2015-2016) 

üAverage age: 70 years (range 15-101)

ü4+ chronic conditions

Åmental health - 46%

Å addictions - 7% 

Å I/DDς4% (9 patients)

üAverage # medications: 14

üMany social determinants of health identified 

Åi.e. food insecurity, transportation, housing, financial need

KINGSTON



14

12M Pre/Post CCP: 2014 Acute Care 
Results
n=122 patients

V KGH inpatient visits       38.9% 

V KGH Emergency Department visits       31%

V HDH Urgent Care Clinic visits       37% 

V KGH IP Length of Stay Days       51.6% 

KINGSTON



15

Meet John
Å17 ½ years old

ÅDxAutism Spectrum and intellectual disability

ÅIncrease in emergency visits for minor concerns

Å e.g. stomach ache, ingrown toenails

ÅSDH ςincome insecurity, food insecurity, transportation, lived in 
subsidized housing with mother 

ÅMother hospitalized 6 times over 8 months (last in ICU) 

ÅBehavioral changes and hospital admission for Acute Psychoses 
following his mothers last ICU admission

KINGSTON
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Å Care Plan developed and updated to 
reflect transitioning from living  with 
mother to living in group  home

The Health Link Approach
Care Conferences (4 total)

1. Communicating issues (FHT) - Family
Phys., Community Living (CL), HL 
Coordinator (HLC)

2. Hospital discharge (Hospital) ςJohn, 
Mother, Psychiatrist, Hosp. SW, HLC, CL, 
Teacher 

3. Post hospital discharge (FHT) - HLC, CL, 
SrMHO, CCAC, CSW, OT, SW

4. Transition to group home (School) ς
Mother, FamilyPhys., HLC, CL, CSW, 
Teacher
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KHL Community Partner Experience
ά¢ƘŜ ǊŜŀƭ ǾŀƭǳŜ ǿŀǎ ƘŀǾƛƴƎ ŀ ŎƻƳƳǳƴƛǘȅ ǇŀǊǘƴŜǊ ƛƴ ǘƘŜ ƳŜŘƛŎŀƭ ŦƛŜƭŘ 
that was there in an ongoing capacity and was not just a one off 
ŀǇǇƻƛƴǘƳŜƴǘΦέ

ά²Ŝ ƘŀŘ ǘƘŜ ŀōƛƭƛǘȅ ǘƻ ǿƻǊƪ ŎƻƭƭŀōƻǊŀǘƛǾŜƭȅ ŦǊƻƳ ǎȅǎǘŜƳǎ ǘƘŜ ƻǘƘŜǊ ǿŀǎ 
ƴƻǘ ŦŀƳƛƭƛŀǊ ǿƛǘƘΦέ

ά¢ƘŜ ǇǊƻŎŜǎǎ ŀƭƭƻǿŜŘ ŦƻǊ ŀ ƳƻǊŜ ŎƻƳǇƭŜǘŜ ǇƛŎǘǳǊŜ ƻŦ ǘƘŜ ǇŜǊǎƻƴ ŀƴŘ 
ŀǎǎƛǎǘŜŘ ǿƛǘƘ ƛŘŜƴǘƛŦȅƛƴƎ ǘƘŜ ƎŀǇ ŀƴŘ Ǝƻŀƭ ŀǊŜŀǎΦέ 

- Erin Impola
Family Support Coordinator 
Community Living Kingston and District 
Developmental Services Sector (MCSS)

KINGSTON



vǳŜŜƴΩǎ wŜǎŜŀǊŎƘΥ 
Evaluation of the Health Links approach for 
adults with IDD and complex health

KINGSTON

Study Goals:

1. Develop a pathway to make use of the CCP for 
individuals flagged by developmental service agencies 
as having complex health problems

2. Evaluate the implementation of CCPs in this population 
as well as patient/system outcomes after it is in place
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ü Difficulties identifying patients with IDD at a systems level

ü Special adaptations needed for specific populations for an 
intervention

ü Need to broaden collaborations even further - in this case 
outside of the MOHLTC to include MCSS/Developmental 
Sector

Big-tƛŎǘǳǊŜ LǎǎǳŜǎ .ŜƘƛƴŘ Ψ¢ƘŜ tǊƻōƭŜƳΩ
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Study Resources

Research project team 
Å DFM IDD Program
Å SEAMO Innovation Grant ς

Funding for RA, Care Coordinator

South East LHIN
Å Kingston Health Link
Å Health Link Coordinators
Å Community Service Workers

Å Data tool: SE Health Integrated 
Information Portal (SHiiP) 

Study Participants
Å Physicians, nurses, and allied 

health professionals
Å Caregivers and Family members 

of the participants in the project

Community Partners:
Å Developmental services agencies 

(e.g., Community Living Kingston)
Å Community Networks of 

Specialized Care
Å Local Hospitals 
Å Mental Health Services
Å Community Care Access Centre



Study Protocol
ÅCare Coordinator trained
ÅUp to 30 persons recruited
ÅCCPs undertaken
ÅCCPs distributed
ÅPre-and post- CCP surveys and 

interviews with 
Å clients
Å caregivers
Å healthcare providers

ÅReview of healthcare service 
usage data 
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Study Tools:
Ψ¢ƘŜ DǳƛŘŜƭƛƴŜǎΩ

http://www.surreyplace.on.ca/research/current-research/
22


