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Executive Sunmnad Y

Canada is faced with an aging population at a time when health care budgets are under
restraint. A new way of doing things is needed. The trend is to move health care from the
hospitals into the community, a trend which has raised many questions about the community
health systen’s ability to cope. In turn, greater emphasis is being placed on communities to
become more self-sufficient in providing their own care, especially in the areas of supportive
services. A particular challenge is to find ways of supporting the frailer members of a community
whose capacity to be their own advocates can be very limited.

Program Overview: The Cherryhill Healthy Ageing Program is a participatory action project
that utilizes a community capacity building process, and specifically a
community-systems approach, to foster long-term commitment and
partnerships among community members, health professionals,
businesses and health policy makers. These community partners are
working together to collaboratively develop, implement and evaluate an
innovative new model of community health for the seniors that will, over
time, evolve in response to the changing needs of frailer older individuals
living in the community.

Program Goals: - to help older individuals living in the community successfully
age in place and remain active, independent and in their own
homes for as long as possible

. to create a sustainable system of shared decision-making between
communities and the formal health system
= to create a community Centre for Healthy Ageing/Centre for

Healthy Ageing Research in partnership with the Division of
Geriatric Medicine, University of Western Ontario, local
communities of seniors, community health agencies, and health
and academic institutions

= to explore how seniors can become more involved in the
planning and provision of their own health services

. to build community capacity to respond to community and
system- identified health issues

= to build and strengthen existing, untapped informal community

health resources

Program Timelines: Phase I: Information Collection Phase - August 1996-December 1997
Phase II: Community Action Phase - January 1998-August 1998
Phase I1T: Growth & Sustainability Phase - September 1998-September 2002

Conceptual The program uses a community capacity building process to facilitate

Framework: change and is guided by a theoretical framework that includes change
theory, theories of individual and community empowerment, theories of
volunteerism, psychosocial theories and theories of aging.
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Dlscoveries § nstohts

The Cherryhill Healthy Ageing Program has, over the past six years, used a community-
systems approach to bring about the beginnings of a new approach to the health care of seniors. The
model has, firstly, required the development of community capacity to allow the community to take its
place as a partner in health care planning and development. Secondly, the program has involved
providers from the health care sector to explore both the needs of the community and the degree to
which community members can become involved. Asaresulta potential model for future provision of
geriatric care in the community is proposed.

It has become clear that the present institutionally-based geriatric care and rehabilitation
programs, and the community-based programs concentrating on supportive service delivery, are not
meeting the needs of seniors, particularly the frailer older and frequently homebound seniors. We have
identified many gaps regarding identification and assessment of clients in need, diagnosis,
rehabilitation and follow-up that the present system has no hope of meeting. -

The Cherryhill Healthy Ageing Program has demonstrated the degree to which the community
can be involved, where their comfort level is, and what they cannot, and don’t wish to be part of. The
need for continued support for the volunteers, and space and operating costs is identified. Volunteers
are the backbone of any such community capacity building endeavour. Over the six years we have
learned a great deal about the skills and willingness of frailer older volunteers to be involved, as well
as the limitations on their level of involvement. Volunteering in a community-systems project is
different from the usual volunteering and requires much more active involvement, leadership and
sharing decision-making with the health system in planning and implementing health-related
programs. Such an approach emphasizes the responsibility of citizens to be involved in their own
health care, and that of their neighbours and their community, rather than just passively receiving
health care in our universal health care system. We believe this represents an essential component of
future health care for seniors, a challenge we doubt the system alone can meet. Involvement of
recipients of service to the degree shown in the Cherryhill community is rare in health care.

A successful and critical component of our program has been the Cherryhill Health Promotion
& Tnformation Centre which is operated by trained seniors on a volunteer basis. The Health Centre
provides information on seniors’ health issues and is a highly visible “storefront” for the health
promotion and clinical health programs offered. This visibility, we believe, is essential. This report
contains a review of our experience as well as a review of the published evidence regarding the
provision and utilization of information by seniors.

