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Purpose: The overall purpose of this continuum is to support the development of a system of health and long-term care services for seniors with mental health needs that is responsive, accessible, coordinated and integrated to help
ensure the right services are available for the senior and their carers/caregivers at the right time, the right place, and for the right person.

Objectives: The Continuum recognizes the complex interdependent needs of seniors and that those needs require a continuum of services across levels and across sectors, including among others the mental health service system. The
continuum services can be used as a road map to:

• harmonize different initiatives and policies relevant to seniors with mental health needs and their carers/caregivers;

• provide support to the carers/caregivers;

• encourage equity in access;

• identify opportunities for coordination of existing services and identify gaps in care;

• be considered as a foundation for examining other seniors populations;

• establish the validity, utility and specificity of this continuum by applying this tool to various senior groups so that its usefulness for specific populations can be identified;

• as a tool for regional offices, mental health implementation task forces and local communities, as a review of services available to seniors; and

• as a model based on best practices, which communities can use to develop pilot projects for seniors.

Progress and Next Steps

The next steps to be undertaken will be to examine the utility and validity of the continuum applied to various unique populations that have mental health needs.  These will include among others:

• seniors with physical medical problems with associated mental health needs;

• seniors with long-standing mental health problems;

• seniors with late onset mental health problems;

• seniors with dementia with mental health problems;

• seniors with primary mental health needs such as depression;

• seniors with substance misuse and concurrent disorders; and

• carers/caregivers that support seniors’ with mental health needs.

Definitions

“caregiver” means a family member, friend or other person who: has primary responsibility for the care of an applicant for homemaking or personal support services or of a person who receives such services; and provides that care
without numeration.  O Reg. 386/99, s.2 (3)

“carer” means a family member, friend, or other person whom provide care by virtue of their relation to the senior, carers are not generally paid for the care that they provide.
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•To support individual and
system capacity for the health
and well being of seniors

•To inform seniors/caregivers/
families of the health and long-
term care services available to
them

•To support research initiatives
on health and long-term
services for seniors

Health Promotion,
Education & Research

Housing Consumer Initiatives Family & Caregiver
Initiatives

Community Supports Transportation Streamlined Access

•To improve the quality of life for seniors
•To improve the accessibility, interventions and system effectiveness by providing a continuum of high quality and senior centered care
•To improve the capacity to respond to the needs of seniors
•To improve the quality of life for seniors at the end of life
•To improve the system’s ability and capacity to support the needs of families and other caregivers who are senior or helping seniors who required services and/or supports
•To improve communication and coordination among service providers across the continuum.
•To support seniors’ independence and contributions to society
•To improve improve the efficiency and effectiveness of the continuum by providing the right service and/or support at the right time, the right place and for the right person.
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• To provide seniors with
adequate, affordable, accessible,
safe, and secure housing which
is based on consumer choice
and maximizes independence

•  To provide seniors with
housing-specific information and
support

• To support a range of
consumer directed and
consumer driven initiatives that
address the health and well-
being of seniors

•  To promote the
understanding and abilities of
families and caregivers whose
lives include the realities and
myths of the aging process

•  To support caregivers in
their care-giving roles

•  To provide access to a
comprehensive range of
community support services for
seniors (e.g., social recreation,
visitation services, meal
services, community health
centres, etc…)

•  To facilitate a safe,
affordable, accessible, and
timely transportation service

•  To provide education and
training on the capacity to
drive safely for those at risk

•  To provide necessary
assistance, including escort,
where and when needed

• To provide a coordinated and
integrated service response to
consumer inquiries

•  To improve individual and
communal opportunities for
healthy lifestyle choices for
seniors in relation to the
determinants of health

•  To increase both the public’s
and policy makers’ awareness of
the impact and contributions of
an aging population on society

•To improve the knowledge of
individuals to improve and assist
in primary, secondary and
tertiary prevention

•To provide individuals with
knowledge so that they can
take responsibility for their
health and make informed
health choices

•  To increase the likelihood of
seniors acquiring suitable
accommodations

•  To improve seniors’ ability to
make and engage in positive
lifestyle choices

•  To increase consumers’ self-
determination and independence

•To increase responsiveness and
meaningful input of consumers
in the implementation and
development of the service
system at three major levels:

i)  at the individual level;

ii)  at the program level; and

iii) at the systems level

•To increase advance care
planning for seniors

•  To enhance recognition of
the realities and myths of the
aging process

•  To strengthen the quality of
life between family members,
caregivers, and seniors

