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… and we are a team of researchers and clinicians from McMaster Family Practice, one of the two sites of the McMaster Family Health Team
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Learning Objectives

1. Describe Health TAPESTRY and Health Links
2. Describe implementation of an inter-

professional team process
3. Describe what we have learned from “new eyes” 

looking at patients and how this has expanded 
our ability to provide a preventative health care 
plan

4. Present summary data from our experiences to 
date
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What is Health Links?

• Changing the way care is 
provided to individuals who 
use the health system the 
most

• Health Links represents a 
philosophical shift in the way 
care is organized and 
delivered

• Health Links brings social 
service  and health services to 
the same planning tables
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Health Links 2014 - 2015

Learn from the 5% , make 
changes that impact the 

population

Individuals with 
addictions, mental 
illness

individuals in 
Hamilton represent 
the top 5% of ED use 
and hospitalizations

1000

60% are over the age of 
65 

Major diagnoses 
include; COPD, 
Heart Failure, 
Diabetes

Presenter
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DAN – This is the population who are identified as Health Links in 2014-2015
We know that this group uses the hospital system the very most, but aren’t seeing intended benefits. We are mandated to change the way we are providing care for this population

There about 1000 ‘high-users’ in Hamilton who represent the top 5% of ED use and hospitalizations. 

Approximately 60% are over the age of 65
Major diagnoses include; COPD, Heart Failure, Diabetes
Sub-population with addictions, mental illness

Addressing the needs of this population creates the opportunity for us to work with the city to improve healthy communities by concurrently looking at upstream to the root causes of these matters and making system changes to impact the population 






Source: IDS

Presence of 4 Selected Chronic Conditions for 
2013 Health Links cohort –HNHB LHIN
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DAN
Main point: high incidence of mental health

- Health Links High Users identified in 2013 (N=2,656) 
•All diagnosis from entire patient journey included in IDS (2008/09 onwards) 
•Emergency Department Visit (ED) 
•Hospitalization (Acute (DAD), Inpatient Mental Health (OMHRS)) 




Health Links Cohort Process – 2014/2015
McMaster Family Practice

HNHB LHIN IDS (Integrated Decision Support) ran a query for 
patients with 5+ ED visits and 3+ hospitalizations
 1000 patients within the City of Hamilton

Applied MFP physician list to separate  MFP patients 
from city wide (within privacy constraints)

15 were MFP patients

Brief chart reviews  conducted. 4 had passed away, 
2 had an acute issue that resolved
 9 patients to work with

Learning: Retrospective data has its limitations, moving towards a 
referral process

Presenter
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DAN – Health Links at MFP, 2014-2015
As a starting point, used a query provided by the HNHB LHIN (5+ ED visits AND 3+ hospitalizations) using the integrated decision support system. Approximately 1000 patients within the city of Hamilton. 
Able to separate MFHT physicians from a list that was generated city-wide (therefore remaining within privacy structure)
15 patients at MFP – 13 were 18-64, 2 65+
By the time the list arrived and we were able to conduct brief chart reviews, 4 had passed away, 2 had an issue resolved. Leaving 9 patients that we wanted to meet with 




Patients

Trained 
Volunteers

Information 
Technology

Community 
Engagement

Inter-
professional 

Teams/System 
Navigation 

What is Health TAPESTRY?
Teams Advancing Patient Experiences:  Strengthening Quality

To foster optimal aging for 
older adults living at home 
using an interprofessional
primary health care team 
delivery approach that 
centres on meeting a 
person’s health goals.
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Health TAPESTRY is a 3 year research project (pilot and RCT) funded by Health Canada with additional support by the Government of Ontario, LaBarge Optimal Aging Initiative, and McMaster Family Health Organization



How do we do 
that?
• Trained volunteers visit older 

adults in their homes
• Collect health and social 

information on the TAP-App:
• Screens for nutrition, 

mobility, frailty, memory, 
cognition

• Identify clients’ health and 
life goals

• TAP-App Report generated for 
the clinics

• TAP-Links Huddle Teams 
review 3-page Report and take 
action as required

• Volunteers follow up with 
clients at 3 months
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Volunteers spend 2 hours with clients in 2 home visits




