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Introduction 
 
The RGP supports a network of 26 participating organizations in the GTA and surrounding areas. 
The Network participants are guided by Participation Agreements, which were developed as a 
foundation for expanding the RGP as well as a means of strengthening the understanding of the 
added value of RGP membership. The following service plan outlines the RGP central office’s 
activities which support this broad network. The individual hospital activities are found in the 
appendices, and reflect the work of seven hospitals receiving RGP base funding for specialized 
geriatric services. 
 
The RGP also manages the Psychogeriatric Resource Consultation Program, which is described 
in a separate agreement with the Central East LHIN and focuses on the learning needs of those 
who are caring for people with dementia and other psychogeriatric problems within community 
service agencies, CCACs, and long-term care facilities.  
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Priority #1:  Advancing Senior Friendly Hospital (SFH) Care  
The RGP began work on the concept of senior friendly hospital care in the 1990s and 
established a senior friendly hospital taskforce in 2006.  Along with the RGPs of Ontario, we 
endorsed a five-domain framework that guides our work and approach to transform hospitals 
into senior friendly organizations.  These domains are the processes of care; organizational 
support; emotional and behavioural environment; ethics in clinical care and research; and the 
physical environment.  The Ontario Senior Friendly Hospital Strategy has created a level of 
awareness and a welcome opportunity to influence care of hospitalized seniors in a systematic 
and collaborative approach.   
 
Using the RGP’s SFH Framework, the provincial SFH Summary Report and Recommendations, 
and SFH Indicators, we will support the LHINs, the RGP Network and external organizations in 
the development of their senior friendly capabilities. 
 
Expected Outcomes:  
Enhanced senior friendly capacity across the LHINs, the RGP Network, and other 
interested organizations  

1. RGP will be seen as a leading authority on SFH practice and processes regionally, 
provincially, and internationally. 

2. An updated www.SeniorFriendlyHospitals.ca website with increased utilization. 
3. Enhanced collaboration and uptake of SFH practices and processes. 
4. Publications on relevant aspects of SFH practices and processes.  

 

Projected Activities: 
a. Co-plan an annual Senior Friendly Hospital provincial conference in partnership with the 

Ontario Hospital Association. 
b. Co-chair the planning committee for the RGPs of Ontario 2014 Education Day, which will 

be hosted in partnership with the Ontario Gerontology Association 33rd Annual 
Conference. 

c. Present SFH activities at provincial and international venues, including: the Ontario 
Hospital Association’s Senior Friendly Hospital and HealthAchieve Conferences and the 
RGPs of Ontario Annual Education Day. 

d. Lead the feasibility evaluation of SFH Indicators on delirium and functional decline for 
over 43 hospitals in Ontario.  

e. Co-chair a provincial “SFH Indicators” implementation working group to plan and 
develop recommendations based on the feasibility evaluation of the SFH Indicators. 

f. Prepare and disseminate a report with recommendations on the feasibility, data quality, 
enablers and challenges in implementing SFH indicators and associated delirium and 
functional decline practices. 

g. Chair a Provincial Senior Friendly Hospital Steering Group with representatives from 14 
Ontario LHINs, Health Quality Ontario, Registered Nurses’ Association of Ontario, and 
the RGPs of Ontario to provide strategic directions to the SFH strategy, to discuss 

http://www.seniorfriendlyhospitals.ca/
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provincial SFH activities, and to ensure alignment of SFH with other provincial 
priorities/activities.  

h. Continue to build an Ontario Senior Friendly Hospital (SFH) Collaborative and facilitate 
knowledge-to-practice activities and knowledge exchange between participating 
hospitals in order to sustain and build upon the accomplishments of the Ontario Senior 
Friendly Hospital Strategy 

i. Support the Ontario’s Action Plan for Health Care by aligning the ongoing work of the 
SFH Collaborative with health system priorities. 

j. Provide in-kind clinical consultation for SFH initiatives undertaken by network and 
provincial partners. 

k. Redesign the Senior Friendly Hospital Toolkit and website to optimize navigation and 
usability. 

l. Continue to expand the content of the Senior Friendly Hospitals Toolkit and promote its 
use as a knowledge-exchange resource. 

m. Provide consultation for the World Health Organization Health Promoting Hospitals Age-
Friendly Hospitals initiative. 

n. Publish manuscripts on the SFH self-assessment process, SFH indicator development, 
and SFH indicator feasibility testing. 
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Priority #2:   SGS Renewal and Quality Improvement 
The models of specialized geriatric service delivery supported by the RGP were developed in 
the 1990s and based on available evidence. Since that time, teams have incorporated emerging 
evidence through process improvements and made adjustments in their service delivery 
models.  The health system in which SGS is delivered has, however, changed significantly.  Our 
patients are now older and have more complex co-morbidity.  Instead of being admitted to 
long-term care homes, an increasing number of frail seniors are residing in the community with 
supports.  Options for elective admission of patients to acute hospitals are now rarely available 
and ALC beds are increasingly filled with frail seniors with longer lengths of stay.  For a critical 
period in the new millennium, there were no geriatric medicine trainees in the pipeline adding 
to the already low availability of geriatric specialists to provide clinical consultation and 
education.   
 
Recognizing that SGS could not provide direct service delivery to all the frail seniors in need, we 
identified capacity building as one of our earlier strategic priorities.  As a result of the successful 
transfer of knowledge to partner providers, we have witnessed the emergence and 
proliferation of community-based teams, disease-focused teams and primary care teams that 
are better equipped to provide care to frail seniors.  These contextual changes in the system, 
along with the evolving profile of patients served by SGS teams, demands a reexamination of 
how SGS is best delivered and the role that it should play in the healthcare continuum.   
 
Expected Outcomes: 
Service improvement and alignment with current evidence on best practices 

1. Increased satisfaction with services. 
2. Increased integration with stakeholders. 
3. Services are aligned with current evidence. 
4. Performance indicators for specialized geriatric services. 
5. Collaborative quality improvement initiatives. 

 

Activities:  
a. Improve the quality and timeliness of the assessment reports that are delivered to the 

referring physician following a comprehensive geriatric outreach team assessment. 
b. Conduct quality improvement initiatives across Geriatric Outreach Teams to improve 

stakeholder satisfaction and increase efficiencies. 
c. Conduct quality improvement initiatives across Geriatric Day Hospitals to improve 

stakeholder satisfaction and increase efficiencies. 
d. Host education events to train Outreach and Day Hospital staff on best practices and 

encourage collaborative learning. 
e. Identify opportunities for collaboration with external stakeholders/other services.  
f. Develop and implement standardized referral forms for ambulatory specialized geriatric 

services. 
g. Collaborate with RGPs of Ontario to share quality improvement and service renewal 

practices for outreach services. 
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Priority #3:   Serving as a Leading Authority on Frailty and Service Development 
for Seniors 
No other organization has a mandate solely dedicated to the healthcare needs of frail seniors.  
As such, the RGP is in a unique position to serve as a leading authority on frailty.  As a network 
of providers, we are able to bring a system perspective to service planning and development.  
The RGP leverages the social and intellectual capital embedded within our network, which is 
further enhanced by our academic linkages.  Free of institutional biases and disease-specific 
objectives, our activities are driven by system goals and patient-centred care.  
 
Expected Outcomes: 
Increased recognition of the RGP as a leading authority  

1. Increased involvement and influence on provincial, regional, and local councils/advisory 
committees. 

2. Publication of manuscripts and reports in peer-reviewed journals and online publication 
formats. 

3. Increased diffusion of social and intellectual capital embedded within the RGP network.  
4. Continue to contribute to regional and provincial system development  

Activities: 
a. Participate in Health Links planning groups.  
b. Maintain and increase our presence on key provincial and LHIN committees. 
c. Host conferences and training institutes to support emerging integrative health system 

aligned with system priorities such as Health Links, Senior Friendly Hospitals, 
Community Paramedicine, and the provincial Seniors Strategy.  

d. Deliver needs-based and integrated training for specialized geriatric service providers. 
e. Develop and deliver a series of webinars to enhance and expand network collaboration.  
f. Enhance the profile of our network by providing opportunities for network 

presentations and sharing of best practices. 
g. Enhance the profile of the RGP through conference presentations, posters and keynote 

presentations.  
h. Prepare manuscripts on key issues in frailty focused and senior friendly care.  
i. Provide leadership to geriatric medicine training program at the University of Toronto.  
j. Enhance relationships with national and international authorities working on senior 

friendly hospitals. 
k. Provide knowledge-to-practice consultation to frailty-focused care providers and 

planners locally, provincially, nationally and internationally.  
l. Contribute to collaborative research initiatives locally, provincially, and nationally. 
m. Advocate for the development the three core competencies for frailty focused services – 

knowledge of geriatrics, inter-professional practice and inter-organizational 
collaboration. 

n. Refine and enhance the RGP portal.  
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o. Develop mobile tablet-based service data utilities for NLOT and GEM services. 
p. Pilot the telehomehealth exercise coaching service. 
q. Develop a plan to identify patient-focused metrics relevant to frail seniors. 
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Projected Hospital Activity Data    
 
Summarized in the table below are the activity data forecast1 for 2013-2014 and the projected 2014-2015 forecast.  
 
