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EXECUTIVE SUMMARY 

Background / overview 

The ‘Improving the Geriatric Psychiatry Referral Process’ Shared Care initiative started in response to 

challenges expressed by Family Physicians (FPs) who faced difficulties with navigating the mental health 

system. This project focuses on addressing the needs of older adults aged 65 and above, recognizing 

there are specific mental health services available for this patient population which differ from the 

general adult population. Patients of all age groups are triaged in the same system and Family Physicians 

are uncertain of where their patients get sent to and what services are available. Family Physicians and 

Geriatric Psychiatrists in the Fraser Northwest (FNW) region came together to collaborate on ways to 

streamline the referral and communication process for older adults with mental health concerns.  

 

Project Objectives 

The objectives of the project was to implement the following activities: 

1. Establish a process for Primary Care Providers (PCPs), which include Family Physicians and Nurse 

Practitioners, to access a quick phone consult from a local Geriatric Psychiatrist 

2. Create a Geriatric Psychiatry referral algorithm so PCPs better understand how to navigate 

geriatric MHSU services  

3. Create and implement a referral acknowledgement letter into the communication process  

4. Differentiate the referral criteria between geriatric psychiatry and geriatric medicine  

5. Create a dementia condition specific care pathway for PCPs  

6. Develop an educational series to share resources created from the project and increase PCPs 

knowledge of tools to support management of patients with dementia  

 
Project Outcomes 

This project achieved strong collaboration and engagement among PCPs and Geriatric Psychiatrists with 

a collective goal of streamlining the referral and communication process. Notably, communication was 

enhanced by incorporating an acknowledgment letter into the referral process to ensure that providers 

are informed about the outcomes of their referrals. The group also established a process for PCPs to 

access a quick phone consult from a local Geriatric Psychiatrist, resulting in decreased barriers in 

communication. To facilitate connection building and knowledge exchange, 3 workshops were 

successfully developed with high levels of engagement. The project resulted in the development of the 

Geriatric Psychiatry Referral Algorithm and the Dementia Care Pathway resources, which are accessible 

to PCPs at any time through the Pathways website. Overall, the project has been successful in achieving 

its intended outcomes   
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INTRODUCTION 

The Fraser Northwest Division of Family Practice (FNW DoFP) encompasses Family Physicians in New 

Westminster, Coquitlam, Port Coquitlam, Port Moody, Anmore and Belcarra representing the catchment 

area of the Royal Columbian and Eagle Ridge Hospitals. The FNW Division deeply respects and 

acknowledges the privilege of being able to work on the ancestral, traditional and unceded territory of 

the Coast Salish Nations, including the Kʷikʷəƛ̓əm (Kwikwetlem) and Qiqéyt (Key-Kayt) nations. The FNW 

Division remains mindful of the health inequities and are committed to better understand the needs of 

Indigenous peoples.   

 

The Geriatric Psychiatry Shared Care initiative began in 2019 based on frustrations from Family 

Physicians around navigating the mental health system for their geriatric patients. Family Physicians 

shared challenges around providing caring for geriatric patients with psychiatric concerns due to lack of 

communication about the status of their referrals and unclear of the available resources to support their 

patients.  In the FNW communities, a central intake process exists for mental health services which 

triages both adults and older adults through the same pathways. This approach can cause delays for 

patients due to the volume of referrals sent in and the confusion for Family Physicians in not knowing 

where their patients end up in the system. 

 

This challenge presented Family Physicians and Geriatric Psychiatrists with an opportunity to increase 

awareness of older adult mental health services to enable providers to make referrals based on the 

specific needs of their patients. This initiative focused on streamlining the referral and communication 

process for geriatric psychiatry services, in order to 1) expedite patient access to specialist care and 2) 

improve communication channels between PCPs and Psychiatrists to enable better coordination of care. 

 

PROJECT OBJECTIVES  
Objectives may have changed over time, so include the most up-to-date and relevant information. 

