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Executive Summary 
 
Mississauga Halton Local Health Integration Network is home to approximately 215,000 adults 
over the age of 55.  It is also the fastest growing LHIN region in the province. In the next decade 
the number of older adults will increase 48% to over 317,000.  This poses a significant challenge 
for a local health system that is already pressured to meet the complex needs of a diverse seniors 
population.   
 
It is a well-documented fact that age is the greatest predictor of increased prevalence of illness 
and use of health care services. Some of the health care issues that seniors face that often require 
medical intervention and/or hospitalization include: falls, osteoporosis, polypharmacy, delirium, 
dementia, mental health, stroke and bladder/bowel concerns.  Acute hospitals are the most costly 
sector of the health care system and in Mississauga Halton, seniors are heavy users of acute 
hospital services: 

• Over 20% of emergency department visits to the Mississauga site of Trillium Health 
Centre are for people over the age of 65. In 2002/03 over 34% of admissions to Trillium 
were over the age of 65.   

• Admissions to The Credit Valley Hospital of patients over the age of 65 represent 37% of 
the total admissions through the emergency department. Their length of stay was longer 
than patients with the same diagnosis under the age of 65. 

• Seniors comprise 47.5% of all admissions to Halton Health Care Services.  
 
Large numbers of seniors are admitted to the hospital while only 4% seek assistance from 
specialized geriatric services.  A paradigm shift needs to occur to focus on prevention, health 
promotion, and treatment in the community. Opportunities to improve access and service 
delivery through enhanced integration, coordination, communication and client-focused care 
have been identified by both consumers and service providers.   
 
In 2004, the Regional Geriatric Advisory Task Force was created to find ways to better meet the 
needs of seniors.   Following a series of meetings and workshops involving community partners 
from across the continuum of care, the Task Force concluded that development of an integrated 
service delivery model for seniors was required to meet future needs and ensure sustainability of 
the system.  The timing coincided with the establishment of LHINs and the Task Force 
recognized the opportunity to contribute to local health system transformation.  In January 2006, 
an Advisory Team was engaged to support the Task Force in development of a responsive and 
innovative model. 
 
Working closely with the RGATF, the advisory team used the following five-step process to 
develop the new integrated service delivery model: 

• Step 1: Review existing documents and current services 
• Step 2: Develop a common vision to guide the development of an Integrated Model of 

Seniors Services 
• Step 3: Analyze existing models of care  
• Step 4: Develop options and select preferred integrated delivery service model 
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• Step 5: Develop project plan and report outlining how to move from the current reality 
into an integrated model 

 
The methodology emphasized community engagement and considered evidence-based practices. 
Model development was aligned with the Mississauga Halton LHIN’s definition of “integration” 
and its four integration priority areas (seniors health and wellness, primary health care, mental 
health and addictions and chronic disease management). 
 
Based on the evidence and the perspectives of local stakeholders an integrated service delivery 
model for seniors was developed.  The working title for the model is “ASSIST”, which stands 
for: 

• All-inclusive Seamless Services for Independence of Seniors for Today and Tomorrow  
 
The foundation for the model includes a clear vision, mission, principles and goals: 
Vision:  Working together for seniors’ good health 
Mission:  Maximizing health and independence in seniors through an integrated and 
comprehensive continuum of care 
Principles:  Dignified, Evidence-based practices, Choice, Continuum of Care, Interdisciplinary, 
Easy access, Joint accountability, Sustainable, Passionate 
Goal: To design and successfully implement an integrated service delivery model for the seniors 
of the Mississauga Halton LHIN that fully embraces the guiding principles, and pushes the 
boundaries by innovatively applying the best available evidence-based practices. 
 
The ASSIST model is depicted in the diagram below.   
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The target population will be adults age 55 or older residing in the Mississauga Halton LHIN.  
Although seniors are typically defined as age 65+, a broader age range was deliberately selected 
for the model.  In keeping with evidence-based practices for chronic disease management, the 
RGATF felt it was important to target a younger population for health promotion, disease 
prevention and wellness interventions that may delay or prevent onset of disease in the future.  
The key features of the model include: 

• Builds on primary health care. Primary health care clinical management systems would 
be used to proactively identify the target population. 

• Seniors’ Health and Wellness Centres (‘SHWC’) are geographically dispersed and 
interconnected hubs that provide common information, intake, assessment, referral and 
service delivery. 

• Access services through any of the providers or Central Call-in number. 
• Care Coordinators linked to primary care physicians/FHT through the SHWC and are 

integral to system navigation and care delivery. 
 
An implementation plan has been developed to move forward with the model pending 
endorsement by the Mississauga Halton LHIN.  It includes five key elements: 
 

1. Recruitment, by the Mississauga Halton LHIN, of a Coordinator of Integrated Services 
for Seniors to oversee and manage transformation from the current state to the integrated 
model. 

2. Establishment of a joint governance structure with two tiers -- a “Coordinating Council” 
and a “Project Steering Committee.” 

3. Formation of two foundation setting teams to determine the geographic regions and the 
prioritized list of the scope of services through a detailed approach to community 
engagement and data analysis. 

4. Creation of a series detailed design teams to focus on specific aspects of the model (e.g. 
assessment tool, prioritized list of the scope of services, information management, etc). 

5. Identification of “quick wins” and/or pilot project opportunities (e.g. focus on falls 
prevention). 

 
The integrated service delivery model has wide community support.  It embraces the vision of 
health for Ontario and holds the potential to benefit seniors, their families and the health system 
as a whole for years to come. 
  
The core members of the Regional Geriatric Advisory Task Force are listed in Appendix A.  
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1.0 Introduction 
 
Mississauga Halton is the fastest growing community in the province1.  The boundaries of the 
recently created Mississauga Halton Local Health Integration Network (LHIN) include the 
communities of South Etobicoke, Mississauga (excluding Malton) and Halton (excluding 
Burlington)2.  It is home to over one million residents including close to 400,000 older adults 
over the age of 55.  In the next 10 years, the number of older adults is projected to increase by 
approximately 50,000 – a figure slightly lower than the entire population of the town of Milton 
in 20053.  Given that the incidence of chronic conditions and health service utilization increase 
with age4, it is critical that the community take a proactive approach to planning for future needs.     
 
Without proper planning and resource allocation, the increase in the number of older adults will 
place a significant strain on an existing system that is already challenged to meet the needs of the 
current population.  Mississauga Halton offers a broad range of excellent services which allow 
seniors to maintain their independence and also addresses their health needs when they arise 
(Refer to Section 3.3). However, the system of services for seniors is fragmented and difficult for 
consumers/families to navigate.  The system consists of a host of organizations and agencies 
each with their own mandates, philosophies, eligibility criteria, assessment tools and service 
delivery approaches. In this environment, there are opportunities to provide improved client-
focused, quality care through enhanced integration, coordination, and communication.    
 
There has been a long history of planning to meet the needs of seniors in Mississauga Halton.  
One key initiative was the formation of the Regional Geriatric Advisory Task Force (RGATF) in 
January 2004.  The RGATF is co-chaired by Dr. Barbara Clive, Geriatrician from Credit Valley 
Hospital and Ray Applebaum, Executive Director of Peel Senior Link. With representatives from 
Trillium Health Centre and Credit Valley Hospital, the Task Force met to discuss the 
development of an integrated regional geriatric service for the Halton/Peel region. Task force 
membership was gradually broadened to include representatives of Community Care Access 
Centres and hospitals in Halton region. A list of all the RGATF members is provided in 
Appendix A.   A number of meetings were held to gain a better understanding of the challenges 
and needs of seniors in the area. In October 2005, the Task Force convened a “visioning day” 
with representatives from a wide range of agencies that serve seniors in the Mississauga Halton 
region.  
 
Following the October 2005 visioning day, there was a clear consensus on the need for an action 
plan to create an integrated health service delivery model to meet the specific needs of the 
seniors’ population. With the creation of Mississauga Halton Local Health Integration Network 
the timing is right for moving forward with development of an integrated service delivery model 
for seniors and contributing to overall system integration. 
 