We have discovered many gaps in the current system, especially in meeting the needs of frailer
older individuals living in the community. There is, we believe, a strong need for the development of a
specialized community-based system for the care of seniors that can function outside the walls of
institutions. We believe the institutions and agencies where the expertise is housed should be showing
leadership in this regard. We recommend a geriatric nurse practitioner (GNP) be placed in the
community to work closely with the family physician and Community Care Access Centre (CCAC).
This will help over come the problem of access and trust identified in this report, extend the reach of
over-streiched, and sometimes missing, family physician, improve assessment and diagnosis,
coordinate management and permit a confidential case management model when appropriate.




Rehabilitation is sparse in the community and the needs are great. Our physiotherapist
has identified many issues of mobility, falling, inappropriate gait aids, and other needs that are not
being addressed. It seems the current physiotherapy educational model may not be ideal,
particularly for frailer older individuals individuals. There is evidence that occupational therapy is
also needed in the community. A model of therapy in the community is proposed, entailing the
use of therapy assistants working under the supervision of specialized therapists.

We are proposing a network of specifically designed therapeutic recreation intervention
that is evidence-based and properly designed to meet the rehabilitation and maintenance needs of
the community. We believe this can mostly be provided by current resources, but would benefit
from the input of a degree-trained therapeutic recreation specialist.

The governance structure of such an initiative is problematic. It requires a breaking down
of the current vertical “silo” system to produce a horizontal continuum that can deal with the
problems of frailer older individuals as they move (which they do) across system sectors. There
are too many interfaces and too little continuity of care and information flow. The willingness to
achieve a new model needs to be in place, with commitment over the long-term sufficient to allow
its development and fine tuning. Within the governance structure the community needs to be an
equal partner in planning and decision-making,

We hope that this report will provide ideas about how the Cherryhill Healthy Ageing
Program can be sustained and pethaps become a model for the community care of seniors that can
inform developments elsewhere.
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Recommendations for Sustatna b’LLz’,tg

The Cherryhill Healthy Ageing Program

We are now at a critical decision-point. In order to sustain what has been collaboratively built
in the Cherryhill community, the key geriatric service partners in the health system must come
together, pool their resources and collaboratively determine how to best implement the new model of
care that is required to meet the rapidly increasing needs of frailer older people living in the
community. The change in governance must begin in September 2002 when existing research funding
for the GNP and therapy support ends. Based on the evidence and our experience we
recommend:

@ a collaborative multi-agency governance structure be developed with includes the
community as an equal partner

@ a common philosophy must be used and the community capacity building approach
must be continued

) VON Canada assume responsibility for volunteer and psychosocial program
coordination, and the day-to-day operation of the Cherryhill Health Promotion &
Information Centre beginning September 2002

@ annual operating costs for the health centre (approximately $10,000) should be
shared by VON, CCAC, SGS, MOH and community fund raising efforts

® funding be made available for a part-time GNP (2 days/week); no extra funding
should be required as this role already falls under the mandate of SGS

® funding be made available for a full-time therapy assistant to run exercise/
maintenance/therapy programs; this might most appropriately be done through
the CCAC but could also be done as an outreach component of the Parkwood
Geriatric Day Hospital

@ funding be made available for a part-time physiotherapist (1 day/week) and
occupational therapist (1 day/week) to work in the Cherryhill community; CCAC
therapist funding could be used to provide the physiotherapist through a re-assignment
of current therapy funding; SGS could provide funding for the occupational therapist
through an expanded day hospital role

® London Housing should be approached to provide space through apartment rental
within several high-use and strategically placed buildings; this will provide the
requisite meeting, therapy and personal locker space required to implement and
maintain flex care programs and a multi-agency team structure

® ESAM (Cherryhill property owners) will be asked to provide a further 5-year
commitment for appropriate space in the Cherryhill mall for the Health Promotion
& Information Centre
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What Others Have to Say . ..