The objectives of the project was to implement the following activities: 

1. Establish a process for PCPs to access a quick phone consult from a local Geriatric Psychiatrist 

2. Develop a Geriatric Psychiatry referral algorithm so PCPs better understand how to navigate 

geriatric MHSU services  

3. Create and implement a referral acknowledgement letter into the communication process  

4. Differentiate the referral criteria between geriatric psychiatry and geriatric medicine  

5. Develop a dementia condition specific care pathway for PCPs 

6. Develop an educational series to share resources created from the project and increase PCPs 

knowledge of tools to support management of patients with dementia  
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TARGET POPULATION 

The target population for this project included PCPs (Family Physicians and Nurse Practitioners), 

Geriatric Psychiatrists and older adult patients above the age of 65 with mental health concerns living in 

the Fraser Northwest communities of New Westminster, Port Moody, Coquitlam, Port Coquitlam, 

Anmore and Belcarra. 

ENGAGEMENT STRATEGY 

The FNW Division engaged with Family Physicians, Geriatric Psychiatrists and Nurse Practitioners who 

identified challenges in the community that required collaborative efforts to reach the intended goals. 

The following individuals and organizations contributed to the success of the project due to their 

continued collaboration and engagement throughout the project:  

Name Role Primary Practice Location  

Dr. Carllin Man Family Physician Lead Burnaby 

Dr. Simon Woo Geriatric Psychiatrist, Specialist Lead New Westminster 

Dr. Sue Rajabali Family Physician, now retired New Westminster 

Dr. Ian Woods Family Physician, in memoriam  Port Coquitlam 

Dr. Hortensia Shortt Family Physician Port Coquitlam 

Dr. Tracy Monk Family Physician Burnaby 

Dr. Kathy Kiani Family Physician Coquitlam 

Dr. Sang Ko Family Physician Coquitlam 

Dr. Mahsa Mackie Family Physician Coquitlam  

Dr. Ramak Shadmani Family Physician Coquitlam 

Dr. Ashvin Punnyamurthi Family Physician Port Coquitlam 

Dr. Lalji Halai Family Physician Burnaby 

Dr. Gene D’Archangelo  Family Physician, now retired Tri-Cities and New 

Westminster 

Dr. Fahreen Dossa Family Physician  Burnaby 

Annie Liao Nurse Practitioner Coquitlam 

Dr. Iva Jokic Geriatric Psychiatrist  New Westminster 



 

5 

Dr. Sharleen Gill Geriatric Psychiatrist  New Westminster 

Debbie Halyk Patient Partner - 

Jean-Marc  Older Adult Mental Health Team 

Coordinator, Fraser Health Authority  

Tri-Cities and New 

Westminster 

 

A breakdown of the stakeholder engagement and involvement in committee meetings and project 

activities are graphed below. The committee meetings were integral in providing a collaborative space 

for PCPs and Geriatric Psychiatrists to gain a common understanding of the challenges and work towards 

achieving the project activities.  Throughout the project’s duration, a total of 6 committee meetings, 1 

focus group and 3 physician lead meetings were held. PCPs were highly engaged in the project activities 

which demonstrates the demand for initiatives of this nature.  
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DATA COLLECTION ACTIVITIES 

The evaluation approach was conducted through a mixed-methods design (i.e. collection of both 

qualitative and quantitative data). Qualitative data was collected from surveys and interviews with 
physicians, specialists, stakeholders, patients, and program administrators. The data collected has a 

developmental lens that focuses on continuous quality improvement and links back to the overall 
Shared Care goals. 

 

RESULTS / DATA MATRIX 

The work of this project and its subsequent evaluation are to focus and improve the 

following key attributes: 

● Shared Care Project Goals 

● PMH Attributes 

● PCN Attributes 

● Quadruple Aim  

The evaluation has two main objectives and their subsequent evaluation questions below: 

1. To evaluate the effectiveness of the Geriatric Psychiatry Shared Care Initiative in 
the Fraser Northwest community 

a. To what extent does the program contribute to increased confidence, satisfaction and 

communication between Primary Care Providers and Psychiatrists? 

b. To what extent does the program contribute to improved patient access to specialist care? 

c. To what extent does the program contribute to improved health outcomes for patients 

seeking care? 

d. To what extent did the program contribute to a change in health care utilization and what 

effect did it have on system costs? 

