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Toronto International Program in Family Medicine

College of Family
Physicians of Canada —
1954
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First Residency Programs —
1966 —University of Calgary
and Western University,

London, Ontario
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First Certification Exam —
1969
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College of Family Physicians
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First Residency Programs —
1966 —-University of Calgary
and Western University,
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First Certification Exam - 1969




The Four Principles of Family Medicine

* The Family Physician is a skilled clinician
Competent in patient-centered clinical method

* Family Medicine is a community-based discipline
Mobilizes resources and skilled at collaborating

* The Family Physician is a resource to a defined
practice population

Views practice as “population at risk” providing proactive care

* Patient-physician relationship is central to the care

The Four Principles of Family Medicine
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* The Family Physician is a skilled clinician
Competent in patient-centered clinical method
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* Family Medicine is a community-based discipline Mobilizes
resources and skilled at collaborating
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» The Family Physician is a resource to a defined practice
population
Views practice as “population at risk” providing proactive care
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* Patient-physician relationship is central to the care
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Training in Family Medicine

* Rotations in Family Medicine in 2" and 3™ year medical
school.

* Post-graduate Residency - 17 medical schools
= 2years

optional 3" year for focused practice: e.g. Emergency medicine,
Hospitalist program, Low-risk obstetrics, Care of the elderly,
Palliative Care, etc.

Primary Care Faculty and Residents
publish in peer reviewed Canadian
Family Physician journal.

Training in Family Medicine
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* Rotations in Family Medicine in 2" and 3" year medical
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* Post-graduate Residency - 17 medical schoolsZ £ #

« 2vyears 255
« optional 3" year for focused practice: e.g. Emergency medicine,
Hospitalist program, Low-risk obstetrics, Care of the elderly,
Palliative Care, etc. 34E B OBRTHE: MB. RAERYRF, ER.
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Primary Care Faculty and Residents
publish in peer reviewed Canadian
Family Physician journal.
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Triple-C Competency Based Curriculum
- 2010

* Comprehensive : Standardized training Family Medicine
Programs so graduates can practice anywhere in Canada

« Continuity: continuity of patient-doctor relationship and
continuity in the learning environment

* Centered in family medicine — training takes place in family
medicine clinics — and content — based on best evidence in
primary care

Triple-C Competency Based Curriculum —

2010
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Comprehensive : Standardized training Family Medicine
Programs so graduates can practice anywhere in Canada
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Continuity: continuity of patient-doctor relationship and
continuity in the learning environment
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Centered in family medicine - training takes place in family
medicine clinics — and content — based on best evidence in
primary care
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CAN-MEDs Competencies:
informs curriculum and evaluation at the
undergraduate, graduate and post-graduate levels

CanMEDS-Family Medicine

CAN-MEDs Competencies:
informs curriculum and evaluation at the

undergraduate, graduate and post-graduate levels
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CanMEDS-Family Medicine

Structure of Family Medicine Practice

25,000 MDs in Ontario-11,900 MDs in Family
Medicine

Mostly independent providers

Single Payer: Bill government directly for each
service or are paid by capitation

Many have their own clinic or work in teams.

Structure of Family Medicine Practice
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25,000 MDs in Ontario-11,900 MDs in Family
Medicine 7> %")7 M EAT25,000A-FREE11,900A
Mostly independent providers [F&A E I EELM

Single Payer: Bill government directly for each
service or are paid by capitation 1D ® {RE& RS

Many have their own clinic or work in teams.
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Primary Care: Patients’ First Point of Contact

Solo Primary
Care Physician Team

Family Health  Community Walk-in Tele health
Health Centre  Clinic Nurse

Secondary Care: Need referral from Primary Care

Rehabilitation
Services

Specialist Mental Health Home & Long-term

Community Care
Care

Tertiary/Quaternary Care: Hospital Care

Specialists arrange elective admissions, admit patients
from ED. Patients can self-refer to the Emergency Room

Primary Care: Patients’ First Point of Contact
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Solo Primary Family Health Community Walk-in Tele health
Care Physician Team Health Centre  Clinic Nurse

Secondary Care: Need re%erral from Primary CareZ k%7

Rehabilitation
Services

Specialist Mental Health Home & Long-term

Community Care
Care

Tertiary/Quaternary Care: Hospital Care=%k47: 5Bk

Specialists arrange elective admissions, admit patients
from ED. Patients can self-refer to the Emergency Room




Primary Care Structure

$13.7 billion spent on primary care, the second largest health

care expense

« Usually the first point of care for patients

For patients

Primary Care Structure
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« $13.7 billion spent on primary care, the second largest health
care expense 13.7kAFHRLETSATUST A 2EBIZZ N
« Usually the first point of care for patients #FHDOEEDIE

For patients

Fee-for Service: Many family physicians paid set fees
per office service provided

Comprehensive Care Models — in Ontario 83% of
family physicians practice in one of these models:

Solo Family Traditional Primary Care: a Walk In without Solo Family Traditional Primary Care: a Walk In without
Doctor family doctor’ s office with Clini primary care or Doctor family doctor’ s office with Clini primary care or
Office a single doc nies who cannot Office asingle doc s who cannot
easily access easily access
Team: MD Team: MD
Family MDs, RNs, social workers, Family MDs, RNs, social workers,
pharmacists, etc . pharmacists, etc .
Health Team collaborating in the care of For high- Health Team collaborating in the care of For high-
Hanulation Community ;\EEdSbPOF;-d population Community $eedsbpnp.d
dm Das eam pase
] ; Health primary, . i Health primary,
or inquiries when cannot Centres social and or inquiries when cannot Centres social and
Telehealth reach primary care- run by RNs community Telehealth reach primary care- run by RNs community
care care
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Fee-for Service: Many family physicians paid set fees
per office service provided HEELL

Comprehensive Care Models —in Ontario 83% of
family physicians practice in one of these models:

*Developed as part of primary care reform to improve
infrastructure and performance

*Commit to comprehensive primary care with after-
hours services
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*Developed as part of primary care reform to improve

infrastructure and performance
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*Commit to comprehensive primary care with after-

hours services
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Models include
» Community Health Centres — serve disadvantaged
populations, family physicians are salaried

»Family health Networks — blended capitation model with
financial incentives for meeting preventative care indicators

»Family Health Teams — similar blended capitation with
incentives but with the addition of multidisciplinary teams

»Family Health Groups — fee for service but with bonuses

Models include FEEOET L

» Community Health Centres — serve disadvantaged
populations, family physicians are salaried
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»Family health Networks — blended capitation model with
financial incentives for meeting preventative care indicators
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» Family Health Teams — similar blended capitation with
incentives but with the addition of multidisciplinary teams
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»Family Health Groups — fee for service but with bonuses
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Opportunity for Exposure to Canadian
Family Medicine Program

Toronto International Program
Strengthening Family Medicine
& Primary Care

Gy Family & Community Medicine
GNIVERSTIY OF FORONTO

Opportunity for Exposure to Canadian

Family Medicine Program
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Toronto International Program
Strengthening Family Medicine

& Primary Care
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Guiding Assumptions

*We all have something to learn
*We all have something to teach
*We are all adult learners

4

*We are all accountable to a range of “others’
...and primarily to ourselves.

*We have a great common potential

Guiding AssumptionsaRg4

*We all have something to learn=%&
*We all have something to teach#&
*We are all adult learnersfi A E

*We are all accountable to a range of “others”
...and primarily to ourselves. F{Et%

*We have a great common potential ;[ &7

Program O.bjectivég

By the end of the program participants will be able to:

1.Critically present the role and potential impact of primary
care and family medicine in achieving health and wellbeing
globally.

2.Describe key enablers and challenges in the establishment
of effective family medicine in Canada and abroad (including
policy, training and care delivery models).

3.Identify ( and possibly engage in) key strategies to advance
family medicine in their local settings including key
collaborations.

