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CNAP 2018 Network Meeting Collaborating to improve community service:

Welcome and Introduction

Ashnoor Rahim, VP, Community Care Unit,
WoodGreen Communit$ervices

CNAP Executive Lead
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Overview

A CNAP was created in 2008 as a network of over 30 CSS agencies

A/ b!t Qa YI yvR lcdighorativiely ta ilnprave eddess and coordination of support services
and improve system outcomes
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A Supported by RM&R (Resource Matching & Referral)
A In 2013 the Hub ctocated with Toronto Central LHIN (formerly CCAC)

A In 2017, membership to the CNAP network was expanded to all CSS agencies in the TC LHIN
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Collaborating to improve community service:

CNAP Initiatives Highlights

2011/12

CNAP launched integrated
intake and referral process
supported by RM&R

Adult Day Program and
enhanced ADP service
standards developed with
recommendations on issues
such as:

A Criteria for determining
client qualification for ADP
referral

A Standards for staff skills and
CCAC collaboration

2012/13

CNAPCCAC ollaborative
Care Service Standards
and Practice Guidelines
completed:

A Focus on ICCP and
complex older adults

A Joint visits and care
planning

A Standardized assessments

A Joint monitoring and
transfers

2013/14

Collaborative Care Service
Standards and Practice
Guidelines knowledge
transfer

CNAP Client Experience Survey
Pilot Phase
A Nine participating agencies
A Created standardized client
experience tool
A ADP/eADP clients with
focus on rolling out to
Supportive Housing
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Collaborating to improve community service:

CNAP Initiatives Highlights

2014/15 2015/16 2016/17 and 2017/18

CNAP Client Experience
Survey Phase 2

CNAPRPCCAC Integrated
Access Hub model
developed

CNAP Working Groups

A Recommendations on
tracking repeat hospital use
Y 2 R § Py case management clients
Recommendations for CAN
Implementation across CSS

A 11 agencies and 764

surveys filled out A dhyS bdzyoSNE
A Results pointed to need for A Leveraged existing

better communication and
more consistency in basket

infrastructure of CNAP,
CCAC, and Seniors Crisis

sector

Service Initiative A Current state assessment of
A Warm transitions for ADP programs and
Community Agency seniors, caregivers, and recommendations of next
Notification (CAN) Program service providers steps for standardization
Resources developed and A Reduces duplication and
shared uses standardized
intake/referral tools

of services
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Looking Ahead to 2018/19

Al 2V UAYdzAy3 2dzNJ 4adzZLIJLI2 NI F2NJ 0KS ¢/ [ |
project

A Informingworkinggroups and strategy development for the ICC Action Areas
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community support services and mental health services
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Deaar Dr. Goal:

I am phaazed to wrile you In your capacily as Chair of the Toromo Cenral Local Health Intagration
Mebwork [LHIN}. Pursuant ba the requirements of the Agencies and Appointments Directive, this
lelter sets oul ry expectations far the Toronte Central LHIM for the 2018-19 fiscal year.

In 2048-18, the Minktry of Health and Long-Term Care {the “ministry”) will cantinue o work in
partnership with petients, familiee, LHINE, health serdce providers and health care innovators (o
raneform our health care ayslem loday and for the uture. Together we will build on a strong
Toundaiion to Improve patien] experiences, increase acoess fo care, and reduce wait times —
wihile waorking bo reduce health disparilies, Patients First created the foundation of an intagrated
health chre system to deliver worki-class patient care closer to home, with services distributad
equitably across fhe province, As we collactively fransform haalth care, local care planning and
delivery will happen at the communiy kevel and will focues on the patiant and their family as the
key partnars in dalivering care, Local health care providers and organizations will b= empowerad
fo wark collaboratively to thair full potential.

I ask that the Toranta Central LHIN consider how it will condribwie to this Patients First vision and
wark with the ministry and other LHINS to realize our shared goal of transfarming Ontama’s health
camg system b ensura the bast health owicomes for all.

\Wlith this in mind, our collective focus in working with health care leaders throughout this
transformation phase must confinue to be on:

= Improvng the palient experience by parinering with patients in health care planning and
by delivering care thal reflects the patient voice and is responsive o patents’ neads,
walves and praferences.

= Addressing the root causes of eealth inequities and the social determinants of health
«  Reducing the burden of disease and chronic Bness and investing in health promation.