2.  To identify areas for quality improvement and document lessons learned  

a. What were the unanticipated outcomes of the proposed strategies? 
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PROJECT ACTIVITIES & DELIVERABLES 

Addressing Communication Gaps:  

PCPs voiced the need for a quick consult from local Geriatric Psychiatrists as sometimes a full referral is 

not needed and wait times can be long. One of the first suggestions brought forward by the committee 

was to create an on-call consult line for PCPs to access. However, due to the limited number of Geriatric 

Psychiatrists in the region and a lack of capacity, this was not a feasible solution. The project's Geriatric 

Psychiatrist Lead, Dr. Simon Woo, thought it was important to reduce barriers in communication for 

PCPs to mitigate the need for a referral if not necessary. As many PCPs use Pathways, Dr. Simon Woo 

posted his personal phone number on his Pathways profile for a quick informal consult or advice. PCPs 

could call or text their questions to Dr. Woo and the average response time is the same day. In 2023, Dr. 

Woo has also activated the new messaging feature that is available on Pathways, whereby PCPs can 

send a message or question to him.   

Additionally, another communication gap that was brought up was that PCPs are unsure of what 

happens to their referral to the Royal Columbian Hospital (RCH) Geriatric Psychiatry clinic. The physician 

leads took the initiative to develop a referral status letter, which was implemented in February 2021 and 

led the way to implement such letter in the rest of psychiatry services at the health authority. The unit 

clerks at the clinic have integrated this process into their workflows which resulted in improved 

communication to PCPs. Please see Appendix 1 for an example of the letter.  

 

Creation of a Referral Algorithm:  
Given the diversity of mental health needs by this patient group, the committee developed a Geriatric 

Psychiatry Referral Algorithm in hopes of increasing PCPs understanding of how to navigate geriatric 

mental health services. The intent of this resource was to help clarify the differences between services 

and help determine which patients would be best suited for each service depending on their needs to 

avoid unnecessary time delays between trying to find the most appropriate place to refer. Additionally, 

PCPs  mentioned confusions between not knowing when to refer to geriatric psychiatry versus geriatric 

medicine, which was incorporated into the appendix of the resource.   

 

The referral algorithm was demonstrated to PCPs during the education workshop series, shared on 

Pathways and through newsletter communication. The resource received varied utilization, with 43% of 

PCPs stating that they do not use the resource and 48% of respondents saying they do after attending 

the educational workshops. Since April 2022, there’s been a total of 81 page views to this resource from 

PCPs in the FNW region on Pathways. Please see the evaluation plan section below for more 

information.  
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See Appendix 2 for the full resource or click here to view the resource on Pathways. 

https://pathwaysbc.ca/ci/5858
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Creation of a Dementia Care 

Pathway:  

After creating the Referral 

Algorithm, the committee 

thought there was still a gap 

since the resource did not 

include what happens prior to 

making a referral. Hence, 

creating a condition specific 

pathways for clinical use was 

recommended. Based on 

feedback and demand from 

Family Physicians, a care 

pathway specific to dementia 

was created. Members from the 

committee were recruited to 

form a sub-committee to create 

a draft. The sub-committee 

aggregated information from 

well known organizations, such 

as the Centre for Effective 

Practice, the Fraser Health 

Authority (FHA) and the 

Guidelines and Protocols 

Advisory Committee and 

distilled the information into a 

practical format based on a 

recommended number of 

patient visits in the PCPs office. 

The resource contains key 

messages, assessment tools, red 

flags and patient information 

and services. See Appendix 3 for the full resource or click here to view the resource on Pathways. 

 

The resource has been demonstrated through case studies during the educational workshops. 

Additionally, the resource has been shared provincially on Pathways and in the Division’s Dispatch to 

reach a wider audience. Similar to the Geriatric Psychiatry Referral Algorithm, this resource received 

varied utilization among PCPs. 40% of PCPs stated that they do not use the resource and 50% of 

respondents stated they used the resource in various frequencies after attending the educational 

https://pathwaysbc.ca/ci/5853
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workshops. Since April 2022, there’s been a total of 326 page views to this resource from PCPs in the 

FNW region on Pathways. Please see the evaluation plan section below for more information.  

 

Development of Educational Workshops:  

Feedback from PCPs showed confusion around managing patients with mild-cognitive impairments and 

dementia since these conditions can be seen by both geriatric medicine and geriatric psychiatry. A two 

part series on dementia was developed to provide clinical education and to clear up the referral criteria. 

Workshops were held virtually through Zoom to decrease barriers in attending.  

A total of 66 providers attended the first workshop, “Practical Tools for Diagnosing Dementia'' on April 

5, 2022.  Participants reported an average of 85% in agreement that the workshop provided valuable 

information and resources related to Dementia to help providers diagnose patients with Dementia. The 

visual below provides an overview of the feedback from attendees.  

