Vancouver Coastal Health
Keeping Seniors Well Forum — Confirming a New Approach to Care
August 19, 2015 - Summary Report

Background

Sometimes seniors, with difficult health conditions, may end up going to the emergency department for health care because they are unable to get the
care in their home community that meets their needs. We know that for seniors, home is often the best place to manage health conditions, recover
from illness, and live their lives. Vancouver Coastal Health is committed to delivering quality health care services in the most appropriate care settings.

Health Authorities in the province have been asked by the Ministry of Health to develop a better approach to providing care for seniors with difficult
health conditions. At Vancouver Coastal Health we want to start on the North Shore. The goal is to develop better ways to keep seniors well in their
home and community. We want people to experience a better quality of life.

Community Engagement Process

The August 19" forum was a follow up to the initial /dentifying Needs forums held August 10" and 11" in West Vancouver and North Vancouver. In
the previous forums, participants were asked to identify their current needs in order to stay safe and healthy in their homes and not need to seek care
in the emergency department. The needs expressed were then themed into topics for discussion.

This follow up session was the next step where the 10 themes identified in the initial forums were the focus of discussion. Participants were asked to
design what better care could look like within each of those themes. The 100 participants in attendance had the opportunity to contribute their input
to 3 of the 10 topics and to answer the questions: could there be a different approach? and what would the new approach be?

Next Steps

The ideas and feedback, related to the ten themes and how to design a new approach to care, will be taken forward to VCH staff and the Keeping
Seniors Well Reference Group. The Reference group will be made up of those seniors, family caregivers, and community based agency staff who
participated in the forums and identified as wanting to continue to collaborate with VCH in the development of a new model of care. VCH Staff in
collaboration with the Reference Group will confirm a new model of care to take forward for implementation.
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1. A New Approach for Adult Day Programming (ADP) and Caregiver Support

More respite, more flexible
days/hours, overnight
respite. Come to client’s
homes with a caregiver who

\_ really knows the client

(More and variety in ADPs. )
Different programs for

different needs (e.g. day &/or
evening with expanded hrs.
\plus weekends )

Use respectful
language —
don’t call it
Adult day care

/Increased ADP \

options; graduated,

Collaboration with

community organizations

psychological to develop ADPs (i.e.

component, variety libraries)

of locations, times,

Funding direct to families

to develop their own

caregiver program

Active younger seniors and

elders to be “mentors” trained in
skills that activate the mind and
body. Montessori style activities

A helpline for ]

 [ caregivers to call

Trained volunteers give
caregivers a break. Senior
peer support model

duration, varied
activities for levels of ( \
Qenergy j Cluster care using

homecare funds to

help more than one
client at a time (e.g.
pre-program hours

Provide training for
caregivers

Create awareness of
resources available and
how to access them

\at the library) j
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Template for
automatically referring

caregivers to resources

N

/Provide technological tools to\
help caregivers with the
management and delivery of
their caregiving tasks

e Time management

e Cost budgeting

- J

Central
repository for
information
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2. A New Approach to Discharge and Transitions

\_

( Follow up call to clients \

after an emergency or
hospital visit to check in and
find out if they need
anything; medication, food,
medical care

Discharge planning
meetings with all providers
and the caregiver/family

Start discharge
planning early

J

-

\_

\
Greater number and more
variety of rehabilitation and
convalescence options

J

Expansion of rehab
services tailored to
clients’ needs

Coordination with
community based
services such as
Better at Home

(Enhanced communication \
and coordination between
GP, specialists, social

work, community based
health services to support

transitions j

in place

Planning and coordination of
discharge with community
agencies to ensure supports are

Discharge
support outreach
worker

Assess home before ]

 [ discharge

alone

Trained volunteers to
support clients who live

Increase awareness of
HealthLink 811. Provide
education on how to use
this service

Community based

resources e.g equipment,
rehab available 7 days a

week
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~

Seniors are registered for a
service to be called and
checked in on to ensure they
are safe and receiving the
care and service they need

- J
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3. A New Approach to After Hours Care

Expanded role for

-

Client attached to a primary paramedics to provide
care team with proactive response, care and
assessment management. education in the home

Care provided in the home

Connection with case manager to
be able to access home care and
home support when needed
even if that is 8 pm

with on call services

Create a resource package
automatically handed out by
GP and community health J

A number to call; someone

to talk to when in need and
not sure what do

Flexibility to access your

Look at best practice from own GP the same day.

models in other parts of Need daytime as well as : :
o el GP working closely with care

after hours team after comprehensive )

Increase awareness of
HealthLink 811. Provide
education on how to use

assessment could reduce
need for urgent care

Built-in funding for a round this service

the clock i h Lif
€ clock service such as Ltite Adapt the Palliative care - J

approach and establish

Line with expanded capacity
to support after hours care

- J
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goals of care to guide

medical care
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4. A New Approach to Family Doctors

-

Client attached to a primary
care team with proactive
assessment management.
Care provided in the home
with on call services

Expand office hours of family
doctors

Patients able to discuss
multiple concerns with

Stronger links and

coordination between VCH

clinical staff and family
doctors

/

doctor at one visit

Primary care clinics located

in different city hubs in
locations near seniors

Nurse Practitioners to
support family doctor
to increase capacity
to see patients
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\_

Family doctors and community
services agencies work together to
ensure seniors are aware of and can
access community based resources

when patients are in the

hospital or transition to a
different level of care GPs

Notifications to family doctors

Community health nurses
to work collaboratively

with family doctors

diagnostics

GP’s offices located in
the same building with
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5. A New Approach to Home Support

~

Better communication with
home support workers and
that interactions be pleasant
and centred on clients needs