Deflmng the Path Forward Throughsubregional planninidentify how providers will collaborate to ad

health gaps, and improve patient experience and outcomes

Improvinthepatient experience by partnering with patients in health care

planning and by delivering cthat reflects the patient voice and is respon:

to patients' needs, values and preferences

Breakingdown the silos between our health care sectors and prawaders

ensure seamlegansitions for patients, and to ensure that providers work

together and collaboratiovith patients to deliver the best possible care
Supportingpnovation lwelivering new models of canrd digital solutions to
make accessingre easier for patients and more efficient for health care
providers

Workowardsnproving transitions for patients between different health

sectors and provideso that patients receive seamless, coordinated care

only need to tell their story once.

Suppompatients and familiesrbylementing initiatives that reduce caregive
distress. o

I~
A

N




Simple,
Easy Access

Assessment
and Referrals

Care Coordination
and Navigation

Integrated
Care Teams

A Culture of
Collaboration

Where clients and caregivers know where to get
information and services when they need it

Where the experience of assessment and being referred
for services feels seamless, and where clients feel like
they have been heard and their needs have been met

Where the right care coordination and navigation
supports are available for the people who need them

Where all of the providers caring for a client work together
as a single team, and where clients and caregivers are
partners in their care

Where providers share responsibility for meeting the needs
of their communities and the populations that they serve

From One Community to Integrated Community Care

SUB-REGION

COMMUNITY SERVICE NETWORKS
ALIGNED ACCESS, COORDINATION, AND
NAVIGATION

) SIMPLE, ACCESSIBLE
- ENTRY POINTS AND
NAVIGATION SUPPORT

®
SINGLE
ASSESSMENT ' ‘

A
DﬁD ONE STEP REFERRAL
111 TO SERVICES

CARE COORDINATION =
SUPPORT MATCHED TO
NEED

+ 1

LHIN-WIDE INFRASTRUCTURE TO
FACILITATE AND ENABLE
INTEGRATION

SIMPLE AND COORDINATED
ACCESS /LHIN-wide ‘one
number’ strategy

Common ASSESSMENT &
REFERRAL Tools

COMMON STANDARDS
& BASKET OF SERVICES

0000

Protocols for CAPACITY
MANAGEMENT & FLOW

CARE COORDINATION/
NAVIGATION MODEL for

higher-need clients

V oneintegrated system (community support services, home care, comml
health, and commuadglictions)
V supportedy LHINvideinfrastructure
V implementedithirsubregions

Inity mental
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How would we begin to design an integrated health systemn

Citizens?

Beginning by shiftingthe €t 0 a future

current state froré

Individual providerseing
accountable to

Focusednelementr units of
careé

For individualshat are seeking
health caré

Separate systenwf care
influencing social determinants of
heal t h ¢é

with &

Teamsof providers networksof care
t bheng acdduntsbledoltRéN

Acontinuunof health care including
prevention and wellness

A focus oall individualswithin theHIN
with equity at tbhentre

Alignmenbetween health and
social care

St at

Hospitals
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Advancing Integrated Home and Community Care

A 4 sector{Home Care, CSSMH & AQne Ivitegrated Community System f¢
Clients, Families, Communities, and Providers

A Simplifiedccess easynavigation/coordinatipnpommon
tools/assessmentonnectivity fame care planmprovedapacity/flow
commoservicestandards

A Ongoing engagement with expeesriepriorities to advance through our
Strategic Plan (2aA@2)

A Role, value, and continatrare coordination / navigation
A Deliverin an urban environment (density as a stnefgjtbourhood care
A Maximizing onew LHIMole One number to call
\};u,’ Community-Based A Enhanced relationship pvithary care
A Enhancethental healtkyouth, seniors, gen pop)
A Clinicabest practicé pathways
A Enabling sdlirected care; enabietimanagement
A Cross LHINpportunities
A Leadership in hoared communitysearch 12
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Thank you

TessRomain
VP, Health System Strategy, Planning & Integration

tess.romain@tc.lhins.on.ca

.P¥_>
ZF Ontario

Toronto Central Local Health
Integration Network
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CNAP 2018 Network Meeting Case Management Working Group Project Upd

CaseManagement in the
Community Support Sector

AshnoorRahim, VP, Community Care Unit,
WoodGreen Communit$ervices

Community ; y_7 .
Navigation 1l L Ontario
and Access WOODGREEN
Program

Toronto Central Local Health

Opportunity made here. Integration Netwpyk
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Project Team