 

 

The second workshop, “Depression and Anxiety in Dementia” on October 12, 2022 saw an increase in 

engagement with 77 providers in attendance. Before attending the workshop, participants reported an 

average score of 56% in agreement that they had a good understanding of the available resources and 

tools to manage mood dysregulation in Dementia patients. After attending the workshop, there was an 

increased score of 80% of participants agreeing. The visual below provides an overview of the feedback 

from attendees. A total of 30 providers attended both dementia workshops. These workshops provided 

knowledge sharing and allowed local Family Physicians and Geriatric Psychiatrists to be familiar with 

each other.  
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A third workshop, “Deprescribing in Older Adults” was held virtually on November 16, 2023. The intent 

was to go through case studies in a small group to encourage participation. A total of 12 providers 

attended the workshop and we saw high levels of engagement which was our intended outcome with 

having a smaller group. In the pre and post survey responses by attendees, there was a slight increase in 

participants' understanding of knowing how to deprescribe psychiatric medications and how patients 

are able to access care for their geriatric psychiatry concerns.   The visual below provides an overview of 

the feedback from attendees.  
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LESSONS LEARNED 
What Went Well:  

With strong physician leadership and collaborative efforts within the committee open to change, this 

project was quick to respond to feedback and implement necessary changes. Collegiality among 

providers in the committee were built through being open to hearing and sharing challenges with each 

other in committee meetings. After hearing the challenges experienced, improvements in 

communication were made quickly. A referral status letter was implemented in the referral process and 

a low barrier method of contacting the Geriatric Psychiatrist lead was developed. The referral status 

letter was eventually implemented in other psychiatry services across the health authority as well. The 

committee also made steady progress in developing resources tailored to the needs expressed in 

committee meetings and feedback from PCPs. Through developing these resources, the committee 

members also benefited from an increased awareness of how to navigate the mental health system and 

what resources are available to support their patients, which was also shared to those who attended the 

educational workshop series.  

Challenges and Gaps:  

Although the educational workshops were a success, it will be difficult to sustain the information that 
has been shared and recorded as information may go out of date. Ongoing opportunities for knowledge 
and information sharing are needed, whether for new providers who join the community or to update 

existing provider’s knowledge.  
 

The project also experienced challenges with data collection due to limited access and authority. For 

future projects, it is important to engage with stakeholders who are aware of what data the project 

needs and a commitment to share data. We would strongly recommend initiating data collection early 

on in the project lifecycle and identifying and building relationships with stakeholders such as health 

authorities who can provide access to shared data. 

Additionally, although there were high levels of engagement among physicians, more consideration and 

efforts to engage various stakeholders who are a part of the bigger health care system such as FHA may 

have provided more opportunities to ensure sustainability of the work done. The sharing of personal 

contact information among providers highlights the need for low barrier communication methods in the 

healthcare system for providers to be able to talk to each other. Having FHA partners involved could 

have presented more awareness of the system level barriers in referral navigation and communication 

among providers.  

While gathering the patient perspective, there were gaps in the beginning of the project due to the 

complexities of the patient population group and the survey received minimal responses. However, a 

patient partner was recruited where they joined committee meetings to provide their valuable 

perspectives. Towards the end of the project, the language in the patient survey was adjusted to include 

caregivers, as we know that many older adult patients receive support from their loved ones and may be 

unable to fill out a survey independently.     
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NEXT STEPS 
Various aspects of the project beyond the end of the Shared Care project will be sustained. The referral 

status letter is now an integral part of the existing workflow at FHA and an additional letter to 

acknowledge the referral will also be explored to ensure timely communication. Additionally, the 

established process of connecting with a local Geriatric Psychiatrist for a quick phone consult will 

continue to be available for Family Physicians on Pathways. The internal hyperlinks in the Referral 

Algorithm and Dementia Care Pathway will be maintained by Pathways, and the review of content for 

relevance will be maintained yearly by the FNW Division. The educational workshops were recorded and 

have been shared with Family Physicians through the Division’s weekly newsletter and posted on the 

division’s website for future reference. Furthermore, patient feedback is being collected on an on-going 

basis as a commitment to identify further gaps and challenges and ways to respond to the needs in the 

community.  

