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Background: Target Population

WHO is Most At-Risk for ALC

* Majority are over the age of 65, with increasing risk noted

What we over the age of 75

AL

* An admitting diagnosis that includes general medical illness
(e.g., infections), falls & dementia;

* Presence of functional or cognitive impairments, and multiple
comorbidities;

* Experience of adverse events during admission — functional
decline, delirium, falls, social isolation;

* Caregiver stress




Target Population — Local Data

A review of relevant local data informs an understanding of the demographic and clinical characteristics of the
population most at-risk of/being designated ALC.
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SGS in Sudbury — 2022-24 OH ALC Investments

Primary
Care

Community

Proactive Identification &
Long-Term Management

* Geriatric
Medicine: |
o Day Hospital /
Outpatient Rehab

Community | | TEUEI T
Geriatrics ¢ Geriatric oOutreach Teams/ SMHS
Psychiatry: |
oDay Hospital /Outpatient
ena
* Behavioural Supports Ontario (BSO)
* Community Paramedicine linked to SGS
* Nurse-Led Outreach Teams (NLOTSs)
Lonc? Term * Psychogeriatric Resource Consultants
are |
* Behavioural Supports Ontario (BSO)
* Fall Prevention Clinics
Other * Shared care geriatric mental health

* Specialist Based Memory Clinic Models

Existing
SGS

Other

* E-Geriatric Consult/
Telehealth Services

Across the Organization

Integrate sfCare as the Foundation

Emergency

Department

Avoid Unnecessary
Admission

* GEM
Program:

. UrgentCare Geriatric
Clinic/ Team

o GEM
nurse

oHCCSS
Care

oSocial

o Consult
geriatric
physician
specialist

Acute & Post-

Acute Care

Avoid Hospital Harm &
Enhance Well-Being

Acute

* Acute Care of the Elderly/ Geriatric Units

* Inpatient Geriatric Medicine Consults/

Inpatient Geriatric Psychiatry Consults/

* Behavioural Supports Ontario (BSO)

* Geriatric Medicine Rehabilitation Units

Tertiary Non-Dementia Geriatric Psychiatry

Behavioural Supports Ontario (BSO)

Other

Hospital Elder Life Program

Based on SGS Asset Mapping and

Regional
SGS

NEW SGS - 2022-24 temporary ALC
funding

2023-24 ALC Leading Practices Self-
Assessment results




WHAT?:
Primary Care Integrated Geriatrics Teams



Model of Care — Ideal State

The Standard of Care for Older Adults Living with/ at-risk of Frailty
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Staffing Requirements

Behavioural
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Geriatric
Psychiatrist
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6-8 family physicians that will make up a new FHO
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focused on patients 65+

——  Funding to support approximately 2 FTEs

All other resources are in-kind staffing
which includes weekly virtual rounds, co-
design, implementation, and clinical

service delivery.




Referral Destinations

@ Community Paramedicine

@ Ontario Health atHome

@ Community Support Services
iy Specialized Geriatric Services
@ Addictions Programs

@ Palliative Care/Hospice

@ Community Housing




Target Population

Client Needs Level

Patients/
clients with
High Needs
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with Low Needs

Level of IHP Support Required
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Age 65+, experiencing:

Functional or cognitive
impairments;

Multiple comorbidities;

Falls, social isolation, and other
conditions that benefit from
proactive intervention;

Polypharmacy; and
Others?



* Primary MD and Clinical
support staff identify OA with
moderate frailty amongst
existing patient roster. List
updated and kept in MD
office and GA updates as
required

(Patient Identification\

. J

3-4 days

(Screening/ Intake

+Clinical support staff calls pt. for
description of service and
obtains initial consent to
participate

+Clinical support staff schedules
Geriatric Assessment (home or
clinic) and outlines expectations
for appointment

. J

to MD

\.

(Weekly PCIGT rounds

* GA determines which pre-ax patients
to discuss at rounds and/or those back

» Concerns from GA Ax discussed with
team to determine most appropriate
next steps and plan of care

4 )

Primary Care

* Recommendations
sent back to primary
care

J
L )
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«  Patients identified Partners

(Geriatric Assessment

*GA reviews all info databases

*GA to determine whether joint
visit is feasible with other
partners

*Geriatric Assessor to complete
comprehensive assessment
(1.5 hrs) and obtain consent for
PCIGT rounds

. J

Within 1 week of assessment

-
Primary Care

If concerns, GA to
discuss with primary
care for immediate

intervention
.

-
Pharmacy

If concerns, local
pharmacist or geri-
med risk to review

.

(Ongoing Follow Up

Community partners provide
interventions

with high level of
frailty will be
referred to
Specialized
Geriatric Services
following pathway
created

J

* Most appropriate
partner involvement
identified and
referrals sent as
required

Identified lead to monitor care
plan and provide interventions as
required

\_




Results:
Primary Care Integrated Geriatrics Teams



Identification and Intake

Total # visits

Additional phone visits

Additional in-person visits

# of patients assessed

# of patients scheduled for assessment by GA

# of patients contacted for initial intake

# of patients identified through case finding

PCIGT Identification and Intake 2024-25 Q4 (first 3 months)
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Clinical Outcomes

Types of Medication Review Assessment Locations

0%

= Medication GA Review = Medication Pharmacy Review
= Medication Review Geri-Med Risk = Count Clinic Assessment = Count Home Assess




Clinical Outcomes

Team Review Types
%_ 0%
0% 0%

0%

= primary care = case conferencing
= primary care and case conferencing = geriatrician

mall = none

Referral to Geriatrician

= Primary Care
= Geriatrician




Next steps:
Primary Care Integrated Geriatrics Teams



Model Expansion:

Increase physician complement to 2 Primary Care MD’s with future
state increase to 6-8 MD’s

Expand incoming referral sources to Community Partners and
develop formal referral pathways

Recruitment- other health care providers, additional admin support

- Adopt a formal model to identify frailty utilizing existing EMR
technology/support from clinical staff

Collaboration with Ontario Health Teams for future funding and
expansion opportunities



