| nteg ratEd CO Nti n U U m Of Ca re fO r C h rO n iC CO n d itiO n S This map shows the resources that are available to support the health and wellbeing of people living with chronic conditions in the FLA region.
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lnteg rated Care Pathway Improvements The OHT has introduced the following interventions to improve experiences, outcomes, and efficiency of chronic conditions care. Contributor Legend
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€ Supporting Physicians @ Early Intervention & Prevention © Evidence-based Standards @ Optimizing Referrals & Responsibility @ @ Learning Health System v Y
Ensuring that physicians across the region have access to the resources Offering services that reduce healthcare utilization, by helping to address the root causes of Providing guidelines to ensure that care is grounded in up-to-date evidence Ensuring that all patients have access to a primary care provider who can smoothly and Ensuring that all aspects of the health system are opperating as
that they need, in order to deliver the highest possible standard of care. chronic conditions before they lead to advanced illness, serious health events, and hospital visits. and is delivered with consistent quality across all providers and care settings. efficiently direct them to the most appropriate provider for their needs with minimal wait times. intended and that care is constantly being improved and optimized. O
g g PN Primary Care Provider Chronic Disease Educator

Provider Skill-Building Expanding PCP Teams Early Identification Early Intervention Screening Management Optimizing PCP Scope Optimizing Specialist Scope Data Collection & Sharing Optimized Planning
The OHT provides training on standards, Chronic Disease Management clinicians are added Emergency medicine and primary care teams review Preventative care like vaccinations, dietary Clinical guidance is provided for all risk PCPs and specialists have collaborated to define Patients with low severity illness are now Hospital programs care for patients with varying Practices across the region have committed Population health data is used to plan service
workflows, roles, and responsibilities to all of to the Health Home to take on patient education § health records for signs of undiagnosed patients to changes, therapeutic exercise, and cessation § factors, signs, symptoms, investigations, a standard inventory of care, preventative immediately managed by their PCP who knows levels of severity to ensure that referrals flow to collect data about health experiences and bandwidth and to target services to the B Lo .
the providers who are a part of the ICP pathways. and coaching tasks — this allows PCPs to work stratify patient risk, provide early diagnosis, and offer of smoking, drinking, or other substances is speed of test results, and diagnostic criteria measures, rehabilitation, medications, and them and their health history the best rather efficiently to the most appropriate specialist. outcomes to support provincial benchmarking communities that have the greatest level of need. D Specialist o Nurse Navigator

higher in their scope of practice. rapid follow-up support. Unattached patients are provided at diagnosis. that might point to a chronic illness. timelines for how quickly to introduce therapies. than waiting to be referred to a specialist. Clinics have added rapid access time-slots to over time.
encouraged to register with Health Care Connect. reduce wait times for high-risk patients.

@ Expanding Specialist Teams - . @ Follow-up Referrals . . . @ Quality Improvement Eﬂi Hoeoital T ﬂ Phveician Acsistant
Nurse Practitioners have been added to specialist @ Safe Transitions Multi-modal Rehab A standard frequency of visits, monitoring, Patients are connected to specialists and other Support|ng Self'Management AttaCh|ng New Patients All services are evaluated over time and OSpitat feam ysiclan Assistan
teams to support PCPs with diagnostic advice, Community paramedicine and home and community Rehab support is available to patients both and testing ensures that changes in patient services based on standardized and measurable Chronic Disease Management specialists work Unattached patients diagnosed in hospital or in adjusted to make sure that they are meeting
streamline referrals, and expand in-patient care § care providers provide monitoring support to in-person and virtually from home to increase § status are caught and rapidly managed. test results. with patients immediately after diagnosis to the community are rapidly connected to a PCP for key process and outcome measures.
capacity. Physician’s Assistants offer 3-day rapid patients to avoid unnecessary re-admits when engagement, and reduce barriers to uptake. § educate and empower them to independently follow-up. This supports 100% attachment and ' . . r\ .
follow-up visits to reduce the rate of re-admits. returning home from hospital. build the skills to avoid flare ups. ensures that no chronic illness goes unmanaged. m Community Paramedics L\P Health Authority



