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PARTICIPATING IN THE WEBINAR

• This webinar is being recorded.

• ALL participants will be muted 

(to reduce background noise). 

You can access your webinar 

options via the orange arrow 

button.

• Discussion period post 

presentation, please type your 

questions for the presenter after 

each presentation. 

• Unable to utilize the ‘raise your 

hand’ feature. 
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WEBINAR PANEL
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HEALTH QUALITY ONTARIO (HQO)

• Sandie Seaman, Manager, QI and Spread

• Jennifer Wraight, Quality Improvement Specialist, QI and Spread

• Stacey Bar-Ziv, Team Lead, QI and Spread

GUEST PANELISTS

• Ana MacPherson, Clinical Coordinator, South Simcoe and Northern York 

Region Health Link, Central LHIN

• Jennifer Mackie, Director Organization Development, Project Manager, 

Guelph Health Link

• Megan Jaquith, Health System Planner, South East LHIN

• Dianne McIntyre, Coordinator Mental Health Program, Upper Canada 

Family Health Team, and Care Coordinator, Thousand Islands Health Link

• Sherri Fournier Hudson, Project Manager, Thousand Islands Health Link
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WEBINAR OBJECTIVES
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Purpose

To review the current provincial landscape for Health Links as it relates to best 

practices and innovations in Care Coordination, and to facilitate Health Link to 

Health Link learning and discussion. 

Specifically, this webinar will aim to: 

Provide the opportunity to share and learn from one another, regarding:

• Health Links processes and practices relating to the ‘Maintenance and 

Transitions’ Step. 

• Lessons learned so far, in the field.
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MAINTENANCE AND TRANSITIONS
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• Share and communication the plan

• Implement the plan

• Update the plan

• Ongoing team communication



MAINTENANCE AND TRANSITIONS
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Established best practices around transitions and 

collaborative care:

1)  Medication Reconciliation occurs at transition points. 

2)  Health Literacy is assessed/ addressed. 

3)  Teach back is employed to enhance patient learning. 

4) Warm handoffs occur between providers. 



MAINTENANCE AND TRANSITIONS
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Additional Health Link specific considerations that have 

emerged so far:

1) Explore and implement interim electronic solutions to share and update 

the Coordinated Care Plan, and/or utilize a human resource to synthesize 

data.

2)  Establish standard business processes for communication with the team, 

and ensure the Coordinated Care Plan is current. 

3)  Establish a process to support patients moving from intensive support to 

self-management. 
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Ana MacPherson, Clinical Coordinator, 

South Simcoe and Northern York Region Health Link
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Please feel free to add 

your Health Link Logo
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ABOUT OUR PRACTICE
SOUTH SIMCOE NORTHERN YORK REGION MAINTENANCE AND 

TRANSITIONS THEN, NOW AND FUTURE

 Then: (2013- Feb 2015) 2 dedicated CCAC HL Care Coordinators 

 60-70 intensive cases, > 80% CCP activated

 Now: (Feb 2015- Aug 2015) 30 CCAC HL Care Coordinators

 130 combination of general and intensive cases 

 < 80% CCP activated

 Working with other programs to increase CCP activation for our complex 

patients (e.g. MCP) 

 Improved on targeted enrolled clients with CCP (Figure 1) 

 Future: (Sept 2015 onward) - HL Care Coordinators (HLCC e.g. LOFT, CMHA, 

SRHC) - HL Care Coordinators- educated on HL/standardized processes to identify 

and care for complex patients requiring intensive case management  

FIGURE 1
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ABOUT OUR PRACTICE
CENTRAL HEALTH LINKS 



STANDARDIZED 

HEALTH LINK 

CLIENT/SDM 

(Substitute 

Decision Maker) 

CHECKLIST 

10 STEPS
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LESSONS LEARNED

Standardization of practice: reviewed current state,  developed 

practices for future state – moving forward- agreements- (IT, 

processes) from all partners will be laid out prior to 

engagement… 

 Patient Journey – Flow Process 

 Standardized Client/SDM Check list

 Business Processes: 

 Consent Management- following legislation 

 Sharing CCP/CCT for both authors/viewers and non 

authors/viewers via secured messaging: 

o email – ONE Mail, docs password protected

o Future State: CCT publishing to Circle of Care with any 

updates – shared with client/SDM as agreed upon 
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Please feel free to add 

your Health Link Logo
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CONTACT INFO

Rosalyn Gambell, RN, BScN, MN

Manager Health Links, Telehomecare, Medicine 

OutPatient Services, & GEM Nurses

Ana MacPherson, MASc, RRT, CRE, CTE

Clinical Coordinator

South Simcoe Northern York Region 

Health Link 

amacpherson@southlakeregional.org

905-895-4521 ext 5326

mailto:amacpherson@southlakeregional.org
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Question Period

