Background

KW4 (Kitchener-Waterloo-Wellesley-Wilmot-Woolwich) Health Links
Community Ward (CWT) is an interprofessional team that coordinates and
provides direct care in the home for medically complex patients, and
individuals unable to access meaningful care - often due to inadequacies
related to social determinants of health (SDHs) (Figure 1).

CWT is a partnership between the WW LHIN and Centre for Family Medicine
FHT and is composed of full-time care coordinators, an outreach worker and

a team assistant; and part-time mobility specialist, nurse practitioners,
occupational therapist, pharmacist, physician assistant and physician
consultant.
CWT works with health and community partners, patients and families to
improve care and patient access to health and wellness resources.
CWT recently developed conceptualizations of teamwork and collaboration
to support their care and improve patient outcomes.
o These conceptualizations were informed by Implementation
Science, Interprofessional Health Care Competencies and ideas
about Relational Coordination.

Figure 1: CWT patients are medically complex & face significant barriers
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Methods & Results

CWT is currently undergoing a quality improvement initiative to better
understand its patient population and barriers to care (see Table 1 for
description of a random sample of CWT patients).

In addition, to better organize its relationships, CWT mapped its intra and
inter professional collaborations by:

o mapping its teamwork against the six interprofessional healthcare

care competency domains in the C/IHC National Interprofessional

Competency Framework (2010), adapting it to depict not just how

they work together, but why they work together (Figure 2); and
o mapping its system stakeholders by function (Figure 3).

Table 1: Random sample of CWT patients (2014-2017)
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2. Collaborative Leadership 3. Role Clarification

Each CWT member acts as a case lead, Team members have unique clinical scopes
conducts initial assessments as part of a of practice. Roles also blur in that each team
pair, and draws on all perspectives at member is equally committed to & involved
weekly case reviews in addressing barriers

Discussion

e Better conceptualizing the web of relationships that support CWT patients’ care
also serves as a gap analysis, enabling the team to better identify where its
5. Conflict Resolution 4. Team Functioning work intersects or even overlaps with other providers, and to identify gaps that
e ottt ogking o Stk e o can be shared at the sub-regional and LHIN levels.
(SSCSOIESONENERSIonS SRELCHNVE decSion: e o For example, 61% of patients assessed in Table 1 have mental health
or addictions issues and are carried by the team on average 482 days
while they wait to access resources or programs through other
providers.
* In addition, the team deals with emerging issues and issues that span health
and social system resources (Figure 4), for example hoarding and its impact on

medical care, and patients who are ineligible for MAID.

1. Patient-Centred Care
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6. Communication

Figure 3: CWT and system partners
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Future work for CWT will be to more systematically identify and communicate
Crisis Respite Behavioural Supports Ontario Police Services Paramedic Services DSERC y y y

Homewood Ray of Hope St. Mary’s Counselling Diabetes Education Centre Alcoholics Anonymous SYStEI’T\-lEVE' gaps and barriers to patient care. Possible avenues include an
Sanguen House St. Elizabeth Friends Here 24/7 Hoarding Network Adult Day emerging sub-regional p|anning group in KW4 and other sub-regional and LHIN-
wide planning tables addressing issues such as:
This project is supported by: o palliative care and homelessness,
The Centre for My o mental health and addictions,
F '1 } > . o refugee health, and
dllll Y.\\ [/r Ontarlo \ o Medical Assistance in Dying (MAID). /
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