                                                 
1 2001 Census Projections by the Ministry of Finance.  
2 Municipalities and Communities. Mississauga Halton Local Health Integration Networks. Ministry of Long Term 
Care and Health, 2005. 
3 Halton Region Best Planning Estimates of Population, 2002 
4 Chen J, Millar WJ. Are recent cohorts healthier than their predecessors? Health Rep. 200:11(4):9-23.  
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2.0 Methodology  
 
The RGATF engaged an external advisory team (PricewaterhouseCoopers) to facilitate the 
development of an integrated service delivery model for seniors.  Working closely with the 
RGATF, the advisory team used the following five-step process to develop the new integrated 
service delivery model: 
 
 
 
 
 
 
 
 
 
 
 
A detailed description of the methodology is provided in Appendix B. 
 
A key element of the methodology was the emphasis on community engagement. Two groups 
were actively engaged throughout the process:  the RGATF (or the “Core” team) and an 
“Extended” team of community partners.  
 
The RGATF consists of a consumer representative, representatives of the region’s three 
hospitals, three Community Care Access Centres, a number of community support agencies and 
specialized geriatric expertise.    
 
The RGATF met on a regular basis throughout the development of the service delivery model to 
provide direction and oversight on the process and desired outcomes.   
 
An extended team of 60-70 community partners also contributed valuable feedback at key 
project milestones.  For example, a one-day planning session was held on March 2, 2006 to 
validate the proposed vision, mission, principles and goals, as well as to involve the community 
partners in assessing various models and get the critical input on what should make-up the new 
integrated service delivery model for seniors.   
 
 
 
 
 
 
 

Step 1
Review 
existing 
documents 
and current 
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Develop a 
common 
vision to guide 
the 
development 
of an 
Integrated 
Model of 
Seniors 
Services

Step 3
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identifying 
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weaknesses 
of each

Step 4
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options and 
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integrated 
delivery 
service 
model

Step 5
Develop 
project plan 
and report 
outlining how 
to move from 
the current 
reality into an 
integrated 
model
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3.0 Environmental Scan  
 
This section provides a description of the current environment including: 
 

• An overview of the Mississauga Halton LHIN 
• A demographic profile of the residents of Mississauga Halton, with a focus on seniors 
• Seniors health issues 
• A description of the services available for seniors in Mississauga Halton 
• An assessment of the extent to which existing services are meeting the needs of seniors 

 
 

3.1 Overview of Mississauga Halton LHIN 
 
Figure 1 is a map of the Mississauga Halton LHIN.  The Mississauga Halton LHIN includes the 
south-west portion of Etobicoke within the City of Toronto, the southern portion of Peel region, 
and all of Halton Region except for the City of Burlington5. This region encompasses several 
large urban pockets including Georgetown, Milton, Mississauga, Oakville and Etobicoke. 
 

                                                 
5 "Municipalities and Communities." Mississauga Halton Health Integration Network. 15 Feb. 2006 
<http://http://www.health.gov.on.ca/transformation/lhin/maps/communities/lhin_com_6.pdf>. 
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Figure 1: Mississauga Halton LHIN Map 

3.2 Demographic Profile 

Population Size and Geographic Distribution6 
The Mississauga Halton LHIN is home to 1,040,800 people; 8.4% of the population of Ontario.  
 
The majority (64%) of the Mississauga Halton population resides in the City of Mississauga.  An 
additional 144,700 people (16% of the Mississauga Halton population) reside in Oakville, 48,200 
reside in Halton Hills and 31,500 reside in Milton. The southwest portion of the City of Toronto 
is within the boundary of the Mississauga Halton LHIN. Approximately 103,000 people reside in 
this area. 
                                                 
6 Population Health Profile: Mississauga Halton LHIN, Health System Intelligence Project, 2005. 
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Population Growth7 
 
Between 2001 and 2006, the general population of Mississauga Halton LHIN increased by 
almost 140,000.  This growth is expected to continue from 2006 to 2016, as Mississauga Halton's 
population is projected to experience a growth rate of 36% compared to a provincial growth rate 
of 20%.  By 2016, the population will reach 1.3 million; 9.65% of the population of Ontario.  
 
 
 
Figure 2: MH LHIN Population Growth to 2016 
 

Mississauga Halton LHIN 
Population Growth: 2001 to 2016
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Aging Population8 
 
Seniors (age 65+) represent 9.6% of the Mississauga Halton LHIN population9.  Figure 3 is a 
population pyramid reflecting the projected change in population distribution by age and gender 
for the Mississauga Halton LHIN from 2001 to 2016.  The population pyramid indicates a 
significant percentage increase in older age cohorts (50 years of age and older) from 2006 to 
2016.  
 

 
 
 

                                                 
7 Draft Unpublished Projections (2004 Base), Ontario Ministry of Finance 
8 Draft Unpublished Projections (2004 Base), Ontario Ministry of Finance 
9 Population Health Profile: Mississauga Halton LHIN, Health System Intelligence Project, 2005 
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Figure 3: Population Pyramid, Halton-Peel, 2001 and 2016 
 

Age and Sex Population Distribution,
Mississauga Halton, 2006 and 2016
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As shown in Figure 4a, the growth rate for all segments of the older population (i.e. 55 to 64, 65 
to 74 and 75+ years of age) is significant at almost 50% between 2006 and 2016. These percent 
increases are the highest in the province for this age cohort (see Figure 4b).  By the year 2016, 
there will be just under 320,000 people over the age of 55 residing in the Mississauga Halton 
LHIN and this will undoubtedly place additional pressure on the local health system to support 
their growing needs.  
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Figure 4a: Mississauga Halton’s Change in Senior Population10 
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Figure 4b: % growth in 55+ residents by LHIN  - 2006 to 2016 
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10 Draft Unpublished Projections (2004 Base), Ontario Ministry of Finance 
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Diversity 
 
Mississauga Halton is one of the most culturally diverse parts of the province.  Only 63.7% of 
residents report English as their mother tongue compared to 71.9%11 for the province.  An 
additional 1.8%12 of residents report French as their mother tongue. This means that 
approximately one-third of residents have a mother tongue that is neither English nor French. 
Forty percent of Mississauga Halton residents are immigrants and 7.5%13 are recent immigrants 
arriving between 1996 and 2001. The population of visible minorities in the Mississauga/Halton 
region is 29.2%, which is significantly higher than the Ontario average of 19.1%14. Aboriginal 
identity was reported by 0.4%15of residents. Mississauga Halton’s rich diversity is reflected 
across all age categories including seniors.  Seniors who are new immigrants are more likely to 
retain their original language and cultural norms than younger individuals.  Language, culture, 
race and religion all play a part in defining an individual’s needs and must be taken into account 
in the provision of client-focused health services.  The diversity of this community is an 
important factor in the development of a service delivery model designed for Mississauga 
Halton. 
 

Socio-economic Status 
 
The unemployment rate (5%16) in Mississauga Halton is lower than the provincial rate, as is the 
low income rate (10.9%17). Within the region, there are geographic pockets where the percentage 
of low-income individuals is much higher than that of the region as a whole and the 
Cooksville/Dixie community in Mississauga also has a much higher percentage of low-income 
individuals than Ontario18. 
 
The level of educational attainment by adults in Mississauga Halton is higher than that in 
Ontario. Fifty-five percent of adults (age 20+) have attained post-secondary education 
credentials, and fewer than 20%19 have not completed high school. 

3.3 Current Services 
 
Mississauga Halton offers a continuum of services to the seniors’ community.  These services 
are provided by a wide assortment of public, private and voluntary organizations. The table 
                                                 
11 Population Health Profile: Mississauga Halton LHIN. Ontario Ministry of Health and Long Term Care. 
Mississauga: Health System Intelligence Project (HSIP), 2004. 
12 IBID 
13 Population Health Profile: Mississauga Halton LHIN. Ontario Ministry of Health and Long Term Care. 
Mississauga: Health System Intelligence Project (HSIP), 2004.  
 