Family Service Toronto Hospiceloronto

LOFT Community Services PhilipAziz Centre for Hospice Care
SPRINT Senior Care Reconnect

West Neighbourhood House WestToronto Support Services

WoodGreerCommunity Services

15
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Project Overview

In 2016, a CNAP working group was formed to provide recommendations on
related to MSAA specific obligation on casanagement:

a! €t 1 {ta FLLNRPISR (2 RStAODBSNI /I &S
collecting the following information with the intention of establishing a baseline
In 2016/17 against which future reports and indicators will be measured:

A Record the number of client visits to hospital emergency departments, and
admission to hospital.

A Record the number of repeat client visits anédenissions to hospital that
200dzNJ g AUKAY on Rlea 2% | LINBOQA 2 dza
16
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Mandate

0 ¢ovide recommendations that wousdipport consistent and accurate
data capture related to clients enrolled in case management and to help
inform future MLAA performance targebs

17
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Process Summary

Current State Analysisa 2 K+ 0 Rz
(KS O2YYdzyriie &80

A Review of previous Assisted Living working group findings
A Review of tearrbased case management model

A Summary of community sector case management activities
A Summary analysis of sectimterRAldata

A Collection of client case studies
18
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Key Findings
A Highlight impact of teanibased case management models in the community

A Integrated ClienCare Palliativ®rogram:
A PhilipAziz Centre for Hospice Care
A Hospice Toronto

Thisprogram greatly impacts patient safety,
continuity of care and bed flow management. This
Is one of a handful of programs that I truly cannot
Imagine what would happen if it did not exist. It is

A Home at Last Program:
A WestNeighbourhoocHouse

vital to the safe discharge of our patients
Hospital staffon Homeat Last
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Key Findings
A Developed common case management practice considerations

A Compiled list of programs where case management is delivered

A Recommended next steps for standardizing case manageRerdtional
Centrereporting practices

A Recommended next steps for centralizing reporting of hospitalizations for cas
management clients using Community Business Intelligencég (CBI

20
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Thank You to the Project Team

Belinda Marchese, Hospice Toronto (Cihair)
Ashnoor Rahim, WoodGreen (€ghair)
Valerie Arseneau, WoodGreen
LorelyAngcosGarciaPhilip Aziz Centre for
HospiceCare

Thom BurgeiWestToronto Support Services
JuliaChaoWoodGreen Community Services
EvelynCheungHospice Toronto
SujataGanguli, Reconnect

Leigh Judsorit. Clair West Services feeniors

Stacy LandalsPRINT Senior Care
LisaManuel,FamilyService Toronto

Dena Maule, Hospice Toronto
DorotaMilaszewskiLOFT Community Services
NarainMotwani, St. Clair West Services for Seniors
IsabelPalmarWestNeighbourhoodHouse
RauniSalminenPhilip Aziz Centre for HospiCare
PaulaScott,SPRINT Senior Care

LenaSoje,Philip Aziz Centre for Hospice Care
DebraWalko,LOFT Communit§ervices

21
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For more information, please contact:

Ashnoor Rahim, VP, Community Care Unit,
WoodGreen Communit$ervices

arahim@woodgreen.org

The finalReportand Recommendations on Case Management
In the Community Sectas available on theCNAR~vebsite under
Member Resources



mailto:arahim@woodgreen.org
http://4seniors.org/Portals/0/Resources/2016 Report and Recommendations on Case Management in the CSS Sector.pdf?ver=2017-05-01-090247-853
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CommunityAgency Notification
(CAN) Program

JohnKlich, SuperintendentCommunications,
TorontoParamedic Services

Debra WalkpSenior Director, Complex Care and Seniors,
LOFT Community Services

Community ; y—7 .
Navigation q K L7 Ontario
and Access WOODGREEN
Program

Toronto Central Local Health
Integration Network

Opportunity made here.
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Community Agency Notification (CAN) Program

Program

Benefits
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CAN Partner Agencies

Partner Agencies by Year
35
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2017 CAI\Cllent Distribution
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2017 CAN vs Transports
(2538 notifications, 2201 transports)
250

e —
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70.0%

60.0%

50.0%
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TOROMNTO Central

CAN Working Group Project Upda

% Transports to Hospitals by LHIN

(2017 total transports =2201)
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Toronto Central LHIN - Transports by CTAS
(2017 total transports =1373)
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Monthly Transports to Toronto Central LHIN Hospitals
(2017 total transports =1373)
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Number of Clients with Single or Multiple Alerts