P.rogram_Objec_tives
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By the end of the program participants will be able to:
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1.Critically present the role and potential impact of primary
care and family medicine in achieving health and wellbeing
globally. 7542 Us 7 EREERDOREIEBEMNTEN
2.Describe key enablers and challenges in the establishment
of effective family medicine in Canada and abroad (including
policy, training and care delivery models).
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3.I1dentify ( and possibly engage in) key strategies to advance
family medicine in their local settings including key
collaborations. BEELGAREEETD




Program Content

The program is structured around four content
domains:

*Foundations of Family Medicine and Canada’s
health care system;

sLife-long learning, tools and supports;
*Pillars and Enablers of Academic Family
Medicine;

*Site Visits & Observership.

Program Content
TRISLOAE

The program is structured around four content
domains:a>0HE

*Foundations of Family Medicine and Canada’s
health care system; REERLHFTF DEESIEOER

eLife-long learning, tools and supports; 4&E%s
*Pillars and Enablers of Academic Family
Medicine; 7h 73w/ REERODLMEE LS
«Site Visits & Observership. 4 frESyRERS

Program Structure

* Interactive didactic sessions

* Site visits

* Focused mentorship & Special Interest
* Observership

» Reflection

Program Structure
TaISLOWE

* Interactive didactic sessionsE#
* Site visitsH 4 rE Uuk
* Focused mentorship & Special Interest A 42—y

* ObservershipR%

ReflectioniRYiEY

Examples of Course Content

Canada’s health care system
Caring for Complex Patients
Care of the elderly/homecare
Electronic medical record
Generalism

Palliative Care

Quality Improvement and Research in Family Medicine

Examples of Course Content
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Canada’s health care systemAFF DN AT T AT L
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Care of the elderly/homecare SR E/EEYT

Electronic medical record\E-FAH /LT ECH
Generalismi& &%

Palliative Care 7S A <4 F

Quality Improvement and Research in Family Medicine {512 L A%




Save the Date!
FHLTHR!

April 23 — May 4, 2018
Toronto, Canada

Save the Date!

April 23 — May 4, 2018
Toronto, Canada

Arigato Gozaimasu
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4 Family & Community Medicine @ Family & Community Medicine
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Presentation Objectives

= Demonstrate how current care delivery paradigms
are problematic and require an elder friendly
approach

= Appreciate how the evolving policy context in
Canada is enabling an elder-friendly approach.

= Introduce the Acute Care for Elders (ACE)
Strategy as a care model that can deliver better
patient and system outcomes.

Presentation Objectives F#£¥ M B

= Demonstrate how current care delivery paradigms are
problematic and require an elder friendly approach
SOEHEERCIIEEN DD
= Appreciate how the evolving policy context in Canada is
enabling an elder-friendly approach.
BN SEE CBLUWT 7EIREICLDDHS
= |ntroduce the Acute Care for Elders (ACE) Strategy as a

care model that can deliver better patient and system
outcomes.

ACE (SHERTRNEMT PEEE) OB

Triumph or Tsunami?

7' Triumph or Tsunami?
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OLDER USERS
OF HEALTHCARE |
10% = 60% $$$

CANADIANS STUCK
EACH DAY IN HOSPITAL |+

+ HOSPITAL

ANNUAL COST OF WAITING
TO GO ELSEWHERE |

$2. 4
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Canadian Health Care 101

= Canada administers a universal health care system
financed by taxation, and free at the point of service.

= Each of the 13 provincial and territorial governments
administers services as per the Canada Health Act.

= Hospital Care and Physician Services are fully covered,
Home and Long-Term Care is heavily subsidized but
limited, Medications and Dental Care is only covered for
the poor and the elderly.

= Canada does NOT run a Comprehensive Health Care
System Similar to Most Western European Nations.

Canadian Health Care 101 34 DO E#K101

= Canada administers a universal health care system financed by taxation, and
free at the point of service.

EOERESHRETHEON. M TOFAWLER
= Each of the 13 provincial and territorial governments administers services as
per the Canada Health Act.
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= Hospital Care and Physician Services are fully covered, Home and Long-

Term Care is heavily subsidized but limited, Medications and Dental Care is
only covered for the poor and the elderly.
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= (Canada does NOT run a Comprehensive Health Care System Similar to
Most Western European Nations.
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Ageing and Hospital Utilization in the 70+

| Inconsistently High Usersl

Consistently Low Users No Hospital Episodes

= Only a small proportion of older adults are consistently
extensive users of hospital services woiinsky, 1995)

Ageing and Hospital Utilization in the 70+
70 Ll E O WL LR A

Consistently High Users

1 Inconsistently High Usersl

= Only a small proportion of older adults are consistently
extensive users of hospital services (wolinsky, 1995)
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What Defines our Highest Users?

= Polymorbidity
= Functional Impairments
= Social Frailty

What Defines our Highest Users?
BAAEZERTSLOEMAN?

= Polymorbidity 2EFR £ (ZKBIZES)
= Functional Impairments ¥EEET
« Social Frailty #t&B9RESS

THE HAZARDS OF HOSPITALIZATION

. ute lliness
Functional o i
Older P —_— + Possible

eLrerEon Impairment

4 HOSPITAL

Hostile Environment
Depersonakization
Bedrest / Immobility
Malnutrion / Dehydration

Depressed Mood, Delirium, Physical Impairment
and Negative nd D

| |

Palmer et al., 1998 (Modified)

THE HAZARDS OF HOSPITALIZATION
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3 Acute lliness
oo [ 51
Impairment

Depressed Mood, Delirium, Physical Impairment
and Negative Expactations. and Deconditioning
Dysfunctional Older Person

= HOSPITAL

Hastile Environment
Depersonalization
Bedrest / Immobility
Mainutrition | Dehydration
Cognitive Dysfunction
Medicines / Polypharmacy

Palmer el al., 1998 (Modified)
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Our Future Will Cost Us More...

$Billions

(Onfario Health Care Spending Predictions, MOHLTC).
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Our Future Will Cost Us More...

$Billions
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Our Dilemma

The way in which our cities, communities, and our health care
systems are currently designed, resourced, organised and
delivered, often disadvantages older adults with chronic
health issues.

As Canadians and Japanese Individuals, our Care Needs,
Preferences and Values are evolving as a society, with
increasing numbers of us wanting to age in place.

Our Dilemma FAZEDIL UV

The way in which our cities, communities, and our health care
systems are currently designed, resourced, organised and
delivered, often disadvantages older adults with chronic

health issues.
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As Canadians and Japanese Individuals, our Care Needs,
Preferences and Values are evolving as a society, with
increasing numbers of us wanting to age in place.
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Acute Care for Elders (ACE) Strategy

= Redesigns or establishes new and better sustainable
interprofessional team-based approaches.

= Requires a shift in traditional thinking that underpins the
administration and culture of most care organizations.

= |s not adverse to identifying risk factors and needs and in
intervening early to maintain independence.

= Requires a relentless focus on monitoring and evaluating its
outcomes to support continuous quality improvement

Acute Care for Elders (ACE) Strategy
EinEDO=HOSERT 7HREE

= Redesigns or establishes new and better sustainable
interprofessional team-based approaches.
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= Requires a shift in traditional thinking that underpins the
administration and culture of most care organizations.
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= Is not adverse to identifying risk factors and needs and in
intervening early to maintain independence.
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= Requires a relentless focus on monitoring and evaluating its
outcomes to support continuous quality improvement
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The Elder Friendly Hospital™ Model

These dimensions work together to minimize functional
decline, promote safety, and mitigate adverse social and
medical outcomes.

social Behavioural Culture Physical Design

Policies and Procedures _Care Systems, Processes

and:Services

THE ACE CONTINUUM OF CARE .}

COMMUNITY MODELS

sHona-Basad Ger iatric
Prirary/Specialty Care Progran: House
Calls

alemmy Latner Hose-Based Pall iative
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wlntegrated Client Cars Maragenent
Progran

QUTPATIENT MODELS

alutpatient Ger iatric Nedicine
Geriatric Psychiatry & Palliative
Medicine Gl inics
aTelemedicine Clinics
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aReitman Centre for Alzheiner’ s
Swopart and Caregiver Tr
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ACUTE CARE aConns
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Consultatien Services
alrthogeriatrics Progran
slntensive Care Unit Geriatrics
Program

wSafs Patients/Safe Staff

WACE Unit

WACE Unit Hose Care Coordinator
WMAVE Volunteer Progran

wACE Tracker

whospital at Hos Progran

ED MODELS

alSiR
aber ia

aBeri-EW con Staff Training Program

New Programs Launched Since Fiscal Year 2010-11

The Elder Friendly Hospital™ Model
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These dimensions work together to minimize functional
decline, promote safety, and mitigate adverse social and
medical outcomes.