14 IBID 
15 IBID 
16 2001 Census of Canada, Statistics Canada 
17 IBID 
18 Portraits of Peel: Neighbourhood Environmental Scan, 1996 to 2001, September 2004 
19 Population Health Profile: Mississauga Halton LHIN. Ontario Ministry of Health and Long Term Care. 
Mississauga: Health System Intelligence Project (HSIP), 2004. 
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below lists organizations that provide health services to seniors in the Mississauga Halton LHIN.  
This list focuses on organizations that receive funding from the Ministry of Health and Long-
Term Care and may not be an exhaustive list of all providers.  Organizations on this list are 
grouped by major type of service, but may offer several forms of care or support. 
 

Figure 5: Health Services for Seniors in Mississauga Halton 
 
 Organization Name Location 
   
Addictions   
 ADAPT Halton  
 Breakaway and Parkdale Satellite  Toronto 
 Halton Recovery House Hornby 
 Hope Place Women's Treatment Centre  Milton 
 Peel Addiction Assessment and Referral Centre  Mississauga
 Alcohol & Drug Treatment Program - Credit Valley Hospital Mississauga
   
Community Care Access Centres  
 CCAC Etobicoke-York Etobicoke 
 CCAC Halton Halton 
 CCAC Peel Peel 
   
Community Support Services   
 Alzheimer Society of Peel  Mississauga
 Alzheimer Society of Hamilton and Halton Hamilton 
 Arthritis Society Mississauga

 
BALANCE - Blind Adults Learning About Normal Community 
Environment Toronto 

 Bonnie Place Supportive Housing Oakville 
 Brampton Meals on Wheels Brampton 
 Canadian Hearing Society (The)  Mississauga
 Canadian National Institute for the Blind (The) - Halton-Peel  Mississauga
 Canadian Red Cross - Oakville Branch  Oakville 
 Canadian Red Cross - Milton Branch Milton 
 Canadian Red Cross - Peel Branch  Mississauga
 Canadian Red Cross - Halton Community Health Services Halton 
 Cheshire Homes - Peel Cheshire Homes Inc. (Streetsville)  Streetsville 
 City of Mississauga -The Next Step to Active Living Program  Mississauga
 Corporation of the Town of Halton Hills (The)  Georgetown
 Dixie Bloor Neighbourhood Drop-In Centre  Mississauga
 Dorothy Ley Hospice  Toronto 
 Forum Italia Community Services  Mississauga
 Friends Landing Milton 
 Halton Helping Hands  Oakville 
 Halton Hills Community Support and Information  Georgetown



 
- 18 - 

 Organization Name Location 
 Heritage Glen  Mississauga
 Holland Christian Homes Inc. Brampton 
 Hospice of Peel  Mississauga
 India Rainbow Community Services of Peel  Mississauga
 Islington Centre - Etobicoke Senior Citizens  Toronto 
 Ivan Franko Home (Mississauga)  Mississauga
 Joyce Scott Non-Profit Homes Inc.  Milton 
 MICBA Forum Italia Community Services Mississauga
 Milton Meals on Wheels  Milton 
 Milton Place  Milton 
 Nucleus Housing  Toronto 
 Nucleus Housing Incorporated  Toronto 
 Oakville Kiwanis Meals on Wheels  Oakville 
 Oakville Senior Citizens Residence  Oakville 
 Oakville Wheels to Meals  Oakville 
 Ontario March of Dimes - Peel - Rehab Fdn for the Disabled  Mississauga
 Peel Halton Acquired Brain Injury Services  Mississauga
 Peel Senior Link  Mississauga
 Regional Municipality of Peel - Supportive Housing  Peel 
 Regional Municipality of Halton - Supportive Housing  Oakville 
 S.E.N.A.C.A. Seniors Day Program - Halton Incorporated  Oakville 
 Seniors Life Enhancement Centres  Mississauga
 Specialty Care Mississauga Road Mississauga
 Trillium Health Centre - CSS  Mississauga
 Victorian Order of Nurses - Halton Branch  Oakville 
 Victorian Order of Nurses - Peel Branch  Mississauga
 VON Peel - Waterloo/Wellington/Dufferin Programs  Mississauga
 Wawel Villa Incorporated  Mississauga
 William Osler Health Centre - CSS  Georgetown
   
Hospitals   
 Credit Valley Hospital (The) Mississauga Mississauga
 Halton Healthcare Services Corporation Milton Milton 
 Halton Healthcare Services Corporation Oakville Oakville 
 Trillium Health Centre Mississauga Mississauga
 Trillium Health Centre Queensway Mississauga
 Halton Healthcare Services Corporation Georgetown Georgetown
   
Long-Term Care Homes  
 Allendale  Milton 
 Bennett Health Care Centre  Georgetown
 Cawthra Gardens Long Term Care Community  Peel 
 Chelsey Park Nursing Home, Mississauga  Mississauga
 Chelsey Park Nursing Home, Streetsville  Mississauga
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 Organization Name Location 
 Dom Lipa Nursing Home  Etobicoke 
 Erin Mills Lodge Nursing Home  Mississauga
 Extendicare, Halton Hills  Georgetown
 Extendicare, Mississauga  Peel 
 Highbourne Lifecare Centre  Etobicoke 
 Labdara Lithuanian Nursing Home  Etobicoke 
 Mississauga Lifecare Centre  Mississauga
 Mississauga Long-Term Care Facility  Mississauga
 Northridge Long-Term Care Centre  Oakville 
 Post Inn Village Oakville 
 Sheridan Villa  Mississauga
 The Wenleigh  Mississauga
 Tyndall Nursing Home  Mississauga
 United Achievers Community Services Brampton 
 Villa Forum  Mississauga
 Village of Erin Meadows (The)  Peel 
 Wesburn Manor  Etobicoke 
 West Oak Village Long-Term Care Centre  Oakville 
 Wyndham Manor Long-Term Care Centre  Oakville 
 Yee Hong Centre, Mississauga  Peel 
   
 Mental Health Mississauga
 Adult Outpatient Program - The Credit Valley Hospital  
 Canadian Mental Health Association/Halton, OASIS Milton 
 Child and Adolescent Mental Health Services, Trillium Health Centre Mississauga

 
Community Mental Health Programs, Halton Healthcare Services 
Corporation Oakville 

 Community Mental Health Services, Trillium Health Centre  Mississauga
 Grace House Group Home  Oakville 
 Halton COAST Halton 
 Halton Geriatric Mental Health Outreach Program, St. Joseph’s Healthcare Halton 
 Mental Health Program - The Credit Valley Hospital Mississauga
 North Halton Mental Health Clinic, The Regional Municipality of Halton Oakville 
 Ontario Association of Distress Centres  Toronto 
 Support and Housing, Halton  Oakville 
 Supported Training and Rehab in Diverse Environments (STRIDE)  Milton 
   
   

 
In addition to these organizations, it is also important to recognize the Family Health Teams 
(FHTs) that are emerging in Mississauga Halton.  These include: 
 

• Halton Hills Family Physicians (Georgetown) 
• Prime Care (Milton) 
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• Dorval Medical Associates FHT (Oakville) 
• South Mississauga & South West Etobicoke FHT (Mississauga/Etobicoke) 
• Credit Valley FHT (Mississauga) 
• Etobicoke Medical Centre (Etobicoke) 

 
 

3.4 Seniors Health Issues20 

Illnesses and Conditions 
 
It is a well-documented fact that age is the greatest predictor of increased prevalence of illness 
and use of health care services. Chronic disease including dementia, strokes, heart disease and 
osteoporosis are exacerbated by age.  For example: 
 

• 9% of people over 65 have a dementia; 34% of people over 85 have dementia 
• The risk of stroke doubles every 10 years after age 55 
• Osteoporosis affects 1 in 4 women over age 55 and 1 in 8 men 

 
Some of the health care issues that seniors face that often require medical intervention and/or 
hospitalization include: 
 

• Falls 
• Osteoporosis 
• Polypharmacy 
• Delirium 
• Dementia and Mental Health  
• Stroke 
• Bladder/Bowel concerns 

 
Falls is the number one cause of fractured hips in the elderly.  Falls and falls related injury often 
lead to ongoing functional problems for patients and costly medical rehabilitation services.  Falls 
comprise 50% of trauma visits to Ontario emergency rooms (80% are seniors). Over 60% of 
seniors who fall do not return to their previous functional levels. Falls and fall-related injuries 
and complications are the leading cause of death in older adults in Ontario. 
 