 
 

  
13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 

OUTREACH TEAMS BAY BAY NYGH NYGH SHSC SHSC TRI TRI UHN UHN PROV PROV STM STM 

Acceptances/Admissions 150 150 487 487 154 154     212 212   

Total Visits 250 250 915 760 853 853     499 499    

DAY HOSPITALS BAY BAY NYGH NYGH SHSC SHSC TRI TRI UHN UHN PROV PROV STM STM 

Approved spaces 15 15 13 13 20 20 15 15          

Inquiries/Referrals 0 0 160 160 240 240 123 123          

Acceptances/Admissions 380 380 124 124 220 220 117 117          

Attendances  5400 5400 2044 2044 3600 3600 2522 2522          

GERIATRIC CLINICS BAY BAY NYGH NYGH SHSC SHSC TRI TRI UHN UHN PROV PROV STM STM 

Acceptances/Admissions 400 400 818 818 435 435 150 150 0 0 378 378 600 600 
Total Visits (Initial, follow-
up, home visits, etc.) 1600 1600 3577 3577 1057 1057 1480 1480 2500 1300 1385 1385 1000 1000 
ACUTE GERIATRIC 
UNIT/ACUTE CARE FOR 
THE ELDERLY UNIT BAY BAY NYGH NYGH SHSC SHSC TRI TRI UHN UHN PROV PROV STM STM 
Beds    10 10         6 6 

Inpatient Days    3300 3150         2100 2000 

Admissions    350 350         120 120 

Separations/ Discharges    350 350         120 120 

Occupancy Rate    90% 86%         96% 91% 

Average Length of Stay    9 9         18 18 

                                                      
1 2013-14 year end actual activity data was not yet available at the time of report submission 
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13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 

GRU & GATU BAY BAY NYGH NYGH SHSC SHSC TRI TRI UHN UHN PROV PROV STM STM 

Beds 32 32     25 25   35 35   

Inpatient Days 11096 11096     8219 8219   11839 11839   

Admissions 365 365     216 216   343 343   

Separations/ Discharges 365 365     216 216   343 343   

Occupancy Rate 95% 95%     90% 90%   93% 93%   

Average Length of Stay 30 30     38 38   35 35   

CONSULTATIONS BAY BAY NYGH NYGH SHSC SHSC TRI TRI UHN UHN PROV PROV STM STM 

Patients Seen   530 580 600 600   400 680   600 600 

 
GRU = Geriatric Rehabilitation Unit 

GATU = Geriatric Assessment and Treatment Unit 
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13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 

GEM - MOHLTC  CVH CVH MH MH RVHS RVHS HRH HRH STM STM 

FTE 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 

# of patients served 690 690 690 690 690 690 690 690 690 690 

Patients discharged  449 449 449 449 449 449 449 449 449 449 

 
13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 
13/14 

forecast 
14/15 

forecast 

GEM - AAH MSH MSH  SJHC  SJHC TEGH TEGH STM  STM   UHN  UHN 

FTE 1.4 1.4 1.0 1.0 1.4 1.4 
 

.4 .4 1.4 1.4 

# of patients served 966 966 690 690 966 966 276 276 966 966 

Patients discharged  628 628 449 449 628 628 180 180 628 628 
 

 
 

MOHLTC GEM sites: Trillium Health Partners-Credit Valley Hospital, MacKenzie Health, Rouge Valley Health System-Centenary, 
Humber River Hospital, St. Michael's, Mount Sinai Hospital, St. Joseph’s Health Centre, Toronto East General Hospital, and UHN – 
Toronto Western Hospital.



12 
 

Operating Budget 
 

The operating budget for April 1, 2014– March 31, 2015 is summarized below. 
 

 

  
FINAL BUDGET FOR 

2014/2015  
Program Operations & SFH Initiative 
  $     1,062,450  
Baycrest  
  $     1,115,183  
North York General Hospital 
  $        980,247  
Sunnybrook  Health Sciences Centre  
  $     1,250,814  
UHN – Toronto Rehabilitation Institute 
  $     1,941,498  
UHN – Toronto Western Hospital 
  $        499,981  
Providence Healthcare 
  $        907,989  
St. Michael's Hospital 
  $        655,362  

Geriatric Emergency Management – MOHLTC  
(5 positions in GTA hospitals)  $        461,276  

Geriatric Emergency Management - AAH 
(in 5 GTA hospitals)  $        420,783 

TOTAL 
 

 $     9,295,583  
 

 
 
NOTE: Activity and deliverables outlined in the 2014-15 Service Plan are contingent on 
receiving an increase of $160,000 to the base budget within the fiscal year. 

  



13 
 

Appendices 

Appendix A:  Service Information 
 

What are “specialized geriatric services”?  
Specialized geriatric services are a range of health care services, which diagnose, treat 
and rehabilitate frail seniors with complex and multiple medical, functional and 
psychosocial problems. Specialized geriatric services are provided on a consultative 
basis by interdisciplinary team of health professionals in a variety of home, ambulatory, 
acute-care, long-term care and rehabilitation hospital settings. The goal of specialized 
geriatric services is to reduce the burden of disability by detecting and treating 
reversible conditions and recommending optimal management of chronic conditions.  
 
What is the target group for “specialized geriatric services?”  
The focus of specialized geriatric services is the frail older person whose health, dignity 
and independence are at risk due to:  
 
• Multiple and complex medical and psycho-social problems  
• A recent unexplained breakdown in health and function (or high risk for such 

breakdown).  
• Risk of losing the capacity for independent living 
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Definition of Specialized Geriatric Services 
 
Specialized Geriatric Services are health care services that diagnose, treat and 
rehabilitate frail seniors with complex medical, functional and psychosocial problems. 
An interdisciplinary team of health professionals with expertise in geriatric care provide 
these services in ambulatory, community and inpatient settings on a consultative basis. 
 
In collaboration with primary care providers, these specialized geriatric services provide 
a continuum of care that optimizes the function and independence of frail seniors and 
supports aging in place.  
 
Outreach 
Comprehensive assessments in the older person’s home or long-term care facility are 
conducted by one or two health care professionals in geriatric medicine, nursing, social 
work, psychiatry, physiotherapy or occupational therapy. Other health professionals in 
psychology, pharmacy, recreation therapy, nutrition, and speech language pathology 
may be involved if needed. 
 
Outpatient geriatric clinics 
Clinics are used to assess, treat and monitor older persons who can travel to the 
hospital. Some persons receiving RGP Outreach visits may have their first contact with a 
geriatrician in a clinic setting. 
 
Geriatric Day Hospitals 
These hospital-based ambulatory programs provide diagnostic, rehabilitative or 
therapeutic services to persons living at home or in a long-term care facility. Attendance 
is usually two days per week for several months. 
 
Acute Geriatric Units/Acute Care of the Elderly Units 
These are inpatient hospital units in an acute care setting for persons who require short-
term diagnostic investigation and treatment. 
 
Geriatric Rehabilitation Units (GRUs) 
These are inpatient units in chronic hospitals for persons who require an individualized 
assessment and rehabilitation program for a period of one to three months. 
 
Geriatric Assessment and Treatment Units (GATU) 
Inpatient units for persons with complex medical conditions who require an 
individualized assessment and rehabilitation program for a period of four to six weeks. 
 
Internal Consultation Teams 
Multi-disciplinary teams provide consultation and assessment of patients in the 
participating organizations. 
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Geriatric Emergency Management (GEM) 
Consultation by a specialized geriatric health professional in the emergency room 
providing: assessment, diagnosis, identification of “at risk” elderly, initiation of 
appropriate treatment, and linkages with community and primary care. 
 
Psychogeriatric Services 
Geriatric Psychiatrists provide assessment and treatment for those elderly persons who 
may have behavioural or psychosocial issues (i.e., depression, anxiety, psychosis). 
Although not one of the funded core SGS, psychogeriatric services are an important part 
of the continuum of service for frail seniors.  At many sites, psychogeriatric services are 
provided in an integrated or collaborative model with SGS.   
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Appendix B:  Activity Unit Definitions 
 

Outreach Teams 
 
Acceptances/Admissions: A person who has been officially accepted by the Outreach 
Team and will receive a visit.  
 
Total Visits: A contact for the purpose of an initial assessment and follow up visits. Each 
visit with more than one discipline is counted as one visit. Telephone calls are not 
included (A visit is one face-to-face encounter between a client or family member and a 
health professional). 
 
 

Day Hospitals 
 
Approved spaces: The number of places in the Day Hospital. 
 
Inquiries/Referrals: Any request for admission into the Day Hospital. 
 
