
Template #1: Strengths and Challenges within the Current System in Addressing Population Needs 

PAG Name:   
At Home Program 
Outreach Specialized Geriatric Services for Frail Older Adults 

PAG Facilitator 
Dr. W. Molloy, Mary-Lou van der Horst 

Strengths and Challenges 

 

Introduction 
 

This proposal describes a LHIN wide program that will provide quicker access to Geriatricians, geriatric assessments and coordinated 
specialized geriatric services. The geriatric assessments use a risk-based management model and standardized tools and processes. 
In addition, for frail older adults who cannot attend geriatric assessments within the outpatient settings due to health and functional 
issues or who are at risk of maintaining themselves/their health will be offered geriatric assessments within their own home. 

 

Goal:  The goal is to keep these frail older adults at home and help them maintain their independence, reduce unnecessary 
admissions to acute care, and avoid premature admissions to long-term care. 

 

Innovative:  The atHOme program is distinct from and complementary to current services like FHTs and CCACs operating in the 
community. It offers timely and efficient access to complex services for complex patients. Highly skilled teams of health care 
professionals are trained to deal with complex frail older adults. It can be accessed by doctors, CCACs and other community 
agencies who have health and functional concerns about community-dwelling frail older adults.  

 

Urban and Rural Settings:  The atHOme program is designed to work in urban and rural settings. It is an excellent model for 
rural settings and small towns.  

 
Comprehensive Geriatric Assessments: Evidence-Based and Knowledge Informed 
Comprehensive Geriatric Assessments that use standardized tools and processes have been shown to reduce mortality, morbidity and 
reduce costs when used appropriately in the care of frail older adults. This program targets a specific group of older adults – those who 
are frail and vulnerable to changes in their health - which represent a substantial portion of people over the age of 85 and to a lesser 
degree those over the age of 65.   
 
At Risk Frail Older Adults 
Typically these patients will be frail, elderly, and have some of the following risk criteria: 

 Multiple admissions or ER visits (frequent users), falling, non-compliant with medications/polypharmacy, poor nutritional status 
due to not eating/food selection/lack of food, refusing help in the home, poor ambulation, confusion, incontinent of 
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bladder/bowels, and at risk of hospitalization and/or premature institutionalization (long-term care). 
 
In the Home Assessments  
The first step is a telephone screening conversation by an advanced practice nurse to determine if this person meets the criteria for an 
in-home assessment. If the person fits the criteria, the urgency is assessed next. The urgency will be ranked from low to high and a 
home assessment arranged based on this ranking.  All Home Assessments will use standardized assessment measures including 
history, medications, systems review, physical exam, psychosocial assessment, functional assessment, cognition, mood, home 
safety/environment, and risk assessments. The assessment will be client-focused and culturally sensitive. This assessment will be 
recorded electronically and will be part of a larger data base. The next step is a Case Conference with the interprofessional/ 
interorganizational team and the Geriatrician. Less complex cases may not be seen by the Geriatrician. More complex cases will be 
reviewed and a determination made if a home visits needed or if the person can be seen in the outpatient setting. 
 
The Inter-professional and Inter-organizational Team 
This inter-professional and inter-organizational team will have nurses and other health care providers such as occupational therapists 
and physical therapists. We would also include Community Care Access Centre (CCAC), Family Health Team (FHT) and Community 
Health Centre (CHC) staff on the team to facilitate interorganizational collaboration and speed up turnaround times for home supports. 
The patient, family and caregivers are an important and critical part of this team. We also will consult with speech language pathology, 
dietitians, pharmacists and other health care providers based on the care needs. Technology will be used to promote interorganizationl 
collaborative care. For example, if there are geographical barriers, primary care providers will be invited to attend care conferencences 
via videoconference. 
 
Network of Geriatric Services 
The atHome Program will be part of the Regional Geriatric Program-Central which encompasses a wide range of geriatric services 
including Geriatric Assessment Units, Geriatric Rehabilitation, consultation services, outreach teams, outpatient clinics, and day 
hospital programs. This program will interface with existing programs such as Adult Day Programs, Community Support Services, 
various community associations and governmental associations such as Veterans Affairs, Hospices, Palliative Care, and cultural 
groups. 
 