Osteoporosis affects 1.4 million Canadians. One in four women over the age of 50 has 
osteoporosis and one in eight men over the age of 50 has osteoporosis. The cost of treating 
osteoporosis and the fractures it causes is estimated to be 1.3 billion each year. There were 

                                                 
20 The information in this section was extracted from: “Creating a Vision for Integrated Care for Seniors in our 
Local Health Integrated Network”, Community Partners Visioning Day, October 4, 2005 and the March 2005 Draft 
Discussion Paper on Geriatric Services for the Oakville/Mississauga LHIN (Written by Helen Andersen, Marg 
Bickerton and Tiziana Rivera). 
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25,000 hip fractures in Canada in 1993. Hip fractures result in death in up to 20% of cases and 
cause disability in 50% of patients. 
 
Polypharmacy is a serious issue among the elderly.  Seniors comprise 12 % of the population of 
Canada and use 30% of prescription drugs and 40% of over the counter drugs. People over the 
age of 65 use two to six prescription drugs and one to more than three over-the-counter (OTC) 
drugs. Adverse drug events requiring hospitalization rank fifth among the top preventable threats 
to the health of older people 
 
Delirium is another common problem faced by the frail elderly in acute hospitals. Prospective 
studies have shown a prevalence of delirium of 15-22%. Under nutrition and malnutrition are 
other common issues. Delirium, if treated, is reversible. 
 
The prevalence of dementia in people 65+ years of age is 8.8%, but ranges from approximately 
2% in the young old to over 34% in those over age 85. Using the 8% prevalence rate for the 65+ 
population, the number of people with dementia in Mississauga Halton in 2006 is estimated to be 
12,380. In 2016, this number is expected to increase to 18,390.  A modest economic estimated 
cost to care for a demented person is $14,000 per person per year.  
 
It is estimated that 5%-10% of seniors living in the community will experience a depressive 
disorder that requires treatment21. The percentage of seniors with depressive disorders increases 
to 30%-40%22 for seniors who live in institutional settings. 80% of depressive disorders are 
treatable, however over 80% seniors do not receive treatment because their condition often 
remains unrecognized and undiagnosed.  
 
There are 300,000 Canadians living with the effects of stroke. There are between 40,000 to 
50,000 new strokes in Canada each year. The risk of stroke doubles every 10 years after the age 
of 55.  The average acute care costs of stroke is about $27,500 per stroke. 
 
There are 700,000 Canadian suffering from heart attacks each year with the majority of them 
being over the age of 65. 
 
Over 15% of seniors living in the community experience problems with urinary continence.  
Constipation is a problem for 30% of older adults and 45% of the frail elderly. 
 

Health Service Use by Seniors 
 
The acute hospitals are the most costly sector of the health care system with the 65+ population 
now having the highest rate of hospitalization, the longest length of stay with the greatest risk of 
functional decline and of nursing home placements23  Thirty-two percent of the 25.5 billion 

                                                 
21 "Depression in the Elderly." Mood Disorders Society of Canada. 4 Apr. 2006 
<http://www.mooddisorderscanada.ca/depression/elderly/index.htm>. 
22 IBID 
23 Regional Geriatric Task Force. "Creating a Vision for Integrated Care for Seniors in Our Local Health Network." 
A Call to Action. Mississauga. 4 Oct. 2005. 
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provincial health expenditures in 2001 were used by seniors, 75 years of age or more. The 
Conference Board of Canada predicts this will grow from $8 to 15.5 billion over the next 10 
years unless we change our approach to seniors’ health. Despite the magnitude of this 
investment, less than 4% of Ontarians 75+ access specialized geriatric services to improve their 
health status and independence. 
 
Analysis of emergency visits at Trillium Health Centre demonstrates that over 20% of visits to 
the Mississauga site are for people over the age of 65. In 2005/06 over 34% of admissions to 
Trillium were over the age of 65.   
 
Admissions to The Credit Valley Hospital of patients over the age of 65 represent 37% of the 
total admissions through the emergency department. Their length of stay was longer than patients 
with the same diagnosis under the age of 65. 
 
Seniors comprise 47.5% of all admissions to Halton Health Care Services.  
 
Large numbers of seniors are admitted to the hospital while only 4% seek assistance from 
specialized geriatric services.  A paradigm shift needs to occur to focus on prevention, health 
promotion, in home and community support services.  

 

3.5 Assessment of Extent to Which Current Services are Meeting Population 
Need 
 
The capacity, funding and resources in the current state pose several challenges that will need to 
be addressed in transformation of an integrated service delivery model.  
 
At the present time, there is a lack of service utilization data that reflects LHIN boundaries and is 
also age-specific.  However, since the long-term care sector is predominantly used by older 
adults, utilization information for this sector is useful in understanding service access challenges 
for seniors. 
 
The graph below shows the number of residents waiting for placement in a long-term care 
facility in Mississauga Halton. Between May 2003 and September 2005, the number of people 
waiting each month ranged from 248 to 515 with an average of 344.  
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Figure 6: Mississauga Halton Residents Waiting in the Community for Long Term 
Care Placement24 

 
 
The wait list for Mississauga Halton is lower than the provincial average of 850 and reflects the 
substantial number of new long-term care beds that were added to the region over the past few 
years.  However, even with these new beds, the long term care sector appears to be operating 
very close to capacity.  The wait list for long-term care placement is due, at least in part, to the 
high occupancy rate in long-term care homes.  There is also a lack of adequate Community 
Support Services available to address current and projected service requirements. Over the last 
three years, long-term care homes in Mississauga Halton have experienced a fill rate consistently 
between 90% and 96%. 
 

                                                 
24 Long-Term Care Homes – Beds and Utilization, MOHLTC – Community Health Division, Long Term Care 
Renewal and Planning Branch. 
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Figure 7: Fill Rate for Long-Term Care Homes in Mississauga Halton25  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Long-term care homes are designed for people who require the availability of 24-hour nursing 
care and supervision within a secure setting.26  The number of people waiting in the community 
for a long-term care placement is significant from a system planning perspective because these 
individuals have high support needs that must be met through some combination of home care, 
community support services, family support and possibly private resources. 
 
The graph on the previous page showed the number of people living in the community while 
waiting for access to the appropriate level of care. Another concern is individuals who must wait 
for access to the appropriate level of care while occupying an acute hospital bed.  An analysis of 
Alternate Level of Care (ALC) days by transfer location shows that the majority (56%) of ALC 
days correspond to patients who eventually move on to chronic care or long-term care homes and 
are therefore likely to be older adults. 
 

                                                 
25 Long-Term Care Homes – Beds and Utilization, MOHLTC – Community Health Division, Long Term Care 
Renewal and Planning Branch. 
 
26 http://www.health.gov.on.ca/english/public/program/ltc/15_facilities.html 
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Figure 8: Alternate Level of Care Days by Transfer Location for Mississauga 
Halton Residents27 
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This situation has important resource implications for the health system and contributes to 
bottlenecks in the movement of patients through the system.  The graph below shows that ALC 
patients that are awaiting transfer to chronic care or long-term care (i.e. older adults) have a 
longer average length of stay in hospitals than other ALC patients. 
 

                                                 
27 Alternate Level of Care Separations by LHIN of Patient Residence, MOHLTC - Health System Intelligence 
Project (HSIP), PHPDB Inpatient data. 
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Figure 9: Average Length of Stay for ALC Separations by Transfer Location for 
Mississauga Halton Residents 28 
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The perspectives of service providers who work with older adults are a useful supplement to 
quantitative data for assessing how well the existing system is meeting population needs. At the 
Regional Seniors’ Health Vision Day in October 2005, service providers from across the 
continuum of care identified the following barriers affecting the delivery of seniors’ services: 
 

Figure 10: Barriers Affecting the Delivery of Seniors’ Services 
 

Barriers 
Issues Related to Client-focused care 
• Challenges dealing with mental health issues 
• Complexity of patient needs 
• Quick turnover and length of stay pressures may not recognize that the seniors population takes 

longer to treat  (i.e. patients discharged from hospital too soon) 
• Stereotypes of elderly may contribute to early referral to long term care homes; expectations preclude 

finding solutions in the community which may often take more time than sending a client to an 
institution. 

