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Quick Reference Guide: Implementing Nurse Led Outreach Teams in Ontario

Specialized Geriatric Services (SGS) are a spectrum of hospital and community-based health care
services that deliver Comprehensive Geriatric Assessment (CGA) (1). The goal of SGS is to reduce the
burden of disability by detecting and treating reversible conditions, recommending optimal patient-
centered care, and management of multiple co-existing chronic conditions. SGS is focused on the
provision of health and social care through integrated models. SGS are coordinated provincially by
Provincial Geriatrics Leadership Ontario, and regionally through Regional Geriatric Programs and
Regional Specialized Geriatric Services entities. Nurse Led Outreach Teams (NLOTSs) are one of
Ontario’s specialized geriatric services.

NLOTs are nursing teams, which are made up of Nurse Practitioners (NPs) and Registered Nurses (RNs),
with expertise in geriatrics and seniors’ mental health who provide timely access to evidence based,
quality care for older adults living with complex health conditions in the Long-Term Care (LTC)

setting. NLOTSs provide mobile urgent assessment to residents in their LTC homes for acute and episodic
conditions and respond to changes in condition and functional decline to support palliative and end-of-
life care. NLOT programs reduce unplanned transfers to emergency departments (ED) and hospital
admissions, while providing care in the home aligned with resident goals, values and wishes.

NLOTs help to reduce the length of a hospital stay for residents by supporting early transitions between
hospitals and the LTC environment. Data about NLOT programs is collected locally and included in

the Provincial Specialized and Focused Geriatrics Services Asset Inventory. NLOTs also contribute to
capacity building among others working in LTC, by sharing knowledge and skills, acting as resource
persons, and collaborating with others in the care of older adults.

LTC homes voluntarily participate in NLOT programs and details of the arrangements between NLOT
programs and individual LTC homes are described in Memoranda of Understanding (MOUs) to ensure
clarity of roles, functions and expectations, and enable data sharing. Currently, NLOT programs generally
operate Monday to Friday.

Expansion to NLOT Programs

The Ontario government is connecting residents living in long-term care homes to the right care in the
right place by offering residents more diagnostic services onsite, instead of travelling to a hospital. This
work is part of Ontario’s Your Health Plan for Connected and Convenient Care to improve residents’
quality of life and reduce avoidable emergency department visits and hospital stays. In 2023/24 funding
was provided to expand the Nurse-Led Outreach Teams program into additional long-term care homes in
underserved areas of the province. This innovative model of care is intended to conveniently connect
more residents to in-person and virtual consultations with a specialized team of Nurse Practitioners and
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Registered Nurses. These teams will also work together with emergency departments and long-term
care homes to coordinate timely and rapid diagnostic services for residents.

Program Considerations

Accountability: Program development, implementation and monitoring should be
completed in partnership with Provincial Geriatrics Leadership Ontario (PGLO) and
relevant Regional Geriatric Programs (RGPs) and Regional Specialized Geriatric Services

(RSGS) entities. Collaboration with the Provincial NLOT Steering Committee and similar
regional structures is strongly recommended.

Performance Deliverables: Recommended metrics for monitoring the performance of NLOT

programs include:

Key Program Performance
Indicator

Desired NLOT Program
Outcome

Desired Direction

NLOT program staffing by role General General
and FTEs
Number of LTC Homes Increased capacity for the Increase

subscribed (i.e. MOU signed
between a LTC home and an
NLOT program)

% of LTCH participating in NLOT
with a written MOU.

care of older adults living
with complex health
conditions in LTC

Integration of best practices
and innovation to optimize
resident-centred care

Goal: 100% of
participating LTCHs have
a written agreement
(enables key access to
documentation and
functions, and data

collection)
Number of clinical encounters Increased access to urgent Increase
by type (direct, telephone, outpatient services and in-
video) home (LTCH) care
Reason for clinical encounter Integration of best practices | Increase
(using a standard classification and innovation to optimize
system) resident-centred care
Hours and type of capacity Integration of best practices Increase

building (educational) activities
(by mode, topic & duration)

Number of attendees by role
(e.g. nursing, PSWs, therapy
staff etc.) at NLOT led-capacity
building events

and innovation to optimize
resident-centred care



https://geriatricsontario.ca/regional-programs/
https://geriatricsontario.ca/regional-programs/

Number of residents seen by Reduced unplanned visits to Increase
NLOT for a consult for whom a emergency departments &

transport to hospital was hospitals

averted

Number of NLOT facilitated Reduced hospital length of Decrease
transfers from hospital to LTCH stay (LOS) through early

(repatriation) repatriation

*Note: it is administratively difficult to capture unique residents served in this
program, therefore number of clinical encounters is used.