“What a wonderful program! Let’s see how we can do this in other parts of Ontario.”
Dalton McGuinty, Leader
Liberal Party

“Thank you for sharing your wonderful program. This program should be in every

community.”
Dr. Laura Gaitlin, U.S.A.

“Excellent health & wellness facility. Wonderful complement to this community.”
Canadian Blood Services, London

“What a wonderful service! Storefront service is the key to access for all. Keep up the
excellent work in the Cherryhill community.”
Veterans’ Affairs Canada

“Excellent selection of information and great services. Keep up the good work!”
Executive Director, Central Park Lodge

“What a wonderful & informative establishment. Way o go!”

“This has to be one of the greatest places. It is a good location for seniors & others who
cannot travel far for the health information they need.”

“Received very personal, excellent, friendly & informative service. Need more of this for
seniors.”

“The Health Centre is in a terrific location and is easily accessible and helpful. 1t is
wonderful to have it here in Cherryhill.”

“Remarkable amount of help and friendly staff. A true gift to the neighbourhood. Thank

1y

you.
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“Fantastic service! I'm sure the residents of Cherryhill truly appreciate it. Thanks Jor all
the help.”

“What a wonderful community! T am very impressed with all the Health Centre offers.”

“This mall has everything you need. Full of information and useful health equipment.
The seniors are happy and full of life! Keep up the good work!”’

R Sfound staff very helpful . . . . . PLEASE open a branch in Westmount Mall!!!”

“We have appreciated coming to the Foot Clinic; it is much closer to home and the
service is great!”

“This place is amazing - staff are super - volunteers deserve a medal!”

..... the Health Centre provides a unique service and is another examﬁfe of why
Cherryhill is such a great place to live. Thank you volunteers for you dedication.

“Excellent!”
“Lots of help and take home information. A great service to those in the area.”
“A great support service for people in this, and adjoining communities.

“Thanks so much for the pamphlets on Alzheimer's! What a great location - a
wonderful service for seniors!”’ '
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E what the evidence Tells Us . .. ..
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the number of older individual living in the community is rapidly increasing; the
most significant increase will be in individuals 75+ years who are major consumers
of health services; a 115% increase in individuals 85+ years is expected by 2016

in Canada & particularly in Ontario the health care of older individuals is
fragmented into independently funded “silos” & planning & delivery is through
a bureaucratic structure; there is currently no “rue” community involvement

individuals 75+ years have unique & different health service needs & for many
instability & recurrent crises emphasize the need for continuity of care

a new coordinated & integrated model of service which involves health
consumers & their communities is needed

many of the problems of seniors are amenable to prevention but at the moment
this is, generally, poorly done

Ouy E)qseﬁ,em,ce Char

] the health care system has not evolved to meet the needs of the rapidly growing
older population living in the community

ol this population’s health instability across time mandates a continuity of care; the
current “items of care” approach does not work

)] assistance with activities of daily living (ADLs) such as personal care, homemaking
& meal preparation is increasingly required with advancing age

i} this is the component that is becoming increasingly more difficult for the health
system to provide; it is also the component most readily sacrificed when funding is
short

Il currently there is little appreciation or inclusion of available evidence in either the

development of models of care or the implementation of preventive programs by
many health providers

] there is no conceptual model underlying health service delivery or development
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Community Geriatric Care:
The Challenges

