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Imagine if you will, living with a 5 year 

history of multiple falls resulting in in-

juries.  At the same time, experiencing 

uncontrolled diabetes mellitus, neurop-

athy and chronic leg pain. The follow-

ing is an anonymous patient story 

which exemplifies how the Health Link 

initiative is connecting patients living 

with multiple complex health condi-

tions with the health care services they 

require.     

  

Joyce was referred to the Thousand Is-

land Health Link after being identified 

by her primary care provider as some-

one who may benefit from having a Co-

ordinated Care Plan.  Living with the 

day to day challenges that multiple co-

morbidities at times can present, Joyce 

was accepting of the extra support to  

help her navigate the health care sys-

tem.  

 

It wasn’t long after the referral had 

been received, that Joyce was in contact 

with a Care Coordinator from the 

Thousand Islands Health Link.  From 

there, an appointment was set so they 

could begin the process of gathering 

health information for the development 

of Joyce’s own health related goals.   

 

In less than two months since the initia-

tion of her Coordinated Care Plan, 

Joyce set and is attaining her personal 

goals.  In particular, with the assistance 

of her Care Coordinator, Joyce applied 

and received acceptance to CCAC’s 

Long Term Care nursing home place-

ment wait list, with two defined facility 

choices.  Joyce accepted social work 

support available to her to assist with 

transitions including declining health, 

family stressors and chronic pain.  An 

occupational therapy referral was sub-

mitted to assess Joyce’s current home 

environment for safety and also to pro-

vide her with energy conservation strat-

egies.  

 

To date, Joyce continues to stay con-

nected with her assigned occupational 

therapist and social worker. Joyce is 

considering involvement with Rideau 

Valley Diabetes Services for ongoing 

local support regarding her diabetes 

management.  She better communicates 

with her family physician regarding her 

health issues and reports efficacy or 

side effects of new pain medications.  

She also engages with her pharmacy 

team regarding pain control options.  

The added in-home support helps to 

offset the caregiver stress on Joyce’s 

housemate/friend. (Continued on page 2) 

  

Coordinated Care Planning  

Joyce’s Story 

What is 

Health Link? 
 

Health Link is an initiative 

by the Ministry of Health 

and Long Term Care aim-

ing to improve health care 

for individuals living with 

multiple chronic health 

conditions.   

 

Individualized Coordinat-

ed Care Plans are designed 

by health care providers 

and their patients in an 

effort to increase commu-

nication and promote col-

laboration with all mem-

bers of a patients care 

team.   

 

As a result, patients feel 

more supported and have 

assistance navigating the 

health care system to en-

sure they are receiving the 

health care they require.   
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As you can see, since the initia-

tion of her Coordinated Care 

Plan, Joyce is currently supported 

by a variety of community based 

health care professionals.  Her 

care team works to help her meet 

her identified goals and Joyce 

herself, reports feeling less isolat-

ed in managing her changing 

health care needs.  

 

Initially, Joyce had been support-

ed by a Care Coordinator who 

focused on the “initiation” of her 

Coordinated Care Plan.  More 

recently, her file has been trans-

ferred to another Care Coordina-

tor within the team who will be 

responsible for providing ongo-

ing support and maintenance of 

her Coordinated Care Plan.   

 

The Thousand Island Health 

Link would like to thank Joyce 

for allowing us to share her sto-

ry.   
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Coordinated Care Planning: Joyce’s Story (Continued) 

Reports feeling 

less isolated in 

managing her 

changing 

health care 

needs 

DID YOU 

KNOW? 

The Thousand Islands 

Health Link is 1 of 7 

Health Links within 

the South East Local 

Health Integration 

Network (LHIN). 

 

To date, the Thou-

sand Islands Health 

Link has initiated a 

total of 478 Coordi-

nated Care Plans; 143 

were initiated from 

August 2015-July 

2016. 

UPCOMING — Caregiver Support Group 
The Thousand Islands Health Link is pleased to announce that it is in the  

preliminary phases of organizing a Caregiver Support Group.  

 

This group plans to meet once a month and will provide information and education 

to people in a care giver role.  This group will also offer a brief period of respite, 

socialization and informal information sharing for caregivers. 

 

More details to follow at a later date. 



 

 

 

 

 

SHIIP (South East Health Integrated Information 

Portal) is a secure information portal which allows a 

patient’s most up to date health information to be 

shared amongst health care providers within their 

circle of care.   

 

The Thousand Islands Health Link has continued to 

explore and expand its use of SHIIP in an effort to 

improve and enhance the patient health care experi-

ences.   