Recognizing that challenges still exist with referral navigation, this project initiated the need for 

continued discussions between PCPs, FHA and FNW Division leadership teams. Continued collaborative 

efforts are scheduled to take place in 2024 to discuss enhancing access to the Specialized Seniors Clinic, 

a clinic that provides integral resources and supports for older adults in the community. It’s important to 

ensure continued commitment and quality improvement to address the needs of patients and providers 

in the community.  

Additionally, in 2023, the South Okanagan Similkameen Division reached out in interest of the 

educational workshops and resources created as their community lacked geriatric psychiatry services. 

Our group adopted and presented on the “Practical Tools for Diagnosing Dementia” workshop for the 

physicians at their division.  These processes and resources can be successfully adopted across the 

region for those who are looking to improve communication, streamline referral processes and provide 

knowledge exchange opportunities. Project findings will be shared in various mechanisms with Shared 

Care, the FNW Shared Care Steering committee, the FNW Division Board, the members of the FNW 

Division, FHA Mental Health stakeholders, and posted on the Division’s website for public viewing.
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EVALUATION FRAMEWORK & DATA MATRIX 
 

IHI Modified Triple Aim Anticipated Outcome Data Source(s)  

Results 

Provider experience: To 
what extent does the 
program contribute to 

increased confidence, 
satisfaction and 
communication between 

Family Physicians and 
Psychiatrists? 

 
 

Increased referrals to 
geriatric psychiatry 
programs  

 
Decreased wait times 
for patients to seek 

care  
 

Increased satisfaction 
around 
communication 

between FP’s, 
specialists and allied 

health providers 
 
Increased referrals 

from FP’s  not 
previously using these 
programs  

 
 

 
 
 

Provider 
Experience 
Survey  

 
Program Data  
 

Engagement 
Data 

 

During the project's timeframe, a total of 2 Ask the Expert (ATE) events and 1 
workshop were conducted between 2022 to 2023. These included: 
 

1. ATE: Practical Tools for Diagnosing Dementia (2022) 
2. ATE: Depression and Anxiety in Dementia (2022)  
3. Deprescribing Workshop (2023)  

 
In April 2022, an event was held on the topic of Practical Tools for Diagnosing 

Dementia. The feedback showed 85% of PCPs gained a better understanding of 
how to utilize the Dementia Care Pathways tool, which in turn served as a 
reference point to access vital resources in the delivery of patient care.  

 

 
 

Specifically, PCPs noted the following:  
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EVALUATION FRAMEWORK & DATA MATRIX 
 

IHI Modified Triple Aim Anticipated Outcome Data Source(s)  
Results 

• 83% noted increased comfortability with diagnosing patients with 
Dementia 

• 85% noted increased awareness of the geriatric psychiatry referral 

options and services  

• 88% experienced a better understanding of how to use the Dementia 
Care Pathways tool on Pathways  

 
In October 2022, an ATE event oriented on Depression and Mood Anxiety in 

Dementia showed 78% of PCPs experienced an increased understanding of how 
to manage the mood and dysregulation among Dementia patients.  
 

 
Providers also noted the following anticipated benefits of applying the 
knowledge covered during the event:  
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EVALUATION FRAMEWORK & DATA MATRIX 
 

IHI Modified Triple Aim Anticipated Outcome Data Source(s)  
Results 

• More equipped with screening tools and resources, such as the 
Dementia Care Pathway; in addition to connecting their patients with 
community resources/services  

• Anticipated better care for patients as a result of increased 
confidence in diagnosing, monitoring and providing care to patients 
with mood and anxiety disorders 

• Increasingly more aware of the appropriate medications to use, their 
side effects and non-pharmacological approaches to treatment; in 

some cases reducing medication use 
 

Alternatively, PCPs noted the following challenges they anticipated as a result of 

applying the knowledge gained during this educational event:  
 

• Insufficient time for each appointment to conduct the necessary 

screening tools, administering a thorough assessment and/or 
tailoring a treatment for patients could be an anticipated challenge 

• While some PCPs reported no challenges, some suggest that 
accessing services and community programs can often be difficult 
for patients 

• Issues with patient compliance and/or family and caregiver 
involvement with patients journey with health condition 

 

In November 2023, a Deprescribing Workshop was held and an average of 65% 
of PCPs expressed confidence in knowing when and how to deprescribe 

psychiatric medications after attending the workshop.  
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EVALUATION FRAMEWORK & DATA MATRIX 
 

