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Welcome and Introduction

Health Link Leadership Community of Practice: Setting the
context

Innovative Practices

Guest speaker: Kel 'y OOHal |l or an

ATransitions Discharge Bundl e ani
Patient Story

Discussion: Practical application in your Health Link
Polling for future topics and webinar evaluation

Closing Comments
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Webinar Learning Objectives

A Understand Discharge Transition Bundle (DTB)
decision making tools for staff and self-
management tools for patients

A Describe components of Chronic Obstructive
Pulmonary Disease (COPD) and heart failure teach
back methods

A Share experiences and learnings with other
colleagues across the province
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Health Links
Community of Practice

Communities of practice can be defined as groups of
people who share a concern or a passion for something
they do and learn how to do it better as they interact
regularly.
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Health Links Community of Practice

This i1s an opportunity to meet (virtually and in person)
with others for networking, sharing and learning:

A Hear from leaders to better understand what it takes to
lead change in the Health Links environment

A Be inspired to spread innovative approaches in your
Health Link

A Contribute to the collective learning about what works
best in a Health Links approach.

Oy
>

> :
L Ontario



Quarterly Reports

A Circulated broadly with full
transparency among Health Health Quality Ontario

LI n kS The provincial advisor on the quality of health care in Ontario

A Includes:

I Self reported data on two key
measures (COOfdlnated Car_-e Heal.th Links Quarterly Report for the period
Plans and attachment to Primary January 1 to March 31, 2016
Care Providers)

i Local and provincial targets

T Summaries of discussion on how oo
Health Links are approaching Ontaro  HealthLinks

T Patient stories

A Future reports will include
uptake of innovative practices
endorsed by the Clinical
Reference Group
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Impact of Health Links T Q4 Update

Coordinated Care Plans (CCPs) Access to Primary Care Providers (PCP)
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Assessing Innovative Practices

1. Topic Prioritization and Selection
2. Topic Scoping
3. Environmental Scan and Literature Review

4. Application of the Innovative Practices Evaluation Framework

5. Endorsement by the Health Links Clinical Reference Group

6. Knowledge Transfer and Implementation Plans
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Innovative Practices Evaluation
Framework
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Practice
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Transitions between Hospital and Home

: : Throughout the hospital -
Early in the hospital e - - In the community after a
o stay and transition Close to time of discharge :
admission process hospital stay

Perform med rec on
admission
5. Ensure discharge
summary available
within 48 hours

Assess patient risk

of readmission Ensure personal

Use teach back clinician to clinician
when building information transfer
caregiver and

patient capacity

Assess health
literacy 6. Follow-up with
patient within 48

hours of transition
Perform med rec at Home

1. Notify community disch
ischarge

providers of patient
admission to
hospital
Enhance patient to perform med rec person in the

2. Collaborate with and caregiver in community community to
community communications support non-clinical

providers to with the use of : needs in the
begin/update the visual tools 4. Schedule primary immediate post-

coordinated care care_visit bef_ore hospital period.
plan leaving hospital

Evidence-informed best practices Innovative practices
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Innovative Practices

FOCUS ON COORDINATED
CARE MANAGEMENT AND
TRANSITIONS IN CARE
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Guest Speaker: Kelly OO0OHal l o

TRANSITIONS DISCHARGE
BUNDLE AND HEALTH LITERACY




Health Literacy, Teach-back & the
HNHB LHIN Discharge Transitions Bundle

Hamilton
Health
Sciences
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Health Literacy

According to the Canadian Public Health Association (2006),

Health Literacy is the ability to access, understand, evaluate and
communicate information as a way to promote, maintain and improve
health in a variety of settings across the life-course.

The World Health Organization (1998) states,

é . health literacy is essential to taking control of and managingo n e 6 s
health. It means more than being able to read pamphlets and
successfullymakeappoi nt ment s. By 1 mprovi ng
health information and their capacity to use it effectively, health literacy

IS critical to empowerment.

Canadian Public Health Association (2008). A Vision for a Health Literate Canada: Report of the Expert Panel on Health Literacy
World Health Organization (1998). Health Promotion Glossary




Some Facts about Health Literacy

A Figures show that 60% of adults and 88% of seniors in Canada are
not health literate.

A People over age 65, recent immigrants and those with low income,
low education or low capacity in English or French are most likely to
have low levels of health literacy.

A Studies have shown that 40-80% of the medical information patients
receive is forgotten immediately and nearly half of the information
retained is incorrect.

Canadian Public Health Association (2008). A Vision for a Health Literate Canada: Report of the Expert Panel on Health Literacy
Public Health Agency of Canada: http://www.phac-aspc.gc.ca/cd-mc/hl-Is/index-eng.php
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Better Transitions: Improving
Comprehension of Discharge
Instructions

AMITA CHUGH, MARK V. WILLIAMS,
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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
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Teach-back

Teach-back is a method used to confirm that you have explained to the
patient what they need to know in a manner the patient understands.
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