¢

Social Behavioural Culture _Physical Design

Policies and Procedures _Care Systems, Processes

andServices

THE ACE CONTINUUM OF CARE +*
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OUTPATIENT MODELS

ut t Geriatric Medicine.
iatric Psychiatry & Palliative

sHore-Based Ger iatric
Primary/Specialty Care Program: Heuse
Calls

alesmy Latnar Hone-Based Palliative
Care Progran

wintegrated Client Cara ¥anagenent
Progran

wMurse Led Qutrsach leams ta LIC
aReitran Cantra for Alzheiner’
Suppert and Caregiver Training
aCorrunity and Staff Education
Programs

Sl . «Comeunity Paranedicine Progran

Sqloteunity OutreschTeam

ACUTE CARE
for ELDERS
(ACE) STRATEGY

INPATIENT MODELS
uGer iatric Nedicina, Geriatric
Paychiatry & Palliative Nedicine
Censultation Services
alirthogariatrics Progran
alntensive Care Unit Geriatrics
Progran

wSafe Patients/Safe Staff

WACE Unit

WACE Unit Home Care Coordirator
WMANE Volunteer Progran

WACE Tracksr

whospital at Hom Program

New Programs Launched Since Fiscal Year 2010-11
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THE ACE CONTINUUM OF CARE %}

COMNUNITY MODELS
whome-Based Cariatric
Prirary/Specialty Care Progran: House
Calis

OUTPATIENT MODELS

wOutpatient Ger atric Medicine,

Beriatr ic Psychiatry & Palliative aTeamy Latner Hove-Based Palliative

Medicine Clinics Care Program

wlalenedicine Clinics wlntegrated €l ient Care Naragerent
Progran

ahurse Led Outreach feass to LTC
wheitman Centre for Alzheirer' 3
Suwoport and Caregiver Training
aCommunity and Staff Education
Programs

wComruni ty Pararedicine Progran

“\gCommunity Outresch Tean

INPATIENT MODELS
wGeriatric Medicine. Geriatric
Peychiatry & Palliative Medicine
Consultation Servicas
wOrthogariatrics Program

5

mlintensive Care Unit Geriatrics

Progran
wSafe Patients/Safe Staff ED MODELS
WALE Unit wISAR Screening
abier iatr i Ener gency Nanagesent
WACE Unit Bore Care Coordinator dorivtrin €

WNAVE Voluntear Program
wALE Tracker
whospital at Home Pregran

wberi-E con Staff Training Progran

New Programs Launched Since Fiscal Year 2010-11
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OUTPATIENT HODELS

allitpatient Geriatric Nedicine
Geriatric Paychiatry & Palliative
Medicine Cl inics
alelemedicine Clinics

COMMUNITY MODELS
aHome-Based Geriatric
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Calls

ulemsy Latner Home-Bazed Palliative
Care Program

aintegrated Glient Gars Wanagenent
Progran

whurse Led Qutreach Teass to LTC
whteitran Centra for Alzhaizer’ s
Support and Caregiver Training
aConrunity and Staff Education
Programs

aCommunity Pararedicine Progran

‘aComunity Outreach Team

INPATIENT MODELS
aeriatric Medicine, Geriatric
Psychiatry & Pal liative Nedicine
Consultation Services
alrthogeriatrics Progras
aintensive Care Unit Geriatrics
Progran

wSafe Patients/Safe Staff

WACE Unit

WACE Unit Home Care Coordirator
WMANE Valunteer Program

WACE Tracker

atlospital at Homs Progran

ED MODELS

wlSAR Scraening

wGeriatric Erergency Managenent
(GEW) Nurses

wGer i-EM con Staff Training Progran

New Programs Launched Since Fiscal Year 2010-11
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Table 6.1 ISAR Screening Questions (Warburion et al, 2004)
Question Ragponce Score
1 Befors the ilinass or injury that brought you 1o the Emergercy, did you  Yes 01
nesd someone 1o help you on a regular basis Na 0o
2. Inthe last 24 hours, have you neaded more heip than usual? Yes 01
Mo oo
3. Have you besn hospitalized for one or more nights during the past Yas 0%
sx months? Mo 1]
4. In genaral. do you have sericus problems with your wisicn, that canrot  Yes D1
be corrected by glasses? Mo 0o
5. In general. do you have sencus problems with your mamory? Yes 131
Mo oo
3. Do you take six or more different medications every gay”? Yes 01
Mo oG

TOOLS

Table 8.1 ISAR Screening Questions (Warburion et al, 2004}

BURIBODRY)—=2 T LHERY—IL

HIGH RISK SCREENING AND IDENTIFICATION .

A\
bl

Guestion FResponss Score
1. Before the illness or injury that brought you to the Emergancy, dic you  Yas o
neac someone to help you on a regular basis No 00
2. Inthe last 24 hours, have you neaded meore help than usual? Tes 01
Mo 0o
3. Have you be=n hospitalized for one or more nights during the past Yes 01
sx months? Mo oo
4. In general, do you have sericus problems with your wisicn, that cannot  Yes 01
be corrected by glasses? Mo o0
5. Ingenaral. do you have sencus problems with your memory? Yes Q1
Mo oo
8. Do you take suc or more different medicatons every day? Yes o1
Mo 00

IDENTIFICATION OF SENIORS AT RISK - ISAR (McCusker et af,, 1959)
2 2 = Predicts Functional Decline, Recidivism, Institutionalization

IDENTIFICATION OF SENIORS AT RISK - ISAR (McCusker et al, 1999)

2 2 = Predicts Functional Decline, Recidivism, Institutionalization

WWW.geri-em.com s son

. WWW.Jeri-em.com r t son

What is Ger

sername or Emad

ERENEEYDes——>7

Sign

Continuing M ion Credits

Continuing

KEEPING CONNECTED TO BETTER
MANAGE CARE AND TRANSITIONS

Ee e ArEne S AR FIE :
e T R L R e e |
e on ancs]

To: MSH - ICCP Patient Notfication

Senk: Thu 2013/01j2% 1:24 PM

:

Sublect:  ICCP Patient Alert Notfication
S =
This

vas egistered in Ewergency on 2013/01/24 ar 13:17.

is an ICCP Pilot patieat.

DoB:
Locasion: Emeey Deps - -

1910/02/17

¥ -
bt 4

KEEPING CONNECTED TO BETTER MANAGE CARE
AND TRANSITIONS

REA—SHTFENSL LAY ORISR

it AdobeioE
: aldielsnXie v ainl
From: kel borenko. on. ] Sent: ThuZD13/01/2% 1:24 PM

To: M3~ [CCP Patient Motification
1CCP Patient Alert Notfication

Fat: vas cegistered in Emecgency on 2013/01/24 at 13:17.

This i3 an ICCP Pilet pacienc.

EPN: 805-145-401
HNaze
Visit: 2013-395574

DoB: 1910/02/17
Locarion: Emerg Dept - =

34
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SAFER PROTOCOLIZED CARE

Improving Practice Standards
for ACE and Other Patients
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SAFER PROTOCOLIZED CARE
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Improving Practice Standards
for ACE and Other Patients
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" Example: A 50 year ofd patient who has been admitted for & days and is currently delirious with o background history of
cognitive impoirment. They have a bistory of falls and have a high risk of falling according to their Morse Score of 75ond hos .
| urinary catheter In place. Patient hos a fow pain score of 1 and has not been prescribed or administered any BEERS 1
medications butis still on 12 in total, PT; OT and SW are fnvolved.

