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ORDRE DU JOUR

Accueil et introduction

Communauté de pratique du leadership des maillons santé :
préparer le contexte

Pratigues innovantes

Conferenciere : Kelly O’Halloran

« Volet de transition des congés et littératie en santé »

Histoire du patient

Discussion : application pratique dans votre maillon santé

Sondage pour les sujets futurs et évaluation des webinaires

Mots de la fin




Objectifs d'apprentissage
du webinaire

« Comprendre les outils de prise de décision des
volets de transition des congés pour le personnel,
ainsi que les outils d'autogestion pour les patients

* Deécrire les composants de la
bronchopneumopathie chronique obstructive
(BPCQOD) et les méthodes de retransmission pour
I'insuffisance cardiaque

- Partager les expériences et les apprentissages
avec les autres collegues de la province




Communauté de pratique des
maillons santé

Les communautés de pratique se définissent comme
etant des groupes de personnes ayant une préoccupation
ou une passion commune pour leur vocation et qui
apprennent comment s'‘améliorer a mesure qu'ils
interagissent réegulierement

www.HQOntario.ca



Communauté de pratique des
maillons santé

Il s'agit d'une occasion de rencontre (en ligne et en
personne) avec les autres pour le réseautage, le partage
et 'apprentissage

* Apprenez des leaders afin de mieux comprendre ce
qui est nécessaire pour favoriser le changement dans
un environnement de maillons santé

- Etre inspiré a propager les approches novatrices dans
votre maillon santé

« Contribuer a I'apprentissage collectif sur ce qui
fonctionne le mieux dans une approche de maillon
sante.




Rapports trimestriels

» Distribués a grande échelle avec
une transparence compléte au
sein des maillons santé

« Comprend :

Données présentées sur deux
mesures clés (plans de soins
coordonnés et envoi aux fournisseurs
de soins primaires)

Objectifs locaux et provinciaux
Sommaires de discussion des
approches des maillons santé

Témoignages de patients

* Les rapports futurs comprendront
une utilisation a plus grande
échelle des pratiques innovantes
appuyées par le groupe de
référence clinique

www.HQOntario.ca
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Répercussions des maillons sante —
Mise a jour du T4

Plans de soins coordonneés Acces aux soins primaires

Plans de soins coordonnds (PSC)
) Accés a un fournisseur de soins primaires (FSP)
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18 926 patients aux besoins complexes
ont recu des plans de soins coordonnés
par I'entremise de maillons santé

29 946 patients de maillons santé ont

eu acces a des soins primaires
périodiquement et rapidement

Source de données : Plateforme de rapports et d'analyse d'amélioration de la qualité de Qualité des services de santé Ontario - présentée par les maillons santé
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Evaluer les pratiques innovantes

1. Etablissement des priorités et sélection des sujets

2. Délimitation des sujets

3. Analyse environnementale et examen de la documentation

4. Application du Cadre d’évaluation des pratiques innovantes

5. Soutien par le groupe de référence clinique des maillons santé

7. Transfert des connaissances et plans de mise en ceuvre

Figure 1 : Sommaire du processus du Cadre d’évaluation des pratiques innovantes

www.HQOntario.ca




Cadre de référence d'évaluation des
pratigues innovantes
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Figure 3 : Progression des pratiques innovantes
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Transitions entre I'hopital et la maison

Au début de I'admission a

['hépital

Effectuer le bilan
comparatif des
médicaments a

I'admission

Evaluer le risque de
réadmission du patient

Evaluer la littératie
en santé

1. Aviser les
fournisseurs
communautaires de
['admission du patient
al'hopital

2. Collaboration entre
les fournisseurs
communautaires pour
élaborer/mettre a jour
le plan de soins
coordonnés

Tout au long de
['hospitalisation et du
processus de transition

Utiliser la
retransmission de
I'information
lorsqu'on crée la
capacité du personnel
soighant et du patient