 
Education 
This program offers excellent opportunities for all health care providers to learn from each other and gain continued learning through 
the Regional Geriatric Program – Central‟s linkages with McMaster University. 
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Follow Up 
Follow up will be done by CCAC and primary health teams. The atHome Team will remain available for consultation and follow-up 
support. 
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Template #2: Factors Most Likely to Increase or Decrease the Future Demand for Health Care: 

At Home Geriatric Outreach Program  
 

 
As of 2006, the HNHB LHIN was home to over 200,000 seniors aged 65 years and older; the largest number of seniors of all 
LHINs. In 2006, seniors 65 years of age and older represented 15.8% of the total HNHB LHIN population, compared to 13.6% for 
all of Ontario. 
 

 Twenty-nine percent (29%) of seniors aged 65+ live alone in HNHB communities, higher than the provincial average of 
27%. Within HNHB the highest proportions of seniors living alone are found in St. Catharines (33%) and Brantford (33%) 
and the lowest proportion in Wainfleet (19%).  
 

 Seniors living alone may be at greater risk of social isolation. The lack of social support among the elderly contributes to 
poor health status and the need for formal and institutional care.  

 
Approximately 27.7% of seniors in the HNHB LHIN live alone (See Table 2).  Seniors living alone may be at greater risk of social 
isolation.  The lack of social support among the elderly contributes to poor health status and the need for formal and institutional 
care. i A recent Statistics Canada studyii demonstrated that the vast majority of seniors remain in the community as their health 
care needs increase.  Between 1981-2001 the proportion of Canadians aged 65+ living in health care institutions remained at 
about 7%; in 2001, approximately one-third of Canadians age 85+ lived in an institutional care setting.  Among seniors living in the 
broader community, the Ministry of Health and Long-Term Care estimates that relatives, friends and volunteers provide about 80% 
of support to seniors with needs. 
 
 
The majority of seniors that live in the HNHB LHIN live within Hamilton and Niagara (See Figure 1). In terms of absolute numbers, 
Hamilton and Niagara are each home to over 74,000 seniors 65 years of age and older, and together represent 72% of the total 
HNHB LHIN population over 65 years of age. 
 
Population aging presents significant challenges to the health care system in Ontario. Not the least of these is the fact that 82% of 
seniors have one or more chronic health condition and 43% have three or more chronic conditions. This latter group is at risk of 
becoming frail. Frailty, characterized by complex bio-psycho-social and functional problems, is associated with increased health 
system usage and puts seniors at risk of loss of the capacity for independent living and lowered quality of life (Wolff et al, 2002). 
Within the aging demographic, frailty may be the fastest growing issue across the province and particularly in northern regions and 
outside high-density urban areas (Manuel & Schultz, 2001). 
 

Significant 
impact on future 
demand for 
health care 
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At Home Geriatric Outreach Program  
 

 
 
The ageing of the Baby Boomers will be the main driver of the increased number of people who are 65 years and over.  These 
numbers will increase by 50% over the next 10-15 years.  Improved life expectancy will also see the numbers of people aged 80 
years and over double during the next two decades.  As we live longer we are likely to see an increasing proportion of people with 
age related medical disorders such as neurodegenerative disorders, depression and mental health problems (Hopkins & Hopkins, 
2005).  
 
A key contributor to the increase in severe disability experienced by those over 80 is growth of neurological conditions, which 
result in disorders of memory, cognition, behaviour, motor and sensory functioning, mobility and balance.  These 
neurodegenerative diseases are often slowly progressive and they have not, so far, been amenable to prevention or delayed 
onset, as have other disorders such as heart attacks and stroke.  While there is no strong evidence that the incidence of these 
diseases is changing, their prevalence is rising rapidly as more people are living longer.  We can expect the systemic disorders to 
be overtaken by neurodegenerative diseases as the major cause of death in older people during the coming decades and also the 
major cause of severe disability. 
 
People will come out of hospital with the capacity to get better and it will be important that the health system has a strong focus on 
restorative and preventative measures.  The demand for rehabilitation and other services following these acute events will 
certainly increase.  In response to these trends we may benefit from a hospital sector that plays a greater role in preventing acute 
admissions to hospitals and delivers more services in the community. 
 
