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HNHB CCAC: A Partner in Creating
System Solutions 48

Ontario's Community Care Access Centres play a pivotal role in the HNHB CCAC case manager
complex issue of making sure that only people who really need to Gwynette Primo and a client.
be admitted to hospital, are, and those who can go home or to

another care environment, do.

HNHB CCAC works with hospitals on many projects ranging from case-
finding in the Emergency Department (where a CCAC case manager
identifies people who can avoid admission by receiving home care)

to a new Slow Stream Rehabilitation program.

Nowhere is this growing CCAC role more in evidence than in the
“Flo Collaborative,” a provincially-funded initiative that has
Ontario's CCACs working with hospitals to ensure patients
receive the care they need in the right setting.

- continued on page 2

Why “Flo”?
L]

The “Flo” analogy was developed to represent a real ; '

patient experience. “Flo"” is an 85-year-old woman o)

designated as needing an alternate level of care after I
a stay in hospital. &A

Message from the Executive Director



“ This collaborative really
recognizes the partnership
between a hospital and a
CCAC in ensuring people
receive the right care, in the
right place and at the right

time.,,

New Rehab Program
Helps Seniors Return Home Sooner

HNHB CCAC is part of a new program demonstrat-
ing that even frail elderly people can improve their
strength and overall function if they receive
rehabilitation and enhanced home care services.

Client Services manager Alecia Matteson says the
Slow Stream Rehabilitation program is available to
seniors both in designated hospitals (Hotel Dieu/
Shaver in St. Catharines and Brantford General)
and in the Hamilton community.

The hospital-based program is for elderly people
who have been designated as needing a different
level of care and are waiting for a bed at a long-
term care home. “They go to a dedicated bed
within the hospital and receive rehabilitation,”
Alecia explains. “"The idea is that they may
improve to the point where they can return home
to wait for a long-term care bed - with additional
home care supports in place - or even to the
point where long-term care isn't needed, and a
retirement home or other home-like setting may
suffice.”

In Hamilton the program is set up a bit differently.
A partnership between Shalom Village (long-term
care, day programs and seniors' apartments) and
HNHB CCAC helps seniors who have already been
discharged home from hospital. They attend a

Reducing the number of hospitalized patients, who could be cared for in
a place other than an acute-care setting, is a provincial priority. The Flo
Collaborative addresses the transitions in care delivery, which is one of the
factors that influences the use of health system resources.

HNHB CCAC is working with Hamilton Health Sciences, St. Joseph's
Healthcare Hamilton and the Niagara Health System in close partnerships
that involve senior leaders and front-line staff from the hospitals and the
CCAC.

“Flo is unique because it looks at the steps and processes involved in
discharging patients,” says Sherry Parsley, director of Client Services at the
Hamilton branch. “The Flo teams, which include CCAC staff, are developing,
testing and evaluating new pathways for better transition of patients from
hospitals to other settings.

“This collaborative really recognizes the partnership between a hospital and
a CCAC in ensuring people receive the right care, in the right place and at
the right time,” Sherry says. “We're part of a system
solution.”

See Home to Stay on page 4.

daily program at Shalom Village called Goldies2Home
and also receive enhanced home care services for up
to one month.

The Slow Stream Rehabilitation program began
in March 2008 and early outcomes are
promising. “The combination of enhanced
home care and the day program acts as
a bridge to ensure people can safely
leave hospital while they continue to
build their strength and abilities,”
Alecia says.

“Even seniors who are very frail (
can often improve if they are
engaged in this type of
program. The result
is that seniors
receive the care
they need in the
right setting, and
this helps keep
acute care beds
available for
those who

need them.”




Innovative Partnership
Connects People with
CCAC Services

Every day, paramedics respond to 911 calls for assistance. Through
a unique partnership across Halton and Peel regions and Dufferin
County, paramedics are also helping people connect with the CCAC.

The program, initiated in October 2007, was developed to help
individuals maintain their independence at home and decrease their
likelihood of trips to hospital Emergency Departments. HNHB CCAC is
involved through its Burlington branch.

“Through this initiative paramedics have identified 300 people for
CCAC follow up and assessment,” says Maureen Kitson, director,
Client Services for HNHB CCAC. “Paramedics are in a good position
to identify people who may be able to avoid unnecessary trips to the
ER by having more support at home.”