"\ Unclear if full delirium work-up has b leted with o proper i d if there is on opp

the catheter which will elso pose a significont fall risk for them?
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J Elwmpl. A 90 year old patient who has been admmed,fars do ndl: n:mnrfyn‘tﬂrhmwlm a
| cognitive impairment. They have a history of falls and have rMph risk of falling accarding to their Morse Score of 75 and has
. urinary catheter in place, Fatient has a law pain score of 1 and bas not been prescribed or administered any BEERS
medications but s still on 12 in total. PT, OT and SW are involved.
Unclear if full delirium work-up has b with o proper.
the catheter which willalso pase swmmfnnmuur them?

review ond if there is an opportunity to get rid of
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THE OVERALL IMPACT OF AC

e

+99%

$6.7
Million

THE OVERALL IMPACT OF ACE ¥
ACED#EEZHER

i
Y

+53%

J

-93%

$6.7
Million

+99%
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IMPLEMENTING
ACE ACROSS
NORTH
AMERICA &
BEYOND

Canadian | Réseau canadien

Frailty | des soins aux

(& tealthcare ) amdliorstiondes %, & Sinai Health System ‘

impravement / services de santé

WEALTHY AGEING AND GERIATRICS g
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INTERNATIONAL

THE “ACE” COLLABORATIVE

Network | personnes fragilisées
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IMPLEMENTING
ACE ACROSS
NORTH
AMERICA &
BEYOND

Canadian | Réseau canadien
Frailty | des soins aux
il . Network | personnes fragilisées
MEALTHY AGEING AND GERIATRICS
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Improvement services de santé
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HOME | THEFOURPILARS  wiO'SASXING) INTMENIWS  ABOUTUS  COMTACTUR

A National Seniors Strategy for Canadians

HOME | THEFOURMLLARE = WHOSASKING? INTHENIWS ABOUTUS  COMTACTUS .

A National Seniors Strategy for Canadians

000

~ THEFOUR FILLARS JOIN THE CONVERSATION

NATIONAL SENIORS STRATEGY

THE £ OUR PILLARS SUPFOR TING A

e B R o SR i
T AT AL PR 5 IR ARA WAL S STIATESY

NATIONAL SENIOHS STRATEGY

twa

21

HFIER

NATIONAL SENIORS STRATEGY




Thank You

Samir K. Sinha MD, DPhil, FRCPC

Director of Geriatrics
Sinai Health System and the University Health Network

g ssinha@mitsinai.on.ca
w Twitter: @DrSamirSinha
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Geriatric Medicine in Canada |h7-& &k u.zH..tSH%u

and Toronto

Dr. Samir K. Smham
Peter and Shelagh Gocboq,Chalr ;u:hbnatrvcs and Dlrechr of Geriatrics
Sinai Health System and t!}c’Umverslty ‘Health Network

Assaociate Professor of Meﬁcme University of Toronto and
Assistant Professor of Mecﬁt‘ine Johns Hopkins School of Medicine

W Twitter: @DrSamlranhd

Dr. Samir K. Sinha il L
Peter and Shelagh Gag Qhal m-.ttenatncs and DireclQr of Geriatrics
Sinal Health System and lj!.'p Umversnty Heal!h Netwark ' ©°

Assaciate Professor of Me@hcme Unwersﬂy of Toronto and
Assistant Professor of Medﬂ:me Johns Hopkins School of Medicine

¥ Twitter: @DrSamurSmha

Presentation Objectives HEBEOEHB

= Describe the Role of Geriatric Medicine in Canada

» WFFICBTEHEEEFZORENEHAT S,

» AFFIZEVWTEEFEMEIZESI-OITRSD
| | o _ LNAFHEDBELHHAT 5.
= Provide an Overview of Geriatrician Practice, Roles

and Funding Models in a Variety of Settings - IRRGIGEICE T HZFEDZRITH. %A,
BRET ILIZDOWTEREAT %,

= Qutline the Training Required to become a
Geriatrician in Canada




Geriatric Medicine: A Young Specialty

= Nascher coined the term Geriatrics in 1909 around
an emerging area of medical practice.

= The American Geriatrics Society is founded in 1942,
the British Geriatrics Society in 1947 and the
Canadian Geriatrics Society in 1982.

= Geriatric Medicine has evolved differently in Britain,
the United States and Canada.

= In the US, Geriatric Care can be practiced as a
form of Primary Care, in Canada and Britain it is a
secondary care specialty.

EEEF FLLEMSEH

EBEEFLIESSEIL. 19094F(IZNascher, EfIC
BITAHLESBFO—D2ELTHWW=OMNIBEYT

H5o

1M42EF ([T AINEEERZR  AUTEITITURESE
EER 182F(CHhFHF EEERENRISINT-,

EEEZQEAFUX TAH)H ZLTHFZITBNT,
TNENERLLEBRTREL.
EEERR.TAIATRIZATUr7HEEELT,

AXVA, HFFTIEIEMBEELTHHET EIEN
T3,

Training to Become a Geriatrician

= Geriatrics is not a mandated training rotation in
Canadian medical schools.

= |tis a 2 year Royal College Accredited Training
Program that adjoins 3 initial core years of training
in General Internal Medicine (GIM).

= Accredited Geriatricians can practice both GIM and
Geriatrics for Adults 18+

= Most of the current training occurs in acute hospital
and clinic based settings, but increasingly in home
and long-term care and rehabilitation settings.

EEEFEMEICLS-HOHHE

hFEFOEZHIZENT, EEEFH TCOMER
WABETIEAL,

BERFEEGIM) ELTOIFEHOFIRIFHERIZ.
2EMOARMETOTS LA H S,
EEEFHEMEIZEEELLTEFTEALGIMEL
TR EDBEANDEZRITAZITOIZENTES,

RE. FEALOHEL TR MBREIRLLITER
FIDERELS>TLDH, EELRYEE. UnEY
T—avERTOTHELEA TS,




Geriatricians in Canada

= Being a relatively new specialty in Canada, there
are currently only 250 Geriatricians out of 75,000
practicing physicians in Canada.

= |n 2017, the number of Older Canadians > 65
began to outnumber Children < 15!

= Across Canada there are 10x the number of
Pediatricians as there are Geriatricians!

hH5DEEE

s BEEZEIHFFICBOTHEHFLLEMNSET

HY. 75000 AL NSRAFEEDH T, EEEFRED
ECH, EMBOALMNEN,

« 20175, DWMITHFHE TH, 655 LA ED AO M55

ERFOAOFEEIAESITH-T !

» LA, AFF2ET ZEER/NRERED1/0LN

LMELy !

Geriatricians in Canada

= Only until recently, geriatrics remained unpopular
due to a lack of societal interest in the elderly,
payment systems that disadvantaged geriatricians,
and a lack of emphasis on this specialty in medical
training programs.

= This is starting to finally change!

hHEDEEE

» BERENOURSMEUARTITNSIE, EEE
ADFFLGHREERR. FLTEERETOS S A
IZBWT, ZEEFOEERMBHASh TR
Mot=lehn, BRICEIETEEEE~DAR
[Z{E#RL-FFETH T,

« LWL, DWNMZEAL T BEFAES !




Where do Canadian Geriatricians Work?

Academic Health Sciences Centre _ 52%
Non-AHSC Teaching Hospital _ 1%
communy Hospicn - [
Community Clinic/Health-centre - 6%
Other . a%

Free-standing Lab/Diag Clinic I 3%

Admin/Corp office l 2%

Source: 2014 National Physician Survey

HTFEDEEEIZECTERLTINAD

M

FiEREEEE2—(AHSC)
Non-AHSC Teaching Hospital 1
pensesrenercors, [
Community Hospital 15%
spocoll |

Community Clinic/Health-centre 8%
ZRm/ R A— -

Other . 4%

0t

Free-standing Lab/Diag Clinic 3%

B/ B ER

Admin/Corp office 2%
EEBE/ TR B )
Source: 2014 National Physician Survey

Where do Canadian Geriatricians Work?

= Solo Practice

o Group Practice

# Interprofessional Practice
& Hospital-based Practice

=NR

Source: 2014 National Physician Survey

HFHEDEEEFECTHRMLOTNDID
h?