Améliorer les
communications avec
le patient et le
personnel soignant a
|'aide d'outils visuels

A l'approche du congé

Garantir un transfert
personnel de clinicien
aclinicien

Effectuer le bilan
comparatif des
médicaments au congé

3. ldentifier un
responsable pour
effectuer un bilan

comparatif des

médicaments dans la
collectivité

4. Prévoir une visite de
soins primaires avant
le départ de I'hépital

Dans la collectivité aprés
un séjour al'hopital

5. S'assurer que le

sommaire de congé

est disponible dans
les 48 heures

6. Assurer un suivi
dans les 48 heures
suivant la transition a
la maison

7. Désigner une
personne dans la
communauté pour

répondre aux besoins
non cliniques dans la
période suivant le
congé d'hépital

Meilleures pratiques fondées sur les données probantes Pratiques innovantes

www.HQOntario.ca 9
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Pratigues innovantes

SE CONCENTRER SUR LA GESTION
DES SOINS COORDONNES ET DES
TRANSITIONS EN SANTE




Conferenciere : Kelly O’Halloran

VOLET DE TRANSITION DES
CONGE ET LITTERATIE EN
SANTE




Littératie en sante, retransmission et volet de
transition des congés du RLISS HNHB

Hamilton
Health
Sciences




“ TAKE WITH MEALS 7 NO PROBLEM !/
I EAT ALL THE TIME / *




Littératie en santé

Selon I'Association canadienne de santé publique (2006),

La littératie en santé est la capacité a accéder, a comprendre, a evaluer et
a communiquer l'information de maniere a faire la promotion, a maintenir
et a améliorer la santé dans une multitude d'environnements tout au long
du processus de vie.

L'Organisation mondiale de la santé (1998) indique que

..... la littératie en santé est essentielle pour prendre le controle et gérer sa
santé. Cela signifie bien plus qu'étre capable de lire des dépliants et de
prendre des rendez-vous. En améliorant I'acces des gens a l'information
sur la santé et leur capacité a l'utiliser efficacement, la littératie en santé
est essentielle a leur autonomie.

Association canadienne de santé publique (2008). Vision d’'une culture de la santé au Canada : Rapport du Groupe d’experts sur la littératie en matiere de santé
Organisation mondiale de la santé (1998). Glossaire de promotion de la santé




Certains faits sur la littératie en santé

* Les données démontrent que 60 % des adultes et 88 % des ainés
au Canada ne possedent pas de connaissances en sante.

 Les gens de plus de 65 ans, les immigrants arrivés récemment, les
gens a faibles revenus, a faible niveau d'éducation ou possédant
peu de connaissances en anglais ou en francais sont plus enclins a
posséder peu de connaissances en sante.

« Les études ont demontré que 40 a 80 % des renseignements
medicaux gue recoivent les patients sont oubliés immédiatement et
gue pres de la moitié des renseignements retenus sont incorrects.

Association canadienne de santé publique (2008). Vision d’une culture de la santé au Canada : Rapport du Groupe d’experts sur la littératie en
matiére de santé

Agence de la santé publique du Canada : http://www.phac-aspc.gc.ca/cd-mc/hl-Is/index-fra.php 15
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Better Transitions: Improving
Comprehension of Discharge
Instructions

AMITA CHUGH, MARK V. WILLIAMS,

e f_{l‘m‘}\\{

JAMES GRIGSBY, AND ERIC A. COLEMAN

[he project

. Caliceui
Foundation
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that this article is based on was conducted with the support of

the Actna

« Discharge out of the hospital is a time of heightened vulner-

our patients. The combination of shorter lengths of stay and

increased clinical acuity results in increased complexity of discharge instruc-

tions and

higher expectations for patients to perform challenging self-care

activities. Yet, the amount of time and resources available for patient and family

. . ™ ~




Retransmission de connaissances

La retransmission est une méthode utilisée pour confirmer que vous
avez expligué au patient tout ce dont il a besoin d'une maniere lui
permettant de tout comprendre.
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Volet de transition des conges du RLISS HNBH




Outil d'apprentissage sur le BPCO pour le personnel

COPD Teach-back

Pleacse begin Teach-back when patient able. If patiznt unable to Tesch-badk plesse attempt to do this with caregiver [fving with patient). Pleaze
docurment whether patient or caregiver is able bo Teadh-badk on reverse and malke referral to CCAC RRTT if patient or caregiver is mot able to Teach-
back for Temch-back # 1 or 2 or 3 ord.