• System does not adapt to senior’s needs 

                                                 
28 Alternate Level of Care Separations by LHIN of Patient Residence, MOHLTC - Health System Intelligence 
Project (HSIP), PHPDB Inpatient data 
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• System does not take family needs into consideration 
• Unmet client  expectations 
Coordination and Communication Issues 
• Lack of communication between community resources/services  
• Lack of coordinated “one stop shopping” 
• Poor communication between providers (lack of information) 
• Lack of technology to support communication and integration of service planning 
• Public health not engaged in LHINs 
• Silos of communication 
Gaps and Access Issues 
• Limited capacity to provide services that support seniors in their homes (i.e. light housekeeping)  
• Lack of primary care resources 
• Lack of specialized resources 
• Lack of specialized rehabilitation 
• Limitations of referrals due to lack of community services 
• Lack of access to appropriate level of professional care (e.g. no nurse practitioner) 
• Lack of transportation to services/programs  
• Lack of accessible housing with care providers onsite 
• Inappropriate visits to hospital emergency departments 
• Certain medications not covered by Ontario Drug Benefits Program 
• Elder abuse (support) 
• Lack of advocacy that is culturally or support specific 
System Issues 
• Complexity of the system makes it difficult for consumers/families to navigate 
• System design  
• System is reactive not proactive 
• Funding uncertainties 

 
The barriers relating specifically to seniors must be put in the context of a number of broader 
local challenges that affect the health system as a whole.  These challenges include: 
 
Hospital capacity 
Hospital capacity is a major challenge for the Mississauga Halton area.  There have been 
recommendations made by the Halton-Peel District Health Council to construct two new 
hospitals, one in north-west Peel and to replace the hospital in north Oakville. In addition, 
redevelopment is required for Milton District Hospital, Trillium Health Centre, and Credit Valley 
Hospital.29  
 
Currently the Mississauga Halton LHIN lacks an academic health sciences centre, which 
includes programs such as geriatric training and research. As a result, coordination with other 
regions that do provide such training and research is essential to ensure that the current and 
future service providers are qualified to provide geriatric care and have access to evidence-based 
practices. 
 

                                                 
29 Local Opportunities for Health System Integration. Mississauga-Oakville Local Health Integration Network. 
Mississauga-Oakville, 2005. 
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Low Localization Index 
Localization index is a measure that reflects the degree to which residents of a region utilize 
local hospital services. A higher index refers to a greater usage of local hospital services by 
residents of the area. In 2005, the localization index for the Mississauga Halton area was 77.530, 
the lowest in Ontario. This means that 77.5% of hospital service utilization by Mississauga 
Halton residents is local, while 22.5% of hospital services provided to Mississauga Halton 
residents are provided by hospitals outside of the region. As almost a quarter of Mississauga 
Halton residents utilize services outside of the region, the creation of the seniors’ SDM should 
take into consideration service providers outside of the Mississauga Halton LHIN borders.  
 
Transportation 
Transportation is an important factor in the integrated service delivery model because it helps to 
facilitate independent living, while ensuring the accessibility of services, such as adult day 
programs or visits to health professionals across the region. Some community services agencies 
are successfully providing safe transportation to their clients to day programs using their own 
staff and busses. There is also a community based transportation system, Transhelp which is 
funded by the Region of Peel. A significant proportion of seniors have some level of cognitive 
impairment which requires the use of an escort on specialized transportation.  Halton does not 
have an equivalent region-wide service31.   The implementation plan should take into account the 
lack of non-urgent patient transportation in this area.  
 
Health Care Funding 
The per capita health care funding in the Mississauga-Halton area has been traditionally lower 
than the provincial average. Although the health status of the residents in this area is higher, this 
is not a sufficient explanation for the lower amount of resources received in this area. It has been 
noted that the funding levels for acute and long term care has not increased in proportion to 
inflation or growth. Funding is a significant issue because the successful implementation of an 
integrated service delivery model is largely dependent on the amount of resources that exist to 
fund the transition.  
 
Despite these challenges, the effectiveness of the existing service providers can be enhanced 
through an integrated care model. Possible synergies exist among different service providers, but 
many may not be realized as service providers who could be potential neighbors in the 
continuum of services have not recognized these potential partnerships. The role of the RGATF 
was to bring together the players in seniors’ health service to realize these synergies. The 
RGATF identified the following “enablers” that have the potential to facilitate the development 
of an integrated service delivery model: 
 
• Communication between providers and patient/family 
• Technology  
• Shared databases 
• Skilled, committed, multidisciplinary health care teams  
• Expanded provider roles  

                                                 
30 IBID. 
31 IBID. 
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• Educational opportunities 
• Advocacy 
• Knowledge re: disease processes 
• CCAC case managers in hospitals 
• Involved family members 
• LHIN support of the continuum of care 
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4.0 Approach to Developing the Model 

4.1 Building Blocks 
 
At an early stage in the planning process, the RGATF identified several essential components, or 
“building blocks” that are required to establish an integrated service delivery model for seniors.   
 

Figure 11: Building Blocks for an Integrated Service Delivery Model for Seniors 
 

 
 
These building blocks were used as a framework for comparing existing models and also to 
describe the final model that was developed.  The building blocks are described below  

 
• Mission, Vision, Principles, Goals  

The Vision is a description of what the organization wants to do and who the organization 
will serve or work with.  
The Mission reflects the mandate of the organization. The Principles will guide the 
thinking, design and decision making for the development of the integrated service 
delivery model for seniors. Goals reflect the specific objectives the organization would 
like to reach, relating to areas such as operations or performance levels.  
 

• Population Definition  
This specifies the characteristics of the model’s target population.  

 
• Size of Population  

This provides estimates of the number of people that will be utilizing the model.  It can 
be determined based on catchment or residence.  



 
- 31 - 

 
• Points of Access or Entry  

To describe how an individual will gain initial access to the service delivery model.  
 
• Scope of Services  

This defines the basket of services and supports that will be available to the target 
population and the timeliness of such services.  
 

• Approach to Assessment  
The method used to determine the appropriate level of care and services for the 
individual.  

 
• Consistency of Care Classification  

This refers to how the terminology and classifications of care is defined among different 
service providers and whether agreed upon definitions exist. 

 
• Linkages and Fit within the Continuum  

Refers to how different service providers interact, communicate, share information with 
one another in order to create a seamless integration model.  

 
• Information Requirements and Flow  

This describes how the client’s health information is coordinated and communicated with 
various service providers, the patient and the family.  

 
• Accountability 

Identifies who is responsible for the specific outputs, maintenance of the system and for 
managing risk.  

 
• Performance Management  

Provides for a description of the indicators that are used to track performance and the 
process by which the system is monitored to determine overall effectiveness of the model 
in relation to the objectives stated and the targets set.  

 
• Coordination  

Describes how services will be accessed and coordinated by the patients and their 
families, as well as how providers will work with one another to ensure smooth interfaces 
and transitions for clients/families. 
 

4.2 Reviewing the Evidence 
 
Rather than starting with a blank slate, the RGATF was committed to taking an evidence-based 
approach to development of an integrated service delivery model and learning lessons from other 
jurisdictions.   
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The RGATF identified eleven models for analysis.  The models reviewed varied in scope and 
focus they included geriatric care, community centres that promoted independent living, self-
management approaches and integrated models for specific chronic diseases. These models 
assisted in crystallizing ideas for the model design. Nine of the models specifically related to 
seniors care while two of the models were developed for other populations (children, stroke 
patients) but aspects of their structure and processes were deemed to be transferable.  Ten of the 
models had been implemented and most had been evaluated.   
 