# Solo Practice
HunER

¥ Group Practice
T IN—TER

# Interprofessional Practice

ZREE R

l;uﬁg{hﬁj-gnd Practice

®NR

FHE

Source: 2014 National Physician Survey
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What Do Geriatricians Do?

= As specialists, we tend to work in interprofessional
teams (nurses, social workers, therapists and
pharmacists) to provide comprehensive geriatric
assessments (CGAs)

= CGAs are holistic assessments provided in
inpatient, outpatient, home and virtual settings that
focus on medical, cognitive and functional, and
issues that may be affecting an older person'’s
independence.

EEEXMZLTHSDOMN?

 FABIEEMELLT, SR E LS ETE
(CGAs) #8921z, FHEH. V—vIL-
J—h—, BEELE., EFIEDOH 4 LEHIEE
EF—LEERLTEBLTLS,

» CGAs&(FE. AR s k. EE. ERERLTED
BRAGIKRRICET5EEOERIKR., i,
ESERREICHNSHERER . SRE QML E(T
SRAGHEBERAICH L THIESN SR ST
FHETHD,

(2 What Defines our Highest Users?

Economic &
Social
Frailty

: bognitive &

EFEONRBELE?

BEME
HEMISTRE
nRE

FEHN & A TER RS

Multimorbidity ~ Functional gﬁ%fﬁéﬁ%% BEINTIS
Impairments s
What Do Geriatricians Do? EEEIXFAELTNIDMN?

= As specialists, we tend to work in interprofessional
teams (nurses, social workers, therapists and
pharmacists) to provide comprehensive geriatric
assessments (CGAs)

= CGAIs defined as a multidisciplinary diagnostic
process intended to determine a frail elderly
person’s medical, psychosocial, and functional
capabilities and limitations in order to develop an
overall plan for treatment and long-term follow up

» P EEMEELT, SinE# S aH AT

(CGAs) Z AT 5=, T, V— v )L
—h—., BEEREn, EHIED S L LS HIEEE
F—LERELTELTWNS,

» CCAIZEBHEEHBICTIHIABRERIEE~D

BREMGHEZITH-HIZ. TOBREETRYE
ERRER. DEASMEE. #EEMEDO. 20
FBREZRETSLEERL. SHENSDBRAT
ZHLTOWGBELESRESNS.
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An Opportunity for Intervention
During Hospitalization

22 RCTs, 10 315 participants aged 65+ older, 6 countries,
admitted to hospital (in emergency) who underwent CGA vs.
usual care

OUTCOMES:
=More likely to be “living at home" (alive and in their own home)
= At 12 months OR 1.16 (95% CI 1.05 to 1.28, p=0.003, NNT 33)
= At 6 months OR. 1.25 (95% Cl 1.11 to 1.42, p=<0.001, NNT 17)
=Less likely to be living in residential care (0.78, 0.69-0.88, p<0.001)

ul ess likely to die or experience deterioration (0.76, 0.64 to 0.90;
P=0.001)

@ ARBEICBTIHEEMER

6hE. AFH03SADRRAAREELI65RULDOBEE
HRIZ, CCAERWTEHEL/ARLI-BE AR DBRO
HETOHELELS, 208 AE LB BRE
(RCNERETT .

BE:

S EEEENER/ISED EFLTERLESTEETARE)
= 12 B OR 1.16 (95% Cl 1.05 to 1.28, p=0.003, NNT 33)
= 64 1% OR. 1.25 (95% Cl 1.11 to 1.42, p=<0.001, NNT 17)

» EREEE~ DB EILHE/IZEL) (0.78, 0.69-0.88, p<0.001)

s S POIE L E LA B/ZHEL) (0.76,0.64 to 0.90; P=0.001)

Components of a CGA

1D/RFR

CGANERESR:

AT/ BRI




Referral Reasons and
Practice Settings

Common Reasons Practice Settings

+ Dementia vs Delirium vs Depression * Hospital-Based (Acute and Rehab)

* Clinic-Based
« General Geriatrics
+  Specialty Clinics (Memory, Falls etc)

* Managing Functional Decline and Falls

+ Diagnostic/Treatment Challenges

* Home-Based ideally with Primary or
* Advice to Support Transitions to Home Care Colleagues.
Outpatient, Community & Home-Based
Services from Hospital and to Long-
Term Care Settings from Home.

= Telemedicine or Virtual

* Solo (Geriatrician Only)

» Team-Based (IMPACT Clinic)
* Goals of Care & Disposition Planning

® BNEALERSE

— R E ERBE

- AMBECBREAE

< FABR (BMHI - UNEUT—23Y) \

. B A 50K
- RET - BEEEOEE
| BEARAOKE
C ERALAE, BEEBREAORR.

- fhE
- BEBANE
© BPSSE Gash, EETFHE

© HEE (TSI - TTOEEES)

© RRER
© B3 (BEE#R)
o F—LAR—R (IMPACTHZ Y =w4)

HHVEHEE, L REARBERFHR~O
BOTEYR—FT 5,

Funding Models (Likely a Blend)

= Fee-for Service: Paid Set Fees per Service
Provided — now based on time and specific
activities for geriatricians.

= Alternate Funding Plans: Payments based on
specific care and activity (capacity-building)
thresholds.

= On-Call Funding: Stipend Based on Providing
After-Hours On Call Services (mainly in hospitals)

MBETIL(#AADHLEIhBIENSLY)

» RO RERIZIT oY —E RIS CTHEM
BXIbHbh3-BHRATEIZEEEDRETAL. T
OBRBICESWTEIbh TS,

- KBREHE: FEO 77 LREABTHREOEERE
[TESWTXikbhb,

« F>a—)LE £ : Stipend Based on Providing After-Hours

On Call Services (B84t 7> - a— L EFFIRHIZE DL
B E) N EITHRERBFE L TRRASKTILNS,

THE ACE CONTINUUM OF CARE

COMMUNITY MODELS
Home-Rased Genatnc PrimanySpecialty
Care Program: House Calis

aTemmy Latner Home-Based Pallialive
Care Program

alntegraled Ciient Care Managemant
Program

Reitman Centre for Alzheimer's Suppod
and Caregiver Training

aCommunty and Staff Education Programs
aCommunity Paramedicin Program

wCommunty Outreacn Te:

QUTPATIENT MODELS

ACUTE CARE
INPAVIENT MODE for ELDERS
oo S

ED MODELS
alSAR Screening
Geriatric Emergency Management
(GEM) Nurses
wGerlEM.com Staff Training Program

New Programs Launched Since Fiscal Year 2010-11

Programs To Be Launched in Fiscal Year 2015-16:2016-17
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Programs To Be Launched in Fiscal Year
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What Does the Future Hold?

= Geriatric Medicine and Psychiatry are now
becoming recognized as valued specialties that will
be essential to caring for an ageing population with
specialist expertise.

= With increasing societal interest, payment reform
and a growing emphasis on geriatrics in medical
training — demand for training is on the rise.

= The Future is Bright for Geriatrics in Canadal!

EFEEFORRIESTDDM?

» EEEFLEFRAE . EMMEIERLEETS
=SHET7ICHL RLKULEEOFETHDHERH
ShIRH TV,

» HEMBELEEFEYVOOHY . KEFRRORELEED
ICEERFHED P TEEEZOEEMNLYMEEF SN,
HEA~NDELLRELGYDDOH L,

s AT DEEEFOFREKIT. ETHEHSLL !