Please Document Who You sre Completing Teach-bad With: D Patie=nt D Caregiver (ving in home) Name:

Teach-back #1 : | would like to telk to you about what you an do when you are feeling more short of breath than what & normai for you.

i you feelhave: Ackiones:

= Stressed oF hawve besn sxposed to things that make your | Take your medications, sspedally your quick reliier or resous inhisler [Bronchodilstor - entolin].
bresthing worse. e Uise: coypen as L

= MDrE Short of bresth than ususl g Try o Evaid or Stay swsy from what it making your bresthing worse [e.g. stness, cganette smoke,

= Coughing or wheezing mores than usual. dust].

- MAOre sputum than usual. . Bresthe from your diaphragm or with pursed-lips. Wiven sithing. lean fomwand, nefax your neck,

shoulders and srms.
g Call Your COCkDr OF NUTSE practitionsr if you feel you ane EEtting mane short of oreath.

1 weanit £ miake sure | hawe explained everything cearty to you. Can you plesce tell me wist you will do when you feel mene short of bresth than what is pgampgl for
piThy
Tesch-back #2 @ | would lice to talk to you sbowt yowr DOPD Medications.

COPD Medications: Actions:
=  HandiHaler [Spiriva) - Take your medicytions 2 presaibed |Aght med, nght tme, right teohmique).
=  AsroChamber with an Aznosol inhaler (Weniolin, - Understand which inhaler is your neliel or resose inhaler [Bronchodilstor - Wentbolin].

Atrovent, Acvair, Fiovert]
= Dishous (Flovent, Advair, Ssneyvent, Ventolin))
= Turbuhaler |Symbicort, Pulmicort, Bricanyl)

| want o make sune | hawe imed your COFD jons clearty to you. Canyou plezse tell me wisat each of yowr COPD medications are for and show me how
you will take esch of them?®

- Understand purpose of all COPD medications.

Temch- back #2 | would like to talk to you abeart what you csn do when you feel your shortness of bresth is getfing worse and when you need to call your docior
or nurse practitionss_ | would also like bo talk about wiven you mary be in danger.

i youw hanve- BActions:
= InCreasing shortness of oresth. e Oall your doctor or nurse practitionsr.
™ Moresputum than ussal. *  Take your medications, sspedally your quick refef or resoues inhsler [Bronchodiltor - Venbolin].

= Gresn or yellow SDUtUm With oF wWithout s fever.

g Use corypen as prescribed.

s Stert mny new mediotions prescrived.

g I YOUr SYMptoms 4o not improve within £ howrs call your SoCton OF NS practitioner again.
*  Hyou cannot contact your dochor or nurse praciitioner gp bo & Dinic, Urgent Care or Hospital
Touw may be in DANGER and nesd to go 1o the Hospitsl if you are/hmnes

H you feelfhane: Actions:

= Extremely short of bresth. +  CaN 941 or hawe someone take you to the hospital.

= Notable to do any acivity becsuse of brestring. +  Take your medications, especisily you quick relief or rescse inhaler |[Bronchodilator - Ventoling.
= Hotanke bosieep because of bresthing. +  Use orygen as prescribed.

= Fewer or shaking chills.

»  Fesling confused, drowsy or sgitated.
=  Sudden chest pain.