Two Projects                   One Approach
HEALTHLINKS TAPESTRY

Objectives MOHLTC program to maximize the health 
and health experience of individuals in 
our region who are high resource-users

Implementation of a complex intervention 
(pragmatic RCT) to foster optimal aging using 
an inter-professional primary health care 
team delivery approach

Outcomes 1. Coordinated Care Plans
2. Efficient use of health and social 

services
3. Improved inte-rsectoral collaboration

1. Goal attainment
2. Self-efficacy, EQ5D and others
3. Process evaluation of teamwork and 

collaboration

Population All ages
2013 – 2014: N = 26 
>5 Ed visits + >3 hospitalizations within a 
calendar year
2015-16: N=200+

Older adults <70
Clients of McMaster Family Health Team
N=350
Two clinics – MFP and Stonechurch

Duration January 2013 – March 2016 April 2013 – March 2016

Presenter
Presentation Notes
SIMILARITIES: IP teams to look at care planning for complex clients and risks for older adults as well as proactive measures to prevent rapid decline or crises


Initial Health Links Criteria: >5 Ed visits + >3 hospitalizations within a calendar year




Health TAPESTRY + Health Links 
= TAP-Links 

Overall Aim:

Create processes which enable our clinics to seamlessly and 
appropriately manage care for any complex patient* whether 
identified through Health Links, Health TAPESTRY or any other 
manner

*medically or social complex, at-risk, vulnerable, high needs, or 
otherwise identified



So what’s new about this?
• New information:

broad range of health and social information
1 - 2 hour interaction (volunteers or clinicians)
Goals: What matters to you?

• New team approach for different 
kinds of information, 
conversations and outcomes
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TAP report + HealthLinks care plan 




Implementation
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What we know about implementing 
complex interventions in health care

• Adoption is a messy process (full of shocks, setbacks, 
surprises)

• The innovation should have: relative (clear) advantage, 
compatibility, simplicity (!),  and “trialability space”

• It has potential to improve team and task performance and 
have knowledge that is easily transferrable

• It must be adaptable, open to tailoring and reinvention by 
teams 

• Opinion leaders and champions invaluable, as is 
organizational support and leadership

• “Slack” resources also help Greenhalgh 2004
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These are the key themes, and you will hear these throughout in our examples…

Triability – huddle space, creative, innovative process – 2 hours a week- trial and error – need to develop own system for the work

Org support and structure – flexibility and non-hierarchical

GREENALGH
Trialability space: informal space to learn from others



Initial Stages of Implementation
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Team Work Who would 
like to 

participate?
What team-

based models 
and activities 

currently exist?

What are the 
barriers to 
doing this 

work?

How do we fit 
this new work 

into our 
current 

workflow?

Who else 
should be at 

the table?

What are the 
facilitators to 

doing this 
work?

Presenter
Presentation Notes
Who participates: Invited everyone at first (12) Got people around the table; assigned leads – Betty and Martha took lead

Models: **CONTEXT of Academic Family Health Team setting: 17,000 patients; 1200 pts/docs and 2-3 residents per doc/staff of 100+
what we are; already work in inter-disciplinary team; other models, needed to invent our own, something sustainable, few resources, shared learning from other Health Links

Facilitators: interest in the work, leadership, opportunity to have a proactive. **Full time Interdisciplinary team working together in the same building.

Barriers: FT workloads already; Funding and who leads: Re. NP role as a “solution” to the workload/coordination problem: Too messy for her; decided not to re-post. Had to change this implementation strategy. Decided instead to refigure the team internally: One NP retired, OT waitlist too long, Kiska too on the role with extra day of pharmacy coverage. Thought we needed a new person dedicated to the role, but have found a way to make this work within existing structures BUT some team members needed to be able to shift some responsibilities to make room for this work.  Dan volunteers to coordinate Health Links

Who else should be at table: After several months thought about different roles; agreed for need of 1 person, case coordinator – Kiska took this on. Added RPN to help with clinician follow up (TAP: liaison between huddle and patients; patient phone calls, patient education; Health Links clinical reporting). Medical clerk to help with tracking lists of patients (does not attend meetings). New hire  of PT, invited to join table, filled need for OT/PT expertise for TAP older patients. BACKUPS in place when leads/key support people are absent – coverage

Workflow: wait lists, prioritizing non-urgent, need follow existing workflows (re. referrals) and not make too many brand new processes. 




