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1. What are Health Links?
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1. What are Health Links?

Health Links: Partnering Around Patients

‘\
* New model of care
* Your Health Care Team will be working more closely together
v,
~

e Initial focus = improving patient care and outcomes for people with complex health conditions and seniors.
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N

* Regions are already exhibiting a high degree of collaboration

* The goal is to have a Health Link in every Ontario community
W,
‘\

e Local Health Integration Networks (LHINs )will continue to assist identifying Health Links, supporting their

development, and providing guidance for Health Links in their regions.

e Health Links will eventually evolve to cover the entire province and expand beyond complex patients.

 Greater coordination of care for patients, improved patient outcomes, and better value for investment.

* Individual care plans, improved access, improved satisfaction / experience.
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“Fred”

Fred is 66 and lives alone.

He has 24 different conditions, and has been in and out of hospitals for much of the
year, including a lengthy stay in acute care, complex continuing care, rehabilitation,

and homecare.
He also had 3 ER visits. Fred has seen 16 doctors.

The cost of his care was over $900,000 in one year.

* High Users
* 1% of the population accounts for approximately 34% of Ontario’s health care costs
(515.2 Billion)

5% of the population accounts for approximately 67% of Ontario’s health care costs
* |Is the system sustainable?
— 2013 - Health care consumes >40% of the provincial budget
— 2030 - Health care is projected to consume >80% of the provincial budget




2. Why were Health Links Established?

The Concentration of

Healthcare SBending in Ontario
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Distribution of health expenditure for the Ontario population,

by magnitude of expenditure, 2007/08
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¥ 2.WhywereHealth Links Established?> |

What Conditions Do They Have?

Conditions among the top 1% of users:

* Mostly chronic disease:
o Heart failure
o COPD
o Coronary Artery Disease
* Infection (pneumonia and urinary tract)

e Stroke

* Hip fractures

* End of life care / Palliative

e Cancer




Rate of High Users per 1,000 population, All care types
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South East LHIN bution of Health Care Spending
by Service Type, 2010/11

Acute I]l]'SurmEnugmq CCC IP Rehab 1P Mental Homecare Long-Term  OHIP
Heaalth Care

B Top 1%
W Top 5%

All other patients

Top 1% | 49%
Top 5% | 7% 199{. 3414 mme 1um5 93% ?99{. m[m amr.

*

* The Top 1% of Complex Users = $4 Billion spent on acute care
(out of a total of $8 Billion)

* The Top 5% of Complex Users = $7 Billion spent on acute care



s Vary by Geogr

High Users of Health Care 2009/10
by subLHIN area - South East LHIN

-
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2. Why were Health Links Established?

Current State

| Too many people receive care in the hospital when they can
be better cared for in the community.

Too many people being readmitted to hospital within
days of leaving hospital.
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3. Who is Involved?
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4. How are Health Links Unfolding?

Complex Coordinated Attaching
Patient Complex
WHAT: Sare |
Cohort Planning Patients to
PC
« Identifying patients with  * Developing common principles * Expanding on existing
complex needs « Creating care plans for portion of resources to attach complex
the complex patient cohort patients to primary care (PC)
Establishing EMR/IT Patient
HOW: the Health Connectivity Engagement
Links
* Cooperation between * Establishing the right solution to « |nvolve patients and families
communities, LHIN, and enable coordinated care across  in the design and evaluation
Ministry of Health Health Links of Health Links

* Address sustainability,
reinvestment, and governance

h
w



2. Sector Participation |

Health Links: Partnering Around Patients

New model of care at the clinical
level where providers are
developing with coordinating
plans at the patient level

Initial focus on improving patient
care and outcomes for people
with complex health conditions,
while delivering better value for
investment
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¢ 5. How are the Partners Working together?

Coordinated and Integrated Care: the Heart of Health Links
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Potential Barriers to Primary Care Health Link formation

Knowledge
/ Skills

Limited prior communication between groups/providers

o Coordination of meetings
Expertise in

Cluster developmen

Change
Management Lack of clarity on purpose

Meeting requirements

Governance

Sacrifice of Clinical Time Development of key messages

Quality _
@l training and work Improvement Different
methods EMRs Health
. Link
Fear of Model being imposed by LHIN
Start-up resources
OMA/MOHLTC negotiations »° Fear of Loss
of Autonomy Existing funding models not equitable

Freeze in FHO enrollment

Fear of diluting Funded positions to support Ql work

resources in o
existing practices Existing contractual agreements

Fear of sharing results

Benefits not clear

Compensation for time spent for Ql work and integration




5. How are the Partners Working together?

How Will We Support Change Together?