IHI Modified Triple Aim Anticipated Outcome Data Source(s)  
Results 

 
 
Specifically, providers noted the following:  

 
● “Better understanding of what order to taper meds”  
● “Lots of pearls today, I wrote them on a notes doc and will be sharing 

them with my colleagues” 
● “More confident removing meds that may be redundant/not required 

from patient profile”  
● “Anti psychotic deprescribing was very helpful” 
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EVALUATION FRAMEWORK & DATA MATRIX 
 

IHI Modified Triple Aim Anticipated Outcome Data Source(s)  
Results 

Patient experience: To 
what extent does the 
program contribute to 

improved patient access 
to specialist care?  
 

 
 

Decreased wait times 
for patients to seek 
care  

 
Increased patient and 
family/caregiver 

confidence in knowing 
what available 

resource exist  
 
Increased number of 

referrals and follow-up 
for patients is more 

readily available  
 

Program Data  
 
Patient 

Experience 
Survey  
 

Provider 
Experience 

Survey  

Patient Experience Survey  
 
It is important to note a patient survey was disseminated in 2019, however, the 

results yielded a low response rate due to a lack of dissemination mechanisms. 
In September 2023, a survey targeting the patient and caregiver experience was 
launched to understand the current state of patient care. Feedback was 

collected from a total of 12 participants, comprising 10 patients and 2 
caregivers.  

 
Among the 75% of patients who accessed psychiatric services, the survey results 
indicated varying wait times for accessing psychiatrists. The reported wait times 

ranged between a few weeks to a couple of months. Patients primarily sought 
care for the following psychiatry health conditions:  
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EVALUATION FRAMEWORK & DATA MATRIX 
 

IHI Modified Triple Aim Anticipated Outcome Data Source(s)  
Results 

Patients noted general improvements when accessing timely care as it related to 
medication prescriptions and its direct impact on patients quality of life, 
however, patients noted various levels of satisfaction with the care received, as 

shown below:  

 
 

Therefore, the collected patient feedback highlights persisting gaps in patient 
care, specifically concerning accessibility, care coordination and the quality of 
services received. Consequently, these gaps continue to affect the overall 

impact on patient care.  
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EVALUATION FRAMEWORK & DATA MATRIX 
 

IHI Modified Triple Aim Anticipated Outcome Data Source(s)  
Results 

Provider Experience Survey 
 
In January 2023, a survey was disseminated to PCPs who attended the dementia 

workshop series to better understand the impact of the workshop post 3 
months after and their experiences providing care for geriatric patients with 
cognitive impairments.  

 
PCPs were 73% in agreement that the Geriatric Psychiatry Referral Algorithm 

helped them find relevant referral information and 65% in agreement that the 
Dementia Care Pathway helped them find relevant referral information. We can 
deduce that the education and resources which helped providers navigate 

resources and referral information will directly benefit their patients.  
 

It is imperative to emphasize that although the Dementia Care Pathway and the 
Geriatric Referral Algorithm resources were introduced to aid in improving 
patient care delivery, PCPs reported a divergence from their expected utilization 

of these tools. While providers expressed limited challenges utilizing the 
Dementia Care Pathway, some providers noted needing guidance on medication 
selection for the various dementia-related conditions and more strategies to 

integrate the care pathway into educational events. 
 

According to the data below, 40% of PCPs who responded to the survey did not 
make use of the Dementia Care Pathway, while 10% were unaware of the 
resources' existence. 43% of respondents did not make use of the Geriatric 

Psychiatry Referral Algorithm after attending the educational workshops as well.  
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EVALUATION FRAMEWORK & DATA MATRIX 
 

IHI Modified Triple Aim Anticipated Outcome Data Source(s)  
Results 

 
 
Alternatively, 50% of PCPs utilized the Dementia Care Pathway, and highlighted 
the following reasons for usage:   
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EVALUATION FRAMEWORK & DATA MATRIX 
 

IHI Modified Triple Aim Anticipated Outcome Data Source(s)  
Results 

 
 

Although there is limited data to suggest improved patient access as a result of 
incorporating the aforementioned clinician tools, some providers have 
highlighted improvements such as an average of 63% of providers indicating the 

Dementia Care Pathway saved them time during their patient encounters and an 
average of 68% of providers noted the Geriatric Psychiatry Referral Algorithm 

saved them time during patient encounters.  We can infer that these resources 
may have the potential benefit in improving efficiency for PCPs who attended 
the educational workshops and were able to incorporate components of the 

resources into their workflows.  
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EVALUATION FRAMEWORK & DATA MATRIX 
 

IHI Modified Triple Aim Anticipated Outcome Data Source(s)  
Results 

Health Outcomes: To 
what extent does the 
program contribute to 

improved health 
outcomes for patients 
seeking care?  