Huddle Teams
• Pharmacist/Coordinator
• System 
Navigator/Coordinator
• Nurse Practitioners (2)
• Registered Dietician
• Occupational Therapist
• Registered Practical Nurse *
• Administrative Support*
• Physiotherapist *

* People who joined later
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Kiska
Who came in when; fluid, open process, began with who _wanted_ to be there…
Knew there were 



TAP-Links Process

TAP 
Reports

HL Lists 2013 – 2015
and Referrals

 Referrals based on the 
“OLIVER SCREEN”:
Criteria: 1) Is the person a high 
user of the medical system and/or 
see multiple providers?
2) Is the person falling through 
the cracks?
3) Would the person benefit from 
an intensive team-based 
intervention?TAP-Links Huddle

Initial Triage and 
Review of Active 

Patients
Chart n’ Chat

 Closing the Loop 
(Discharge)

 Confirm 
clinical knowledge 
and patient 
priorities

Level 1
Clinical 
Team 

Member (s)

Level 3
Team Care 
Planning 
(without 
patient)

Level 4
Care 

Planning 
with 

Patient and 
Team 

(internal 
and 

external)

Level 2
Needs to 
see 1 or 2 
IP Team 

members

Level 5
Community 
engagement 

and 
advocacy 

(community 
care 

planning) 

 Action Plan
Coordinated Care Plan 

Or Actions in EMR 

 TAP reports 
identify Alerts 
from screening 
tools and 
patients’ goals

 Review 
and follow 
up of active 
patients

 Activate 
team based on 
patient goals 
and clinician(s) 
knowledge of 
health and 
social issues

Presenter
Presentation Notes
KISKA - -describe in detail, go through chart step 1 through 6
Experimented at first with different LEVELS (patients and providers)
Started with HL List and TAP reports and how these come to the clinic
Spent a LONG time developing BEFORE we saw a patient
LOTS of discussion and disagreement


What the team does with the report:
TAP reports sent to Huddle teams and the physician’s EMR inbox
Physician and designated team members look when report comes into their inbox
Huddle teams meet once a week to review TAP reports
Team decides on actions, in communication with other clinicians who know the client (CHART n’ CHAT)
Team communicates with client

RANGE of LEVELS/PATIENTS
Some Health TAPESTRY patients were not at all complex and needed no intervention
Some patients needed minimal intervention –quick phone call or group education
Some patients have required multiple team members and multiple meetings, inclusion of community agencies to begin to sort through the multiple issues
HealthLinks patients require coordinated care planning







TAP-Links in Action 

• https://vimeo.com/129566699



The 
Health 
TAPESTRY
Report

Presenter
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KISKA   This is what we do with the Info from the TAP report

Referral to dietician (nutritional risk)
Referral to occupational therapy (mobility, activation, safety)
Referral to system navigator (housing, financial benefits, bed bugs)
Referral and Medication review by pharmacist
Joint visits with doctor (or resident) and allied health professional (pharmacist, OT, nurse) 
Education needs: physical activity, nutrition, and advanced care planning

Couple – OT and pharmacy together joint visit
TAP Story – co-booking of healthy couple – KISKA
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Low RAPA and hiking– numbers don’t tell the whole story
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How to address ALL the low RAPA and ALL the high nutrition risk – how to understand the tools, what they mean in the context of the patient’s life, and them streamline our actions in an efficient way



Healthy Aging Series
FITNESS

FUNCTION
ADVANCE CARE PLANNING

NUTRITON
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150 patients- did not need 150 visits
4 week education series for all participants
Will continue to offer in the clinic
90 hours of admin/research team time  + allied health to develop this program