Working together in a spirit of collaboration

Shared vision amongst Heath Link partners

Co-creating and co-producing the Health Care transformation
Improve health care coordination and integration

Delivering services differently

Equity for patients and providers

Local leadership

Supported by the South East LHIN and Ministry of Health and
Long Term Care




5. How are the Partners Working together?

What Will Change Mean for the System

Greater satisfaction

Sustainable system

e funding follows
patients

Fewer avoidable
readmissions

Transparency in
decision making

® open communication
on priorities

Integrated services

e providers working
together differently

Health Care

Transformation:
Achieving improvements
in quality, outcomes, and

value

Increased access to
primary care

Higher Quality

* based on evidence

Reduced time from
referral to specialist

Full scope of
practice

e making better use of
HHR

Beduced . Timely care post
inappropriate ED discharge
visits More time with Greater

patients accountability B 0 it

e less chasing
information

e shared responsibilities
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Care Coordination
and Care Plans

¢ Innovative, transferable
ideas to support care-
coordination and
identification of
complex patients

¢ Developing common
principles for
coordinated care plans
so all complex patients
in Ontario have the
same experience

e Starting with creating
coordinated care plans
for those complex
patients

5. How are the Partners Working together?

What Will Change Look Like?

Patient Engagement

e Strong involvement of
patients, families and
caregivers in all stages
of Health Links

e Making the patient a
part of the development
of his/her individual
care plan

* Developing patient
stories

e Incorporating patient,
caregiver and/or family
perspectives into the
coordinated care design
process

e Ensuring
patient/caregiver/family
involvement in
evaluation of model

Alignment of Initiatives
and Resources

e Making use of existing
resources to strengthen
and align work

e Aligning existing
strategies to Health
Links (e.g., Mental
Health and Addictions,
Seniors)

® Encouraging Health
Links providers to build
on existing innovations

e Working with agencies
and associations to

strengthen outreach and

champion the Health
Links Model

e Funding to support
existing infrastructure
and assets, not creating
new ones

EMR /IT

¢ Leveraging provincial
assets for local
solutions

e Working with electronic
health providers to align
current assets with
Health Links needs

* Emergency Department
notification, tracking of
complex needs patients
is high priority

1|

NP
(@)



5. How are the Partners Working together?

Indicators of Health Link Success

Operational Metrics Evaluation Based Metrics
(Setting the stage for (How you'll know you've arrived)
coordinated care straight away)

1. Complex patients will have a coordinated care . Enhance the health system experience for
plan
2. Complex patients and seniors will have regular

Year 2 and Beyond . Achieve an ALC rate of nine per cent or less
and timely access to a primary care provider

. Reduce the average cost of delivering healt
services to patients without compromising

quality of care

patients with the greatest health care needs

h
the
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5. How are the Partners Working together?

How the South East LHIN is supporting Health Links

1. Human Resources
1. Health Links Lead
2. Quality Improvement & Implementation Facilitators

3. Primary Care Lead

2. IT training and Enabling Technologies plan
development

3. Quality Improvement training/capacity
4. System Leadership development
5. Sustainability Funding




I—_-_'___—‘
Potential Benefits of Health Links

* Improved communication between your family doctor/nurse
practitioner, hospitals, homecare, and community agencies.

* Easier transitions to/from hospitals and other services
* Improved health and quality of life
* Increased efficiencies in the health care system

* Activities will be directed by community and population
needs

* Improved patient and family satisfaction




5. How are the Partners Working together?

What Will That Mean for Bernice

Uncoordinated care with no game plan

)
|7(|||| |‘|

L,

Bernice has multiple chronic conditions and sees over 16 providers

»  The average annual system cost of a high user is ~$44,500
(2009/10)

She’s alone at home, falls and calls 9-1-1, goes to the emergency
department

+ No notification of the family doctor
Undergoes surgery after 3 days
Discharged home
* No notice sent to family doctor regarding discharge plan

« After two weeks Bernice’s daughter contacts providers to confirm a
follow up

An assessment is completed and an insufficient amount of home care is
available so family moves Bernice to a long-term care home

Coordinated care with a personalized game plan

Bernice has a care coordinator, a care team in place, and a
coordinated care plan.

She’s alone at home, falls and calls 9-1-1, goes to the Emergency
department

» ED sees she has a care plan that includes primary care
contact and summary of past issues and medications

 Family doctor is notified electronically
Undergoes surgery next day

*  Based on the provincial median for the total cost of a
hospital stay, 2 days less in the hospital results in a
savings of $2,084

Discharged home with discharge plan that is captured in
coordinated care plan and all care providers are notified of
updated plan

*  Follow up with family doctor 2 days later

Care coordinator ensures assessment is done and
appropriate number of home care hours are provided
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For more information about
Health Links:

Please go to the South East LHIN website
below:

http://www.southeastlhin.on.ca/Page.as

px?id=8176



http://www.southeastlhin.on.ca/Page.aspx?id=8176
http://www.southeastlhin.on.ca/Page.aspx?id=8176

