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Building on Strengths 

   



Guelph Health Link 
Community Leadership 
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The Guelph Health Link Model :  
person-centric and primary-care led 

    

Presenter
Presentation Notes
HL Members experience wrap-around-care
Embedded service providers
Involvement of non traditional providers
Providers able to offer interim support when wait listed
Matrix communication paths through shared access to HLM information



Guelph Health Link 
Initiating Health Link Processes 

• Family Practitioner identifies HL Candidates 

• Primary Care at Home outreach:  
“what matters to me” interview 

• HL Passport / Care Plan 

• 1400 HL Members; 800 care plans 

Presenter
Presentation Notes
Initially used frequent ED users as HL candidates: some accurate, but most FPs add others who were the chronic, complex, vulnerable
FPs not comfortable recommending MH/A and palliative until more recently
Tension with some FPs re who owned the passport for approval purposes
Meds reconciliation labour intensive



Guelph Health Link: Re-Shaping our Community 

• Embed peer resources 

• Build on existing interagency processes 

• Changing roles and rules 

 

 

      

 

 

 

 

 

 

Presenter
Presentation Notes
Early decisions: use outreach team  PCAH RN /SW to initiate HL connections with patients and community partners; used project funds to embed partners in primary care including CCAC, CMHA, EMS, community pharmacy 

Embedded staff  and engagement activities helped identify gaps, duplication, mixed definitions of ‘qualifies for care’; extended community outreach including pharmacy, library, seniors association, volunteer agencies
Clinic by clinic engagement with FPs was critical to enlist their involvement 
HL needs to be a community driven initiative that builds on its unique characteristics: geography, existing interdisciplinary team structure and processes, penetration of EMRs and state of standardization, communication (IT and people) networks




Guelph HL: Who are Health Link Members? 
• 300 what matters to me intensive conversations: 

• 60% are computer savvy 
• half worry about falling 
• one third regularly experience fear about their health 

or other things 
• 50% have visited ED 
• half had less than 2 hours physical activity in 3 days 

and 20% did not get out of their home more than once 
• over one third don’t always get enough sleep 

Presenter
Presentation Notes
2/3rds of the interviewed HLMs are female and 1/3rd male 
* 50% of the HLMs’ age is above 79 years. mean age is 74.2 ;. Range 28-101 years
Roughly consistent proportions of males and females in each age category
* 25% working age;  16% young old -under represented;  27% middle old; 32% old old - as expected 
* Almost 1/3rd of the HLMs did not complete high school and over a third of this least-educated group    (n=28) has a maximum of 8 years of schooling 
* Half the HLM population does not have a current significant other; and half of this group are  widows
* 16.7% of the HLMs reports not seeing any specialist 
* 2/3rds (63.1%) see between1-3 specialists; and 20.2% see between 4-6 specialists.  
Waiting for Care: * 23.9% of the HLMs reports waiting to see a specialist 
14.0% are waiting for a community service
Palliative and MH/A are under represented in this group
Stability: 76% stable;  21% moderately stable (62); 3.4% not stable (10) as perceived by the interviewer
64% are current or past CCAC clients
8.6% are Specialized Geriatric Services (SGS) clients
Of the 78 who are clients of both SGS and CCAC, 60% have visited ED at least once




For Well-being, HL Members Need Support To... 
 

• Build resilience 

• Ensure physical vitality 

• Address worry about  
money and basics 

Presenter
Presentation Notes
Interview questions included personal strengths, basics for survival; physical & mental status; daily routine; informal contacts
Health Link Member’s (HLM’s) well-being scores will be ranked to manage priorities; regressed on ED and admission visit frequencies will help us to understand the background of those who did/did not use the hospital.





Guelph Health Link Next Steps:   
Understanding  the Impact of a Shared & Coordinated Care Plan on  

Our Workflows & Roles 

 
 

 

Primary Care initiated… What does this mean for… 

HL candidates identified: complex 
chronic, MH/A, poverty, housing  

“What matters to me” interview 

Personal HL Passport / Coordinated 
Care Plan initiated 
 

HL Member assigned a “go to 
person”, their HL Guide 

Care Plan shared with care team  
members from health, social, and  
community providers 

Primary Care Providers 

Crisis Responders: Fire, EMS, 
Police, ED, Mobile Crisis 
Teams 

Health Service Providers 

Social Service Providers 

Community Services, Programs 

Family, Neighbours, Volunteers 

What happens when care 
planning is embedded… 
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