Thank You

Samir K. Sinha MD, DPhil, FRCPC
Director of Geriatrics
Sinai Health System and the University Health Network

= Sssinha@mitsinai.on.ca
w_Twitter: @DrSamirSinha
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Pauline Pariser MD CCFP FCFP
Associate Professor, Depariment of Family and
Community Medicine
University of Toronto

Treating your patients with IMPACT:
Integrated Care for Complex Patients

Outline

Integrated approach to managing complex patients

Team-based consultation to support primary care
physicians

How this clinic addresses the Quadruple AIM:
= Improves patient experience

= |Improves patient outcomes

= Reduces costs

= Improves physician experience

Pauline Pariser MD CCFP FCFP
eI ESVIVAUL
Associate Professor, Department of Family and
Community Medicine
University of Toronto

S—~&

o

Treating your patients with IMPACT:
IMPACTZ FlLN\= B & DA R

Integrated Care for Complex Patients
ERUHEERASEEOREST

Outline &

Integrated approach to managing complex patients
HECHMELRAIRECNT IMEShET TO—F
Team-based consultation to support primary care
physicians

34X - FTEEXADTF—ALICLDiGH

How this clinic addresses the Quadruple AIM:
Zopgom-onBR

= Improves patient experience BEOEBLLIYBRLLOIETS
BEORRELYRLEOIZTS
BREHET 2

= Improves physician experience EFOE®RELYBVLDIZTS

= Improves patient outcomes
= Reduces costs

Interprofessional Model of Practice
for Aging and Complex Treatments

IMPACT PLUS is a comprehensive model of:

Assessment

Care
Mentorship and training

Inter-professional problem solving

Interprofessional Model of Practice

for Aging and Complex Treatments
BE SR RREE R B S T A RPTRESET L

IMPACT PLUS is a comprehensive model of:
IMPACT PLUS XA T2 &L SEMLET IV

Assessment £

Care TF
Mentorship and training g# &I

Inter-professional problem solving#rasgE - &k 2 RIE 2R
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The Problem:

Patients with complex co-morbidities
1-5% of the Ontario population
30-84% of health care costs

World wide
59% of 57 million deaths
46% of global burden of
disease

WHQO: Preventing Chronic Diseases: A vital investment. 2005.

The Problem:
Patients with complex co-morbidities
BROHEEEZRALEE
1-5% of the Ontario population 4> 4)#4 M A O ®1-5%
30-84% of health care costs EBED30-84%

World wide #5#9(=
59% of 57 million deaths
5700 B DI T D 59%
46% of global burden of
disease £ R DHEED46%

WHO: Preventing Chronic Diseases: A vital investment. 2005.

Broader Patterns

The 65+ age group:

fastest growing segment of Canadian
population

require treatment for 6.5 chronic illnesses, on
average

Broader Patterns

The 65+ age group: 65U EDOBEHHES L—TIE

fastest growing segment of Canadian
population A+#OAOTRLSEICEMLTSDE

require treatment for 6.5 chronic illnesses, on
average T sEDEERBDEEP

Typical Patient

e L Mental health ]
doctors ot
Multiple Osteoarthritis
medications
lInactive | Low
| Inactive -
i Diabetes Heart income
ee——— Disease
Poor
social
support

Typical Patient

WAL RE
Multiple Mental health |
doctors issues fmgE ?
gﬂlaﬂ? Osteoarthritis I
Multi
Uple B
medications
_%ﬁJWHE Low
income
; {ERA
Inactive Di Heart
iabetes :
TER Disease fgg;l
HERR <
2 IR support
SHXE
DOFE
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Multiple Chronic Diseases:

Multiple Chronic Diseases: % < n@tss
Challenges

_Challenges

. Clinical Practice Guidelines (CPGs) have a
single disease focus

. CPGs often conflict with each other and
between diseases

Reliance on single disease CPGs = near total
medicalization of patient’s life

PEB

+ Clinical Practice Guidelines (CPGs) have a single
disease focus
HARSALE—DDHFERICERER TS
CPGs often conflict with each other and between
diseases
HARSAVITES - BEMICHERRTICEERELELS

Reliance on single disease CPGs = near total
medicalization of patient’s life

—DODEBEHR AP IckFTHLBEI—EFEELASND

Too many specialist appointments
Too many tests....

Too many specialist appointments #3¥3¥MEOFH
BIELRE

Too many tests....

"%

Resident.
Physician

@@f

Patient
and
Family

The Solution..... rive Problem,
BAREI..... W Son,,
P %
bé‘" fe o 600'
Q < & 009,
Q@ Physician B

. &
Social .
Worker

ERRHESKELT

BEERALESREETHIL
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Patient and | Patient and
Caregiver i Caregiver
on Screen & on Screen

ERiicFEE
HCP learner

: HCP learner Resident

Family Physio
Doctor

Internist ""NOT

Psychiatrist

R Internist

: Psychiatrist
Pharmacist /! 4 Searcher

armaci [
Researcher Pharmacist /]

EEERERE dsiEat
FL THE /B RR e Homecare Social

| Dietitian Nurse/NP Coordinator Worker

Social
Dietitian Homecare  Worker
Nurse/NP oo rdinator

T mcociic E.MP‘ACT Plus

lnterpfoféséiﬁnat Gomptex C_éfe_..clihicé

T a2ty | & T atd,

= A dedicated nurse prepares the case for the team and helps

= A dedicated nurse prepares the case for the team and helps ! 3
implement the plan Bx%M&rF—L0RCEAERHLHERTERGTS

implement the plan

= Using Telemedicine TIP =a secure video conference

= Using Telemedicine TIP =a secure video conference
IMPACT PlusEFLESAL A MBERE 21U T OBV EFASNM
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The IMPACT protocol

Document .
nd Nur Patient
" Mh= Selection &
executes R
Invitation
the plan
Present
Findings to
3 & Group
Patient and i
2 Review 1
Primary
Care
Patient
Team
Summa Welcome
ry Interview
Group
Discussion

2

The IMPACT protocol weact7aora—n

D men .
acument Patient

and Nurse i

: E#L Selection &
executes g Invitation
the plan HEERTTS

BEDRBIRLIBR
Present
Findingsto .
Patient and g:sggsgﬂv 1
Primary g, simmicnss
Care p: Lt |
Patient
Team Welcome
Summary Interview
FoLvie REEDIBL
-~ Group W<
Discussion 2
T -T2

Relevance of General Internist
Input

Relevance of General Internist

Input

"One Stop Shopping” -helps analyze co-morbid
conditions

Gives confidence to GPs. “You don’t need to
consult the cardiologist. Simply lower the dose
of the beta-blocker.”

Simplifies treatment for multiple conditions
Transfer of knowledge and modeling of clinical

approach to other health professionals and
trainees

BENBENELIEDEEN
“One Stop Shopping” -helps analyze co-morbid
conditions

MARISBEGY—ERAERPSEILIFHFERBISERETSD

Gives confidence to GPs. “You don’t need to consult the
cardiologist. Simply lower the dose of the beta-blocker.”
BEPRECBEZEAD. [DREMECBNTISBEEHVERA, A—4T0Oy
H—ORERERSLEZTHELINDTY .

Simplifies treatment for multiple conditions
SWERBICHLTAREHMETS

Transfer of knowledge and modeling of clinical approach
to other health professionals and trainees

o EREMBCTHEE AR CETLELEBESZEERD.

Relevance of Psychiatric Input

Chronic illness complicated by psychiatric
co-morbidities

Introduces theories and concepts of
illness behavior

Supports group process of team

Relevance of Psychiatric Input
RHHENEDIEOEER

Chronic illness complicated by psychiatric
co-morbidities
MENERNEHT 5 LBEEBRITEELT D

Introduces theories and concepts of

illness behavior
BSDESERELOMLES ETH55HIEET S
ERLBSEAATS

Supports group process of team
F-LORABREXHT S
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Relevance of Community-based

support

Relevance of Community-based

g EERE LEXBEOBEK

Social worker and Homecare Coordinator
part of the team

Educate Family MD about community
programs

Make the connections for the patient:
eg. counselling programs, housing support,
dietary services, homecare visiting.

support

Social worker and Homecare Coordinator part of
the team
HEFUT L EEERBRRALF—LICNDS
Educate Family MD about community programs
RERCHBRODEHEHZD
Make the connections for the patient:
BEOEHIIREETS

eg. counselling programs, housing support, dietary
services, homecare visiting.

hurveUrY, EEXE. AFY—ER, BHMEBRELLBEERS

The Multi-Problem Patient

A Different Approach:

“whole-person” approach: focus on function
not fixing

Interactive communication [ shared care
between primary and specialty care.