I want o make sune | hewe explained how you can stay safe when you are ot ome. Can you pleass tell me when you will call your dodior or narss practitioner and

WhEn you ey mesd o g to & i, Urgent Cane of tee Emengency Department? 21
Teach-back 84: You are being discharged froem the hospital todery. | would like te talk to you about your discharge instructions and how to manage your COPD at
home.

- Review Tesch-back £1, 2, 3.

* Review Discharge prescription, spedfically review COPD medications including purposes, coses, and frequencies. Discuss patisnt™s ability to fill prescription
without deley. Review relief or resose inhaler [Bronchodiltor - Vesrtodin]. Heve patient cemonstrate use of inhakers. Instruct patient to take a1l mediotions with
new prescription to their phamnacy.

* Review Tollow-up sppoi o ERsUNe AP mre mage. Disouss patient's ability to get to all appointments.

We have talked about your COFD amd whet the hospital doctor would like you i do when you go home. To maios oore | heve explained this dearly, can you bell me

what you will do when you are discharged todeay ™ Do you hawe amy questions or comosms?

l 1111
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Plan d'action du patient pour le BPCO

COPD Signs & Symptoms

| feel well
= My breathing problems have not changed
(normal shortness of breath, cough and sputum).
= My appetite is normal.
# | have no trouble sleeping.
= | can exercise and do my daily activities as usual.

=)

Action Plan

What should 1 do?

Take my medications as prescribed.

Use oxygen as prescribed.

Continue my regular exercise and diet.

Avoid cigarette smoke, dust and other allergens.

| feel different
= | am more short of breath than usual.
= | am coughing or wheezing more than usual.
= | have more sputum than usual.
= | feel stressed or have been around things
that make my breathing worse.

What should 1| do?
= Take my medications, especially my quick relief or rescue

inhaler (Wentolin) as prescribed.
= Use oxygen as prescribed.

= Avoid things that make my breathing worse such
as cigarette smoke, dust and stress.
Breathe from my diaphragm or with pursed-lips.

= When sitting, lean forward, relax my neck, shoulders and
arms.

| feel | am getting worse
= | have increased shortness of breath.
= | have increased sputum.
= | have green or yellow sputum with or without
a fewver.

=)

What should 1| do?

= Call my doctor or nurse practitioner.

= Take my medications, especially my quick relief or rescue
inhaler {Wentolin) as prescribed.

= Use oxygen as prescribed.

= [f there is no improvement after 48 hours, call my doctor
or nurse practitioner again.

= If | cannot contact my doctor or nurse practitioner, go to
a clinic, urgent care or hospital.

I am in danger
= | am extremely short of breath.
I cannot do any activity because of breathing.
I am not able to sleep because of breathing.
I have fever or | am shaking (chills).
I feel confused, drowsy or anxious.
I have sudden chest pain.

=)

What should 1| do?
= (Call 511 or have someone take me to the hospital.
= Take my medications, especially my quick relief or rescue
inhaler {Wentolin) as prescribed.
= Use oxygen as prescribed.




The facts about COPD
{Chronic Obstructive Pulmonary Disease)

What is COPD?

COPD is a chronic disease that slowly damages your lungs and makes your breathing
difficult. There is no cure but you can manage your COPD in many ways.

How do | stay healthy:

+ Take your medications properly. * Quit smoking (very important).

= Geta pneumonia shot. = Get an annual flu shot each fall.

= Eat well. = Exercise regularly.

+ Wash your hands regularly to prevent = Follow your COPD action plan
infection. (on reverse).

What is a flare-up?

A flare-up is what happens when your COPD starts getting worse. You may have one
or more of these signs for 48 hours or longer:

= More shortness of breath than usual. = More coughing.
= More sputum than usual. Your sputum color is different..

What causes a flare-up?

= Stress or infections.
= Air pollution, dust or other allergens.
« Weather changes (cold, hot or humid air).

Smoke.
Strong fumes or odours.

What should | do if | start to have a flare-up?