Acceptances/Admissions: A person who has been officially accepted into the Day 
Hospital for assessment, diagnosis, treatment or rehabilitation. 
 
Attendances/Visits: Clients attend on a regularly scheduled basis for 3 to 4 hours at 
each attendance. 
 
 

Geriatric Clinics 
 

Acceptances/Admissions: A person who has been officially accepted by the Geriatric 
Clinic for assessment, treatment, rehabilitation or monitoring. 
 
Total Visits: A visit for the purpose of assessment or follow-up. (A visit is one face-to-
face encounter between a client or family member and a health professional). 
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Acute Geriatric Units/Acute Care of the Elderly Units 
 

Beds: An acute bed designated by the hospital which is staffed and in operation. 
 
Admissions: A person who has been admitted to an AGU/ACE bed. 
 
Patient Days: A filled inpatient day in accordance with MOHLTC guidelines. 
 
Separations: The total number of discharges or deaths of patients in the AGU/ACE 
during the reporting period. 
 
Average Length of Stay: Inpatient days divided by the number of separations. 
 
Occupancy Rate: Inpatient days divided by the [total number of Beds X the days in the 
reporting period] X100 (reported as a percentage). 
 
 

Geriatric Rehabilitation Units/Geriatric Assessment & Treatment units 
 

Beds: GRU/GATU designated by the hospital which is staffed and in operation. 
 

Admissions: A person who has been admitted to a GRU/GATU.  
 
Patient Days: A filled inpatient day in accordance with MOHLTC guidelines. 
 
Separations: The total number of discharges or deaths of patients in the GRU/GATU 
during the reporting period. 
 
Average Length of Stay: Inpatient days divided by the number of separations. 
 
Occupancy Rate: Inpatient days divided by the [total number of Beds x the days in the 
reporting period] x 100 (reported as a percentage). 
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Internal Consultation Teams 
 

Patients Seen: Total number of new patients who have been visited by the ICT either in 
a non-RGP inpatient unit or in the Emergency Department, but not in the AGU/ACE. 
 

Geriatric Emergency Management 
 

GEM Assessments: Total number of patients assessed face to face and by telephone. 
 
Patients Admitted:  Total number of patients admitted to hospital post GEM 
assessment. 
 
Patients Discharged:  Total number of patients discharged from hospital post GEM 
assessment (includes home, community, LTC, institutional transfer, death). 
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Appendix C:  Hospital Projected Deliverables 
  



RGP Service Plan
Hospital Projected Deliverables - Hospital Deliverables 2014-2015

Print date: 3-Mar-2014Baycrest

SERVICE

Program Development / Improvement

Activity# Description

As part of the reconfiguration of Rehabilitation 

Services at Baycrecrest, the GATU will be moved 

and integrated expanded into the slow stream 

rehab unit. The service will continue as a fully 

integrated model. The staff and leadership will be 

participating in the program planning throughout 

2014/15

Review of GATU structure and alignment1.

Baycrest is undertaking a year long reconfiguration 

of our rehabilitation program in order to develop a 

more fulsome program that targerts mthe most 

complex geriatric rehabilitation clients, many of 

whom have signficant cognitive issues.

Reconfiguration of Rehabilitation Services at 

Baycrest

2.

We have undertaken a lean exercise to review the 

current flow of wrok in the clinic area. This work 

will expand to include a review opf space required 

and patient flow, secretarial activity and booking 

within the context of the move to central intake.

Geriatric Clinic Process Improvement3.

Innovation / New models

Activity# Description

We will continue to develop and implement the 

processes for service integration/collboration for 

the ICCT. This work includes establishing flow 

processes, building internal and external linkages 

and fully evaluating the new model. This work will 

be ongoing for 2013-2015.

Integrated Community Care Team model1.

As part of the CSP at Baycrest, the SGS system 

will be an early adopter of the new central intake 

processes developed and implemented in 2014/15

Implementation of One Stop Access for all 

Baycrest SGS programs and services

2.

Project underway to redefine the strategic 

direction and fit of the SGS at Baycrest in 

conjunction with the new Baycrest Clinical 

Services Plan under development. Implementation 

of some service changes will be undertaken over a 

multi-year timeframe.

Establishing the new Strategic Direction for 

SGS

3.

Baycrest - Page 1



Activity Variance

Activity# Description

It is anticipated recruitment for additional 

geriatrician support will not be completed until 

2015. 

An evaluation of the Geriatric Assessment Clinics 

with further support from the inter-professional 

team should result in improved efficiency and 

reduction in wait times.

Geriatric Assessment Clinics1.

We will review attendances and visits as we 

continue to implement the ICCT. It is expected 

that in 14/15 we will see an increase in visit 

numbers in particular, reflecting the increase in 

the ICCT staff providing service in the shared and 

primary care streams.

COT/Integrated Community Care Team 

(ICCT) admissions and visits

2.

A thorough review was conducted in 13/14 of the 

attendance and visit numbers for the Day 

Treatment Centre to better understand the 

collecting and validating of the data. The result of 

the review indicated the need for a re-alignment of 

expected and actual numbers that reflects the true 

activity in the DTC. These new targets are now 

integrated into our financial reporting structure.

Day Treatment Centre3.

E-health

Activity# Description

We are working on adding goal-based 

documentation (already used in DTC and Geriatric 

Rehabilitation) for the new team. This will require 

some programming changes to our electronic 

health record.

ICCT documentation1.

Continue with the full implementation of the RGP 

Registry in 2014/15.

Implementation of New Data Collection 

Processes for RGP

2.

LEADERSHIP & PARTNERSHIPS

Local organization

Activity# Description

Geriatrician sits on committee to promote SGS 

within education at Baycrest.

Medical Education Committee1.

Geriatrician led project within Baycrest. Seeing 

first students now entering "internships".

Learning Centre for Interprofessional Care2.

Committee provides leadership for nursing 

practice across the campus including the 

implementation of the BPSO activity (5 frail senior 

best practice guidelines)

Nursing Professional Practice Committee3.

Baycrest - Page 2



External partnerships

Activity# Description

Baycrest taking lead for pilot. Geriatric Psychiatry 

and Geriatric Medicine will be involved and will 

promote and advocate for SGS and frail seniors.

LHIN Behavioural Support Project1.

Baycrest geriatrician Chairing RCPSC National 

Specialty Committee for Geriatric Medicine until 

July 2014. Also sits on Internal Medicine Specialty 

Committee and Examination Committee.

RCPSC NSC Chair2.

Baycrest membership on Day Hospital and 

Outreach Team committees.

RGP committees3.

Administrative leadership (in collaboration with the 

RGP) for the pilot project  to provincially field test 

the feasibility of the delerium and functional 

decline indicators

Senior Friendly Hospital Indicator Working 

Group

4.

Partiticpating in the Outpatient/Ambulatory 

Working Group and the Definitions Working Group 

to ensure that frail seniors rehbailitation needs are 

considferd and factored into planning

Provincial Rehabilitation Alliance5.

EDUCATION & CAPACITY BUILDING

Continuing education of health professionals

Activity# Description

Education day planned by Geriatricians, Family 

Medicine, Nursing, and Geriatric Psychiatry. 

Aimed at Primary Care Physicians and Allied 

Health Professionals. Held first Friday of June 

each year.

Annual Pollock Medical Clinic and Grobin 

Ethics Day

1.

Training of graduate and undergraduate students

Activity# Description

Anticipate ongoing rotations and electives from 

GIM, GM, FM and COE programs in Medicine.

Postgraduate Medical Training1.

Will continue to have students from PT, OT, 

Nursing, Social Work from multiple colleges and 

Universities.

Allied health Professional students2.

We will host a group of medical students from 

Beijing for several weeks. They will be in most of 

the SGS services at Baycrest, as well as other 

services that provide care to the frail elderly in our 

community. The program was a great success in 

2013 and participation in 2014 is anticipated.

Beijing Medical students3.

Baycrest - Page 3



We have had a steady group of clinical clerk 

elective students coming from McMaster and U of 

T. During their electives they participate in most of 

the RGP SGS services.

Elective Clinical Clerks4.

EVALUATION & RESEARCH

RGP Coordinated

Activity# Description

Continue to participate in the pilot evaluation of the 

feasbility of implementation of the Confusion 

Assessment Measure (CAM) on both of the 

rehabilitation units at Baycrest. Baycrest intends to 

expand this across the campus as part of the Best 

Practice implementation for delerium, depression 

and dementia

Senior Friendly Hospital Indicator Pilot Study1.

RGP affiliated primary/co-investigator initiatives

Activity# Description

BRIDGES evaluation of the new model of 

specialized geriatric/primary care support (ICCT 

initiative)

BRIDGES Evaluation1.

Other research collaborations

Activity# Description

Ongoing work on collaborative frailty outcomes 

dataset with Slow Stream Rehabilitation, GATU 

and DTC.

Frailty database1.