The Dementia Epidemic:   
 
In Ontario, dementia is the leading cause of disability for those over 60 years of age causing more years lived with disability than 
stroke, cardiovascular disease and all forms of cancer (Alzheimer Society of Ontario, 2007). It is expected that by 2010, 175,000 
Ontarians will be living with dementia; this will increase by almost 127% by 2020 (Hopkins & Hopkins, 2005). Table 1 presents the 
estimated incidence of dementia in the HNHB LHIN for 2006. 
 
Ageing demographics will have a significant impact on human resource planning and development in all professions working in 
many health care contexts across the circle of care (McKnight et al. 2003). Providing care to this expanding population of frail 
seniors requires both an increase in the numbers of care providers, capacity building across various health care sectors, and 
restructuring of how and where we deliver care. Our skill sets require expertise in three broad competencies - geriatrics, inter-
professional practice and inter-organizational collaboration. 
 

Significant 
impact on future 
demand for 
health care 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Significant 
impact on future 
demand for 
health care 
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At Home Geriatric Outreach Program  
 

 
Table 1: Estimated Incidence of Dementia in the HNHB LHIN, by County and Age Group, 2006. 
 

 
 

Geography 

Age Group 

60-64 65-69 70-74 75-79 80-84 85+ 
Total 
(60+) 

Brant 31 50 93 173 291 533 1,171 

Burlington 45 73 134 238 391 667 1,548 

Haldimand-Norfolk  31 48 86 148 242 438 994 

Hamilton 125 207 386 742 1,242 1,968 4,670 

Niagara 121 204 378 704 1,201 1,997 4,605 

HNHB LHIN 353 583 1,077 2,005 3,367 5,603 12,988 

Ontario  2,984 4,872 8,578 15,146 24,486 42,003 98,069 

Source: Statistics Canada, 2006 Census; Dementia Age Relative risk: 60 1%; 65 2%; 70 4%; 75 8%; 80 16%; 85+ 32%.  Source:  
 

 
Competence in geriatrics is required because the clinical presentations of frail seniors are unique and include the „geriatric giants‟ 
of dementia, delirium, falls, continence and poly-pharmacy.  These often co-exist in complex ways.  Competence in inter-
professional practice is required because the complexities of these clinical presentations are such that optimal care requires an 
interdisciplinary team. Inter-professional teamwork, as outlined in the recently published Health Force Ontario, Inter-professional 
Care: Blueprint for Action (Oandasan & Closson, 2007), is the care delivery method of choice in caring for frail seniors (Geriatrics 
Interdisciplinary Advisory Group, 2006).  Finally, competence in inter-organizational collaboration is required because the 
management of frail seniors requires the sharing of care across many organizational boundaries from primary and community 
based care to emergency and hospital-based services. 
 

Significant 
impact on future 
demand for 
health care 

Advancement in technology and how we communicate with each other 
 
Based on this aging population and HR challenges we need to develop e – health strategies such as video conferencing, 
maximize electronic record sharing such as clinical connect, standardize all documentation processes to facilitate data collection, 
evaluation and reduce redundant assessment practices that are a further burden on staff and patients and families.  Common 
forms and tools will create more effective practice and help different teams start communicating AS ONE.  Common 
documentation will facilitate rapid and improved transfer of information.  Capacity building will be much easier and bench marking 
will be attainable. 
 

Significant 
impact on future 
demand for 
health care 
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At Home Geriatric Outreach Program  
 

 
Patients/clients need to assume more responsibility for their care.  Work has been done using patient passports and best practice 
needs to be implemented using principles from the chronic disease model, e.g., flag prevention measures, telephone follow up to 
reinforce messages etc. 
 
Video conferencing is now being tested by geriatricians and office space has been secured.  Geriatricians will be among a very 
small group in the province of Ontario to actually use video conferencing for clinical purposes.  We are just beginning to 
understand the full ramifications of this technology.   
 
 
How services are offered 

 
As frail seniors decondition rapidly in hospitals e.g., loosing muscle mass, delirium, infections etc., it is imperative that services are 
designed that prevent admission and re-admission and help people live longer in their homes with a good quality of life.  The 
specialty of geriatrics can not tackle this problem single handedly.  Using a collaborative model, we propose developing a shared 
care model with family health teams and community health centres.  Building expertise in geriatrics across the continuum with 
targeted specialist support will help multi-disciplinary groups identify seniors at risk.  We need to equip primary care settings to be 
responsive to seniors at risk so they can provide time sensitive support to hospital discharges or seniors presenting in emergency 
who can return home with expedited clinical support.  Having a flexible team that can provide outpatient and at home outreach 
services is critical.  Many seniors in our LHIN live in isolated situations and are at risk.  
 