= Manage your flare-up as early as possible (see reverse side).

e Contact your doctor or nurse practitioner if your symptoms do not
improve after 48 hours.

MNeed more information?

Get the information and support you need from a Breathworks COPD educator:
* 1-866-717-COPD (ext. 2673) or www lung.ca/breathworks

ITf you are still smoking and would like help to stop please phone the
Smoker's Helpline:

e 1-877-513-5333 or www_smokershelpline ca

Adapred from The Canadizn Lung Amsociation — Breathworks (2013]  hopo e luneca/dizesses-maladissioopd-moo cohp




Autres outils de transfert des connaissances

Aimant de réfrigérateur
sur le BPCO

Signs of a COPD flare-up

You are having a flare-up when you have one or more of these
signs for 1 to 2 days:
¥ Increased shortness of breath compared to normal.

¥ Increased amount of coughing and sputum compared to
normal.

» Your sputum changes from its normal colour to a yellow,
green or rust colour.

When you have a COPD flare-up:
» Take your relief or rescue inhaler (ventolin) as prescribed.

# Call your doctor or nurse practitioner right away.

Call 911 or have someone take you to the
hospital if you are extremely breathless,
anxious, confused, agitated, fearful, drowsy
or you have chest pain.

Eléments audiovisuels

Les vidéos sur le BPCO et
I'insuffisance cardiaque
diffusées a difféerents moments
pendant 24 heures sur la
télévision de chevet des
patients

Vidéo sur la littératie en sante
produite localement pour le
personnel et les médecins
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Normaliser la communication
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Outil de documentation électronique

Teach-back COPD 16/10/15 1530 KLB

Teach-back conpleted with (G6+): Patient

1. Able to teach- back symptows of COPD CG):<> Partially able
2. Able to teach- back COPD wedications CG):i<> Partially able
3. Able to teach back about worsening sywuptons (G)i<> Partially able

xxxxxxxxxxxxkflocunent on day of discharge only*ssxssxxsxsesxs

4, fible to teach- back review, discharge instructions and nanagewent C(G):i<>




Hamilton
He'_alth
Sciences

Discharge Order Set for Patients with
COPD or Heart Failure

Instructions

Prior to discharge, please schedule an appointment with the Family Doctor 7 business days from the date of
discharge. Please document the dateftime in the follow-up section of the Discharge Orders and discuss
appointment dateftime with patient'caregiver. If unable to reach the Family Doctor by telephone, please complete
the Discharge Alert — Hospital Request for Follow-up Appointment form and fax this to the Family Doctor.

If an appointment is required with the Family Doctor in less than 7 business days from the date of discharge,
please contact the Family Doctor to dizscuss this request. If unable to reach the Family Doctor by telephone, please
complete the Discharge Alert — Hospital Request for Follow-up Appointment form and fax this to the Family
Doctor.

Please OMLY sign original pages of the Discharge Orders including the Medication ReconciliaticonPrescription
and make photocopies of the original pages. Only the original signed Medication Reconciliation/Prescription
will be acceptedifilled by pharmacy.

Please give original signed Discharge Orders including Meadication Reconciliation/Prescription to the
patient/caregiver. Also, provide 1 photocopy for the patient/caregiver to take to their appointment with the Family
Doctor and place 1 photocopy on the hospital chart.

Please fax a copy of the Discharge Orders to the Family Doctor's office including the Medication
Reconciliation/Prescription.

Please request permmission from the patient to fax a copy of the Medication Reconciliation/Prescription to their
pharmacy. Document on orginal copy in writing or with stamp, date faxed, pharmacy prescription faxed to and 28
initials ==




Hamilton
He-_alth
Sciences

Patient's Name:

Discharge Orders for COPD or Heart Failure Patients

Drate of Admission: Drate of Discharge
(dd/mmiyyyy') (ddfmmdyyyy)
Patient Discharged From:

Hospital Physician:

Primary Diagnosis:

Other Diagnoses Affecting Hospitalization:

Recommended Follow-up by Family Doctor/Nurse Practitioner: [] cBc [ Na.k.Cl [] Urea
[ creatinine []INR [ ®X-Ray Chest Reason:

[ additional Investigations:

O

Follow-up Appointments Arranged by Hospital Physician/Nurse Practitioner:
If patient needs to be seen by Family Doctor in less than business 7 days call to discuss. If unable to contact

complete Discharge Alert on page 4 and fax.

