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

2. The Health Links Approach

3. The Complexity of the IDD population

4.v dzS S Yy Qa w S a SdctbkB)/Anee | Yy
ministerial collaboration

5. Study Tools developed for adults with IDD
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a | 2dg you want to be treated”

http:// machealth.ca/programs/curriculum of caring/m/mediagallery/1870
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Whatis Health Links?

Goal

Intended
Results

wTargeted Care Coordination embedded in
Primary Care

wPatientcentered, coordinated care across
health and social care systems
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wReduced burden on healthcare resources

wlmproved local, community and population
health care

wHealth care provider improved experiences &
change in how care is delivered
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Target Populations

W/ 2YLSX SEAG&Q / NARGSN

Medically Palliative / Frail Mental Health Vulnerable
Complex End of Life Elderly & Addictions e.g. DD

Other considerations:
1. Hospital utilization is increasing last 12 to 24 months
2. Social determinants of health e.g. housing

3. Clinical judgement
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Distribution of health expenditure for the Ontario population,
by magnitude of expenditure, 2007/08
Ontario Population Health Expenditure

Threshold
(2007
Dollars)

$33,335

50%

$6,216

99%

$3,041

$181

100%

** Data from HSPRN/ICES

Is thehealth care systensustainable?



Primary care, ED and hospital use for aduli®-
64 yearsin Ontario, 200910

Atlas on the Primary Care
— of Adults with Developmental
Disabilities in Ontario

Aduls (%)

Primary Care Emergency Hospitalizations
Department 8



Hospitalizations for ambulatorycare sensitive
conditions, 18- 64 years, Ontario, 20090

Rate per 100, 000 ,
Atlas on the Primary Care

1.500 —; of Adults with Developmental
Disabilities in Ontario
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Health Link Approach: Coordinated

CareManagement

HealthLink

<<PATIENT NAME=>"s Coordinated Care Plan

Last verified by:

Given name: Preferred name: Sumame:

ender: C [ Health Link:
Address: City: Prowince:
Postal code: DHIF inswred: Choose anitem. | Health oard
Telephone & Rerrate telephone &: Email sddress:

referred contact by Maother tongue: Official largus
Ethinicity/ cuiftu re: eligicn or social groun:

arital status: Choos Where | curmently live:

b I with People who depend on me:

Primarycontact:  FRelationship to ! Telephone #:
Emergency ool ntact: Relationship o me:! Telephone #:

- py
uuuuuuuuuuu on wiephone £ | Reguiarca Le=d care I refy on mast &t
redations team member | coordineto home

Yes a 2]
Yes m] jm ]
Ho jm ] jm ]
Ves jm ] jm ]
Choo [m] [m]
Choo m] m]
m] m]
The peo rely o st home are feeling: Able to continue
Description ‘Clinical description Date of onset | Stanility
Frwysicsl Choos
Hasth e
sres
Hasth

A Health and Social Care
Coordination

A Standardtool

A Guidesconversatiorand
development of a
coordinatedcare plan for
physical, mental and
social health

A Assists to identify goals

A520dzySyda WwWLI GA
g2 A0S Q

AW ABSQ R20dzYSy i ¢
reside in South East Health

Integrated Information
Portal)
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Identify Patient

1. Doesthe patienthave4 or more
chronicphysical &/ormental and/or
high cost conditions® the patient
Palliative/ End ofLife? Is the patient
a Frail Elderly? Does the patient ha
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

10.0ngoing
Maintenanceof
CCP

9. Care
Conferencewith
Patient& Team
if required

8. ShareCCP
with family
physician, care
team, KGFHDH

and PATIENT

KGHHDH flagging procedure

e

Patient

Coordinated Care Management Process

e o €T

Is the patient
interested in
participating
in Health
Links?

falsts \
ity
ervice
roviders

g

Revisit in 6 months or as appropriat

[

3. Gather

6.Home, office
or telephone

L

-

Action plani'a meet
care goals’ |
Adyocgp’fol A

a SNINOS &
WKAY 1
Interprbfessional/
Cethmunity referrals

encountersas

needed
to developCCP

RAFTFSNBy it et

Information

* 4. Schedule Office or Home
Visit

5. Initiate CCP

5a.Preprep Work ¢

A Contact community pharmacist for
currentMedsCheckeport or team
pharmacist

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

5b. Patientinterview / Conversation

A Reintroduction to the healtHink
approach

A Obtainwritten consent

A Have aconversationabout their
physical, mental and sociagéalth,
medication reconciliation, ACP
discussion, health goals etc.