Population Projections & Demographic Trends

Current statistics suggest a significant increase in the number of older
individuals living in the community by the year 2011, with a particular emphasis on
individuals 75 years of age and older who have significantly greater health problems and
health service needs.”” The number of individuals 85 years of age and older, who are
major consumers of health services is expected to increase 115% by the year 2016', and
many health professionals are questioning the community health system’s “readiness” to
cope with this influx of frailer older individuals with multiple and complex health
problems. These individuals are characterized not only by the multiplicity of health
problems they experience but also by the unique nature of those problems.® A significant
proportion of these individuals will be older women living alone. Unless the system is
prepared to provide over twice as many nursing home beds in the next 10 to 15 years,
many more frail, dependent older people will be living in the community. It is unlikely
that the present institutional-based geriatric programming will meet the increasing need.
There is much that needs to be done to develop community-based geriatric care which
will embody the lessons learned from both institutional-based and community-based
research. The time scale is short, especially in terms of health care planning. The
response has to be at the local community level with an underlying principle of working
with communities in order to recognize, respond to, and incorporate in the model, the
specific characteristics of the community. No solution will apply to all settings but there
are some general principles which will help guide the development of a new model of
community geriatric care. It is hoped this document will help elucidate those principles
while proposing a model for a specific community, the Cherryhill community.

Health & Aging

In 1991, 11.7% of the Canadian population were over 65 years of age. Of these,
" 56% were women, and an even greater percentage of those over 75 years are female. A
second important fact is that most of the women at the extreme of life, live alone and have
limited personal supports. In the Cherryhill community, which is at the centre of this
report 77% of the community over the age of 55 years is female and of those 71% live
alone. '
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The National Population Health Study’ showed that one third of Canadians 65-74
years had health problems that restricted their activities to some degree, rising to over
50% at age 75 and above. Similarly, over the age of 75, about 40% need help with the
heavier housework, and over 25% help with routine housework and shopping. Over the
age of 75, being homebound becomes increasingly common.

The problems of old age cross many systems. For example, in women 65-74
years the most common medical problems were arthritis, hypertension and non-arthritis
back problems. Over 75 years of age, the most common problems were heart disease and
cataracts. The proportion of those who rate their health as poor to good (as opposed to
very good or excellent) increases with age. However, most older people perceive their
health as good to excellent despite the presence of limiting conditions. There seems to be
a readjustment of expectations with aging, individuals seeing themselves as well despite
problems, and as a rule considering their health as being better than most of their peers.
For example, in the National Population Health Study only 9% rated it as worse than their
peers.  Within the Cherryhill community our experience concurs with this National
Survey. This perception of good health occurred despite the rising prevalence of chronic
conditions. Although Cherryhill residents admit to declining health with age they still, on
average, perceive their health as good to very good (Figure 1). While this may be a
laudable adaptive mechanism, it’s potential impact on the individual’s failure to seek help
for treatable conditions is a concemn. In some areas it may be a cause of under treatment
with, for example, most cases of urinary incontinence in seniors being unknown to the
physician.®

There are several unique eléments to the provision of
care for the older section of the community. Firstly, and most
obviously, the care of seniors implies the care of chronic
conditions. Most of the problems are not curable and do not
go away, but most are treatable and reversible to some extent.
Secondly, there is no limit to the number of chronic problems
one can acquire, and seniors frequently have many.

Important is the impact of chronic problems on the seniors’
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capacity to access help. Thirdly, many of the problems fall
poorly into the standard medical model, reflecting the decline
in vitality associated with senescence and presenting with the
well recognized geriatric syndromes, such as incontinence
and falling. The declining physical and mental health of old
age, especially extreme old age, offers a challenge to the
client while simultaneously reducing their capacity to meet
that challenge. The ability to seek help may be compromised.
Those who are cognitively impaired are particularly ata
disadvantage and may lose insi ght into the care they need.
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They lose the capacity to be their own advocate.

Instability  characterizes the health and functional integrity of many older
individuals. Instability across time mandates a continuity of care. The job is never done.
These individuals can move from acute crisis to rehabilitation to discharge, and back to
crisis again, Such instability probably characterizes the situation of at least 10% of older
seniors. This specific sub-group of seniors has been the focus of several investigations of
systems models which will be discussed later. Of note, is the distribution of seniors in the
Cherryhill community (Figure 2). They are not only older, but nearly half of them are
over 80 years of age, the age when frailty and instability become exponentially common.