Streamlining of clinic processes to address nutrition, fitness and function needs of older adults
Improved knowledge about community resources for fitness and function
Patients highly interested in Advance Care Planning
Identification of education needs for clinicians about Advance Care Planning



Health Links Care Planning

My Situation

• What Matters to Me
• People In My Life
• My Housing/Finances/ Transportation/Food
• My Function

What my 
Health Care 

Providers 
Think

• My Health Care

• My Conditions

•My Medications

Planning Next 
Steps

• What I Can Work On
• My Housing/Finances
• My Function

• Changes in My Care / Helpers
• My Medications
• What I Can Do in a Crisis

• My Medical Conditions
• My Medications
• My Health Care

Presenter
Presentation Notes
Dan – Implementing new team process to address Health Links patients
What the care plan looks like, the info required and the process care planning process that the team has developed  - HEALTH CARE PLAN MEETING example
Key parts are: WHAT MATTER’s TO YOU?
Trying to improve communication across sectors: primary-care – community – acute care

Martha --- visit inpatient psych with MRP- Key is how surprised the psychiatrist and client too when Martha and Doc showed up, and how open they were to collaboration

Then Mike’s story




The Challenge of Complexity
“Needs that individuals have are not complex — they are remarkably 
simple, but often numerous…
• transportation to appointments, 
• a refrigerator for storing medications, 
• a telephone to communicate with care providers, 
• nourishing food, 
• a place to call home. 
Specialty care for people with diabetes, cancer, or asthma, methadone 
treatment, mental health treatment, and issues with food security and 
housing stability are not in and of themselves complex challenges; the 
complexity arises when the tasks of making connections among 
multiple care providers and linking each intervention to the individual’s 
overall care plan fall in the lap of the individual alone without effective 
partnering or support.”

Institute for Healthcare 
Improvement, 2011

Presenter
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Mike
MARTHA – the coat, the psychiatrist



Preliminary Data
and Observations

Presenter
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MARTHA – now we are going to talk about 



Health Links Clients and Actions

• 4 females, 1 male. Ranging between 
38 to 75 years old (avg: 44)

• 3/5 gastrointestinal disease
• 3/5 pain management
• 2/5 mental health 

• Chart review revealed multiple diagnoses and multiple 
providers within the clinic and outside

• 4/5 had a specialist consult as an outcome
• Other referrals included YMCA exercise program,  

smoking cessation, dietitian

Actions Taken

Overview of Health Links Clients

Presenter
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MARTHA
Data on just 5 of our HL patients
Specialist consults, lost to follow up, communication across providers
Eg: Resident taking over care of patient



Evaluation - Pre and Post Utilization

Presenter
Presentation Notes
These 5 MFP patients are 6 months past care planning date so we have pre/post data. 
Considering all 5 patients, overall length of stay decreased between the 6 months pre-care planning and 6 months post-care planning
Likewise for ED and UCC visits 




TAP-Report Alerts (n=150)
Alert Frequency Percentage
Had a fall within the last year 36 24%
Edmonton Frail Scale score indicates high risk 12 8%
Patient uses 5 or more prescription medications 53 35.3%
At times, sometimes forgets to take prescription medication 41 27.3%
More than 20s for timed up-and-go 8 5.3%
Requires assistance for timed up-and-go 5 3.3%
Often feels sad or depressed 22 14.7%
Sometimes loses control of their bladder 58 38.7%
High nutritional risk 68 45.3%
Social Satisfaction at risk 0 0.0%
Major manifest limitation in walking 2km 23 15.3%
Major manifest limitation in walking 0.5 km 15 10%
Major manifest limitation in climbing one flight of stairs 12 8%
Suboptimal activity 118 78.7%
Abnormal clock

Score of 1 ("minor spacing errors) 39 26%
Score of 2 ("other errors") 54 36%

Feels memory is getting worse and this worries them 42 28%
Interested in discussing advance care planning with family physician 86 57.3%
Identified with high caregiver burden 7 4.7%

Presenter
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Client Goals (n=75)
Goal Area Examples Frequency Proportion