A Apply:Patient centred
motivational interviewing, Teach
back concept, Selfnanagement
concept

12



S —

HealthLink / Maillonsanté

KINGSTON

Early Outcome Data

n=239 patients (2012016)
U Average age: 70 years (range 1l(&l)
U 4+ chronic conditions
A mental health- 46%
A addictions- 7%
A 1/DD¢ 4% (9 patients)
U Average# medications: 14
U Many social determinants of health identified
A i.e. food insecurity, transportation, housing, financial need
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12M Pre/Post CCP: 2014 Acute Ce

Results
n=122 patients

V KGH inpatient visits¥ 38.9%
V KGH Emergency Departmemilsits‘ 31%
V HDH Urgent Care Clinidsits & 37%

V KGH IP Length of Stay Da¥g51.6%
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Meet John

A 17 % years old

A DxAutismSpectrum and intellectual disability

A Increase in emergency visits for minor concerns
A e.g. stomach ache, ingrown toenails

A SDHc income insecurity, food insecurityansportation, lived in
subsidized housing with mother

A Mother hospitalized 6 times over 8 months (last in ICU)

A Behavioral changes and hospital admission for Acute Psychos
following his mothers last ICU admission
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The Health Link Approach

A Care Plardeveloped and updated to

reflect transitioning from living with
mother to living in group home

Primary Care Physician

{4 ("scHooL )|
\V/ - g

Allied Health
Professionals

Community

H:\Q/ Service

Providers

&

Hospitals\

[} ny =
( ;}/’ :
Long-Term Care

CCACs

Care Conferences (4 total)
1. Communicatingssues (FHF)Family

Phys., Community Living (CL), HL
Coordinator (HLC)

. Hospitaldischarge (Hospitaf) John,

Mother, Psychiatrist, Hosp. SW, HLC, C
Teacher

. Posthospital discharge (FHTHLC, CL,

SrMHQ CCAC, CSW, OT, SW

. Transitionto group home (Schood)

Mother, FamilyPhys., HLC, CL, CSW,
Teacher
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KHL Community Partner Experienc
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that was there in an ongoing capacity and was not just a one off
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- Erinlmpola
Family Support Coordinator '
Community Living Kingston and District COMMUNITY IN """

Kingston

Developmental Services Sector (MCSS)
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Evaluation of the HealtiLinksapproach for
adultswith IDD and complex health

Study Goals:

1. Develop gpathwayto make use of the CCP for
Individuals flagged bgevelopmental 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

HealthLink /Maillon santé
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U Difficultiesidentifying patients with IDD at a systemesel

U Speciahdaptations needed for specific populations for an
Intervention

U Needto broaden collaborations even furthern this case
outside of the MOHLTC to include MCSS/Developmental

Sector
Ds 0 D"’ “Ontario
Developmental Services Ontario MINISTRY OF COMMUNITY
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Research project team Study Participants
A DFM IDD Program A Physicians, nurses, and allied
A SEAMO Innovation Graqt health professionals

Funding for RA, Care Coordinator A Caregivers and Family members
of the participants in the project

South East.HIN Community Partners
A Kingston Health Link A Developmental services agencies
A Health Link Coordinators (e.g., Communityiving Kingston)
A Community Service Workers A Community Networks of
A Data tool: SE Healtintegrated Specialized Care
Information Portal SHiiP A Local Hospitals

A Mental Health Services
A Community Care Acce€entre
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Study Protocol

Care Coordinator trained

Up to 30 persons recruited
CCPs undertaken

CCPs distributed

Preand post CCP surveys and
Interviews with

A clients

A caregivers

A healthcare providers

Review of healthcare service

usage data

: B—

Queens
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