Established a comprehensive model (initially 

referred to as i-HAT) to build capacity across the 

campus (LTC Home and Retirement Home) 

through the implementation of Interact and other 

practice enhancements to prevent transfers to 

acute care for frail seniors with PPH's. Model 

under evaluation expected to continue throughout 

2014/15.

Capacity Building Evaluation2.

Publications and presentations

Activity# Description

Anticipate presentation of three posters this year 

from SGS affiliated faculty.

Presentations/Posters1.

Research, consultation and assistance to others

Activity# Description

MPD for DTC/GAC/ICCT will work with MPD from 

CCC on project to look at impact of KT 

intervention on prescribing practices in CCC.

CCC neuroleptic utilization and the impact of 

a KT intervention

1.

Baycrest - Page 4



RGP Service Plan
Hospital Projected Deliverables - RGP - Hospital Deliverables 2013-2014

Print date: 28-Mar-2013North York General Hospital

SERVICE

Program Development / Improvement

Activity# Description

Standardizing outreach reports with RGP & ORT 

in the 905/GTA. Geriatric Nurse/Educator 

continues to mentor and train new Geriatric 

Outreach Teams (ORT) in Central LHIN: 

Southeast team (Markham Stouffville, Unionville 

Home Society), Mackenzie Health, Humber River 

Regional Centre and Southlake Regional. This is 

the 6th year of this aging at home outreach 

project.

Building on the Aging at Home Strategy - 

North York General Hospital continues to be 

the accountability lead with great 

collaboration among the teams

1.

Nurse Practitioner (NP) currently working with 

quality department to help reduce the urinary 

catheter insertions and catheter associated urinary 

tract infections.

Medical directive for foley catheter 

discontinuation approved for implementation 

in medicine and cancer care programs in 

September 2012

2.

A) Plans are underway to design and implement 

an integrated collaborative for Geriatrics focusing 

on the frail elderly with Chronic Obstructive 

Pulmonary Disease (COPD) and Congestive Heart 

Failure (CHF).

B) Collaboration with Baycrest and Toronto 

Central CCAC on linking patients and community 

services who don't have a GP or non FHT/CHC 

patients.

Geriatric Integrated Care Collaboratives 

Model of Care

3.

Goal is to improve flow of patients through our 

system and ensure seamless continuity of geriatric 

patients

Access to care-Ambulatory representative 

attending hospital unit based "goal rounds"

4.

Prioritize admission and outline care plan for 

treatment to increase efficiency in program

Access to Specialized Geriatric Services. 

Day Hospital is holding mass 

orientation/screening for patients on wait list 

to identify appropriateness and prioritize 

admission

5.

Ongoing improvement in hospital flow with 

seamless priority admission for hospital referrals 

into Day Hospital Program resulting in more 

efficiencies in our Day Hospital Program

Day Hospital Admissions6.
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Post GAS form/meeting following team 

assessment to clarify goals and LOS with 

client/family - Ongoing

Post GAS Form for Day Hospital7.

LOS changed from 12 to 10 weeks (in place). This 

allows for larger volumes of clients to attend the 

Day Hospital Program.

Length of Stay (LOS)8.

Ongoing & results not yet tabulatedDay Hospital Team using Edmonton Frailty 

Index

9.

Ongoing through screening of wait listDay Hospital is improving attendance 

statistics and accountability to decrease 'no 

shows' and 'other'

10.

Day Hospital team has standardized GAS goals to 

decrease documentation time and improve usage 

of GAS - Ongoing

Standardized GAS goals11.

Purchase of new equipmentUpdate physiotherapy room equipment to 

meet patient needs and facilitate flow

12.

A) To comply with hospital accreditation standards 

in ambulatory service: Day Hospital provides 

formalized medication reconciliation for all patients 

(Based on Day Hospital data, average age: 80 

years; average # of medications: 12).

B) A high percentage of Day Hospital patients 

were recently discharged from North York General 

Hospital with multiple medication changes.

A) Medication Reconciliation at Day Hospital

B) Ongoing medication management by 

Pharmacist in Day Hospital

13.

The ACE Unit team is in the early stages of 

looking at planning a "clinical teaching unit" model 

for interprofessional students.

Clinical Teaching Unit Development14.

A) NYGH ORT is working with RGP to develop a 

patient satisfaction survey with the goal of 

feedback re: outreach assessment and goal 

planning.

B) Quality of Improvement Indicators

C) Flowchart data to track efficiency from date of 

initial referral to when patient is seen as ORT visit. 

The aim is to increase efficiency and identify any 

barriers.

NYGH ORT Collaboration with RGP15.

Proposal submitted to the hospital from Medicine 

and Eldercare Program in regards to how we can 

integrate Senior Friendly Initiative corporately.

SFH Initiatives16.

Some of the activities being planned for a launch 

of June 2013 (Seniors Month) include: creation of 

6 videos outlining ambulatory clinics, promotional 

material outlining services and reviewing and 

reusing information on external and internal 

website.

Improve the visibility of Specialized Geriatric 

Services at NYGH - Eldercare team is 

working with Corporate Communications, 

Ambulatory Services and Inpatient Services 

to increase visibility awareness.

17.
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Eldercare Pharmacist reviews patients over 65 

years of age with 9 or more medications.

Decreasing falls incidence, confusion and 

delirium

18.

Held every day with interprofessional team 

members looking at patient care barriers and 

issues toward a safe discharge.

Daily Goal Rounds19.

Innovation / New models

Activity# Description

Ongoing collaboration to maximize access to 

patient care information between Ambulatory and 

Acute Care services.

E-Care access between Acute Care and 

Ambulatory Care

1.

Enhance collaboration with the GEM Nurses, 

Nurse Practitioners, SHC ambulatory service in 

the Emergency Department (ED) with geriatric 

programme, inservices and communication 

regarding seamless patient care.

Geriatric Ambulatory ED collaborative 

initiative

2.

This is being done in collaboration with the Stroke 

Clinic, Cardiac Rehab Program at NYGH and the 

District Stroke Coordinator at Mackenzie 

Richmond Hill Hospital. Continuing to prepare for 

capacity by developing formal stroke education 

module.

Developing a stroke stream out-patient 

rehabilitation program in the Day Hospital to 

improve flow and assist with discharge 

planning at NYGH

3.

Ongoing monthly formal fall prevention education 

to inpatients and outpatients.

Fall Prevention Education4.

Education, speakers, exercise/activitiesStroke Month Initiatives - February 20135.

OngoingDay Hospital physicians to incorporate team 

discharge dictated summary to improve 

timeliness receipt of discharge information by 

referral sources

6.

OngoingInitiating components of February 2013 Brain 

Gym into Day Hospital program

7.

5 SE is participating in a 6 month Provincial 

Senior Friendly hospital pilot project at the rate of 

incidence delirium and screening of admitted 

patients over 65 years of age.

Pilot project 6 months on Delirium Practice8.

Purpose: to reduce falls and improve patient 

satisfaction

Intentional rounding on ACE Unit9.

Activity Variance

Activity# Description

Reported quarterlySubmission reported regularly1.

E-health

Activity# Description
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Ongoing set-up for the OPD unitElectronic records at central site1.

LEADERSHIP & PARTNERSHIPS

Local organization

Activity# Description

Geriatric team members continue to be involved in 

reviewing hospital based order sets taking into 

consideration our aging population and 

comorbidities.

NYGH CPOE committee (Computerized 

Provider Order Entry)

1.

Continued planning in collaboration with Dept. of 

Surgery and Medicine (Geriatrics) around fast 

tracking BMDs for patients being seen in the 

fracture clinic to address secondary prevention 

(see innovation starting Fall 2011).

Osteoporosis & Fracture Prevention Clinic2.

Meetings underway with ED to look at how seniors 

are being cared for in the ED and any 

opportunities for improvement and partnering. Part 

of initial assessment for new ACE model (link with 

short stay unit/Medical Surgery Clinic and GEM 

collaboration).

Care of seniors in the ED3.

Geriatric NP's group working with stakeholders to 

ensure full implementation of recent legislation 

changes to NP scope of practice.

NP Scope of Practice4.

Direct link to GEM nurse to expedite admission 

and patient care.

Day Hospital5.

Continued planning with CLHIN and RGP to 

standardize assessment tools with the CLHIN 

ORT Teams.

RGP and ORT improvement6.

Early referral assessment and intervention for the 

frail elderly

New model for ICT team in the ED7.

External partnerships

Activity# Description

New community centre partnerships have been 

established by the Chronic Disease 

Self-Management Program with the North York 

Family Health Team, Branson Cardiac Rehab 

Program, Prosserman Community Centre, North 

York Seniors Centre and Southlake Regional 

Hospital.

Chronic Disease Self Management Program1.

NYGH continues its participation in this 

committee.