Appointment With Date & Time Phone # Address
Family Dr:

Above appointments scheduled and documentsd by:
Referrals Completed:

CCAC []Yes [ Mo CCAC Rapid Response [ ] Yes [] Mo CCAC contact # (905)523-8600

Original & one photocopy given to patient by:
Copy faxed to Family Doctor by:




Hamilton
anlth
Sciences

Patient’'s Name:

Dizcharge Medication Reconciliation & Prescription {only original signed copy) for COPD or HF Patients

Mchiaster 8 MoMaster Chidren's General Juravinskl 51 Peters Jurawinskl Cancer Centsr Chesoke
1200 Main St W. 237 Baron St £ 711 Concession ST, ES Maplewood Ave 559 Concesslon St Sanatorium Rad
Hamilton ©OM L3N 325 Hamilton OM LEL 2X2 Hamilion OM LEV 1C3  Hamilion, ON LEM 1W3  Hamiton ON LEVSC2 Hamiion ON LACTHN4

Phone (for all aftes): 905-521-2100
[ Mo Allergies [ Allergies (attach hospital allergy record) Height cm  Weight kg
Medication Reconciliation Mo prescription required MNew Prescription
Include Pre-admit medications Place X in applicable boxes FPlace X in applicable boxes
e
23 - 8282 i £
= S -] == - #
Meadication L= & §E %_g_g 3-_ §§§§ z = % i g
[genenc name preferred) = '§ E gg ﬁ E € % E § [ I8 = E‘E | !

-E T = 5= 2 ;g = % 2 E @ g o Eﬁ

oa & 3 & =
O O O 0| O
O O O | O
(| (| i Ool| O
O O O [
O O O I
O O O O O
O O O O] d
O O O O O
O 1 1 [ 1
O i i O O

Medication Reconciliation completed by:
Sipnatoreprinted pames’ desipration
This is your Prescription when signed — Original Copy Only
Take this prescription to your pharmacy along with all medications in your home
Signatore: Pager # O
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Hamilton
Health
Sciences

Discharge Alert

Hospital Request for Follow-Up Appointment

Date:

Dear Dr.

I am discharging your patient

Patient’s Mame

an and | am reguesting a follow-up appointment in

business days from the date of discharge. | am recommending that the following be

addressed at this appointment -

Please note a copy of the Discharge Orders which includes Medication Reconciliation Prescription will e
faxed to your office on the day of discharge.

Prior to discharge from the hospital we would like to provide the patient with an appointment to see you_ If
yvour office is not able to contact the hospital to provide an appointment prior to the patient's discharge,
please contact the patient directly and provide the appointment.

Thank you!

Physician’s name (please print) and Pager # and Service

Hospital Mamel/Telephone # Unit patient being discharged from/Extension

Please fax this form to the Family Doctor as soon as possible 31




Apprendre a gérer le BPCO : Le succes de Carl

Carl has Chronic Obstructive
Pulmonary Disorder (COPD)
and didn’t fully understand
how and when to take his
medications. He ended up at
the Emergency Department
many times. Now he'’s part

of a program called Health
Links, which sees HHS and its
partners team up to provide
care and support outside of the
hospital. Carl receives home
visits and has been taught
how to better manage his
condition. He’s doing fine at
home and rarely goes to the
Emergency. See his story at
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APPLICATION PRATIQUE
DANS VOTRE MAILLON
SANTE
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Communaute de pratique du leadership
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