Very Good
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5 ) 65-74 75-84
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Age Category of Cherryhill Residents

Figure 1: Perceived health of Cherryhill residents by age categories (rated with a Likert-
type scale ranging from 1 (poor), through 3 (good), to 5 (excellent).
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Figure 2: Age distribution of Cherryhill residents in 1997.
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Many older people respond to declining capacity with an
attempt to reduce the demands that life places on them, the
so-called “environmental press”. Moving to a supportive
community such as Cherryhill is probably such a response.
This means that many people in this and similar
communities are experiencing a limitation in their capacity.
For some the degree of reduction in environmental stress
that they need to preserve energy for essential functions is
such that they become apartment bound. Any attempt to
increase their involvement in the community, their activity
level or even their socialization can easily overwhelm their
limited reserves. Sometimes it appears that even the offer of
help by the health system can be seen as just one more
stressor, leading to its rejection. This underlines the
necessity to ensure the clients’ health problems are
appropriately identified and managed through the process of
comprehensive geriatric assessment and management so that
their reserves for other activities can be maximized. The
withdrawal of supportive services by the system is
particularly troublesome here as it means that any energy an
individual has left for other health-supporting activities is
spent on basic self-care. Please see Chapter 3 for more
detailed information on the competence and environmental
press and selective dependency theories.

The Cost of Health Care

Canada has one of the most expensive health care
systems in the world. It has been suggested that the
expensiveness of Canadian health care has relatively Little to
do with demographics and the aging population, and more to
do with how we respond to health care needs. For example,
9.8% of Canada’s Gross Domestic Product (GDP) is spent
on health care, more than countries such as the United
Kingdom or Sweden, both of which have a greater
proportion of older citizens. It has been estimated that the
growing expenditure on health care in Canada is only one
third due to the growing older population, and two thirds due
to excessive health care expenditure per capita. Declining
length of stay in hospital has affected all ages but seniors
less so, and the total number of days spent in hospital has
declined even less in the older segment of the population due
to frequent re-admissions. Older individuals have come to
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occupy a greater proportion of acute care beds with very old
individuals in hospital a long time. This is said to result
from community issues such as social isolation and lack of
family supports. A thorough review of this area is provided
by Leibowich, Bergman and Beland.” A critical conclusion
of their analysis is that countries such as Sweden and the
United Kingdom provide cheaper health care for an even
greater proportion of old people by having better
co-ordination and integration at the community level. In
Canada, and particularly in Ontario, the health care of older
people is fragmented into various independently funded
silos such as family physicians paid through Ontario Health
Insurance Plan (OHIP), the Community Care Access Centre
(CCAC) which brokers services based on what is largely an
administrative type assessment, day hospitals and other
geriatric services based in provincially funded institutions
and long-term care establishments funded either privately,
municipally or provincially.  There is no specific
accountability for the optimal care of older individuals
over time, or for keeping them in the community. Although
the CCAC is, for example, responsible for both community
supportive care and access to long-term care, there appears
to be no formal process in place to fully evaluate the older
client functionally and medically either before service
provision or placement. There are no formal links to the
Specialized Geriatric Services, although these are being
explored, and CCAC involvement with those failing at
home and at risk of placement is fortuitous. Efforts
elsewhere to avoid these problems have led to such projects
as the Darlington Project in the United Kingdomg, the well
known “On Lok” Project in San Francisco and its attempted
duplication elsewhere, including Edmonton, in the form of
the “Choice Project”. These observations indicate how the
system elsewhere is feeling its way forward. It is accepted
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that the current approach could be improved and there is a need for a new and more
coordinated way.