Central LHIN subcommittee in Chronic 

Disease Self-Management and Prevention

2.
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Joint partnership (a bridging program) to enhance 

community integration of discharged Day Hospital 

clients while learning chronic disease 

self-management strategies.

North York Senior Centre and Day Hospital 

collaboration regarding CDSM

3.

To help standardize and develop quality indicatorsCollaboration with RGP and Day Hospital4.

This strategy is to establish sustainable best 

practices and policies at the provincial level with 

the focus on elderly seniors.

Consultation in the Seniors Care Strategy 

with the Central LHIN and NYGH/Elder Care

5.

Referrals from Parkinson's Society Canada (PSC) 

to NYGH Parkinson's Program - NYGH provides 

webinar on "Drug Therapy for PD" via PSC 

website

Collaboration with Parkinson's Society 

Canada

6.

EDUCATION & CAPACITY BUILDING

Continuing education of health professionals

Activity# Description

The geriatric team members will continue to seek 

out opportunities to present at conferences and 

workshops locally and nationally.

Presentation at conferences, workshops, and 

in-services

1.

Partnership with pharmaceutical representatives in 

assisting with sponsoring monthly 

interprofessional Geriatric Seminars offered to staff 

across all sites.

Monthly Geriatric Seminars2.

Ongoing partnership and geriatric education with 

academic facilities.

Preceptorship for nursing and allied health 

students from academic facilities

3.

Alignment with Access to Care, Integrated Care 

Collaboratives, and MOVE-ON initiative. A new 

format designed to improve the knowledge and 

skills of front line staff to care for seniors in 

hospital.

Geriatric Clinic Day - November 1, 20124.

Eldercare/Consent and Capacity provided for all 

new staff

Corporate Eldercare Orientation5.

A) Monthly in-services given by the ACE 

interdisciplinary staff as it relates to geriatric 

related issues that commonly occur on the unit

B) MD's and NP's meet quarterly to discuss 

relevant topics of interest

C) Monthly geriatric seminars for all staff

D) Education provided by ORT to local community 

organizations, public groups, GEM nurses

E) Monthly presentation by medical residents

Interprofessional education around geriatric 

issues

6.

Members of the Geriatric Team continue to 

provide lectures to academic facilities on request 

related to care of the elderly.

Academic lecturing7.
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Date to be confirmedGeriatric services to participate in IPED 

training at SHC

8.

Certification in the fall of 2013

These members along with RPh and SW plan to 

share their new knowledge from LSVT and 

National Parkinson's Foundation Allied Team 

Training at Geriatric Seminar.

OT, PT & SLP of Living Well with 

Parkinson's, Geriatric Day Hospital or 

Geriatric Outreach Team will be receiving 

specialized Parkinson's Lee Silverman 

Training & Certification

9.

To be done at the Annual Ontario Pharmacists' 

Association Geriatric Pharmacist Certification 

Preparation Course in November 2012 and 

February 2013 respectively.

PD Clinic pharmacist will be teaching on 

"Pharmacological Management of 

Parkinson's Disease" and "Management of 

Restless Legs Syndrome"

10.

Day Hospital Rehabilitation Assistant attended 

TIME (To Increase Movement through Exercise) 

Program for patients with stroke and other 

neurological disorders.

TIME Program (Summer 2012)11.

Presentation of DH poster at OGA conference May 

2013. Title: "Improving Health Outcomes with an 

Inter-Professional Patient Centered Approach at 

the Geriatric Day Hospital".

Submission of Day Hospital poster to the 

National Symposium on Integrated Care

12.

Training of graduate and undergraduate students

Activity# Description

Supervise clinical placements for nursing and 

allied health students. Look at how the team can 

integrate concepts of IPE/IPC during student 

placements on the Geriatric Service/Unit.

Clinical placement1.

Continue to precept ACNP students from the 

University of Toronto

Acute Care NP Students2.

Continue to support the learning of family practice 

residents at NYGH during their Geriatric Medicine 

rotations

Family Practice Residents3.

Continue to build relationship with academic 

centres to attract Geriatric Fellows for their clinical 

placements. Care of Elderly Fellows do electives 

on ACE unit and clinics.

Preceptoring of Geriatric Fellows4.

Specialty rotation provided for pharmacist 

undertaking Pharmacy and PharmD specialty 

training

Precept Doctor of Pharmacy students from 

University of Toronto

5.

Ongoing student participationPrecept Pharmacy interns and other 

undergraduate pharmacy students from 

University of Toronto

6.

Occupational Therapist of Living Well with 

Parkinson's was invited by University of Toronto as 

guest lecturer to teach on the topic of Parkinson's 

Disease management.

Provide formal lecture at University of 

Toronto

7.
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EVALUATION & RESEARCH

RGP Coordinated

Activity# Description

NYGH participating in a one year research project 

jointly with Sunnybrook Health Sciences Centre 

and St. Michael's Hospital in collaboration with 

CAHO. This CAHO ARTIC MOVE-ON project 

team is working collaboratively with 14 CAHO 

hospitals to use an interprofessional approach that 

focuses on early and consistent mobilization of 

older patients admitted to hospital.

MOVE ON Project1.

A) Measuring frailty index and homebound status 

of all ORT patients and reporting back to RGP for 

their research purposes

B) Wait times

ORT in collaboration with RGP2.

OngoingWorking with RGP to improve the collection 

of statistics for client absenteeism

3.

Working with RGP to analyze stats for the past 

two years

Day Hospital Stats4.

OngoingStatistics and indication for the ACE unit and 

for the Internal Consultation Team (ICT).

5.

REB accepted/chart review - Spring 2013.Mediation Research Study looking at Haldol 

& Olanzapine

6.

In the process of finalizing study proposal for Ethic 

Review Board

Impacts of education provided to patients at 

Living Well with Parkinson's Education & 

Exercise Program

7.

In the process of finalizing study proposal for Ethic 

Review Board

Impact of medication management via 

telephone consultation at the Geriatric Clinic 

for Parkinson's

8.

This study proposal in the Geriatric Clinic for 

Parkinson's Disease will be for future 

development.

Effectiveness of 

Enatcapone-Levodopa-Carbidopa in 

management of wearing off in elderly 

patients with PD

9.

Study proposal has been submitted to Ethic 

Review Board. Grant application has been 

submitted to NYGH Foundation. Continue to 

finalize study process and initiate data collection in 

Spring 2013.

Day Hospital Team involved in a Pain Study 

in collaboration with the University of 

Waterloo: Managing frail elderly patients with 

chronic non-cancer pain with an 

interprofessional team approach

10.

Study is ongoingLewy Body and Parkinson's Dementia11.

OngoingWorking with the RGP and other Day 

Hospitals to standardize our Satisfaction 

Questionnaire

12.
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Publications and presentations

Activity# Description

These include: Living Well with Parkinson's 

Memory Clinics, Chronic Disease Self 

Management, POWER), Osteoporosis Forum with 

Osteoporosis Canada, Aging at Home Strategy. 

NYGH continues to deliver community education 

and health teaching.

Community education presentations and 

sessions r/t Geriatric programs and services

1.

Day Hospital is working on a narrative on 

interprofessional collaboration for a Cornell 

University publication on teamwork in 

Healthcare

2.

"Improving health outcomes using an 

interprofessional approach in the Day Hospital".

Poster presentation to OGA in May 20133.
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RGP Service Plan
Hospital Projected Deliverables - RGP - Jan 08, 2014 - Mar 31, 2015

Print date: 14-Feb-2014Providence Healthcare

SERVICE

Program Development / Improvement

Activity# Description

To develop a 5 year strategy to increase patient 

safety, decrease pain and optimize comfort by 

enhancing our beds and mattresses

To further enhance our Falls Prevention 

Program Hospitalwide.

1.

To improve patient access and flow in Geriatric 

Services through an interprofessional consult 

model

Patient Access and Flow in Geriatric 

Medicine and Psychiatry Clinics, and 

Outreach

2.

Actively engage with Health Information 

Management (HIM) to improve processes and 

create standard work for Geriatric Services 

patients' health information management

Health Information Management (HIM)3.

Address RGP performance and activity indicators 

for 2014-2015 through improved data collection 

and continuous quality management.

Service Indicators4.

To increase capacity and number of referrals in 

the RGP.

Quality Improvement Plan5.

To work with the V.P., C.M.O. and Chief of Staff 

to continue to recruit new Geriatricians to improve 

access to Geriatric and psycho-geriatric services.

Physician Recruitment for Geriatric Services6.

To strengthen existing partnerships and develop 

new partners and community stakeholders to 

improve the RGPs referral base and service 

delivery.

Partnerships7.

To improve ease of access to Providence 

Healthcare programs

Wayfinding8.

Innovation / New models

Activity# Description

Falls Prevention Clinic now open to inpatient 

referrals on the Inpatient Geriatric Units. Referrals 

will then be accepted from other inpatient units in 

the hospital and from the community in Q3.