Diet/Nutrition eat healthier, eat less unhealthy foods, manage weight 
using diet

16 8.21%

Physical Activity Exercise more, walk more, get out and get active more 31 15.90%

Rehab Managing pain, improving mobility and flexibility 22 11.28%

Smoking/alcohol Quitting smoking, decreasing alcohol intake 3 1.54%

Medical Managing medical problems, seeing the doctor, 
managing medication

24 12.31%

Productivity Getting work done, pursuing hobbies, being mentally 
active and productive

23 11.79%

Social connection Spending time with family and friends, going out and 
doing social activities

26 13.33%

Mental health keeping mental faculties, memory, preventing 
degradation

9 4.62%

Maintain health Staying healthy, staying at home 25 12.82%

Other faith, travel, advanced care planning/ wills 18 9.23%

Total goals set by 75 clients 195 100%

32
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Health TAPESTRY Process Evaluation

• Focus groups and 
interviews (volunteers, 
health care providers 
client)

• Field notes
• Chart review
• 3 month and 12 months

Presenter
Presentation Notes
Laura
(at 3 mos and 12 months of implementation)




Normalization Process Theory
www.normalizationprocess.org

Four Key Constructs: 
• How people make sense of the work of 

implementing and integrating a complex 
intervention  coherence 

• How they engage with it, commit to it 
cognitive participation

• How they enact it  collective action
• And how people appraise its effects 

reflexive monitoring

Presenter
Presentation Notes
A useful framework for understanding implementation of complex interventions in health care
(a) Complex interventions become routinely embedded (implemented and integrated) in their organizational and professional contexts as the result of people working, individually and collectively, to implement them.
On the face of it, this doesn't seem remarkable. But it's important because it says that the routine embedding of a complex intervention is the product of action (the things that people do), not necessarily people's attitudes (how they feel about what they do), or their intentions (what they say they are going to do). Explaining implementation (process) and integration (structure) is about explaining action. So, to understand the embedding of a complex intervention we must look at what people actually do and how they work. In this context, the NPT proposes that

Carl May and May, C., Murray, E., Finch, T., Mair, F., Treweek, S., Ballini, L., Macfarlane, A. and Rapley, T. (2010) Normalization Process Theory On-line Users’ Manual and Toolkit. Available from http://www.normalizationprocess.org [Accessed on 23th February 2015].
User-friendly web-based tool and website

Core Propositions of NPT
We have already described the constructs that go together to make up NPT. We've explained how NPT provides a set of tools that help us to understand and explain what goes on when we work to implement a new technology or other complex intervention. Because NPT is a formal theory - there's a logic to what a theory is and does - we want to provide some information about this too. NPT starts with the formal proposition that:
(moved text above)

(b) The work of implementation is operationalized through four generative mechanisms (coherence; cognitive participation; collective action;reflexive monitoring).

Here, NPT is concerned with identifying and understanding the ways that people make sense of the work of implementing and integrating a complex intervention (coherence); how they engage with it (cognitive participation); enact it (collective action); and appraise its effects (reflexive monitoring). These are expressed through organized and organizing agency, and the theory therefore proposes that:
(c)    The work of integration of a complex intervention requires continuous investment by people in ensembles of action that carry forward in time and space.

It is not enough to adopt and diffuse a complex intervention, people need to keep investing in it or it will atrophy. Continually investing in sense-making, commitment, effort, and appraisal is part of the routinization of a complex intervention. A complex intervention that is routinely embedded in practices ceases to be a 'complex intervention' at all, and instead disappears into the everyday world of normal activities, the things that people just get on and do. Normalization Process Theory focuses our attention down on how the work gets done - the everyday business of getting on with the job in hand - and the often very creative work that managers, professionals, patients and their families, do to normalize a set of tasks in a health care setting.






Coherence
• Individually and collectively make sense of the 

innovation when considering putting it into 
practice

Hmmm…this 
doesn’t make 

any sense to me! 
Why are we 
doing this?

I love this idea! I think this 
will really help me figure out 
my patients’ support systems 
which I have never been able 

to do easily
I couldn’t 

agree with 
you more!