The following is a list of the models that were reviewed: 
 

Figure 12: Service Delivery Models Reviewed 
 

Model Jurisdiction 
MODEL 1: CACHET (COORDINATED, ACCESSIBLE 
COMMUNITY HEALTHCARE FOR ELDERS IN TORONTO) 

Proposed for Toronto 
(not implemented) 

MODEL 2: CHOICE (COMPREHENSIVE HOME OPTION OF 
INTEGRATED CARE FOR THE ELDERLY) 

Edmonton 

MODEL 3: EXPERT GERIATRIC SERVICE PROJECT Wellington Dufferin 
MODEL 4: EVERCARE United Kingdom 
MODEL 5: PACE (PROGRAMS OF ALL-INCLUSIVE CARE 
FOR THE ELDERLY) 

United States 

MODEL 6: SIPA (SYSTEM OF INTEGRATED CARE FOR 
THE ELDERLY) 

Quebec 

MODEL 7: PRISMA Quebec 
MODEL 8: COMMUNITY LIVING MISSISSAUGA Mississauga  
MODEL 9: CDSMP (CHRONIC DISEASE SELF 
MANAGEMENT PROGRAM) 

Calgary 

MODEL 10: CHILD HEALTH NETWORK FOR THE 
GREATER TORONTO AREA 

Greater Toronto Area 

MODEL 11: ONTARIO STROKE STRATEGY Ontario 
 
 
Detailed articles on each of the models were reviewed by the RGATF core team and summaries 
were prepared for the extended team.  At a planning day held on March 2, approximately 50 
community partners participated in a comprehensive assessment of the 11 models.  For each 
model, participants identified the features that should be incorporated in the Mississauga Halton 
LHIN integrated delivery model for seniors.  Appendices E and F include a summary of each 
model and a reference list of main sources used. 
 
Based on the outcome of the planning day, two potential models were developed for detailed 
consideration by the RGATF. The advantages and disadvantages of each model were described 
(See Appendix G) and a preferred model was selected.  Endorsement of the preferred model was 
obtained from both the core group and the extended group of community partners. 
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4.3 Alignment with LHIN Integration Objectives and Priorities 
 
Local Health Integration Networks have been given a mandate to lead integration at the local 
level, therefore it was important that the integrated model of service delivery for seniors be 
aligned with the directions being pursued by the Mississauga Halton LHIN. Senior staff of the 
Mississauga Halton LHIN participated in a number of meetings with the RGATF and the 
extended group of community partners, including the March 2nd Planning Day.   
 
Development of the model was guided by the following definition of integration put forth by the 
Mississauga Halton LHIN: 
 

Figure 13: The Mississauga Halton LHIN’s Definition of Integration 
 

 
• Integration should be seen from the perspective of the customer, not the provider of the 

service. 
• Integration is not just about consolidation and amalgamation. 
• It does not mean “cheaper is better”; but it might mean productivity improvement; “more 

with same”; “same with less”.  
• Integration can mean removing obstacles to efficient hand-off; you should not have to be 

“in” the system to understand it or get it to respond. 
• Integration can mean standardizing service-delivery to eliminate duplication, inefficiency 

and alternatives to “best practice” or approved “clinical pathways.” 
• Integration can mean developing “critical mass” to allow better use of talent, equipment 

and facilities, and to develop areas of expertise / “centres of excellence”; that can mean 
relocation of local and familiar services. 

• Integration outcomes include: 
• Seamless experience for user, where boundaries between organizations are 

minimized. 
• Improved match between single services provided and the multiple needs of 

clients and families. 
• Effective and efficient use of system resources and capacity. 
• Better integration of services; improved accessibility of health services; allow 

people to move more easily through the health system. 
 
 
The Mississauga Halton LHIN has identified four preliminary priority areas for integration: 
 

• Seniors Health and Wellness 
• Primary Health Care 
• Mental Health and Addictions 
• Chronic Disease Management 
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These priorities have all been addressed in the development of the model.  The model focuses on 
seniors with clear linkages to primary health care/family health teams.  Given that a significant 
portion of seniors suffer from cognitive impairment, depression and other mental health issues, 
mental health services and supports will also be an important component of the model.  Chronic 
disease management principles and strategies have also been incorporated into the model.  For 
example, the diagram below illustrates some of the key factors experts have identified that are 
required to move from the current state to a chronic disease management approach32: 
 
Figure 14: Chronic Disease Management – Getting from Here to There 
 
 

 

                                                 
32 Identifying High-Leverage Interventions in Chronic Illness Care - The Business Case for System Transformation, 
Prepared for the Ontario Hospital Association by Richard J. Bringewatt, President National Health Policy Group, 
November 16, 2004. 

Current ModelCurrent Model
Events trigger actionEvents trigger action
Single disease protocolsSingle disease protocols
Focus on illnessFocus on illness
High tech medicineHigh tech medicine
Care fragmentationCare fragmentation
Medical model prevailsMedical model prevails

Preferred ModelPreferred Model
Ongoing presenceOngoing presence
MultidimensionalMultidimensional
Focus on preventionFocus on prevention
Person responsivePerson responsive
Integrated methodsIntegrated methods
Total person approachTotal person approach
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5.0 Proposed Integrated Service Delivery Model for Seniors 
 
The working title for the model is “ASSIST”, which stands for: 

• All-inclusive 
• Seamless 
• Services for  
• Independence of  
• Seniors for  
• Today and Tomorrow  

 
This model embraces the following: 

• Builds on primary health care. 
• Seniors’ Health and Wellness Centres (‘SHWC’) are geographically dispersed and 

interconnected hubs that provide common information, intake, assessment, referral and 
delivery. 

• Access services through any of the providers or Central Call-in number. 
• Care Coordinators linked to primary care physicians/FHT through the SHWC and are 

integral to system navigation and care delivery. 
 
Seniors’ Health and Wellness Centres:  The Highlights 

• These Centres can be attached to one or more Family Health Teams or GP’s. 
• The SHWC can be virtual interconnected providers or could be a physical location. 
• They will provide a variety of services, clinics, education, and therapies in a location “or 

referrals to another location” that is geographically close to home. 
• The SHWCs will be integrally linked to the Secondary and Tertiary services (as 

appropriate) within their specific geographic area to support the close to home model. 
 
Care Coordinator Role:  The Highlights 

• Care coordinator moves with the patient across the entire continuum. 
• This role will focus exclusively on seniors and exhibit passion and depth of knowledge 

in complex needs and system navigation. 
• Care coordinators are linked to primary care physicians to ensure proactive case finding 

for high risk individuals. 
 
ASSIST Service Levels 
 
Within each geographic region there will be access to services at a range of levels based on need, 
including:  

• Primary Level #1 – The services provided require low intensity resources, with the 
emphasis on preventative, supportive and primary care. All services are easily accessible; 
examples include, but not limited to: 

– Seniors Health & Wellness Centres -  FHT and Primary Care Doctors 
– Health Promotion and Prevention -  Community Services & Agencies 
– Adult Day Programs   -  Supportive Housing  
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• Secondary Level #2 – These services are focused on health conditions that require more 
specialized and intensive health resources.  

- Long Term Care 
- Emergency Room/Urgent Care  
- Hospital based care such as access to sub-specialists such as orthopedics, 

ophthalmology, specialists of Internal medicine, geriatric assessment 
• Tertiary Level #3 – This level provides highly complex specialty care and resources for 

geriatric populations.  
- Psycho geriatric Behaviour Units/Outreach Teams  
- Academic teaching centres 
- Regional Geriatric Program 
- Geriatric Assessment Units (These specialized units to operate effectively 

require a critical mass of patients to justify the presence of a specialized 
geriatrician).   
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Figure 15: Integrated Service Delivery Model for Seniors in Mississauga Halton 

 
 
The remainder of this section utilizes the building blocks outlined in the previous section to 
describe the model in more detail. 
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5.1 Vision, Mission, Principles and Goals 
 
The vision, mission, guiding principles and goals are the foundation on which the integrated 
model for service delivery is built. They will serve as a compass to guide the RGATF in all 
aspects of the planning and implementation of an integrated model.  
 

Vision 
Working together for seniors’ good health 

Mission 
Maximizing health and independence in seniors through an integrated and 

comprehensive continuum of care 
Principles 

1. Our shared philosophy of care centers on the needs of the senior in a 
dignified manner and extends to the circle of support for that senior. 
Dignified includes respect for ethnic, cultural and spiritual needs.  