Falls Prevention Clinic1.
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Incorporate best practices in a comprehensive 

plan for senior-friendly care throughout the 

organization from design to care delivery and 

supporting venues for knowledge sharing and 

collaboration.  Priority seeting and planning, action 

plans and outcomes are shared at the Quality & 

Safety Committee (Senior Friendly Hospital 

Provincial Strategy)

Senior-Friendly Hospital Expression of 

interest submitted to participate in the SFH 

Pilot Study to evaluate delerium and 

functional decline.

2.

A Project Charter for Medication Reconcilliationin 

the Providence Outpatient Stroke Clinic was 

developed and approved.  The collaboration 

includes the Geriatric Outreach Team pharmacist, 

the Providence Healthcare retail pharmacy and the 

patients of the Outpatient Stroke Clinic

Pharmacy Home Visit Collaboration3.

Collaborating on the TCLHIN CSS (Community 

Support Service) Health Links Working Group 

which is tasked with enhancing community 

capacity to connect complex and at risk clients to 

services to increase access, improve coordination 

and enhance care management

Advancing the Integration of Health Care 

though Health Links

4.

Collaborating on the Community Outreach 

Planning Committee to help create 

recommendations and vision for future state.  

(Community Behavioural Support Ontario Strategy 

- TCLHIN)

Access and Flow for Community Older 

Adults with responsive behaviours

5.

Follow up of geriatric patients within 48 hours of 

discharge from inpatient units by Community 

Health Navigators started in 2013.

Community Health Navigators6.

To develop and implement pathways to create 

seamless admission to geriatric programs 

(RGP/community to inpatient) and from inpatient 

geriatric programs to RGP.

Geriatric Pathways7.

E-health

Activity# Description

OTN currently implemented and will be looking to 

create opportunities to improve patient access to 

diagnoses and treatment, support opportunities for 

professional collaboration (with community 

partners/GPs/Specialists) and networking, and 

enhance learning opportunities. Also, enhance 

internal capacity to use OTN resources.

Ontario Telemedicine Network (OTN) Video 

Conferencing

1.

To start discussions of improving efficiences of 

data collection through the use of standardized 

assessment forms via tablets for use in the 

community.

Enhanced use of technology2.

LEADERSHIP & PARTNERSHIPS
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Local organization

Activity# Description

A collaborative strategy between inpatient and 

outpatient services and other key personel to 

implement strategies to enhance seamless flow 

through the continuum.

Further enhancement of this process will be done 

by T by D.

Enhancing patient flow through the 

continuum within the organization at 

Providence Healthcare.

1.

External partnerships

Activity# Description

Geriatric Services is pursuing a partnership with 

an ENT physician to provide onsite services 

starting Summer 2013

Canadian Hearing Society1.

EDUCATION & CAPACITY BUILDING

Continuing education of health professionals

Activity# Description

Implementation of E-Learning Studies for staff 

education through Learning Management System 

at Providence Healthcare

E-Learning Studies1.

To provide education to inpatient units of services 

offered by the RGP to increase awareness, 

referrals and strengthen linkages.

To provide education to patients and caregivers, 

and external stakeholders and community partners 

on relevant topics regarding the geriatric 

population and RGP services.

Internal and external education2.

Participate in Infection Control Education to be 

able to safely conduct outreach home visits.

Use of equipment to maintain staff safety with 

regards to Infection Control.

Increased awareness and adherence to 

Infection Control Practices.

3.

To improve competencies of staff as part of 

individual professional development, and to 

enhance services offered to patients/partners.

On-going education of staff4.

Training of graduate and undergraduate students

Activity# Description

Continue to encourage and schedule learning 

opportunities for physicians participating in 

Geriatric rotation in all Geriatric Services 

(GATU/GRU, Geriatric Clinics, Outreach, 

Pharmacy Home Visit and Scotiabank Learning 

Centre).

Support the Geriatric Rotation for Family 

Practice Residents and International 

Physicians for Shadowing

1.
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To create learning opportunities for students in 

various disciplines in geriatrics I.e. Shadowing in 

clinics, home visits, etc.

To continue with UofT small group labs to support 

professional programs and universities.

Suport on-going education of students2.
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RGP Service Plan
Hospital Projected Deliverables - RGP - Jan 08, 2014 - Mar 31, 2015

Print date: 14-Feb-2014St. Michael's Hospital

SERVICE

Program Development / Improvement

Activity# Description

Geriatric Monthly 2 half-day outreach clinics at two 

of the family health care team sites. 

Currently exploring possibility of geriatric outreach 

clinic at 3rd site.

Shared Care Model with St. Michael's 

Academic Family Health Team

1.

Exporing stronger links with Bridgepoint Health. 

Two SMH Geriatricians providing consultation 

services.

Exploring stronger shared care links with 

rehabilitation partners.

2.

Geriatric consultant to St. Michael's Academic 

Family Health Team helping to support the 

primary care physicians with Bridges 'Home 

Visiting for Homebound Seniors Program'.

Indirect outreach3.

Innovation / New models

Activity# Description

SMH initiative leads Susan Blacker & Dr. Tom 

Parker. RGP MD's, manager, and staff members 

of the Senior Friendly Hospital Steering 

committee. The committee meets 5X yearly and 

addresses the five domains of the Senior Friendly 

Framework.Committee Chairs have been asked to 

provide objectives around Senior Friendly care to 

the strategic plan

St. Michael's Hospital Senior Friendly 

Hospital initiative.

1.

Activity Variance

Activity# Description

Currently have full 1.4 FTE GEM position 

complement and should be able to meet GEM 

targets.

GEM1.

Very busy service - volumes of 50 - 60 consults 

per month. Geriatric partnership with Trauma 

Service continues for all clients over the age of 

60-years.

Internal Consult Team2.
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Clinic volumes continue to increase with higher 

proportion of follow-up to new patient visits. MD's 

have taken on the challenge to decease number of 

follow-up visits to open access for new patients.

Two projects in place 1. Review of "No Shows" 

and  2. Review of GEM clinic patient referrals.

Elders' Clinics3.

Following last's years Geriatric External Review 

over the coming year consideration will be given to 

the ACE beds and the ACE model currently 

provided.

6-bed ACE4.

E-health

Activity# Description

Dr. Zorzitto provides telehealth assessment 3 X 

monthly. The number of consultation requests are 

increasing resulting in a wait list for the Orillia / 

Midland / Collingwood sites.

Telehealth Consultation1.

LEADERSHIP & PARTNERSHIPS

Local organization

Activity# Description

RGP MD's and staff are represented at the various 

discipline specific councils.

Professional councils at specific discipline 

levels

1.

Dr. Sharon Straus, Dr. Arlene Bierman & Dr. 

Camila Wong actively involved in research 

addressing a number of geriatric issues.

Geriatric research associated with the  St. 

Michael's Li Ka Shing Knowledge Institute.

2.

External partnerships

Activity# Description

GEM Clinical Nurse Specialist participating on this 

committee sharing specialized geriatric expertise 

and knowledge.

TCLHIN Palliative Care Strategy1.

EDUCATION & CAPACITY BUILDING

Continuing education of health professionals

Activity# Description

Individual RGP team members maintain U. of 

T.cross appointment: Medicine, nursing, 

physiotherapy, occupational therapy.

University of Toronto - cross appointments1.

Medical Grand Rounds are delivered with a 

specific geriatric focus at least once per year.

RGP RN's will present at Hospital-wide Nursing 

Rounds

Medical & Nursing Rounds2.
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RGP staff will arrange for geriatric educational 

sessions for staff and community health care 

providers during Seniors Month June 2014.

Seniors Month3.

Geriatric CNS is a member of the SMH Senior 

Friendly Hospital Education Committee providing 

expertise in specialized geriatrics. Has provided 

information such topics as Dementia and the 

"Gentle Persuasive Approach" to address 

behavioural issues and also the topic of pain 

control in the elderly.

Senior Friendly Hospital Education 

Committee

4.

Training of graduate and undergraduate students

Activity# Description

University of Toronto graduate and undergraduate 

medical students education is provided by 

geriatricians. Placement given to post graduate 

Geriatric Sub Specialty Residents, Internal 

Medicine Residents and Primary Care Residents. 

Supervision provided on the inpatient unit, the 

consultation service and the clinic setting.

All geriatricians involved in ASCAM2 

undergraduate education.

Education is provided by all disciplines of St. 

Michael's specialized geriatric services.

1.

Core Training Program for geriatric medicine 

trainees, internal medicine and family medicine 

trainees as well as CC3 in ambulatory care

Geriatric Core Training Program2.

EVALUATION & RESEARCH

RGP Coordinated

Activity# Description

Associated with the Move ON project SMH 

introduced VISA volunteer program to leverage 

the role of volunteers to improve and enhance the 

elder patient experience. The number of volunteers 

to this program continues to grow.

Mobiliztion of Vulnerable Elders - Move ON

This multi site (Sunnybrook, Baycrest, Mt. 