The following are metrics that are also recommended for collection by participating
LTC homes:

Key Program Performance Desired NLOT Program Desired Direction
Indicator Outcome

Number of residents being Balancing indicator

readmitted to hospital within

30 days

Number of residents with an Reduced unplanned visits to Decrease
unplanned/unscheduled emergency departments &

emergency department hospitals

transfer by reason, LTCH and
sender (e.g. NLOT, on-call, LTCH
staff, resident, POA)

Number of residents Link to palliative initiatives Decrease
designated as palliative with an
ED transfer

3. Current State Asset Map: Participating Health Service Provider (HSP) organization are
encouraged to contribute to the Provincial Specialized and Focused Asset Inventory by
providing current state data for each NLOT program. This process is completed annually.

4. Job Descriptions: HSPs are encouraged to utilize approved NLOT “skills/competencies”
to support the development of HSP organization’s job descriptions and ensure
consistency across NLOT programs provincially.

5.  Onboarding: All staff hired to a position in specialized geriatric services are encouraged to
complete Provincial Geriatrics Leadership Ontario’s (PGLO) Common Provincial Orientation
or equivalent at a level appropriate to the competencies required of their current roles.
Individuals can identify their personal learning needs using the Self-Assessment tool,
which is linked to the Competency Framework for Interprofessional Comprehensive
Geriatric Assessment.
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Staff are invited to receive ongoing mentoring and professional development through their
RGP/RSGS and regional NLOT Community of Practice.

6. Model of Care Development: It is recommended that HSPs hosting NLOT programs work
in collaboration with PGLO and the relevant RGP/RSGS and care partners to
implement the evidence-based model of care as outlined below.

NLOT Program Model of Care

The goal of NLOT programs is to provide LTC residents who are experiencing urgent medical
concerns with “a focused” Geriatric Assessment within 24 hours of referral in alignment with
NLOT program coverage. The NLOT team supports initial and follow-up assessments and provide
treatment to address the acute medical concern with the goal of reducing the likelihood of
hospitalization and prevent avoidable functional decline. Once the acute medical concern has
been stabilized, the resident is transitioned to supports if additional geriatric syndromes have
been identified.

It is strongly recommended that NLOT programs be developed with the best practice guidelines and core
competencies listed in the table following.

Nurse Led Outreach Teams (NLOTSs)

Core Component Role Description/Highlights

e Older adults and their care partner(s) are included as part of the care team.

e The Nurse Led Outreach Team (NLOT) contributes to comprehensive care
Older Person & Care plans, in collaboration with the individual and their care partner(s), attending
Partner Engagement NPs and physicians and other members of the LTC home team

e NLOTSs contribute to processes for communication of this plan

e NLOT staff have specific education geared to older adults and caregivers

e Older adults living with/at risk of frailty require an interprofessional team
approach to their care. NLOTs are part of a broader interprofessional team.

e The Interprofessional Team includes:

o Geriatric trained nurses (NP, RN)

Attending NPs

Medical Directors and attending physicians

Long-Term Care Home Staff (including RN, RPN, PSW, BSO, DOC etc.)

Community Paramedics

Consulting Specialists (Geriatric Psychiatrist, Geriatrician, Internal

Medicine Specialist, Infection Disease, Emergency Medicine etc.)

o Inter-professional health providers (i.e. physiotherapist, occupational
therapist, social worker, dietitian, pharmacist, speech-language
pathologist, etc.) with geriatric expertise to contribute to
comprehensive geriatric assessment and management; when these
professionals are not direct NLOT members, access to these
professionals is available.