Best practice 
 
We know that targeted care to frail seniors makes a difference in health outcomes. Evidence indicates that interdisciplinary teams 
on an inpatient and outpatient basis is important.  Comprehensive Geriatric Assessment targeted at frail seniors responds to 
immediate issues and prevents other medical conditions from worsening.  Home visits will improve overall functioning and help 
seniors live more independently.  Teaching seniors more about their health and how to manage their care more proactively is a 
integral part of the care process.  Already, we have positive results in the Transitional Care program through Dr. G. Heckman that 
shows teaching frail seniors is effective and helps them stay out of hospital.  Using communication strategies like providing 
patients a copy of their treatment plan, having them bring their patient passport to all health care appointments is an important 
health information tool. This will introduce evidence based practice for meeting the needs of aging population  

 
 
 

 
 
 
Significant 
impact on future 
demand for 
health care 
 
 
 

 
Significant 
impact on future 
demand for 
health care 
 
 
 
 
 
 
 
 
Significant 
impact on future 
demand for 
health care 
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At Home Geriatric Outreach Program  
 

What factors are expected to influence the demand for health care beyond 2013? 
 
Practice of geriatric care is clustered in urban centres, primarily Hamilton 

 
Rapidly growing older adult population with shortage of geriatric specialty trained health care professionals across all sectors of health care 
including primary care and community. 
 
Movement of older adults to retirement communities, often smaller towns with poorly established geriatric health services and limited family and 
transportation 
 
Finite number of Long Term Care beds 
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Template #3: Components of an Ideal Service Delivery Model 
 
PAG Name 

Geriatric Outreach Service: At Home - Home First. 
Geriatric outreach team for Frail Elders 

PAG Facilitator 
Dr. W. Molloy, Mary-Lou van der Horst 
 

Component of service 
delivery model 

Services associated with this component of 
the  model 

Clinical and non-clinical 
interdependencies (e.g., DI, lab, other 
programs/services, other PAGs) 

Linkages to community 
services 

 
 
 
 
Health Promotion/Disease 
Prevention 
 
 
 
 

The referral is triaged immediately and risk of 
not managing at home is assessed.  For an at 
home visit, the assessment is comprehensive 
covering physical, emotional, social, 
psychological and functional aspects. Assess- 
ment in the home setting provides unique 
information of the person‟s current health and 
functional status and risk.  Interorganizational 
collaboration is important to helping maintain 
the older adults staying in their home Health 
issues that may become problematic in the 
future are addressed.  At the same time this 
program promotes family education. If a person 
cannot or will not come to an out patient clinic, 
they will qualify for an outreach visit.  

Direct link to: 
- CCAC including Placement Coordination 

Services, Home Care services, Adult Day 
care , community association such as 
Alzheimer Society, Diabetes Association; 
FHTs/CHCs and family doctors, Labs; 
Outpatient clinics, other services   

The assessment will provide a blue print for 
action.  Working within an interprofessional 
interorganizational network, decisions will be 
made about which services are most 
appropriate so services are offered in a more 
timely and more efficient way. As much as 
possible, promote one stop shopping for the 
patient and family. 

The assessment is 
comprehensive and provides a 
portal to appropriate services. 
The atHome Program will 
function much like a “traffic 
controller” so the patient can 
get the right care in the right 
place at the right time and 
ideally in the home…This is 
client-centered and needs 
based…The care plan will be 
comprehensive and recom-
mends where the person can 
get needed services e.g. FHT, 
Cardiology, Day Care…We 
maximize links to all community 
services;  
Community Support agencies : 
- MS, CNIB,  Meals on Wheels, 
Life line, Catholic Family 
Services, Parkinson‟s Society, 
faith-based organizations, etc 

Primary Care/prehospital 
care 

This program responds to primary care and 
keeps the focus at the primary care level and 
out of hospital. It aims to keep people in the 
community and use community based services. 
If the person does not have a family doctor, 
they can be referred from a walk in clinic. It 
links directly with CCAC and can take referrals 
from CCAC case managers directly. In fact, the 