Team based approach to
care with care worker

attached to GP

Communicate to client what
home support will be
provided upon discharge

\_

[Same care worker with fixed \
days/time, be flexible to provide
for clients need, client oriented,
1:1 personalized care, client

directed, delivered with

consistency and constancy

J

~N

Establish a lead
coordinator of care and
support that follows
clients through various

levels of care
\ J
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~

to instill a client centred approach to
service and understanding of when
to alert other health care staff when

(Training for home support workers

needs of clients change

- J

Training related to
client mental health
and addictions

Housekeeping services

such as cleaning and

~

seniors who are living alone

. Provide an advocate for
laundry reinstated

with no family who can liaise
with home support and case

Increased partnership with
non-profits to provide a \ /

manager

range of care and service to

seniors
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6. A New Approach to Housing

situation

\_

Developments that offer aging
in place options with Assisted
or intermediate care that can
deal with a short term (acute)

Integrate student housing Co-housing
and seniors subsidized models
housing with mutual

support services

Collaboration approach to seniors

Establish a National housing
strategy in collaboration with
different levels of government
and housing experts that

housing bringing BC Housing, health

authorities, municipalities/cities and
universities to plan together

( Create safe housing for seniors
through integration with broad

provides options for housing

\_ /
/Group housing and health \

services together near where

people are living. Existing and
new buildings to have different
levels of care (including MH
housing) + have co-located
services in partnership with

range of populations; don't
separate seniors

Village for people with
dementia (seniors) with a mix

of housing structures and

Housing where families
can stay together and can
accommodate changing
needs (transitions of life)

different levels of services

4 )

Qniversities, faith communitiesj
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More seniors mental

(Housing N N\ health housing that offers

ordinator that offers e SO G ST oelaEets

L and group home models
subsidized meals, personal \_ )

care services, public health
care practitioners and are

low barrier
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7. A New Approach to Palliative Care

Promote advance care
planning to avoid crisis and
ensure a person’s wishes

are carried out

-

Education sessions with
opportunities to have
conversations in the
community about death

\and dying

J

(Equitable access to Patient )
centred, quality care with
emotional support for
patients and families

J

More beds
available or
expanded services
to home
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(Symptom management in \

community with ability to
manage end of life stage in
home for whatever

timeframe is needed

[Education for
residential care staff
related to palliative
stage of care and goals
of care

~

[ Frequent education in the
system with time booked with
GP to talk about palliative care
Normalize through education
and information

and demystify “palliative care”.

~

J

Goals of care planning early to allow
more time to navigate and establish
a point of contact to help with
navigation of the system

-

J

~

After-hours access to
supports when senior
regarded as palliative. Ensure

(Education for \

emergency department
staff related to

consistent treatment
throughout with shared

palliative stage of care

knowledge of goals of care

J

and goals of care
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8. A New Approach to Promoting Wellness

Long term funding for
community programs with
3-5 year funding vs 1 year

Communication and

authorities

collaboration between
non-profits and health

Shift to funding non-profit
organizations to deliver services
with non-profits at table to
support planning and decisions

-

\prevention

Fund community programs that are
already working. Funds to
community to deliver quality
programs that focus on wellness and

~

J

(Communicate with
building managers to
identify isolated
seniors to promote

programs to
\§

~

J

[At 70 each senior is provide}
an assessment and free
physical to determine
baseline health and goals of

preventative care

[

J

Peer navigators to connect

seniors to wellness programs
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Meaningful reporting requirements

of non-profits to measure outcomes

of wellness initiatives

Nurse MOA to provide list
of activities available
(seniors directory) as
recommended by doctor

Training for home support )
workers to promote
wellness programs in
community

\_ J

(

\_

Give discharged patients
information for wellness
programs in community

~
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A central directory/database
that identifies who, where and
what is available. A visible hub
or kiosk in a location that

9. A New Approach to Resources and Information

Pro active marketing of resources
to seniors targeted to get the

right info to the right person at
the right time.

seniors go to

\§ J

ﬂ/enues for resource hubs: \
e Community centres

e Senior centres

e Hospital

e Doctor’s office

e Libraries
\_ J

Health Authorities to
partner formally with
community resources

\_

Information delivered to seniors
before times of crisis. Utilize care
card database for mass mail out
of pro-active preventative
information

Develop mechanism to
measure level of awareness
of resources

~

Use existing technology and
resources but expand to outreach
to seniors and generate messaging
that is customized and appropriate

Use messaging that is
senior friendly and font
sizes that seniors can read

J
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Make funding and subsidizing
information available to support
chronic disease management and
other health care related cost e.g.
hearing aids, equipment for
home use

. J
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10. A New Approach to Transportation

Provide information in advance of

when a senior can't drive to get

Provide hospital transport at a them ready and aware of programs

flat rate and engage more and transportation alternatives to
private companies to provide \driving )
options

/Mandate HandyDART drivers to provide \

assistance. Have regularly scheduled transport
to health care services with an established

route. Encourage seniors to use HandyDART

) monthly passes. Improve scheduling to create

Outreach from community o v - . . )

) ) efficiency of service. Have resources and info
centres with services that ) i )

. on community services available on
come to seniors on a ARy
. an
scheduled basis y /
\_ J

~

Coordinate and collaborate to build on f ) )
. . Support for volunteer drivers with
broader transportation services to meet S
- . lowered cost of liability insurance.
needs. Utilize volunteers to expand capacity ] )
Create incentive for volunteer

of system e.g. navigators on transit system

Expand options so doctor’s

drivers not barriers. Negotiate a
deal with ICBC for reduced costs

- J

Hospital parking needs to be adjusted to

appointments and health related .,
meet patient’s needs. Too many RCMP spots

trips are not only trips taken. i
P yirip remain empty. Increase knowledge of

Socialization is just as important
: = parking stamp for patient parking. Change to

pay as you leave so you pay for what you use
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