2. Our model and services are built on innovation through best available  
     evidence-based practices. 
3. Our model embraces choice in the delivery of                                            

care at home or close to home. 
4. Seniors and their circle of support view our                                    

continuum of care as comprehensive and                                       
connected.  

5. Develop a strong inter-disciplinary approach                                               
to assessment, documentation and service                                            
delivery that respects the contributions of each                                   
member. 

6. Seniors’ perceive the continuum to be easily accessed with the point of 
entry providing the gateway to the provision of all necessary services. 

7. Providers are jointly accountable for the outcomes of service delivery.  
8. The model must ensure effective and efficient use of resources and be 

sustainable now and in the future. 
9. Infuse the design of the model and the services with the seedlings for 

cultivating a culture that is passionate about senior’s health delivery. 
Goals 

To design and successfully implement an integrated service delivery model for 
the seniors of the MH LHIN that: 

• fully embraces the guiding principles, and 
• pushes the boundaries by innovatively applying the best available 

evidence-based practices in this area 
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5.1 Population Definition 
 
The target population will be adults age 55 or older residing in the Mississauga Halton LHIN.  
Although seniors are typically defined as age 65+, a broader age range was deliberately selected 
for the model.  In keeping with evidence-based practices for chronic disease management, the 
RGATF felt it was important to target a younger population for health promotion, disease 
prevention and wellness interventions that may delay or prevent the onset of disease in the 
future.  
 
There is a great deal of evidence for this approach.  Chronic disease management has been 
described as the convergence of four types of management33: 
 

• Health promotion: The process of enabling people to increase control over the 
determinants of health and thereby improve their health. (World Health Organization) 

• Disease management: A system of coordinated health interventions and 
communication for populations with conditions in which a patient’s self-care efforts 
are significant. (Disease Management Association of America) 

• Transitional care management: A time-limited intervention designed to optimize 
cost and quality outcomes for a defined episode of chronic illness. 

• Complex care management: An ongoing process designed to optimize outcomes as 
a condition evolves across time, place and profession. 

 
The effectiveness of the model of service delivery for seniors will be maximized by addressing 
all four of these strategies to address the spectrum of needs from keeping healthy seniors healthy 
to meeting the complex needs of seniors at high risk of institutionalization. The expectation is 
that the older portion of the target population, with more complex needs will utilize more health 
services. 
 
It is important to emphasize that the age parameters exist primarily for planning purposes.  
Individuals younger than age 55 who have health needs that can be most appropriately met 
through the model (e.g. early onset dementia) will not be denied access. Service delivery will be 
driven by need not by age. 
 

5.2 Size of the Population  
 
As of 2006, there are an estimated 214,186 people over the age of 55 residing in Mississauga 
Halton.  This figure is projected to increase by 48% to 317,567 by the year 2016. 
 

                                                 
33 Identifying High-Leverage Interventions in Chronic Illness Care - The Business Case for System Transformation, 
Prepared for the Ontario Hospital Association by Richard J. Bringewatt, President National Health Policy Group, 
November 16, 2004. 
 
 



 
- 40 - 

5.3 Points of Entry/Access 
 
The model will facilitate entry from multiple points along the continuum that all ensure access to 
the necessary services. Public awareness of how to enter the system will be promoted using a 
number of mechanisms including a widely distributed and marketed telephone number. A 
consumer will only need to enter the system once. 
 
The model will leverage the important role that primary health care providers play as the first 
point of contact with the health system.  In the proposed model, primary health care providers 
will take a proactive approach to identifying the target population.  For example, Family Health 
Teams are implementing clinical management systems that will have the capacity to provide 
electronic alerts/reminders of specific patient triggers (e.g. time for a diagnostic test or annual 
exam).  To support the promotion and prevention focus of the model, by using these systems 
primary health care providers can be alerted when a patient turns 55.  This event would trigger an 
appointment for an annual examination, a very brief assessment of need using a standardized tool 
and provision of information to the patient about the range of services available through the 
integrated delivery model.   
 

5.4 Scope of Services  
 
A continuum of services is required to respond to the range and complexity of seniors’ needs.  
Services are required with varying levels of support provided and in various settings (e.g. in-
home, community-based, institutional).   The diagram below reflects a typical health services 
continuum for older adults. 
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Figure 16: Health Services Continuum for Older Adults 
 

 
 
The scope of services for seniors in Mississauga Halton will mirror this continuum and be driven 
by the needs of the target population.  The aim will be to have service availability that is 24/7, 
365 days per year. There will be a broad range of services (from preventative to specialized 
treatment) and venues (from home to community to various types of institutions). 
 

5.5 Approach to Assessment 
 
The model will incorporate a common assessment approach that is available to the 
interdisciplinary team and includes:  
 

• Standardized, graduated and automated (part of the electronic health record) assessment 
tools; 

• Support for continuous reassessment once in the system; 
• Automated triggers that flag individuals for  appropriate next steps based on clinical 

pathways; 
• Mechanisms for involving the patient and their circle of support; and  
• Flexibility to enable assessments to be done in the home or an appropriate facility. 
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5.6 Consistency of Care Classification 
 
A common language will be used by the interdisciplinary teams involved in the model.  (NB: 
This is not a classification system). Classifications will only be established for specialized 
services where appropriate. 
 

5.7 Linkages to and Fit within the Continuum 
 
The model will integrate and link with both the ongoing care systems and other specialty 
services.   The close and continued involvement of the client/patient’s primary care physician 
and care coordinator is essential to the provision of services across the continuum. 
 
Since the Mississauga Halton area does not have a teaching centre within its boundaries the 
design of the model will need to overtly link with the two Regional Geriatric Programs (Toronto 
and Central) for support on evidence-based practices and specialized geriatric services.  Also the 
model will need to develop effective linkages with quaternary care at Academic Teaching 
Centres to ensure a seamless experience for our patients both to and from these specialized 
institutions.   
 

5.8 Information Requirements and Flow 
 
The model will incorporate a single shared database that builds on the electronic health records 
and common assessment tool, including: 
• Common dataset  
• Web enabled 
• Information can be modified and is accessible to all members of the interdisciplinary team at 

all times  
• Must align with privacy legislation requirements 
• Enhanced videoconferencing capability to facilitate shared educational opportunities and 

effective deployment of scarce resources such as geriatric specialists 
 

5.9 Accountability 
 
The model will emphasize shared accountability, including: 

• Joint governance – formal coordination of partners within a governance structure 
• Written 3-year agreement with defined roles and responsibilities.  
• Detailed reviews and performance measures through a performance management system 
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“Australia and the U.S. are employing health coaches to 
help sick patients who are treated by numerous providers 
and to monitor risk factors.  Trained as nurses, respiratory 
therapists, or pharmacists, such clinical coaches know how 
to navigate an increasingly complex system.  In Australia, 
case management is provided through health insurers, in 
which patients work with a health coach weekly on risk 
factors identified voluntarily through self-assessment.  If 
the risk factors change, the health coach will make an 
appointment with the patient’s general 
practitioner…Medicare is also giving the concept a try, 
offering health coaches to 180,000 chronically ill 
beneficiaries.” 
[HealthCast 2020:  Creating a Sustainable Future.  
PricewaterhouseCoopers’ Health Research Institute.] 

5.10 Performance Management 
 
The model will set the expectations for an outcomes based approach to performance 
management at the system and services levels. Performance indicators must be clearly defined 
within the shared accountability agreements.  The potential to utilize research to evaluate the 
model (i.e. does the model do what it is proposed to do?) will be explored. 
 
In the short term, progress will be measured based primarily on building of structures, processes 
and relationships.  Over the long-term, once the model has achieved its end-state, a number of 
potential outcome measures could be explored including: 
 
• Increased access to services; 
• Improved patient/family/staff satisfaction; 
• Increased ability to remain in residence of choice; and  
• Improved support for patient and their circle of support; 
• Improved functional status; 
• Reduced emergency room visits; 
• Reduced unplanned hospitalization rates; 
• Reduced need for families to act as care coordinators.  
 

