Driving Transformation By Seeing The System Through The Eyes of Patients and Their Families

Our Aim: Supporting populations with complex needs with better care at home in their communities, utilizing existing resources... Our Approach: Creating One Team

Phase 1: 2007-2010

Moving to a population based model
Set the Foundation for Integration

What we did:

» Challenged existing structures to provide skilled expertise and support
for patients and caregivers

» Went from a generic-focus to a population-focused model of care

» Reorganized all business functions around the populations

What we achieved:

» Improved client and caregiver experience
Reduced pressure on acute care settings with ALC-LTC reduced by 50%

» Fewer unnecessary ED visits and reduced demand for LTC admissions and crisis
placement

» 25% of patients withdrew their LTC applications
» The CCAC is supporting more and more complex patients:
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Lessons learned:

Real transformation is about making a culture shift

Improving the client and caregiver experience was our priority
Organizational transformation touched every part of the business
Essential to have staff engaged at all levels

Stability in operations while implementing change is imperative
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Phase 2: 2010-2012

Driving the highest possible integration for complex populations
An Incubator to Test System Change and Achieve System Readiness for Integration
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What we did:

» Population focused integration — brought every sector together and asked ourselves ‘where are we failing people

and their families?’

Acute Care Community
Hospihals Pharmacist

Phase 3: 2012-Onwards

Leveraging Primary Care
Cornerstone for Integration

Connecting you with care
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What we're doing:
g- The Toronto Central CCAC
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and building better clinical support for patients with complex needs

» Advancing integrated care for complex populations (1-5%)
by leveraging the existing programs and integration strategies

¢ Communication with Lower
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» embed learnings and standards of practice across all populations
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Key Innovations

CCAC working Hand-in Hand with Primary Care

Care Coordination Across the Continuum of Care

Acute Care Partnership and Protocols

Pharmacy Engagement

Caregiver Support

Partnership with Emergency Medical Service (EMS)

» Weekly Case Conferencing and close communication with CCAC around Complex Patients’ Care
» Embed in Primary Care: virtual case conferencing, joint home visits

» Client/Caregiver “"Quarterback” to develop the interdisciplinary, inter-organizational care teams

System Navigation and Coordination

Shared assessments, care plans, joint home visits, regular rounds with the care team, client and family

Identification and flagging of high risk patients
Transitions supported via Virtual Ward

Moving to a single pharmacy for each patient

Training for Care Coordinators to support caregivers and address caregiver burden

Creation of caregiver plan for each individual case

Flagging and enhanced communication around ICCP patients
Emergency Department Transfer Package
Hospital Repatriation system

Lessons Learned

» Point of care integration (interdisciplinary, inter-organizational care teams) - bringing the care team/delivering care to client/family where they are
» Our most critical lesson learned is the need for primary care and community care to work in hand-in-hand to support those with complex needs

Client and Caregiver Experience

Strong, meaningful relationships between integrated care

Roles and Relationships

team members are critical to success

Information Sharing and Flow

e Ensuring linkage to primary care

Joseph’s Care before ICCP...

Is not putting his needs first

Is represented with inter-related health and social care issues
Is fragmented with multiple unconnected providers

Requires home-based care but he has office-based providers
Is too reliant on EMS and Hospital Visits
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Joseph’s care with ICCP...

» Does not differentiate between organizations and operates at ONE TEAM

Is discussed regularly at inter-disciplinary and inter-organizational rounds that
have shared decision around on coordinated care plan

Supports Joseph and his caregiver and have advance care planning in place
Provides the right care at the right place at the right time

Integrated care planning based on what is most important to Joseph

Has a CCAC Care Coordinator who knits the team together

CCAC Care Coordinator and Primary Care Provider work hand in hand
Rapid response in the community

Integration between CCAC, community, primary care and acute care
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to inform best practices that would be further embedded it Information apout
services and
OMA Fee Codes :
« Customized physician T e Information and Referral
website to CSS e Linkage to Primary Care
e Linkage to community support
Key Enablers:
Health Care Connects
- Attaching patients to physicians
Health Line
- Giving physicians direct access to
health services information
-
How we’re doing this...
» Toronto Central LHIN primary care strategy being delivered through Health Links » Principles embedded in a QI Framework:
» Creating teams of linked health care providers across the province to manage patient » Encourage simple solutions while waiting to develop complex ones
needs » Agree to start working together differently immediately
» Focus: Complex Populations » Build incrementally over time
> Every_/t hlealth link will require involvement from CCACs, Primary Care, and local » Drive Change from experience
OSpitals _ » Balance the needs for scientific evidence and outcomes with quality improvement
» 9 Health Links frameworks
based services, acute hospital-based care, and teaching and training opportunities . . :
together. » Invest in the relationships
» The first focus will start with Primary Care Providers and the CCAC as a foundation. This > Shared accountablllt.y across the team
is about ensuring primary care is available where patients live their lives » Shared comprehensive assessments
» Shared planning & decision making
» Regional Design and Local Customization
Community Hospital & Social & » Demonstrating value on the ground - less talk and more delivery
Based Specialized Support
Services Care Services
Primary Care Providers & CCAC
-