Interprofessional
Teams
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Specialized Geriatric
Expertise

NLOT programs adopt a senior-friendly approach as an essential best practice
component in the care for older adults.

NLOTSs provide focused clinical assessment and interventions grounded in
geriatric and seniors’ mental health models of care.

NLOT clinicians must have expertise in geriatric care as well as the
knowledge, skills, values and attitudes that are the foundational elements of
competence in geriatric practice.

NLOT core competencies are consistent with those outlined in the
Competency Framework for Interprofessional Comprehensive Geriatric
Assessment.

To support clinicians to develop the requisite competencies, it is expected
that all NLOT program staff will follow the SGS onboarding considerations
outlined in Program Expectations.

Focused Geriatric
Assessment

NLOTs conduct focused geriatric assessments in response to clinical need
using approaches appropriate for an older person’s biomedical, psychosocial,
functional and environmental needs.

These focused assessments aid in the identification of an appropriate
treatment and follow-up plan.

It is the expectation that the NLOT assessment, while focused, includes
relevant domains such as: medical/surgical history, medication, continence,
social history, falls, function, cognition, mood/mental health, sleep, pain,
nutrition, physical assessment.

Early Identification

Participating LTC homes have processes in place to enable the early
identification of older adults experiencing acute illness and functional
decline. This includes identification and documentation of baseline functional
status (e.g. two weeks prior to admission/onset of illness).

Care Planning (includes
Goals of Care and
Advanced Care
Planning)

NLOTSs contribute to a person-centered, goal-oriented and individualized care
plan that addresses modifiable biopsychosocial factors and considers medical
diagnosis/prognosis and co-morbidities that impact the health goals of older
adults.

NLOTs communicate recommendations directly with the attending team.

Intervention

NLOT interventions are based on results from the focused geriatric
assessment and delivered within an integrated model of care.
NLOTSs provide interventions and support with the goal of ED diversion and
hospital admission avoidance in collaboration with attending physicians and
the LTC clinical team for, but not limited to:

e Acute and episodic illness

e Complex medical management

e Palliative care

e End-of-life care

Transitions

Transitions are complex, multiple-step processes that require integrated
communication, collaboration and coordination among the older adult, their
care partner(s), the interprofessional team and frequently, cross-sector
partners.
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e Itis the expectation that the NLOT will support transition planning including
but not limited to:

e Supporting diagnostics and onsite treatments whenever possible.

e Preparing residents and caregivers for transfers as required.

e Communicating the person’s care plan to the health care providers taking
over the person’s care.

e Receiving residents discharged from other services and facilitating early
repatriation.

e Coordinating appropriate follow up care.

e Evaluating and adjusting the effectiveness of treatment and care plans.

e Education: provide focused education to the older adult and care partner
and LTC home staff for them to be able to manage health care needs,
including guidance on community-based resources, medications and medical
equipment.

Capacity Building

The pandemic has had a significant impact on health human resources. LTCHs homes
have many new and novice healthcare staff. The NLOT team is in a unique position to
support capacity building in geriatric care in LTC homes.

e NLOT capacity building supports LTC home staff:
e Torecognize and communicate emerging resident healthcare issues which
could result in hospitalization.

e  With critical decision making in acute chronic disease management and end of
life care.

e Comfort in having conversations supporting advance care planning LTC Home

staff skills in use and monitoring of specific interventions (VAC, IV
management, complex catheters).

Nursing Leadership

The NLOT team promotes best-practices in nursing care in the LTC Homes.
Through their interventions and capacity building the NLOT team:

e Increases medical and LTC Home staff knowledge and comfort in managing
care in place.

e Supports IPAC practices in the LTC Home.

Contact:

Website: https://geriatricsontario.ca/initiatives/nurse-led-outreach-teams/

Carrie Heer, NP-PHC, RN(EC), BScN, MN
Chair, Provincial NLOT Steering Committee and Community of Practice
carrie.heer@bchsys.org

Kelly Kay, PhD
Executive Director, Provincial Geriatrics Leadership Ontario
kelly.kay@geriatricsontario.ca
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