Much thought, energy and money is being expended on finding better and more
cost-effective ways of delivering health care. Recent changes have seen a systematic
move from institutional care to community care, and some movement of dollars to
support this. It is less clear if the necessary expertise is being transferred along with the
client. Traditionally, institutions have been the repositories of expertise, operating by
way of a referral system, where clients or patients are sent to hospitals for advice and
guidance. The weakness of this model, particularly in the care of older persons, is that
such care cannot be satisfactorily provided in “piece-meal” fashion. The best outcomes
are obtained by a process of care based on assessment and ongoing management provided
by the same team with the necessary expertise. Expert input limited to times of crisis,
with generalist management between times, has significant shortcomings,

Health Service Utilization & Seniors

Many researchers have demonstrated that advanced age results in increased
mental health problems,” increased chronic illnesses, increased functional
limitations, decreased independence, and increased health care costs.” "™ Specific
predictors of service utilization included age, sex (being female), health, functional
ability and living arrangements. Older individuals with increased social support were
found to be less apt to use formal system-provided health services.

Older individuals are major consumers of health services, and it has been
reported that seniors, in particular those aged 75 years and older, have different
patterns of health service utilization than younger individuals. Assistance with activities
of daily living such as personal care, housework and meal preparation is increasingly
required with advancing age. According to Home Support Canada, as cited in a position
paper prepared by the National Advisory Council on Aging’, the number of home
support workers and services to seniors increased by at least 50% during the past
decade. Homemaking and personal support have been identified as possibly delaying or
preventing premature institutionalization of frail older people who might otherwise have
little capacity to manage, but this is precisely the component most readily sacrificed when
funding is short.

The health support services required by older individuals on a daily basis such as
house cleaning, meal preparation, personal care and assistance with shopping, are also the
services that are becoming increasingly difficult for the health care system to provide.
Families and friends play a critical role in the overall health and welfare of older persons
living in the community, providing over 80% of all daily care, often at great emotional
and financial expense.'""” Older individuals, themselves, have identifiod the ability to
carry out day-to-day activities, freedom of choice, and the ability to be involved in
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personally meaningful activitics as being a priority to help them remain in their own
homes and living in the community for as long as possible.” '

With communities of seniors, not only mobilization and capacity building, but
also stabilization, support and ongoing monitoring of frailer older individuals, are
important considerations to prevent a downward spiral of ability, and subsequently a
potentially costly impact on an already taxed health care system.

Health Care Trends & Other Models: What Works & What Doesn’t
Based on Available Evidence

The challenges of dealing with a steadily aging population, funding constraints
and decreasing health care resources have led to major changes in emphasis on how
health care services should be delivered. Most notable changes include an increased
emphasis on: (1) community health services and supports”'"?'; and (2) community
mobilization and collaboration around health issues, with a particular emphasis on self-
help models of community development™>%; that is, putting some of the responsibility for
health care planning and provision into the hands of individuals and their
communities. While the need for this new approach has been identified, very few health
studies and projects have explored how this might be done. In a local initiative, the
CCAC is currently exploring and evaluating a model whereby the client has increasing

responsibility for directing their own home care.

The challenge is to bring together the evidence base for best practices in care of
older individuals with the community capacity building that is needed to broaden the care
and support segment of the treatment plan. The methodology regarding geriatric care has
been much explored, moving as it has from the narrow focus on what became known as
the comprehensive geriatric assessment (necessary to improve diagnosis and increase
attention to issues outside the medical model), to the broader issues of what to do with the
increased information obtained (how to achieve the best outcomes for the client).