The people in the home (caregiver network – 
patient and family) now become involved 
directly in the care planning process.     
This program provides assessment in an 
outpatient clinic for those who can access 
them or in the home for those who can‟t go to 
an outpatient clinic. It promotes the interface 
of community programs.  It fosters inter-

In this program, the locus of 
care is patient and family the 
home . For patients receiving 
geriatric assessments in their 
home, they will have a chart in 
their home listing the different 
care programs and contact 
people in the care team. If 
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PAG Name 

Geriatric Outreach Service: At Home - Home First. 
Geriatric outreach team for Frail Elders 

PAG Facilitator 
Dr. W. Molloy, Mary-Lou van der Horst 
 

Component of service 
delivery model 

Services associated with this component of 
the  model 

Clinical and non-clinical 
interdependencies (e.g., DI, lab, other 
programs/services, other PAGs) 

Linkages to community 
services 

intent is to take referrals from a variety of access 
points to maximize accessibility such as family 
doctors, other programs, community agencies, 
self-referral for those who don‟t have family 
doctor, etc. Using a common triage and screen 
-ing process and assessment tools, patients 
can be referred from different programs – all 
using the same documents and processes of 
care. Patients have access to interdisciplinary 
teams (OT, PT, SLP,) through family health 
teams and Community Health Centers. Referrals 
will be accepted for those who don‟t have 
family doctor‟s. The people in the home (care-
giver network) now become involved directly in 
the care planning process.This program is 
linked to academics in research and education. 
Should an admission occur to hospital this info-
rmation is available in the hospital data base.  

organizational collaboration with different 
associations (Mental Heath, Veterans Affairs, 
cultural organizations, Parkinson‟s Society, 
diabetes) so an integrated care plan can be 
developed in the “home”. E Health transmits 
and exchanges information with the different 
programs and agencies.  Each person in the 
circle of care has access to this information.   

patients are receiving home 
care and have a current chart in 
the home, the atHome Program 
will collaborate to ensure they 
their information is part of the 
cart.  See non-acute section for 
further information. 
This type of communication 
hub creates home based 
linkage to community 
services 

Hospital Care  
– Acute and non-acute 

All of the information gained in the atHome 
geriatric assessment and follow up in the 
community will be available to the hospital.  
The patient chart from the home will help 
facilitate improved understanding of the 
assessment, medications and overall 
community care plan. If the patient needed 
elective surgery then a comprehensive 
assessment would already be done and it 
would be shared with the hospital staff. The 
chart in the home would have the assessment 
data in the chart and they can bring this with 
them to the hospital if they are going for any 
assessment e.g. Cardiology outpatients, ER 
visit. If the patient arrives in the ER and has 
never been reviewed by the outreach team, the 

The key is to have information to hospital 
staff available so they are aware of all the 
assessment data and the care plan. 
“Share rather than duplicate” 
 
Hospital staff: 
 

The hospital staff can access a wealth of 
clinical information so they will be aware of 
what was happening in the community before 
the person came to hospital. The broad 
network of information is richer and more 
comprehensive then the information that the 
CCAC alone can currently provide. The 
atHome outreach team will provide richer 
medical and health information from 

The atHome Outreach Team is 
available to the hospital staff to 
provide support and information 
about various geriatric and 
community support services. 
Because the CCAC and FHTs 
are part of the atHome Team, 
they can expedite such linkages 
and work to assist the hospital 
to plan for earlier return home. 
The atHome Team is part of the 
larger RGPc network of 
specialized geriatric and related 
community services. 
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PAG Name 

Geriatric Outreach Service: At Home - Home First. 
Geriatric outreach team for Frail Elders 

PAG Facilitator 
Dr. W. Molloy, Mary-Lou van der Horst 
 

Component of service 
delivery model 

Services associated with this component of 
the  model 

Clinical and non-clinical 
interdependencies (e.g., DI, lab, other 
programs/services, other PAGs) 

Linkages to community 
services 

ER doctors can connect with the atHome team 
to get an urgent assessment to allow for 
discharge thereby preventing admission to ER. 
The atHome team will have the capacity to do 
different levels of responses e.g. the ER staff 
can do a trigger/urgent referral to allow the 
atHome staff to organize an urgent referral next 
day and prevent admission. If the person has 
been seen, the ER team will contact the 
atHOme team and arrange for immediate 
follow up. There will be an urgent response in 
the home to prevent hospital admission.   

dedicated specialist teams directly to hospital 
staff. The hospital staff will know what 
careproviders are involved in this person‟s 
care in the community. This will increase 
linkages between the hospital team, 
transitional care program and the community 
services.  
 