• If you would like to submit 

a question or comment at 

any time, please use chat 

box feature.
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Jennifer Mackie, 

Director Organization Development, Project Manager, 

Guelph Health Link
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Question Period

• If you would like to submit 

a question or comment at 

any time, please use chat 

box feature.
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Megan Jaquith, Health System Planner, South East LHIN

Dianne McIntyre, 

Coordinator Mental Health Program, Upper Canada Family Health Team, 

and Care Coordinator, Thousand Islands Health Link

Sherri Fournier Hudson, Project Manager, Thousand Islands Health Link
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ABOUT THE PRACTICE
HOW OUR HEALTH LINK MANAGES MAINTENANCE AND TRANSITIONS

A CCAC Hospital Coordinator has been seconded to the Health Link to work in the hospital to 

initiate CCPs and coordinate CCAC services  while a patient is in hospital

• By attending Rounds in hospital the coordinator is 

better able to support the hospital and patient through 

discharge planning

• Access to CHRIS and the Primary Care EMR 

(Electronic Medical Record) improves communication 

on the patient’s status and their CCP (Coordinated 

Care Plan) initiation
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Eligible HL 

patients 

identified in 

hospital

Patient consent 

received and 

historical data 

pulled

CCP initiated at 

bedside

Continue to 

update CCP 

throughout stay

CCP, discharge med list and 

PC follow up appointment 

provided to patient at 

discharge

CCP sent to PC by fax ,EMR 

or HPG portal with notification 

to primary point person as 

identified by FHT

CCAC HPG Portal 

used to share CCP 

electronically with 

Primary Care and 

CCAC staff in circle of 

care

Care Coordinator 

assigned in PC 

team to maintain 

CCP

ABOUT THE PRACTICE
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Please feel free to add 

your Health Link Logo
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ABOUT THE PRACTICE

• There is a dedicated role of Nurse Navigator from the 

FHT (Family Health Team) that works out of BGH 

(Brockville General Hospital)

• When a patient with a CCP is admitted to BGH, the 

Nurse Navigator will up-date the patient’s plan, 

informing the Care Coordinator of any changes.  The 

Nurse Navigator also communicates the patient’s 

discharge, including follow up plans, to the Care 

Coordinator 
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Please feel free to add 

your Health Link Logo
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ABOUT THE PRACTICE

• A Registered Nurse from the FHT and Health Link are 

at BGH, Garden Street Site once per week to attend 

rounds, identify patients that meet Health Link criteria 

and to initiate a Care Plan

• This plan is then assigned to a Care Coordinator with 

the patient’s Primary Care Team to maintain the CCP 

once discharged from hospital
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Please feel free to add 

your Health Link Logo
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ABOUT THE PRACTICE

• A Registered Nurse from the FHT and HL (Health 

Link) are also working closely with  Addictions & 

Mental Health Services at BGH

• Either the RN from the FHT or HL contact the family 

physician who works with this service once weekly to 

discuss possible referrals to Health Link.

• The client will then be offered a CCP.  This CCP will 

then be transferred to a Care Coordinator within the 

client’s Primary Care Team when the client is 

discharged from BGH.
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Please feel free to add 

your Health Link Logo
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LESSONS LEARNED

• A clear transition plan for the CCP to be maintained by 

primary care is needed. 

• Identify the key contacts in primary care (such as team 

leads)

• Try to match an IHP (Interdisciplinary Health 

Professional) with a patient based on the patient’s 

current health concerns and goals

• The HPG (Health Partner Gateway) portal (within the 

CHRIS system) allows for a secure transition of the 

CCP

• Tracking tools help to ensure that no one falls through 

the cracks
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Contact Information:

Sherri Fournier Hudson

Project Manager

shudson@ucfht.com
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Question Period

• If you would like to submit 

a question or comment at 

any time, please use chat 

box feature.
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SUMMARY-

MAINTENANCE AND TRANSITIONS
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General Best 

Practices*: 

• Medication Reconciliation at transition points

• Health literacy assessed/ addressed. 

• Teach back is employed to enhance patient learning

• Warm handoffs occur between providers.  

Health Link specific 

considerations:

• Coming Soon. Following review by the Clinical Reference Panel.

• Additional practice support from Health Quality Ontario re: 

Transitions expected for early 2016. 

Practices 

Recommended for 

Spread: 

• Explore and implement interim electronic solutions to share and 

update the Coordinated Care Plan, and/or utilize a human resource 

to synthesize data.

• Establish standard business processes for communication with the 

team, and ensure the Coordinated Care Plan is current. 

• Establish a process to support patients moving from intensive 

support to self-management. 

*Resources: http://www.hqontario.ca/Quality-Improvement/Health-Links/Improvement-Packages
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REGIONAL QUALITY IMPROVEMENT TEAMS
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HLHelp@HQOntario