Count of Alerts

200

100

1 alert 2 aerts 3 akerts 4 alerts 5+ alerts 10+ alerts
mSeresl 587 176 a4 48 85 28
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Project Overview

The 2016 CNAP CAN Implementation Advisory Council was formed in
response to Toronto Central LHINSAA Specific Obligation:

G! £t / 2YYdzy Al é& { dzLJLJ2 NII rhoSe#andS a |
high needsclients receiving LHIN funded services, usindgrihieToobr

Health Links criteriato the Community Agency Notification. Services
IncludeeADP Attendant Outreach Programs, Supportive Housing services.
Assisted Living Services for High Risk Seniors and Right Place of Care

t N I NJ Y D¢
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Mandate

CAN Working Group Project Upda

To provide recommendations on implementatioiMbEAAspecific
obligationand identify project requirements and scope for CAN

Implementation across the community sector.

Thank You to the Project Team

A John KlichToronto ParamediServices (G&hair)
A DebraWalko, LOFT (G6hair)
A Valerie Arseneau, WoodGreen

A Mohamed Badsha&Reconnect Community Health Services

A AleemBhanji West Toronto Subegion LHIN Lead

A Mary Eastwood, Primary Care Mid East-8u8 3 A 2 y
A LeighJudsonSt. Clair West Services for Seniors

A AshnoorRahimWoodGreen

A LisawWeekesSprint SenioCare

al y I 3 $losgital{
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Key Findings

A Developed process for automatic notification to primary care provider,
as well as partner agency

A Recommended use of existitmpls to identify high priority clients for
CAN enrollment

ALRSYUATASR tA&a0d 2F aNR&al ONRGSNR
analysis ofnterRAICHA/Screener data

A Recommended evidendeased best practice for next business day
follow-up by partner agencies
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For more information or to enroll your organization in the
CAN program, please contact:

JohnKlich, Superintendent, Communications
Toronto Paramedic Services
john.klich@toronto.ca

DebraWalko, Senior Director, Complex Care and Seniors,
LOFT Community Services
DWalko@]Ioftcs.org

The finalReport and Recommendations on CAN Implementation in the
CSS Sectas available on the CNAP websitsmder Member Resources



mailto:john.klich@toronto.ca
mailto:DWalko@loftcs.org
http://4seniors.org/Portals/0/Resources/2016 Report and Recommendations on CAN Implementation in the CSS Sector.pdf?ver=2017-05-01-090819-860
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Adult Day Program and
Enhanced Adult Day Program

Sujata Gangulkenior Director of Community Services
Reconnect Community Health Services

Community ;"
Navigation i L i [l i 1/— Onta rio
and Access WOODGREEN o Central Local Health

Program
8 Opportunity made here. I"tegrat'on Ne twork
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ProjectOverview

A In 2017, a CNAP working group was formed to lead a commdiriitgn
standardization initiative

A 23 funded Adult Day Programs and Enhanced Adult Day Programs in Toronto Centi
LHIN

A CNAP mandate is to identify opportunities for standardization and quality
Improvement in CSS sector

A ADP is critical on the patient/caregiver continuum and Enhanced ADP is a specializ
service
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Thank You to the Project Team

Beatrise EdelsteinBaycrest({CoChaiy

Sujata Ganguli, Reconnect (@hair)

Elizabeth Davison, Providence Healthcare

Barbara Ceccarelli, LE&ntress Q! O Bal#ddge {
|Isabel Palmar, WedteighbourhoodHouse

Stacy Landau, SPRINT Senior Care

Monita O'Connor, Storefront Humber

Annabelle Bryden, WoodGreen Community Services

Mandate

To conduct a current state assessment of ADP and Enhanced ADP programs inthe T
LHIN and to put forward recommendations for future standardizations.
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Process Summary
A Distributed survey to 23 agencies in July 2017

A Agencies included were funded to provide ADP and/or EADP, including community,
hospital and City of Toronto

A Received 22 responses from community and hospitals (City of Toronto LTC did not
participate)

A Contacted agencies in Sept 2017 to validate responses if there was any outlier data

A Synthesized data to produce current state assessment



Locations of HSPs



