Project Overview

Project Aim: Enhance care coordination and planning for older adults with complex health
concerns in the FNW, by strengthening partnerships, improving access to essential services
and fostering collaboration among healthcare providers

Project Leads: Dr. Kathy Kiana (FP lead), Dr. Simon Woo (Specialist lead)

Project Activities
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Year in Review 2021-2022

Community Health Services Focus Group: Home Health, Home Support,
C ity O i Services & C ity Physici

GERIATRIC ROUNDS TOPICS:

1.General Overview

2.Insomnia in Older Adult

3.Mental Health & Geriatric
Psychiatry

4.Polypharmacy
5.Dementia/Alzheimer’s
Diagnosis and Medical
EH
Interventions ‘



https://divisionsbc.ca/sites/default/files/Divisions/Fraser%20Northwest/Home%20Health%20Visual.png
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Insomnia in Older Adults | Event Evaluation Older Adult Focus Group | Event Evaluation

o ° 100 Participants learnt and feel more supported and
confident in managing care for geriatric patients
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Takeaway Learnings and
Impact on Practice:

Neutral

Members noted varying levels of understanding when referring patients to
Geriatric Psychiatry vs. Geriatric Medicine. In addition, communication between
12 Attended family physicians and specialized services was noted as optimal. Members also
noted that referrals are being acknowledged, while communication is timely
between Geriatric Psychiatry and their clinics are timely.
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Note: Level of agreement is measured on a scale fiom 1 t0.4

Lessons Learned: What worked well?

Collaboration among Collaborative

stakeholders resulting platforms and events
in better understanding (i.e. focus groups) led
of available resources to open dialogue and

and increase awareness addressed community

of support services (i.e. challenges

Alzheimer’s Society)

Challenges & Gaps

Administrative burden on FP’s (i.e. referral
rejection and redirection)

Prioritizing existing allied health support and
community navigators (i.e. BC 211) for
maintenance of wallet sized cards and the
delivery of comprehensive and coordinated
healthcare

FP scheduling time constraints, resulting in
high workloads and delays with project
activities

Pandemic constraints resulted in delays in
timeline, in addition to reduced in-person
interactions and collaboration, resulting in
robust mitigation strategies to ensure

continuity of future initiatives

Relationships improved
between FP’s and specialists,

resulting in ongoing support,
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G

o O
[ Y |

Increased communication
and understanding

between providers,

collaboration, bridging gaps resulting in increased

that formal documentation opportunities for future

collaboration

continuation of services

Next Steps

e Ensuring sustainability and spread of key
strategies (i.e. education series, available
resources and check-ins with FP’s and
specialists) and continued collaboration with
older adult services in the FNW
Implementing webinars and educational
events to foster ongoing knowledge and new
relationships for incoming members

e Wallet-size resource cards for seniors will not
be sustained due to ongoing maintenance and
sustainability of materials from allied health

and community navigators



https://docs.google.com/document/d/1JZPEV-j2MmJZzrb0EnSwJyKedA1wrwY5/edit