The atHome outreach team 
 

The atHome outreach team is the portal to 
community services and a quick and easy 
access point for patients to understand the 
geriatric and community services.  Linkage to 
CCAC for ongoing care in the home is 
facilitated by the outreach team.  The team 
collaborates with the CCAC and in hospital 
staff to provide the appropriate home care 
services to facilitate discharge.  Upon 
discharge from the acute care setting the 
team immediately follows up in the home to 
provide for seamless transfer by enriching 
and broadening the interface between the 
hospital and community services. This will 
minimize the risk of readmission to hospital 
and ER through guidance on appropriate 
care approaches to frail older adults and their 
geriatric syndrome and chronic disease 
issues.  
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PAG Name 

Geriatric Outreach Service: At Home - Home First. 
Geriatric outreach team for Frail Elders 

PAG Facilitator 
Dr. W. Molloy, Mary-Lou van der Horst 
 

Component of service 
delivery model 

Services associated with this component of 
the  model 

Clinical and non-clinical 
interdependencies (e.g., DI, lab, other 
programs/services, other PAGs) 

Linkages to community 
services 

Non-acute Hospital Care 

The team will link with in patient rehabilitation, 
slow paced rehabilitation, complex continuing 
care, palliative care, convalescent care, day 
hospital programs when appropriate. Non 
acute services available can also be accessed 
as appropriate. People who have gone through 
these programs will all be referred to this 
outreach team on discharge to follow up in the 
community  

The atHome Outreach Team is available to 
the hospital staff to provide support and 
information about various geriatric and 
community support services that the patient 
has accessed and/or currently using. Any 
Geriatric Assessment, laboratory, test or 
services information that the atHOme team 
has can be quickly accessed and shared. 
 
 

In this program the locus of 
care is in the home so each 
person will have a chart in their 
home listing the different care 
programs and contact people in 
the care team. Teams members 
will use lap tops in the home to 
fill out the standardized 
assessment process using 
reliable and validated 
instruments. A copy of the 
assessment and care plan is 
left in the home to be accessed 
by family and caregivers in the 
home. In this way the 
information is directly 
communicated. 

Post-Hospital Care 

 If a person is discharged, then this team will 
have access to hospital records to review the 
investigations treatments etc. Nurses and 
physicians on the teams will be able to 
determine what happened during the hospital 
stay. A referral to the Transitional Care 
program may be made. 

 If the older adult was a patient of the atHome 
Program prior to admission and 
communication is maintained during 
hospitalization/transition care, care back to 
the community will be seamless and simple. 
If the older is newly referred to the atHome 
Program, the Outreach Team will assist with 
return home. 

The atHome Outreach Team is 
available to the hospital staff to 
provide support and information 
about various geriatric and 
community support services. 
Because the CCAC and FHTs 
are part of the atHome Team, 
they can expedite such linkages 
and work to assist the hospital 
to plan for the return home. The 
atHome Team is part of the 
larger RGPc network of 
specialized geriatric and related 
community services. The 
interorganizational component 
of the team allows for 
coordinated return home care 
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PAG Name 

Geriatric Outreach Service: At Home - Home First. 
Geriatric outreach team for Frail Elders 

PAG Facilitator 
Dr. W. Molloy, Mary-Lou van der Horst 
 

Component of service 
delivery model 

Services associated with this component of 
the  model 

Clinical and non-clinical 
interdependencies (e.g., DI, lab, other 
programs/services, other PAGs) 

Linkages to community 
services 

and services. 

Community-based Acute 
Care 

This team will triage assessments first over the 
phone when the referral is made. The second 
step is when the assessment is made in the 
home, the team will determine if there is 
significant issues that can be managed in the 
home with appropriate assessment and 
treatment e.g. pneumonia, congestive heart 
failure. cellulitis, to prevent hospital admission. 
If necessary the person would facilitate hospital 
admission to bypass emergency, e.g., directly 
to the Geriatric Assessment unit or palliative 
care or CCC. The team will determine the level 
of urgency and develop an appropriate care 
plan.   For example, consider a person with 
pneumonia.  The physicians diagnoses, treats 
and the person is followed by a nurse daily and 
may be managed in the community. This 
program could easily be integrated with the 
transitional care program or assume 
responsibility for those patients who finish with 
the transitional care program.  