This idea may 
have some 

potential, but 
I need to 

understand it 
more….

"Ecstatic Face" by Barry Langdon-Lassagne - Own work. Licensed under CC BY 3.0 via Wikimedia Commons - http://commons.wikimedia.org/wiki/File:Ecstatic_Face.jpg#mediaviewer/File:Ecstatic_Face.jpg

Presenter
Presentation Notes
Sense-making (coherence)
Inter-professional team structure already in place; excited to share perspectives
Support for patient-centred care
Prevention and promotion needs are great and worth attending to (“welderly”), but compete with critical care






These include coherence (the work individuals and the collective do to make sense of the innovation when they are considering putting it into practice), 

"Anticipating Face" by Barry Langdon-Lassagne - Own work. Licensed under CC BY 3.0 via Wikimedia Commons - http://commons.wikimedia.org/wiki/File:Anticipating_Face.jpg#mediaviewer/File:Anticipating_Face.jpg 
By Barry Langdon-Lassagne (Own work) [CC BY 3.0 (http://creativecommons.org/licenses/by/3.0)], via Wikimedia Commons

"Curious Face" by Barry Langdon-Lassagne - Own work. Licensed under CC BY 3.0 via Wikimedia Commons - http://commons.wikimedia.org/wiki/File:Curious_Face.jpg#mediaviewer/File:Curious_Face.jpg



Cognitive Participation

• The relational 
work among 
individuals and 
groups to sustain 
a community of 
practice around 
the new practice

Presenter
Presentation Notes
Dedicated time and space for trialing team processes very important (but it took a very long time!)
Open process for engagement and decision-making = champions


cognitive participation (the relational work among individuals and groups to sustain a community of practice around the new practice)

Is the team working to drive the innovation forward? Is it legitimized, how is it sustained in practice?



Collective Action

• Operational 
work to perform 
the innovation 
which may 
involve a set of 
practices

Presenter
Presentation Notes
Development of new processes
Formalizing exisiting processes – NUTRITION, exercise
Developing NEW processes: ACP
RESOURCVES: Dedicated support for Allied health time, clinical and administrative roles for documentation, booking and follow up


Collective action (operational work to perform the innovation which may involve a set of practices)
Knowledge work, accountability, confidence, allocation of resources, policies, procedures, protocols



Reflexive Monitoring

• Assessment and 
understanding of 
the intervention 
by those 
involved, leading 
to modifications 

Presenter
Presentation Notes
Desire for greater engagement of MRPs in huddles and in TAP process
Logistics – chart n` chat, co-booking, etc. Getting the right team at the right time always a challenge
Workload manageable right now, but concerns if volume or complexity increases
Appraisal of screening tools and results ongoing



reflexive monitoring (assessment and understanding of affect of the intervention on those involved).

Collecting information, evaluate the worth experientially and more systematized ways

Personal and communal appraisal, developing relationships to the complex intervention

This may lead to attempts to redefine or modify practices, even to change the shape of the intervention itself



Some things are still messy . . .



Clocks …

Presenter
Presentation Notes
Martha
Sometimes we get a perfect clock



And More Clocks …

Presenter
Presentation Notes
SUPPPOSED to say 11:10, but so often we get 5 to 2…



More Clocks …

Presenter
Presentation Notes
ABNORMAL CLOCKS are a flag we would not otherwise be aware of – worth taking a closer look!
Helping older adults stay safe at home longer

TAP identifies needs in the clinics for education around CLOCKS, INCONTINENCE, etc.

But 36% of our population are drawing clocks with major errors (clock draw test is part of the Edmonton Frail Scale)

major spacing errors, clock does not read the correct time … encouraging us to get clearer on our processes for how to address these

Complicated medico-legal issue, but one that we are getting clearer on



Next Steps
• Coordinated care plans being developed for 

25 Health Links clients 2015 - 2016
• Piloting TAPESTRY program with younger and 

more complex (Health Links clients) 
• Spread awareness and engagement of TAP-

Links across the clinic
• Continued streamlining of clinic huddle 

processes (e.g. care planning, clinic-
community links)
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