Sinai, St Michael's)  initiated in December 

2011. SMH leads Dr. Zorzitto & Dorothy 

Knights RN

1.

Other research collaborations

Activity# Description

Dr. Camila Wong along with physicians from 

Sunnybrook supported by AFP innovations fund 

conducting research focused on Geriatics / 

Trauma partnership.

Trauma / Geriatrics investigational focus1.

Publications and presentations

Activity# Description
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All disciplines will seek opportunity to 

present, and / or publish throughout the 

coming year.

1.

Research, consultation and assistance to others

Activity# Description

Primary focus on the effects of the SMH Geriatric / 

Trauma partnership. Geriatric assessment and 

consultation for all trauma clients over the age of 

60 years.

In discussion with SMH Surgery department 

regarding geriatric consultation /assessment 

associated with pre-op for the frail elder patients.

Dr. Camila Wong engaged in geriatric 

research.

1.

Dr. Straus involved in a number of research 

projects with a focus on QI Indicators, Knowledge 

Translation & Evidence Based Medicine 

Outcomes.

Dr. Sharon Straus is involved in research 

activities with national and internal experts.

2.

Geriatric CNS & Geriatric Nurse Coordinator 

involved in sustainability of Best Practice 

Guidelines - Delirium, Continence and Pain 

Control.

Geriatric CNS educating staff on dementia care 

and use of the Gentle Persuasive Approach.

RNAO Best practice Guidelines3.
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RGP Service Plan
Hospital Projected Deliverables - Hospital Deliverables 2014-2015

Print date: 18-Mar-2014Sunnybrook Health Sciences Centre

SERVICE

Program Development / Improvement

Activity# Description

Maintain current spectrum of services and 

adjust according to population need, 

resources, and hospital priorities

1.

Identify opportunities for efficiencies. Explore 

opportunities for increasing referrals.

Improve communication/collaboration between 

CCAC and community service agencies.

Standardize summary letters to referring 

physicians.

Standardize documentation practices

Outreach team - process improvements2.

Identify reasons for "no shows".

Quality initiatives for improving no show rate, daily 

census, wait list, and documentation.

Geriatric Day Hospital - process 

improvement

3.

Explore strategies to manage demand.

Continue telephone screening for all referrals. 

Suitability and/or committment determined and 

alternate referral completed as necessary.

Program offered 2 times per week to 

accommodate demand and wait list. Waitlist and 

other community programs reviewed regularly.

Falls program - process improvement4.

Innovation / New models

Activity# Description

Continue to provide clinical expertise for planning 

and implementation of corporate priorities. Support 

provided to corporate strategies to become leaders 

in Senior Care.

Support corporate senior friendly priority 

areas - functional decline, culture and 

physical environment.

1.

SGS offers support and resource to impact clinic 

actively involved in ICCP program development.

Enter partnership with FIT Sunnybrook and 

IMPACT clinic

2.

LEADERSHIP & PARTNERSHIPS

Local organization

Activity# Description
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Provide clinical expertise in care of frail seniorsCorporate senior friendly hospital steering 

committee and subcommittees.

1.

Standing committee of hospitalGeneral medicine quality council2.

Standing committee of hospitalInterprofessional Education Committee3.

SGS staff provide geriatric expertise and 

leadership to professional practice groups

Other discipline-related activities involving 

SGS staff

4.

Membership on ICCP committeeICCP Committee with CCAC5.

External partnerships

Activity# Description

Partnership with geriatric outreach team, Day 

hospital clinic

Membership on SPRINT advisory committee1.

SGS Social worker is member on working group 

addressing referrals processes and flow

GTA Rehab Network committee2.

Continue to support and strengthen relationship 

and complementary servicces for our shared falls 

clients

Falls Intervention Team - Public Health 

Community Council

3.

RGP Network, GEM nursing network, 

Accountability Steering Committeee, Outreach 

Team committee, Day Hospital Committee

RGP Committees4.

Project with AJHS have home exercise programAnne Johnston Health Station5.

EDUCATION & CAPACITY BUILDING

Continuing education of health professionals

Activity# Description

Host health professionals from other organizations 

for shadowing, skill development and information 

exchange

Continue to act as a resourc through RGP 

Network to partnership institutions

1.

Participation in rounds, provide leadership in best 

practices in care of the elderly

SGS staff to continue to act as a resource to 

Sunnybrook staff

2.

Training of graduate and undergraduate students

Activity# Description

Continue to host rotations for all health disciplines. 

Provide site visits on request from external 

partners.

Training for students from all health 

disciplines participate in observation, 

preceptorship or training

1.
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We are a core site for geriatric medicine training. 

The University of Toronto Geriatric Medicine 

Residency program director is based here. We 

support this training program by providing the 

interprofessional teams that form the backbone of 

the geriatric medicine educational experience. 

Training site will continue to be highly rated by 

trainees. Resident must attend home visit.

Medical student and resident training2.

EVALUATION & RESEARCH

RGP Coordinated

Activity# Description

Initiate quality improvement processes to improve 

efficiency and clarity of documentation.

Continue to participate in outreach evaluation1.

Initiate quality improvement processes to improve 

efficiency and clarity of documentation

Continue to participate in day hospital 

evaluation

2.

RGP affiliated primary/co-investigator initiatives

Activity# Description

Sunnybrook is the lead site for this project. 

Developing implementation toolkit for MOVE IT 

(Mobilization of Vulnerable Elderly in Toronto). 

Co-lead for MOVE ON (Mobilization of Vulnerable 

Elderly in Ontario) proposal to CAHO.

Support multi-site early mobilization project1.
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Print date: 19-Feb-2014Toronto Rehabilitation Institute

SERVICE

Program Development / Improvement

Activity# Description

Clinical Nurse Specialist in place; recruitment for 

Nurse Practitioner completed.

Addition of 2 new specialized nursing roles1.

With the adition of new geriatricians, new 

geriatrics clinics opened.

Additional geriatric outpatient clinics2.

Ongoing palliative care initiative with monthly 

rounds, consultation with palliative care service 

and inpatient education sessions.

Palliative care Initiative3.

Determine what is unique about the geriatrics 

program and communicate it both internally and 

externally.

Determine and communicate uniqueness of 

the geriatrics program.

4.

Developed partnership with Ontario College of Art 

Design (OCAD) to investigate possible design 

changes which can be researched and 

implemented to enhance components of physical 

unit and environment

Enhancing persons centred care within 

Geriatrics Psychiatry program

5.

Falls clinic enhancements have led to increase in 

volumes and a decrease in wait list.

Falls clinic enhancements6.

Innovation / New models

Activity# Description

Program wide initiative using the bristol stool 

chart.

Healthy Bowel Initiative1.

Review and integration of recommendations in 

progress.

Nursing Care Delivery Review2.

Implementing the FESI initiative. Integrating fear 

of falling and comfidence in our falls provention 

program.

Falls Efficacy Scale International (FESI)3.

Revision of post fall assessment for injury (for 

complex geriatric patients).

Post Fall Assessment4.

Integration of geriatrician into interprofessional 

team in day hospital.

Geriatrician5.
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Activity Variance

Activity# Description

Ongoing monitoring as new services.Monitor the impact of the development of 

new geriatrics outpatient services at 

University Center

1.

E-health

Activity# Description

Enhancements to EPR are being review with 

Toronto Rehab in order to algin Toronto Rehab's 

EPR with UHN's.

Preparation for the implementation of 

Advanced Clinical Documentation (ACD)

1.

UHN is currently in process of gathering 

requirements needed for a new EPR

Analysis being conducted in looking at 

obtaining new EPR.

2.

LEADERSHIP & PARTNERSHIPS

Local organization

Activity# Description

Geriatrics Senior Clinical Director and clinical 

nurse educator sits on committee.

Implementing Nurses Improving Care for 

Hospitalized Elders  education program 

(NICHE)

1.

Senior Clinical Director co-chairs Senior Friendly 

Hospital Initiative for UHN with a focus on delirium 

and functional decline.

Senior Friendly Hospital Initiative2.

Toronto Rehab along with Toronto Western has 

submitted an EOI to participate in the pilot study 

for the delirium indicator.

Senior Friendly Hospital Indicators - Pilot 

Study

3.

Toronto Rehab and Toronto Western's 

psycho-geriatric outreach teams have integrated. 

Common forms have been developed for both 

teams as well as a combined business meetings 

on a quarterly basis.

Psycho-geriatric outreach teams with 

Toronto Western

4.

UHN Delerium initiative including 3 

subcommittees looking at delerium education, 

communication and policy. Lesley Wylie 

co-chairing policy review committee.

New organizational policy for delierium5.

Pilot funding to support two strategies, home 

adapation and access to a specialized 

interprofessional assessment for frail elderly.

Assess & Restore Funding6.

External partnerships

Activity# Description
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RGP Accountability Steering Committee, 

Network Committee & Day Hospital 

Committee.