This service will link to community services as 
appropriate and facilitate referrals to specialty 
clinics. Ultimately we will determine which 
patients can come to outpatients and which 
ones will need in home assessment. This 
program interfaces with all the other specialty 
Geriatric services. This includes dementia 
clinics, falls clinics, referrals to Osteo clinics 
etc 

The atHome Outreach Team is 
available to community 
agencies/services to provide 
support and information about 
various geriatric and community 
support services. Because the 
CCAC and FHTs are part of the 
atHome Team, they can also 
assist with community linkages. 
The atHome Team is part of the 
larger RGPc network of 
specialized geriatric and related 
community services and 
knowledge about these 
agencies. 
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PAG Name 

Geriatric Outreach Service: At Home - Home First. 
Geriatric outreach team for Frail Elders 

PAG Facilitator 
Dr. W. Molloy, Mary-Lou van der Horst 
 

Component of service 
delivery model 

Services associated with this component of 
the  model 

Clinical and non-clinical 
interdependencies (e.g., DI, lab, other 
programs/services, other PAGs) 

Linkages to community 
services 

Community-based Non-
Acute Care 

 
Please refer to information contained within the 
following boxes above: 

- Health promotion/disease prevention 
- Primary Care/prehospital care 

 
Please refer to information contained within 
the following boxes above: 

- Health promotion/disease prevention 
- Primary Care/prehospital care 

Please refer to information 
contained within the following 
boxes above: 

- Health promotion/ 
disease prevention 

- Primary Care/ 
prehospital care 

 



HNHB LHIN Clinical Services Planning Project, Planning Advisory Group Meeting Guide 

FINAL: At Home Geriatric Outreach     15 of 22 

Diagram of Ideal Service Delivery Model: 
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Template #4.  Assess and Describe the PAG service delivery model using the HNHB LHIN Criteria 

PAG Name:  Geriatric Outreach Service: At Home Geriatric Outreach Team for Frail Elders 
 

Domain Criteria Assessment Description 

Strategic Fit Alignment with LHIN 
priorities for health 
improvement 

- Promotes Aging in Place 
- Promotes better health management of complex health issues (chronic diseases) of frail older 

adults who are the largest proportion of health care system users 
- Decreases unnecessary visits to ERs 
- Decreases unnecessary admissions to hospitals 
- Expedites discharges from transitional care 
- Averts premature admission to long-term care homes 
 

 Alignment with trends in 
health care needs and 
system transformation 

- Addresses the increasing usage demands being placed on the health care system by older adult 
consumers (increased life expectancy and diseases associated diseases of longevity) 

- Provides greater access by more older adults to finite and often geographically distant geriatric 
expertise (geriatrician) and related specialty services 

- Promotes more efficient use of finite geriatrics services 
- Promotes a standardized approach to geriatric assessment of frail older adults across the LHIN 
- Promotes use of evidence-based best practices in geriatric care 
- Provides access to a network of established geriatric and related services 

 

Population Health Health status (clinical 
outcomes & QOL) 

 
- Improved management of frail older adults chronic diseases and their related functional and 

cognitive consequences 
- Promoting “at home” geriatric services and “remaining at home” care, life enhancing strategies 

becomes the focus of care, ensures it is client-centred, and deals with health issues that ensure 
the older adult‟s quality of life is recognized and maintained 

 

Prevalence - Targeting frail older adults (25% of those older adults over 80) – largest consumers of health care 
- Burdened with diseases of longevity (chronic diseases and their debilating effects) 

 

Health promotion & disease 
prevention 

- For frail older adults the focus is not so much on disease prevention or health promotion but rather 
on health maintenance (e.g, disease stabilization) and minimizing health declines (e.g, minimize 
functional losses) 

- Promotes Aging in Place 
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PAG Name:  Geriatric Outreach Service: At Home Geriatric Outreach Team for Frail Elders 
 

Domain Criteria Assessment Description 

System Values Client-focus - atHome has the client at the centre of its program model 
- all assessments are client-focused and include the family/care givers 
- client, family and caregivers are included as part of the atHome Outreach Team 
- link with the Aging at Home Strategy 

 