Referrals to the program include individuals who fall frequently and
call an ambulance for assistance, or people with chronic diseases such
as diabetes or cardiac disease, who are transported to hospital with
acute episodes that may be preventable. Paramedics also often refer
patients with social or emotional needs who may benefit from
community services.
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“This partnership has also allowed us to raise awareness among
Emergency Medical Services staff about the services offered by

“ Paramedics are in a good

iti 1 [ CCACs,” Maureen says. “That higher awareness is continuing to have
POS’UOH (0 Identlfy peOple WhO a positive impact. They know that they can initiate referrals, and they
may be able to avoid unneces- do."
Sary trips to the ER by having Community Referral by Emergency Medical Services was launched

by the Halton Peel Emergency Services Network and funded by the
Ministry of Health and Long-Term Care and Local Health Integration
Networks.

~Educational Video Y R
Explains Role of Case Managers A Relationship You Can Trust

A new educational video, “The CCAC and You: A Relationship You Can Trust” is now
available for viewing on HNHB CCAC's web site (www.hnhb.ccac-ont.ca).

The unscripted, documentary-style video introduces four HNHB CCAC community
case managers and their clients and illustrates the relationships that evolve between
our staff and the people they serve.

“Our goal was to help people understand CCAC services through the use of personal
stories,” says Barbara Busing, senior director of Client Services. "Community case
management can be considered our core business and the role of community case
managers is very specialized. They have the privilege of getting to know clients and
their families by visiting clients in their own homes.”

As one client’s family member says in the video: “Martin [the case manager] cares for my mom.
But it's not just my mom, it’s us too. When you have someone like that, it’s like an anchor.”
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Home to Stay

But Necessary
Help

A ride home from hospital, a check of the
refrigerator, a trip to the drug store to
pick up a prescription. Simple things all,
but the lack of someone to provide them
can keep some seniors in hospital longer
than necessary.

HNHB CCAC's nhew Home to Stay program
provides these supports and more in
partnership with agencies such as
Community Support Services Niagara. The
program was launched in Niagara in early
2008 and has expanded to Haldimand-
Norfolk and Burlington.

“It's amazing how many folks are living in
their homes without any formal support
structure,” says project lead Alison Jones,
a case manager at the Niagara branch.
“They may not have family who live
nearby or they may have outlived the
people who helped them in the past.” In
some cases, she adds, isolated seniors
may be doing fine as long as they are
well, but a downturn in their health status
creates new and unmet needs.

With a system of CCAC referrals and
follow ups in place, seniors who can be
discharged from hospital are
accompanied home by a support worker,
who can stay with the person for up to
four hours. He or she will check the
fridge, provide some frozen meals, get
groceries if need be, and generally make
sure the senior is comfortable and safe.
Within a few days, a CCAC case manager
does an assessment to see what ongoing
home care may be needed, and follow-up
phone calls also take place.

“The program is working very well so far
and every single client has been very
appreciative,” Alison says. "It's allowing
people to leave the hospital and safely
return to their familiar environment.”

Home to Stay is funded through the HNHB
LHIN's Aging at Home strategy.

Provides Simple_

Out in the Community

|} Qqam'y--can be defined in many
Here are some key attributes’:
* Safe * Patient-centred
* Consistent » Effective
* Responsive * Accessible
= lficlent * Adequately resourced
* Equitable * Integrateq
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W are there
Services

Tom Peirce discusses quality in home care with a session participant.

Public Meetings
Well Received

A series of community engagement sessions held throughout the HNHB
service area this fall provided valuable insight into HNHB CCAC's focus on
quality in home care services.

Tom Peirce, senior director, Strategic Planning & Integration, says the
sessions offered a unique opportunity to hear directly from clients, family
caregivers and members of the general public. “All in all, people have been
very appreciative and complimentary of our services,” he says. “At the

same time, they have also pointed out areas where we can improve quality.”

A summary of the seven sessions will be posted on the web site
(www.hnhb.ccac-ont.ca) as well as sent to forum participants who
requested it.

HNHB CCAC organized the sessions as part of its strategic planning process.
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