One patient-centered treatment plan

The Multi-Problem Patient
ZREEBERASEE

A Different Approach:
Rixs77n—F
“whole-person” approach: focus on function not
fixing
r2AR) 770—F: FHFSOTEECHECABTD
Interactive communication / shared care between
primary and specialty care.
#HEIZAZa=HS—2a v EBBITIA4TY - FTEL
HMETY7E805E5
One patient-centered treatment plan

—ADBEERLICERIBEELTS

Does Collaborative Care Improve

Does Collaborative Care Improve
Outcomes?

Outcomes?

Meta-analysis of interventions:
positive effects on patient outcomes in
mental illness and diabetes.
Qualitative data:

Families and caregivers, primary care
physicians feel supported

_ BHEL T FRRERERESELON?

Meta-analysis of interventions: ft A® # & 47

positive effects on patient outcomes in
mental illness and diabetes.
HAXB I BRFBETHEZE LV RSB LEhTLS

Qualitative data: B 57—4

Families and caregivers, primary care

physicians feel supported
Rk, NEE. T747Y - FTEFRESATOSEBLTNS
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Intended Outcomes Intended Outcomes

FRAEINDLHER

Reduction in Emergency room visits
BE2PONL

Reduction in hospital admissions
ABROFED

Reduction in the burden of care: Patients have

many of their needs addressed in one visit

Reduction in Emergency room visits

Reduction in hospital admissions

Reduction in the burden of care:

Patients have many of their needs 77 OREFED

addressed in one visit ="ONE STOP SHOPPING" - increases efficiency
="ONE STOP SHOPPING” — increases (LEAN), decreases costs, improves Patient
efficiency (LEAN), decreases costs, e’fPe"'e"CE . .

improves patient experience Uﬁ{é{wf%’;ﬂ#j‘/ A e R 8

Intended Outcomes (2)
FRSNDERE

Intended Outcomes (2)

primary Care Providers Primary Care Providers 734 v - ¥ 7#R#$#EICEST

o Reduce burn-out — these are difficult patients to look after
Reduce burn-out —these are difficult MAREBOEMDT—EEADOMELLMENNEDT

patients to look after Comprehensive chart review

Comprehensive chart review SRR AT Ry

Fewer office visits #%SBBADH(AS

Fewer office visits Care plan provides the way forward

Care plan provides the way forward T IS UNBREMCEE S EMNTED

Intended Outcomes
FAIhDER

For patients: For patients: @m#Fic&-T

Intended Outcomes

The patient’s needs are considered: “What The patient’s needs are considered: “"What is

.. important to you?”
I
I Impartant toyeu: BEO-—XHERENE [BAECE>TAMNEEL?

Patient is part of the solution - interacts with the

Patient is part of the solution - interacts whole team.
with the whole team. BELRRO—WERS — F—ASKEBEERTS
Improved self-management of chronic Improved self-management of chronic condition
condition BHEEBROBCERENLE(LD
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Intended Outcomes (3)

Intended Outcomes (3)

FRISH DHERGE)

Team:

Understanding each professional’s scope of
practice

Transfer of knowledge & skills to other
team members and to students

Team: F—AlzéoT

Understanding each professional’s scope of
practice

EVORMBEORENERTED

Transfer of knowledge & skills to other
team members and to students

fOF—LBRPEELANRMEGHEZRSES

Across the Continuum

Across the Continuumsagszaz

% Increasing Patient Complexity — Health and Social Issues >

Primary Care Primary Care
: Physician Manages Physician benefits
Ph ZT:]WME?: - Issues with from aTEAM Based
VI' L A g Consultants as Consultation to
Filesqone Needed for Specific address Many Issues
Issues at Same Time
b

The Patient Requires a Greater Range of Specialist Support )
] |

FAEnEX

% Increasing Patient Complexity — Health and Social Issues :>
Primary Care Primary Care
Plipibeas Physician Manages Physician benefits
Physici r’l:.'i Issues with from a TEAM Based
Yls":la': Alanages ] Consultants as Consultation to
EoUeR A ONG Needed for Specific address Many Issues
Issues at Same Time
The Patient Requires a Greater Range of Specialist Support /\
EMMXENEX

IMPACT PLUS in 6 easy steps

Selection of the right patient

Community nurse generates patient-centered
problem list

Set up video-conference with the team and
determine who will interview

Conduct the case conference

Document recommendations as part of a
coordinated care plan

Community nurse helps patient/family and
primary care provider implement the plan

IMPACT PLUS in 6 easy steps

6DONBELERATY S

Selection of the right patientB&F D:E{R
Community nurse generates patient-centered
problem list& & LOTOTL LY

Set up video-conference with the team and
determine who will interviewE 74 H2 77L&
Conduct the case conference’r—RAL 7L R
Document recommendations as part of a
coordinated care planf £ D 5e &k

Community nurse helps patient/family and
primary care provider implement the plan

Mt B EER XAt EE A T AR E R REEEEY TS
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Case Study:73 year old retired physician

Case Study:73 year old retired physician
F—ARRT A 3B RER

1. Selection of Right Patient: CCC =Complex Co-

morbid Conditions:
Ischemic Cardiomopathy with ejection fraction<3o%
Atrial fibrillation with CHADs Score of 2
Hyperlipidemia
Gout
Renal cell cancer
IGA paraproteinemia
Smoker
Social isolation
sShort term memory loss — determine dementia vs. depression
Sleep deprivation
Irritable bowel syndrome

1. Selection of Right Patient: CCC =Complex Co-
morbid Conditions: FRROMMLHiERR

Ischemic Cardiomopathy with ejection fraction<3o0%
Atrial fibrillation with CHADs Score of 2
Hyperlipidemia

Gout

Renal cell cancer

IGA paraproteinemia

Smoker

Social isolation

Short term memory loss — determine dementia vs. depression
Sleep deprivation

Irritable bowel syndrome

Patient Centered Problem List

2.Community Nurse generates Patient-centered
Problem list: What matters to the patient:
3 top concerns:
Coordinate services so patient manages at home — Patient wants

better quality of life -to look after cat "Smoothie.” Would like a
scooter to increase his mobility/decrease social isolation.

s patient developing dementia or are low mood and sleep
disorder contributing to memory loss?

. Improve medical management of generalized fatigue, CHF and
abdominal bloating

BERLDOTOTLLY R b

Patient Centered Problem List

2.Community Nurse generates Patient-centered

Problem list: What matters to the patient:
MR AMER LTI L LY R

3 top concerns:kyF3DHEE

Coordinate services so patient manages at home — Patient wants
better quality of life -to look after cat "Smoothie.” Would like a
scooter to increase his mobility/decrease social isolation.

RETOEE—HOEM. RV—45—0ER

Is patient developing dementia or are low mood and sleep
disorder contributing to memory loss?

BASREET

Improve medical management of generalized fatigue, CHF and
abdominal bloatingf# 818, LF L CRMEEABOFE

Decide on Team Players

3. Who are the right people on the inter-
professional team to interview and advise the
patient? Note: Family Physician also attends

For: 1. Coordination of social services=social worker/
Behavioral resource outreach worker

2. Determination of dementia/depression/sleep
disorder =psychiatrist and pharmacist

3. For medical management =geriatrician

Decide on Team Players

F—LDRE
3. Who are the right people on the inter-
professional team to interview and advise the
patient? Note: Family Physician also attends
SRAARTF—LTOPLIEIEN REELEMTS
For: 2. Coordination of social services=social worker/
Behavioral resource outreach worker
HEXEORBE=HEBUITLL
2. Determination of dementia/depression/sleep
disorder =psychiatrist and pharmacist
FRHE/D D/ AR O 5Tl = ¥5 #h el BE & 2L 6
3. For medical management =geriatrician
EFfMEE=2£EFEME
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A ‘Typical’ 1 hour TIP Meeting