Partnerships  
- the atHome Program has an “interorganizational” focus and collaborates networks with existing 

community organizations and hospitals directly and through the Regional Geriatric Program 
Central 

- FHTs and CCAC will be part of the core membership of the outreach team 
 
 

Community Engagement  
- the atHome Program has an “interorganizational” focus and collaborates with networks with 

existing community organizations and hospitals directly and through the Regional Geriatric 
Program Central 

- FHTs and CCAC will be part of the core membership of the outreach team 
- Several  atHome teams will be developed to serve a specific geographic area and will draw team 

membership from the local area, connect with local organizations and resources 
 
 

Innovation  
- The atHOme program is distinct from and complementary to current services like FHTs and 

CCACs operating in the community.  
- It offers timely and efficient access to complex services for complex patients.  
- Highly skilled teams of health care professionals across the LHIN are trained to deal with complex 

frail older adults.  
- It can be accessed by doctors, CCACs and other community agencies who have health and 

functional concerns about community-dwelling frail older adults 
- The atHOme program is designed to work in urban and rural settings.  
- It is an excellent model for rural settings and small towns. 
- It is based on a highly successful pilot project in the Niagara area with Dr. W. Molloy and a team of 

geriatric specialty trained health care professionals.  It is not offered anywhere else in the LHIN 
and funding on the Niagara pilot project is due to end. 
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PAG Name:  Geriatric Outreach Service: At Home Geriatric Outreach Team for Frail Elders 
 

Domain Criteria Assessment Description 

Equity  
- Will be available to urban, small town and rural communities 
- All communities will have access to specialized geriatric services and geriatricians 
- All  frail older adult can qualify especially those who cannot leave their homes but are able to stay 

within them 
- Anyone or any agency can refer, no requirement to have a family doctor 

 

Efficiency (operational) - Promoted through use of team format 
- Promoted through use of a triage decision-making process 
- Promoted through case management and immediate handling of geriatric issues by the team and 

appropriate referral of very complex cases to the Geriatrician  (not all frail older adults need to see 
the Geriatrician but can benefit from the geriatric assessment provided by the team with 
appropriate referral to necessary services) 

 

System Performance Access  
- Improved access to Geriatricians and specialty trained geriatric health care professionals 
- Improved access for smaller towns and rural areas 
- Improved access through the use of technology such as video conferencing/assessments 
- Reach frail older adults within their homes who cannot go to a hospital outpatient clinic 

 

Quality - Promote the use of standardized assessment tools and processes across the LHIN 
- Promote the use of evidence-based and best practices in geriatric care 
- Hire only geriatric specialty trained health care providers 
- Timely service provision 
- Patient and family satisfaction 

 

Sustainability 
 

- Able to implement very quickly due to the linkages within the system, knowledge of who and where 
the geriatric health care professionals are, linkages to the RGP and academia, linkages to FHTS 
and CCACs, linkages to many geriatric focused organizations 

- Will require additional funding to sustain some of the roles within the atHome Outreach Team 
 

Integration 
 
 
 

 
- Focus is on interprofessional and interorganizational collaboration 
- Focus is on expansion of geriatrician and geriatric specialty services to more frail older adults but 

through better model design and system efficiencies 
- Promote consistent approach to assessment and care coordination for frail older adults 
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Template #5: Description of Pre-requisites, Enablers and Challenges to Implementation: 

Category Pre-requisites Enablers Challenges 

Policy/legislation Frail older adults do not need a 
family doctor to access atHome 
Outreach Program 

 
LHIN 
Regional Geriatric Program Central 
Specialized Geriatric Services 
CCAC 
FHTs 
 

 

Resources (e.g., human, fiscal, 
capital, etc.) 
 
 
 

Geriatricians 
Geriatric specialty trained health 
care professionals 

Funding support for new positions 
within the atHome Program, 
 

Geriatrician services funding via 
teleconferencing 
 

Community readiness 
 
 
 
 

Partners have collaborated on 
various geriatric care issues in the 
past 

 
Established geriatric services 
network 
 

 

Services 
 
 
 
 
 

Enhancement of geriatric outreach 
services 

RGPCentral 
FHT 
CCAC 
LHIN 
 

Niagara is only area in this LHIN 
that has piloted a similar model 

Partnerships/linkages 
 
 
 
 

Partnerships and networks are well 
established 

Formalize outreach partnership  

 