A straightforward comprehensive geriatric assessment service has shown
improved diagnostic accuracy, but inconsistent outcomes.”’ This seems to be due to the
fact that most studies focus on assessments but rely on others to implement the
recommendations, and this occurs in a “hit and miss” manner. Better results are obtained
when the assessment is linked to control of the intervention.”® Within the acute care
environment this has led to the development of acute care for elders (ACE) units, which
have shown improved outcomes™ ** while for the less acutely ill but frail seniors with
complex problems the process of geriatric evaluation and management (GEM), where the
team is responsible for both the assessment and management of client outcomes tend to
be better. The effectiveness is greater when control is greatest, as in an inpatient unit, and
less consistent in the outpatient setting.”” The challenge then becomes how to implement
such an intervention in the community in a cost-effective manner. There have been three
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randomized controlled trials of an in-home inter-disciplinary intervention, all of which
have been shown to be cost-effective with such improved outcomes as better function and
fewer hospital admissions.’™ These findings emphasize the need for a collaborative,
interdisciplinary, expert specialized geriatric service model to achieve the best possible
outcomes for frail older people in all settings, including the community. The
operationalization of an expert geriatric service model within the community remains a
challenge. For the younger old a multi-dimensional model of prevention has shown a
reduction in institutionalization and functional decline, dependent upon the essential
multi-dimensional nature of the intervention as well as the frequency of intervention.*

One potential method of bringing expertise and the community together has been
in existence for many years, and that is using nurses in the community. Although the
concept of nursing centres originated with the visiting nurses’ associations more than 100
years ago, nursing centres are a relatively new development.® Nursing centres emerged
in the late 1960s and early 1970s, as nurse practitioner education programs prepared
nurses to assume responsibility for clients’ health maintenance, evaluation, and referral,
and to provide primary care as a client’s first contact in episodes of illness.*® The types of
nursing centres that exist in the United States are (1) community clinics, (2) centres
associated with institutions such as hospitals, health maintenance organizations, and
academic centres operated by schools of nursing, and (3) private nursing practices
operated by nurse entrepreneurs.’

Nursing centre models have established their ability to affect the cost, access and
quality issues so vital to health care reform.*® Profiles of nursing centre clients
demonstrate that nursing centres address the needs of an unusually high proportion of the
most vulnerable populations, such as racial minorities, the very old, and the poor.®® The
question remains whether such an approach, using well trained geriatric nurse
practitioners could achieve the required outcomes.

A residential retirement community in Chapel Hill, North Carolina, utilizes a GNP
to provide management of minor, acute issues for the 320 residents living in the
apartments and nursing home within the community.”® Longer term management of
chronic issues, such as incontinence, wounds, pain, etc. is not provided by the GNP, In
this model, as with the other aforementioned models, residents are not involved in the
planning or delivery of care at any level.

Case management as a way of co-ordinating care for specific groups is not new.
In the United States, most managed care organizations employ case management. The
process includes screening to identify potential clients, assessment, care planning,
implementation, and monitoring. Little by way of evaluation has been published. The
use of intensive case management for a very selected group of clients discharged from
hospital with congestive heart failure showed a significant reduction, by 56%, in further
hospital admissions, less cost and improved quality of life.*® However, a less structured
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. . ; 4 . .
and intensive form of case management is of no value.* The precise essential elements
of case management remain to be defined.

Community development and community capacity building approaches imply that
community members collaboratively participate in the planning, development,
implementation, delivery and evaluation of services, and share equally in the
decision-making around these processes. A community nursing centre, guided by
community development theory, was implemented in Charlottesville, Virginia. The
population served by this nursing centre was predominantly young minority women with
children. Not only were the clients included in the planning phase of the clinic (e.g.,
identifying their major health concerns), but one of the primary goals for the project was
to assist clients to help themselves and their neighbours. Clients at this nursing centre
were also encouraged to work in the clinic as volunteers, and in paid positions such as
receptionists, secretaries, and clinic aides.”! )

More extensive service delivery models have been developed and evaluated in
recent years. The Program of All-Inclusive Care for the Elderly (PACE) is modeled after
the “On Lok” model in San Francisco (which focused on keeping elderly Chinese who
were at nursing home level in the community), and utilizes geriatric nurse practitioners
(GNPs). There are, however, limitations to each of these models. The PACE and “On
Lok” models, although considered an innovative approach to providing long-term care
services for frail older people, do not use community development or community capacity
building approaches. Rather the care of residents is determined and provided by
professional staff**and the ability of the community to participate in and expand the
program was not included. '