 
 

 

Decreased wait times 
for patients to seek 
care  

 
Increased patient 
satisfaction in being 

able to access care  
 

Increased provider 
satisfaction in knowing 
how patients are able 

to access care 
 

 

Program Data  
 
Patient 

Experience 
Survey  
 

Provider 
Experience 

Survey  

Provider Experience Survey  
 
The results of the geriatric psychiatry provider survey conducted in 2023 showed 

a significant increase in PCP’s learnings after attending one or more of the 
dementia workshop series. A combined average of 83% of PCP’s expressed 
increased comfort in diagnosing and managing patients with dementia in the 

past year. 85% of PCP’s expressed an increase in their ability to find and provide 
their patients with the available geriatric psychiatry resources in the past year, 

similarly 83% expressed an increased ability to find dementia specific resources. 
Similarly, providers experienced increased comfort in utilizing the Geriatric 
Psychiatry Referral Algorithm and the Dementia Care Pathway into their clinical 

workflow, 83% and 85% of the time, respectively. The graph below details the 
responses.  
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EVALUATION FRAMEWORK & DATA MATRIX 
 

IHI Modified Triple Aim Anticipated Outcome Data Source(s)  
Results 

 

 
 
Care Pathways Data 
 

The Dementia Care Pathway resource yielded the highest page views during the 
months of the two ATE events held in April 2022 (110 pageviews) and October 

2022 (58 pageviews).  
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EVALUATION FRAMEWORK & DATA MATRIX 
 

IHI Modified Triple Aim Anticipated Outcome Data Source(s)  
Results 

 
 

Similarly, the use of the Geriatric Psychiatry Referral Algorithm shows similar 
trends in page views following the ATE: Dementia workshops in April 2022 and 
October 2022.  

 



 

26 

EVALUATION FRAMEWORK & DATA MATRIX 
 

IHI Modified Triple Aim Anticipated Outcome Data Source(s)  
Results 

 
Overall, the Geriatric Psychiatry Referral Algorithm and the Dementia Care 

Pathway received positive feedback from PCPs and initially garnered interest 
following each event. However, there is a significant decrease in page views in 
the subsequent months. It is also important to highlight that the consistent use 

of these clinician tools differs among providers. This can be attributed to varying 
patient requirements and the PCPs’ level of familiarity and expertise with the 

tools and this patient population.  

 
 

Continuous feedback was gathered from members through the FNW bi-monthly 
member survey. Between the months of March 2023 to November 2023, 
members reported accessing various geriatric psychiatry services for their 

patients. As of November 2023, members reported utilizing the following: the 
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EVALUATION FRAMEWORK & DATA MATRIX 
 

IHI Modified Triple Aim Anticipated Outcome Data Source(s)  
Results 

Specialized Seniors Clinic (72%), the Mental Health Intake (32%), Community 
Mental Health Teams (28%) and Direct referrals to RCH Geriatric Psychiatry 
Clinics (28%).  

 

 
 

System costs: To what 
extent did the program 

contribute to a change in 
health care utilization 
and what effect did it 

have on system costs? 
 

 
 

Decreased ED visits 
and admissions as 

patient are referred to 
appropriate resource 
at the mild-moderate 

stage 
 

Decreased wait times 
as referral pathway 
streamlines access 

  

Program Data  
 

FHA ED Data  
 
HDC data 

It is also important to highlight the wait times of the specialized clinics and 
services mentioned above. 

 
The Older Adult Community Mental Health Services is a service offered by FHA, 
with clinics located in New Westminster and Tri-Cities. A recent report pulled 

from Pathways shows that the average wait time for both clinics ranges 
between 2-4 weeks at both locations for an initial intake assessment by a 

caseworker.  
 