 

SHIIP allows health care providers to be informed of 

the care their patients are receiving.  When commu-

nication is increased between health care providers, 

this decreases the need for patients to “tell their sto-

ry” numerous times.  Also, because information is 

readily available, the coordinated care planning pro-

cess improves. 

 

For providers, SHIIP allows for greater access to 

their patients health information and also allows for 

more timely access to this information.  With greater 

access and the sharing of key clinical information 

among health care providers, this facilitates greater 

support for clinical decision making and helps to en-

sure patients are receiving the care they require.     

 

SHIIP aims to improve the patient experience by im-

proved flow of information between all health care 

providers within a patient’s circle of care. 
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UPDATE — Lucy’s Story: An Example of Coordinated Care 

Lucy was introduced to readers in the first edition of 

our newsletter published in April 2016. A patient 

within the Thousand Islands Health Link, and a can-

didate for upcoming knee replacement surgery, we 

saw how coordinated care planning became an inval-

uable piece of Lucy’s health care experience. 

  

At the time, she was living on her own, with multi-

ple chronic health conditions.  She had limited social 

and financial resources and needed assistance navi-

gating the health care system. Lucy agreed to partici-

pate in the Health Link initiative and with her Health 

Link Care Coordinator and all members of her care 

team working together, she was able to access the 

community resources she required to successfully 

recover from surgery in her own home, safely. 

  

To date, it has been approximately 6 months since 

Lucy underwent surgery.  According to her Health 

Link Care Coordinator, Lucy has recovered very 

well.  She walks well without any type of assistance 

and has not had any unplanned return visits to the 

hospital due to complications.  Her Health Link Care 

Coordinator was able to meet with her in her home 

regularly to ensure she did not encounter any diffi-

culties post operatively and still maintains regular 

contact with her. 

 

Lucy has experienced other health related issues 

since we were first introduced to her in April 2016. 

Her Health Link Care Coordinator continues to play 

an essential supportive role helping Lucy navigate 

the health care system.  She continues to communi-

cate with Lucy, her family doctor and entire care 

team.   

 

Individual health care needs continually change.  

The ongoing involvement Health Link Care Coordi-

nators have with their patients is valuable.  It is part 

of what makes coordinated care planning successful 

and also provides immense support to patients when 

trying find their way through an ever-changing 

health care system.   



Page 4  

 

 

   FREQUENTLY 

ASKED QUESTIONS 
 

 

What is a Coordinated Care Plan? 
A Coordinated Care Plan is an individualized health care plan created and 

maintained by patients and a member of their health care team (Health Link 

Care Coordinator).  The Coordinated Care Plan aims to develop a shared 

vison of health care goals to ensure patients receive the health care they 

require.  Patients are encouraged to take their Coordinated Care Plans to all 

health care appointments. 

 

How are patients selected for Coordinated Care 

Plans? 

Patients who would benefit from having a Coordinated Care Plan are iden-

tified by their health care provider and are often experiencing multiple, 

chronic health care conditions.  

 

How will I benefit from having a Coordinated Care 

Plan? 
Coordinated Care Plans are patient-centered and link patients physical, 

mental and social health care needs.  Coordinating health care is an im-

portant step in improving the services available to patients.  When health 

care providers works as team, care is better coordinated across the broader 

health system. Patients also have a Care Coordinator who knows them well 

and are able to help them navigate the health care system.  

 

Is my participation mandatory? 
Health Link is a voluntary program.  

 

Is there a cost? 
There is no fee for patients who wish to participate with Health Links. The 

South East Local Health Integration Network receives funding for Health 

Links through the Ontario Ministry of Health and Long Term Care. 
 

 

CONTACT INFORMATION 
Sherri Fournier-Hudson - Upper Canada Family Health Team 

4-5 Home Street, Brockville, ON, K6V 0A5 

613-423-3333, Extension 222  

shudson@ucfht.com 

TIHL COMMUNITY  

PARTNERS 

 

 

 Alzheimer Society Lanark 

Leeds Grenville 

 

 Brockville General  

      Hospital (ACTT, Crisis        

      Team, In/Out Patient) 

 

 Children’s Mental Health of 

Leeds and Grenville 

 

 Community Care Access 

Centre 

 

 Community Pharmacies 

 

 Geriatric Mental Health  

       Community Team 

 

 Health Care Connect 

 

 Lanark Leeds Grenville 

      Addictions and Mental      

      Health 

 

 Leeds, Grenville and Lanark 

District Health Unit 

 

 OTN 

 

 Rideau Valley Diabetes  

      Services 

 

 Specialists  

 

 Stroke Network of Eastern 

Ontario 
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