In May 2001 the Montreal initiative “SIPA” published a preliminary evaluation of
the program after the first phase, June 1999 to May 2000. This initiative is exploring the
advantages of having the care of frail seniors under the umbrella of a single clinical,
organizational and financial model. In this model all the responsibility for the care of
these people is in the hands of a single organization, including community, institutional
and acute care. In part the underlying philosophy of this program is based on the
evidence that in order to achieve goals with frailer older individuals and ensure
compliance with recommendations, those who assess should also be responsible for the
interventions. In practice the project never achieved the unified financial model.
Embodying many of the principles discussed above, with the exception of the community
capacity element, the SIPA project is already showing trends toward fewer acute care
admissions, reduced institutionalization, coupled with improved access to
physicians, increased use of social and paramedical services and improved access to
home care services.

: Community involvement in health care planning has been tried in the past,
particularly in the USA, frequently through the model of health system agencies (HSA).
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This seems to have functioned rather like our District Health Council (DHC) but with
decision-making power. This development was seen as a threat to the local medical
establishment and the legislation was eventually repealed. Other examples as well as the
obstacles to getting meaningful community mput are provided by Sleath and Rucker.®

The Way of the Future in Geriatric Care

Partnerships between institutions, community-based care and the community itself
are emerging as the way of the future in health care of older individuals, Different
models of care have been tried, and are being tried, particularly in the USA. A necessary
basis for any intervention in the care of a high risk senior population is appropriate
targeting, assessment and integrated care provision, and there is evidence that this can be
successfully done. Figure 3 outlines key issues in community care for seniors.

It is clear that issues concerning the older and frailer seniors have challenged care
planners for years. The ideal model of care has yet to be invented, but some
elements of the ideal model have begun to emerge. The following points can be
supported in the literature:

ol continuity of care within a program of a single philosophical approach
provides better outcomes

i avoidance of the “silo” approach seems to be important; “Silo” systems,
such as are found in Canada, lead to re-admissions and to the clients
falling through the cracks; examples of the latter are clear from the
Cherryhill experience (see Chapter 4 )

] approaches which avoid the short comings of the silo-type system, which
tend to deliver items of care lacking continuity, seem to deliver better
outcomes; models with greater levels of interventions, moving from
assessment through the crafting of recommendations, to the development
and carrying out of a strategy to ensure their implementation have been
more positive in their outcomes (e.g., delayed loss of independence;
delayed admission to long-term care)

) multi-disciplinary assessment by itself is of limited value; usually more
problems are identified but the overall outcome is dependent on
subsequent action; assessment has been emphasized by geriatric programs
as a critical first step; this has helped focus attention of syndromes and
conditions frequently missed; it has, however, to some extent acquired the
characteristics of an end in itself: such comprehensive geriatric assessment
coupled with a more involved team, partly and temporarily assuming
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Figure 3: Key issues in community care for seniors as identified through the Cherryhill
Healthy Ageing Program.
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responsibility for the client produces better but still erratic results; a case
management model, coupled with an inter-disciplinary evaluation and
co-ordination of services seems to be more successful when working
within a team structure

nJ expertise is essential, whatever the structure and the need for adequate
training of staff has been emphasized; it has been convincingly shown
that the provision of care through a simple clinic setting, with a focus on
frailer older individuals, and run by primary care physicians and practice
nurses with little or no expertise in the care of older mdividuals, does not
work;* the ideal model must include a high level of expertise,
appropriately offered through assessment, management and follow-up,
and with a sufficient base of support (both formal and informal) to make
it work in a cost-effective manner .

It can be concluded that the more comprehensive and all-inclusive the
assessment and management approac