-professional case conference with patient, caregiver,
and family doctor present

* Multiple locations using Telemedicine technology

* Inter

"(-‘ *‘G.e

i)

s o “
P'at:enﬁ;and cee e

Caregiver Interdisciplinary
Team
Community Nurse Nurse
Family Physician

A ‘Typical’ 1 hour TIP Meeting
TREANE, 1RMOTIPSBM

* Inter-professional case conference with patient, caregiver, and family
doctor present
BE. MHE. REENPNTINMBEREHRE S
= Multiple locations using Telemedicine technology
ﬂﬂﬁﬂﬁﬁ%ml.‘\_tzgﬁﬂﬁ‘éwtm
F."o 4 cf‘.
L] ‘ c.‘ ﬁ‘
r\

cMe

- Patientand
Caregiver
BELNEE
Community Nurse

Interdisciplinary
Team
SHBISERNETF—L

Family Physician

Interview: Patient at home/team

in hospital or clinic

4. Conduct the case consultation: Each prowder
interviews the patient and everyone problem
solves together— done via secure videoconference

Recommendations:

5. Document recommendations into coordinated
care plan:

1.Referral made for occupational therapy assessment for
scooter

2.Dementia vs: Depression — assessed as having mild

cognitive impairment. SSRI/SSNRI — contraindicated.
Address sleep disorder — referral for sleep study, advised
re: aids to increase relaxation and mindfulness. Librium
discontinued with low dose Clonazepam recommended if
necessary

" 4. Conduct the case consultation: Each provider interviews

) b’—z:uﬂ-.w-r—:za/ ETd’éﬂLf—ﬁL_ﬁﬂtT%

Interview: Patient at home/team

in hospital or clinicaE#

the patient and everyone problem solves together- done
via secure videoconference

Recommendations:#:z

5. Document recommendations into coordinated
care plan:lRE7So~0OHEOBEER

1.Referral made for occupational therapy assessment for
scooterRI—A—{ER D T=HIZOT~#B

2.Dementia vs: Depression — assessed as having mild
cognitive impairment. SSRI/SSNRI — contraindicated.
Address sleep disorder — referral for sleep study, advised
re: aids to increase relaxation and mindfulness. Librium
discontinued with low dose Clonazepam recommended if
necessary
RENfEVSSD:SSRISSNRIEE . EREERE. UF 7 LdIE,
LEOIOFE/NLER,
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Recommendations (continued)

Recommendations (continued)

3. Medical issues:
* Referred to respirologist and for smoking cessation.

* Enhanced management of medications for CHF- e.g. Good
= 92 kg — take 80 mg. Furosemide.

+ For fatigue: Sleep study, use of appropriate meds for
insomnia, decreased social isolation and better
management of heart failure to contribute to improved
energy

+ To see dietician regarding NACL intake and address bloating.

HEODDDIE
3. Medical issues: E¥HIERE

« Referred to respirologist and for smoking cessation.
EEOOITTRFEHE~EN
* Enhanced management of medications for CHF- e.g. Good
=92 kg — take 80 mg. Furosemide.
DFL0EER
» To see dietician regarding NACL intake and address bloating.
REEHE
« For fatigue: Sleep study, use of appropriate meds for
insomnia, decreased social isolation and better
management of heart failure to contribute to improved
energyf B RICHLC. BEEE, P LT2EE

Implementing the
Recommendations

6. Community Nurse helps patient and family physician
implement the recommendations over the next 6 months

Note: Family physician implemented all the recommendations
within the first week post-TIP clinic

Implementing the
RecommendationsiEZn =17

6. Community Nurse helps patient and family physician
implement the recommendations over the next 6 months
Mg WA X B E I REENERERTIHLEAALLLE
*®TD

Note: Family physician implemented all the recommendations
within the first week post-TIP clinic
REERTIPY) v/ # O 1B TETOHEZTRRETS

Patient Outcomes

Patient Experience:

| wish we had this kind of service when | was practicing.

| am impressed at the level of knowledge the team has. This is
true care coordination.

| did not think the team would address all my concerns. | was in
awe when they touched on everything, even the fact that | was
interested in having a scooter - that was mind-blowing for me.

Patient Outcomes

BEOKR

Patient Experience: & 0 #ZE

I wish we had this kind of service when | was practicing.
SO &Y —EZANTERE LM oT
| am impressed at the level of knowledge the team has. This is
true care coordination.
F—LHGEELNIVICRESE. ChhXR S0 7EE
| did not think the team would address all my concerns. | was in
awe when they touched on everything, even the fact that | was
interested in having a scooter - that was mind-blowing for me.
L2TOESOLEBCHELTLSH T TEELAL, R9—5—IC
LERBELOIERBNZL SN LNIETH T
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Patient Outcomes

3 Months Post-TIP Clinic:

*Saw respirologist and started on inhalers which has helped his
shortness of breath

*Heart failure well-controlled

+Started smoking cessation program

+Still being assessed for scooter

*His clonazepam had to be changed to diazepam 2.5 mg

*Overall functioning better with less fatigue.

Patient Outcomes
%%@ﬁ%

3 Months Post-TIP Clinic: 3mhB#

*Saw respirologist and started on inhalers which has helped his
shortness of breath eIk 255 ;A EEIIA

*Heart failure well-controlledim> A2 bO—)L

-Started smoking cessation programZ={E 4t 3

+Still being assessed for scooter A 7 —A—f &

*His clonazepam had to be changed to diazepam 2.5 mg

A 3R 2

«Overall functioning better with less fatigue. {8 B RS E

TIP OUTCOMES:

Since implementation in 2013:
95% of family physicians are satisfied with recommendations

92% of patients and caregivers feel confident their care will be
better managed

538 patients have received TIP clinic

336 solo family physicians supported by TIP team and
connected with new inter-professional resources

TIP OUTCOMES: &%

Since implementation in 2013: 20134 BA#4 LAk
95% of family physicians are satisfied with recommendations
5% NDREEAHERICER

92% of patients and caregivers feel confident their care will be
better managed

R%UDEFELNBENFTFICESER
538 patients have received TIP clinic
538ANTIPAREFIALTWLS

336 solo family physicians supported by TIP team and
connected with new inter-professional resources

3BANREEZTIPF—LANXEL, HLUVRENERCRE
FoTW3

TIP Outcomes

IMPACT PLUS chosen for national RCT

to assess:

Costs, use of acute care services, patient outcomes and
experience, quality of team-based care.

Early qualitative results: met needs of complex patients,
all participants experienced benefit, offered full spectrum
of Patient-centered Clinical Method.

TIP Outcomes#i=z

IMPACT PLUS chosen for national RCT
BEORCTICEENS

to assess:

Costs, use of acute care services, patient outcomes and
experience, quality of team-based care.

JAM., SHEARORNA. BEOTIVMHLELRR. F—ATTOHE
Early qualitative results: met needs of complex patients,
all participants experienced benefit, offered full spectrum
of Patient-centered Clinical Method.

HOBR  SMsB2E0_—X, BROFE, BEPLOBEK
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IMPACT Publications

Bell SH, Tracy CS, Upshur RE; IMPACT Team. The assessment and treatment of a
complex geriatric patient by an interprofessional primary care team. BMJ Case Rep.
2011 Mar 15;2011. doi:pii: bero720103154. 10.1136/bcr.07.2010.3154.

Smirnova A, Bell SH, Tracy CS, Upshur RE. Still dizzy after all these years: a go-year-
old woman with a 54-year history of dizziness. BMJ Case Rep. 2011 Sep 13;2011.
doi:pii: bcrog20114247. 10.1136/bcr.o5.2011.4247.

Medlock A, McKee E, Feinstein J, Bell SH, Tracy CS. Applying an innovative madel
of interprofessional team practice: The view from occupational therapy.
Occupational Therapy Now. 2011 May/June;13(3): 7-9.

Medlock A, McKee E, Feinstein J, Bell SH, Tracy CS. Applying an innovative model
of interprofessional team practice: The IMPACT model in action. Occupational
Therapy Now. 2011 November/December; 13(6): 28-9.
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The IMPACT clinic: an innovative model of interprofessional primary care for elderly
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Arigato Gozaimasu

For more information:

Dr Pauline Pariser
Pauline.Pariser @uhn.ca

Arigato Gozaimasu
HYREITEWVWET

For more information:

Dr Pauline Pariser
Pauline.Pariser @uhn.ca
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