•  To strengthen the support
systems for families and
caregivers

•  To increase seniors’ capacity
to remain in the living
environment of their choice

• To support and assist seniors
that wish to contribute to
society

•  To increase the safety of
seniors’ travel

•  To increase seniors’ abilities
to get where they want to go

•  To increase seniors’
knowledge of transportation
options

•To increase provider
knowledge about the continuum
of services for seniors

•  To improve seniors’/
caregivers’/ family access to
information about the full range
of community resources

First Line Services First Line Services
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Inreach and Outreach

•To provide support and
accessible services in an
environment based on the need
of the senior and caregiver

•To provide links to assessment
and services

•To provide service coordination

Assessment and
Treatment Planning

Case Management/ Service
Facilitation

Crisis Services Residential Support (Supportive
Housing & LTC Facilities

Intensive Community
Treatment and Support

•To increase the quality and
appropriateness of information
on an assessment basis

•To have available care/service/
plan that incorporates the
assessments that are developed
in partnership with the senior
and care provider

•To increase the integration and
use of the senior’s assessment
in care and service planning

•To develop a common
language and a common
approach based on a common
set of values

•To reduce emotional, social,
geographic, economic, and
cultural barriers to access

•To identify and reach out to
seniors including those that are
homeless

•To maximize the quality of life
and support of the senior
through change

•To optimize the seniors’ links to
assessment, service agencies
and supports as needed

•To improve access to
coordinated 24-hour/7 day a
week crisis services

•To better match seniors to
appropriate and timely
services

•To maximize senior’s
independence

•To prevent the need for
institutional care

•To improve and stabilize
senior’s living environments

•To increase effective
communication and
coordination among different
residential environments

•To improve the quality of life for seniors
•To improve the accessibility, interventions and system effectiveness by providing a continuum of high quality and senior centered care
•To improve the capacity to respond to the needs of seniors
•To improve the quality of life for seniors at the end of life
•To improve the system’s ability and capacity to support the needs of families and other caregivers who are senior or helping seniors who required services and/or supports
•To improve communication and coordination among service providers across the continuum
•To support seniors’ independence and contributions to society
•To improve improve the efficiency and effectiveness of the continuum by providing the right service and/or support at the right time, the right place and for the right person
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•  To provide a comprehensive
and uniform assessment process
for seniors

•  To develop an integrated
care/service plan in partnership
with the senior/caregiver/family

•To provide accessible and
coordinated district-wide 24-
hour/7 day a week crisis
response services

•To screen consumers for their
immediate needs (including a
risk assessment)

•  To determine suitable
services, provide information
and referral for each inquiry/
contact and follow-up as
needed

•  To ensure that all service
providers are informed of the
range of crisis services
available

•  To provide 24-hour access
to support

•  To provide a stable,
supportive living environment
that maximizes the senior's
independence

•  To provide the professional
and personal supports
necessary to sustain the senior
in the environment as long as
possible (i.e., age in place)

•  To facilitate a smooth
transition to a more intensive
residential environment if
required

•  To provide a range of
treatment, support and follow-
up services to seniors and the
community

•  To provide ongoing
assessment, linking,
counselling, access to
medication, advocacy,
monitoring and service
coordination to seniors and
their caregivers/carers

•  To ensure health and long-
term care services are
coordinated

•  To maximize seniors’
independence in the community.

•To shorten, delay or prevent
the need for institutional care

•To maximize access to
coordinated health and long-
term care treatment services

•To support caregivers’ ability to
manage their caregiver role

First Line Services Intensive Services
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Acute Care -- General, Medical &
Psychiatric Hospital Services

General Rehabilitation
Services

•To reduce seniors’ level of
distress and symptoms

•To increase access to internal/
external expertise within
hospitals to effectively serve
seniors with diverse needs
(medical, surgical, psychiatric,
emergency)

•To increase seniors’ ability to
return to a non-acute care
setting as soon as it is
appropriate for the senior

At the Senior and Caregiver/Family Level:

• To reduce seniors’  level of distress,
symptoms and risk to themselves and others

•To enhance the understanding and capacity
to support the senior, and caregiver/family

•To increase the delivery of services as close
to home as possible

•  To increase the likelihood that seniors will
remain in their local community

•To reduce likelihood into inpatient service

 At the Systems Level:

•  To avoid/reduce inappropriate
hospitalization

•To increase seniors’ access to specialized
services when necessary

•  To expand the capacity of relevant services

•To develop, implement and share best
practices with all service providers

At the Senior and Caregiver/Family Levels

•To reduce senior’s level of distress,
symptoms and risk to themselves and others

•To enhance the understanding and capacity
to support the senior/caregiver/family

•To increase seniors ability to return to and
reintegrate within a community/LTC facility

•At the System’s Level

•To improve comprehensive assessment and
treatment planning

•To improve the links into a less intensive
phase of treatment and reduce likelihood of
readmission

•To develop, implement and share best
practices with all service providers

At the Senior and Caregiver/Family Levels

•To reduce senior’s level of distress,
symptoms and risk to themselves and others

•To enhance the understanding and capacity
to support the senior/caregiver/family

•To provide the necessary housing and
treatment supports for the senior

•To improve the transition to residential
support for severe and unstable seniors

At the System’s Level

•To provide specialized treatment and
rehabilitation

•To develop, implement and share best
practices with all service providers

• See previous slide.
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•  To provide seniors whose
service requirement cannot be
met by first line services, with
diagnostic and therapeutic
health care (e.g., detailed
assessment, diagnostic work-
ups, treatment and medication
management) on a short-term
basis

•  To ensure that hospitals have
internal expertise, or have
access to external expertise, to
effectively serve the seniors

•  To ensure effective discharge
plans are in place and
coordinated with the receiving
environment (e.g., home, LTC
facility, or specialized setting)

•  To provide a range of
coordinated rehabilitation
services and supports in the
home, an inpatient, or an
outpatient setting to stabilize,
maintain or regain client’s
optimal level of functioning

•  To optimize seniors’ level of
functioning regardless of setting

Specialized Ambulatory Services
(including Outreach Teams)

•  To provide clinical consultation, assessment,
treatment, planning, communication balancing
advice, support, shared care, and direct
services to all service providers

•To create knowledge and transfer to all
service providers

•  To provide advice and support to provincial
policy development, implementation,
coordination, and collaboration initiatives

•  To provide regional and/or local
coordination, collaboration, development, and
evaluation with stakeholders

•  To engage in joint development and
implementation projects with regional and or
local service providers

•  To share the responsibility to support service
providers as they deliver crisis intervention and
case management

Specialized Inpatient Services

•  To provide seniors with complex needs,
whose service requirements cannot be met
by other care providers (e.g., detailed
assessment and treatment, medical
management, behavioural approaches, and
back up to other care providers)

•To create knowledge and transfer to all
service providers

•  To provide advice and support to provincial
policy development, implementation,
coordination, and collaboration initiatives

•  To provide regional and/or local
coordination, collaboration, development, and
evaluation with stakeholders

•  To engage in joint development and
implementation projects with regional and or
local service providers

•  To share the responsibility to support
service providers as they deliver crisis
intervention and case management

Complex Continuing Care - Housing &
Treatment

•  To provide a 24-hour supportive environment,
ongoing specialized structured treatment and
rehabilitation for seniors with severe and
unstable needs

•  To create knowledge and transfer to all service
providers

•  To provide advice and support to provincial
policy development, implementation,
coordination, and collaboration initiatives

•  To provide regional and/or local coordination,
collaboration, development, and evaluation with
stakeholders

•  To engage in joint development and
implementation projects with regional and or
local service providers

•  To share the responsibility to support service
providers as they deliver crisis intervention and
case management

Geriatric Rehabilitation

•  To provide geriatric rehabilitation for
seniors who have complex rehabilitation needs

•To create knowledge and transfer to all
service providers

•  To provide advice and support to provincial
policy development, implementation,
coordination, and collaboration initiatives

•  To provide regional and/or local
coordination, collaboration, development, and
evaluation with stakeholders

•  To engage in joint development and
implementation projects with regional and or
local service providers

•  To share the responsibility to support
service providers as they deliver crisis
intervention and case management

 At the Senior and Caregiver/Family Levels

•To reduce senior’s level of distress,symptoms
and risk to themselves and others

•To enhance the understanding and capacity
to support the senior/caregiver/family

•To increase seniors’ ability to remain in an
integrated setting in the local community

•To increase seniors’ access to specialized
services where necessary

At the System’s Level

•To avoid/reduce inappropriate hospitalization

•To provide the necessary housing and
treatment support for the severe and unstable
senior

•To improve the links into a less intensive
form of treatment and reduce likelihood of
readmission

•To develop, implement and share best
practices with all service providers

Specialized ServicesIntensive Services