1.

Ongoing participation with Behavioural Supports 

Ontario project.

Behavioural Support Ontario Project2.

Partners include Lakeside Long-term Care Centre, 

Castleview Wychwood Towers, Mon Sheong 

Long-term Care Home, Fellowship Towers and 

Belmont House Retirement Home.

Partners include Lakeside Long-term Care 

Centre, Castleview Wychwood Towers, Mon 

Sheong Long-term Care Home, Fellowship 

Towers and Belmont House Retirement 

Home.

3.

Geriatrics Psychiatry unit participates with CAMH 

and Baycrest with CCAC faciliating access to 

specialty hospital beds (behavioural beds).  A new 

electronic referral system has been implemented.

Centralized Access Specialty Hospital Beds4.

EDUCATION & CAPACITY BUILDING

Continuing education of health professionals

Activity# Description

OngoingNurses Improving Care for Hospitalized 

Elders  education program (NICHE).

1.

Biannual Canadian Conference on Dementia.2.

Biannual Alzheimer Symposium.3.

Biannual Geriatrics Medicine Conference.4.

Staff in Geriatric Psychiatry Unit are trained on 

Crisis Intervention and Physical Skills training.

Crisis Intervention and Physical Skills 

Review Program.

5.

5-week course focusing on the care of the elderly.5 Weekend Care of the Elderly6.

Training of graduate and undergraduate students

Activity# Description

Clinical placements for various health 

disciplines in collaboration with academic 

centers.

1.

Completion of two IPE placements.2.

EVALUATION & RESEARCH

Other research collaborations

Activity# Description

Collaborating with research scientist in research 

study; currently in process of applying for CHIR 

grant funding.

Research study on opioid use for geriatrics 

patients with mild cognitive impairments.

1.
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Toronto Rehab's Geriatrics program is working 

with the research department to find technological 

solutions to prevent falls and wandering in the 

elderly.

Exploring technological solutions to prevent 

falls and wandering.

2.

Qualitative study using thematic analysis. Protocol 

submitted to a cap research fellowship 

competition. PI is Carol Skanes. Hope to improve 

the experience of patients transitioning from acute 

care.

Experience of older adults transitioning to 

geriatrics rehab.

3.

Funded by the MOHLTC. Demonstrating 

effectiveness of intelligent hand hygiene in hospital 

environments. TR is a test site for this initiative.

Automated Hand Hygiene Monitoring System4.

Partnering with Dr. Tartaglia (Neurologist at 

Toronto Western) and Alzheimer's Society.  

Research project will look at the impact of 

personalized music on aggression during morning 

care.

Developing a research study:  Music and 

Memory (iPod Project)

5.
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Print date: 10-Mar-2014University Health Network

SERVICE

Program Development / Improvement

Activity# Description

For better utilization of human and financial 

resources required for patient care evaluate 

opportunites to enhance care across UHN sites 

including TRI.

Enhance senior's services at UHN.1.

Ensure all new planning initiatives are undertaken 

with the Senior Friendly Framework in mind.

Incorporate "Senior Friendly" ideas for all 

UHN planning processes.

2.

To monitor and evaluate efficient functioning of 

GEM resources, Geriatric initiatives and bed days 

& LOS of patients on ACE unit.

Compile and analyze monthly RGP stats.3.

Innovation / New models

Activity# Description

Continue to work with East Hub NLOT to enhance 

and co-ordinate NLOT services in TCLHIN

Nursing Led Outreach Team to LTC1.

E-health

Activity# Description

For easy access to UHN staff to information 

regarding Geriatric  services and referral process.

Maintain Geriatric information on UHN 

intranet.

1.

LEADERSHIP & PARTNERSHIPS

Local organization

Activity# Description

Implementation of NICHE across all sites of UHNMaintain leadership in Quality Initiatives1.

UHN is participating in the pilot data collection of 

one of the senior friendly indicators- Delirium.

Maintain leadership in Quality Initatives2.

External partnerships

Activity# Description

Active involvement by RGP members to provide 

input to medical and administrative directors.

Continue participation in RGP Network 

committees.

1.
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Barry Goldlist has been named editor in chief of 

Canadian Geriatric Society CME Journal.

Leadership in Geriatric evidence-based 

practice.

2.

Dr Robert Lam is a member on the College of 

Family Physicians of Canada Health Care of the 

Elderly Committee.

Leadership in Care of Elderly patients in 

Primary Care.

3.

Dr Robert Lam is participating in the new care of 

the Elderly Series in the Canadian Family 

Physician journal.

Leadership in the Care of Elderly patients in 

Primary Care.

4.

Dr Robert Lam is the Secretary-Treasurer of the 

Canadian Geriatrics Society and a member of their 

executive and foundation committees.

Leadership in the Care of Elderly patients in 

Primary Care.

5.

EDUCATION & CAPACITY BUILDING

Continuing education of health professionals

Activity# Description

Implementation of NICHE across all UHN sitesEducation for staff related to Geriatric Best 

Practices.

1.

Dr Lam continues to lead organization of (5 week) 

annual CME course for family physicians.  It is 

partially funded by the College of Family 

physicians of Canada Continuing Professional 

Development Scholarship and the Canadian

Geriatric Society

Mainpro-C CME Geriatric Course.2.

Training of graduate and undergraduate students

Activity# Description

Staff offer education in wound care, continence & 

constipation to residents in geriatric programs, 

medical & family practice units as well as to 

students from the IP team.

Education for IP students related to Geriatric 

Best Practices

1.

Allied Health & Nursing staff supervise geriatric 

medicine residents, assisting in training  in EBGM

Continue monthly evidence based geriatric 

medicine presentation.

2.

EVALUATION & RESEARCH

RGP Coordinated

Activity# Description

Ongoing participation in the evaluation of GEM 

role including expansion of hours

Evaluation of Geriatric Emergency 

Management Project

1.

Ongoing NLOT service to provide follow-up and 

outreach to LTC facilities to enhance care of 

elderly and prevent transfer to Hospital /ER.

Evaluation of LTC Mobile Outreach program2.
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RGP affiliated primary/co-investigator initiatives

Activity# Description

Dr. Alibhai & co-investigators are completing the 

final phase of follow-up this year of a prospective 

study funded by the Canadian Cancer Society. 

Delays in data analysis prevented two major 

papers from the first year of follow-up to be 

submitted for publication last year - these are to be 

submitted for publication published this year.

Research on Health Outcomes in Prostate 

Cancer in Elderly.

1.

Dr. Alibhai & co-investigators conducted a large, 

prospective study looking at quality of life and 

physical function in older and younger patients 

with acute myeloid leukemia. This past year, 

preliminiary analyses were conducted, one paper 

has been published, and one-year results were 

presented at a major international scientific 

conference.

Research on Health Outcomes in Acute 

Leukemia in Elderly.

2.

Dr Alibhai and co-investigators will perform 2 

studies, one local, and one provincial, examining 

aspects of the quality of bone health care being 

provided to older men with prostate cancer.

Research examining the quality of bone 

health care provided to older men with 

prostate cancer on hormone therapy.

3.

Dr Alibhai and co-investigators will open and 

complete at least 50% of the accrual and 25% of 

the follow-up to this 2-centre randomized 

controlled trial examining 3 different exercise 

delivery models in men with prostate cancer.

Exercise trial research of 3 different exercise 

delivery models in men with prostate cancer.

4.

Dr Alibhai and co-investigators will open and 

complete at least 50% of the accrual and 25% of 

the follow-up to this single-centre randomized 

controlled trial examining 2 different bone health 

education strategies to improve the quality of bone 

health care for men with prostate cancer on 

hormone therapy

Trial of 2 different bone health education 

strategies to improve the quality of bone 

health care for men with prostate cancer on 

hormone therapy.

5.

Other research collaborations

Activity# Description

Dr Alibhai and co-investigators completed this 

study last year, funded by the Leukemia & 

Lymphoma Society of Canada. Results were 

analyzed, presented at a major international 

scientific conference and a paper was published in 

the Journal of Supportive Care in Cancer.

Research on a pilot exercise study for middle 

aged and older people with acute myeloid 

leukemia

1.

Dr Alibhai, with co-investigators, will conduct an 

in-depth qualitative analysis of interviews with 

younger and older patients who were diagnosed 

with and treated for acute myeloid leukemia to 

understand coping and how it differs by age group.

Reaearch examining coping in younger and 

older patients after a diagnosis of acute 

myeloid leukemia.

2.
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Research, consultation and assistance to others

Activity# Description

Dr. Alibhai is a co-investigator on this reserach 

project funded by the Canadian Patient Safety 

Initiative and the Ontario Ministry of Health and 

Long-Term Care. This study was completed this 

year. Data was analyzed and a report was 

submitted to the MOHLTC; it has also been 

submiteed for publication.

Research on treatment of presssure ulcers 

using multidisciplinary teams in Ontario

1.
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