Alternatively, the wait times at the Specialized Seniors Clinic in New 

Westminster range between 6-9 months. 
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EVALUATION FRAMEWORK & DATA MATRIX 
 

IHI Modified Triple Aim Anticipated Outcome Data Source(s)  
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Similarly, the Outpatient Geriatric Psychiatry Clinic at Royal Columbia Hospital 
currently has a reported wait time of 4-6 months. In 2021, wait times for this 

clinic were estimated around 1 month. Therefore, there has been a steady 
increase in wait times over the last 2 years which allude to the increase in 
demand of this service. 

  
Limited data was collected on average wait times throughout the duration of the 

project due to data restrictions, and as a result, reporting on changes in average 
wait times cannot be accurately reported at this time. More information about 
these services can be found in the Geriatric Psychiatry Referral Algorithm in 

Appendix 2.  
 

Although referral data was requested for geriatric psychiatry services, the data 
request was not fulfilled at the time of completing this report, highlighting the 
need to advocate for greater access to shared data and gain more buy-in from 

our partners.  

 
To date, aggregate community level patient data derived from Health Data 

Coalition (HDC) indicates a consistent prevalence rate of individuals with 
Dementia-Cognitive Impairment with conditions such as Alzheimer's Disease 

over the past 5 years, as visualized below:  
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There is a steady rate of 0.27% of Dementia-Cognitive impairment cases among 

older adults in the FHA region. Comparably, the Fraser Northwest Region has a 
steady rate of 0.22% active cases. 
 

Due to challenges with collecting data, we are unable to report on how geriatric 
patients have accessed services in the ED.  
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Sustainability and 
spread: What were the 
unanticipated outcomes 

of the proposed 
strategies?  
 

 
 

Sustainability of the 
program  

Program 
documentation 
 

Survey/interview 
feedback (FP lead 
interview and 

close out survey) 
 

As part of the close out activities for this project, the team conducted an 
interview with the physician leads to capture the key learnings, successes, 
remaining gaps and sustainability of the project. Below are the reported 

findings:  
 
Successes:  

The physician leads thought a big milestone achieved in the project was the 
implementation of the referral acknowledgement letter at the RCH Geriatric 

Psychiatry clinic, which led other psychiatry services at the health authority to 
follow suit in implementing a similar letter as well. This project highlighted an 
easy solution to incorporate into the workflow to improve communication.  

 
Physician leads were also proud of the dementia care pathway which received 

positive feedback among those aware of the resource, however, it’s important 
to acknowledge continued sharing mechanisms and educational opportunities 
are needed for new providers who join the community and for those who did 

not get exposed to the resource. 
  
Gaps:  

Although there is now a letter being sent back to referring providers, the initial 
intent was to ensure these letters were sent within 1-2 weeks of receiving the 

referral. However, the process shifted slightly and the letter is only being sent 
out once a patient books an appointment or if there are troubles connecting 
with the patient. This process can take up to 1-2 months. A proposed solution is 

to include a separate referral acknowledgement letter to ensure timely 
communication is received.  
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A bigger systemic challenge mentioned is the health authority’s central intake 
process for mental health services. Challenges with the central intake process 
include bottle necks and delays in receiving referrals due to high volumes. 

Continued conversation is needed to deconstruct the workflow and investigate 
the delays.  
 

Sustainability:  
Targeted education for new providers through repeating topics on dementia and 

geriatric psychiatry will also allow the project to showcase the resources 
developed from this project. Another idea was to explore the sustainability 
funding available through Shared Care from all past Shared Care projects to 

sustain the work done across all specialties all at once.  
 

The physician leads agreed that on average, this project addressed the 
quadruple aim objectives. Please see Appendix 4 for the Physician Lead End of 
Project Survey.  

 



 

32 

APPENDICES 
 

● Appendix 1: Referral status letter  

● Appendix 2: Geriatric Psychiatry Referral Algorithm 

● Appendix 3: Dementia Care Pathway  

● Appendix 4: Physician Lead End of Project Survey 

 

Appendix 1: Referral status letter  

 



 

33 

Appendix 2: Geriatric Psychiatry Referral Algorithm 
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Appendix 3: Dementia Care Pathway (shown as 2 pages per sheet) 
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Appendix 3: Dementia Care Pathway - continued 
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Appendix 3: Dementia Care Pathway - continued 
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Appendix 4: Physician Lead End of Project Survey 

 