 5.11 Coordination 
 
The case coordination approach includes the full interdisciplinary team, primary care physician, 
the patient and their circle of support. The case coordinator moves with the patient across the 
entire continuum. Case coordinators focus exclusively on 
seniors and exhibit passion and depth of knowledge in 
complex needs and system navigation. Case coordinators 
are linked to primary care physicians to ensure proactive 
case finding for high risk individuals and seamless 
service delivery. 
 
Case coordination is a key aspect of the model and 
reflects a global trend towards increased 
acknowledgement of the need to support clients/patients 
in navigating the health system. 
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6.0 Successful Transformation:  Moving from Current State to the 
Proposed New Model  

6.1  Fundamentals of the Implementation Plan Forward 
 
To successfully implement this new integrated service delivery model will require the 
organizations involved to work together in way that is different from today.  This will 
require a concerted effort and significant leadership, and thus the implementation plan 
has included many of the critical success factors necessary for successful transformation.  
The following provides the overview of the fundamentals needed for successful 
implementation.  The detailed project plan is in Appendix I.  
 
6.1.1 A Role to be Accountable for Implementation:  Coordinator, Integrated 

Seniors’ Services 
To ensure that this complex implementation project is executed, a dedicated 
resource will be required to lead this initiative.  The proposed role is that of the 
Coordinator, Integrated Seniors’ Services, for the Mississauga Halton LHIN.  
This role would be accountable to the joint governance structure that is outlined in 
section 6.1.2 and the Mississauga Halton LHIN.  This role is responsible for the 
overall management of a highly complex project with multiple sub-projects 
working simultaneously with significant interdependencies.  The Coordinator will 
be a pivotal role in the success of this implementation. 
 
The Coordinator will be responsible for establishing a Detailed Design Team 
project protocol that will include a team charter, the guiding principles as 
developed by the core and extended team and shared in Section 5.1, project 
planning and reporting mechanisms, presentation protocols, and others as 
appropriate for managing multiple complex projects simultaneously. 
 

6.1.2 Joint Governance Structure 
A joint governance model is proposed for overseeing the implementation of the 
model.  Two levels of governance is proposed – first the Coordinating Council at 
the macro level that will approve and commit resources and the other the Project 
Steering Committee at the project level to provide guidance and support for the 
detailed design and implementation planning.  This two level approach is to 
recognize the fact that the right people must be at the table to approve the new 
approaches to service delivery and yet provide the necessary project support 
required to prepare the necessary business rationale to enable such decisions. 
 
The proposed Coordinating Council is based on an approach utilized by the 
HSRC and should be considered as an interim governance model until the service 
delivery model is fully implemented.  It is proposed that the Coordinating Council 
will need to meet every other month so as not to hold up the project teams from 
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moving forward.  The Council consists of the CEO and Board Chair from each of 
the following organizations: 

o The 3 hospitals 
o CCACs 
o Mississauga Halton LHIN 
o LTC – 2 organization (private and non-profit) that will represent the views 

of the this sector 
o Community Support Services – 4 or 5 organizations to represent the view 

of this sector 
Plus: 
o Chair of the Halton/Peel Physicians Group  
Ex-Officio Members: 
o Co-Chairs of the Project Steering Committee 

 
The second level will be the Project Steering Committee that will function as an 
advisory body for the duration of the project.  Its main function will be to provide 
guidance to the project teams in the completion of their projects – including 
eliminating barriers that the project teams are experiencing or allowing the teams 
a safe environment to test their ideas that will be further developed and improved 
by the input of the Steering Committee.  This team will need to meet on a 
monthly basis to provide an adequate level of support to the project teams.  The 
membership of this Committee will be a subset of the current Core Team, 
including representation from: 

o Co-Chair - Hospital  
o Co-Chair – Community Support Services 
o Each hospital represented as members or one of the Co-Chairs 
o CCACs 
o LTC – 2 organization (private and non-profit) that will represent the views 

of the this sector 
o Community Support Services – 4 or 5 organizations to represent the views 

of this sector 
o Primary Care Representative 
o RGP – Central and Toronto 
o Consumer Representative – One that is a member of the Consumer 

Advisory Group 
 

6.1.3 Community Engagement and Detailed Data Analysis:  Establishing the 
Foundation 
In order to determine the array of services available in each of the geographic 
regions and then to select the most critical detailed design teams, the detailed data 
collection is required.  To determine the appropriate definition and size of the 
geographic regions, an assessment of the current and future numbers and 
distribution of seniors will need to be conducted and a proposal put forth.  Also 
two types of detailed data will be required:  quantitative and qualitative for this 
critical step in the process.  The quantitative will be secured through such ways as 
the MOHLTC Information Management Service Centre, the regional planning 
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departments, Public Health, etc.  The qualitative information will be secured using 
the Mississauga Halton Community Engagement Framework that will be focused 
on seniors and their circle of support to gain valuable insights on their needs, what 
is working and what is not working in the current system.   
 
This is a critical project requiring a project leader from the Core Team who has 
the ability to mobilize a project team that individually has significant depth of 
expertise in a particular part of the continuum, yet has the broader perspective of 
the both the continuum and the Mississauga Halton LHIN.   
 
This detailed evaluation will include the following areas: 

o Detailed understanding of the problems, challenges and issues facing 
seniors, care givers and the circle of support; 

o Detailed needs assessment; 
o Detailed analysis of current services; 
o Detailed gap analysis per geographic region; and 
o Review of existing programs and services to identify duplication and 

opportunities for improved efficiencies and effectiveness. 
 

The outcome of the critical detailed analysis work will be an understanding of the 
following: 

o The scope of services required within the Mississauga Halton LHIN; 
o The core services required within each geographic region;  
o The geriatric specialty services required for the region; and 
o The priority services for detailed design. 
 

The completion of this critical foundation setting work, should establish the gold 
standard for detailed design teams.  This project should demonstrate depth of 
analysis, the inclusion of input from both providers and the public and the 
establishment of well researched evidence based approach to the setting of 
recommendations. 
 

6.1.4 Quick Wins 
The implementation plan outlines the potential for two quick win opportunities to 
complete detailed design, implementation planning and implementation execution 
by late fall 2006.  However, the Coordinator role, the joint governance, and the 
detailed analysis for establishing the foundation should all be viewed as quick 
wins in the journey to transform seniors’ service delivery within Mississauga 
Halton. 
 
Quick Win #1:  Standardized Screening, Triage, Assessment & Follow-up 
Process 
One of the fundamental building blocks of an integrated service delivery model 
for seniors’ is the approach to assessment – the standardized, graduated and 
automated.  This was identified as a potential quick win.  To that end a team will 
be established to develop the model for this process.  It is recognized that work 
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has been completed in this area in various parts of the Mississauga Halton LHIN 
that will need to be incorporated into the plan forward.  In developing the 
mandate for this team and the membership of the team, the Coordinator and 
Project Steering Committee will need to take all these things into consideration. 
 
Quick Win #2:  Falls Prevention Initiative 
As outlined in Section 3.5 Seniors Health Issues, it is noted that falls is the 
number one cause of fractured hips in the elderly.  Given that falls impact almost 
all facets of the seniors’ healthy system, the Core Team identified this as an area 
that should be addressed sooner than later and potentially in a phased approach. 
Falls represent a good proxy by which the improvements of the new SDM could 
be monitored. The Coordinator in cooperation with the Steering Team will need 
to carefully consider the mandate, team membership and the high level project 
plan so that some aspects could be developed in a stepwise approach so that 
piloting of potential aspects of the process could be conducted as others are still 
being developed.  This is not a quick win in its totality, but is an opportunity that 
could have both short and longer term design and implementation components. 
 

6.1.5 Other Aspects of the Plan Forward 
In addition to the fundamentals outlined above the second phase of the detailed 
design and implementation planning will include the following parts of the model: 

o Scope of Services Projects – prioritized as part of the Establishing the 
Foundation project team deliverables 

o Geographic Region Design Project – once the basket of services required 
for each geographic region has been approved, the next step is potential 
configuration of such services within one of the regions.  The selection of 
the region should be based on an approved set of criteria that would 
facilitate the best decision.  This project team will need to understand what 
is being developed within the scope of services teams that working 
simultaneously. 

o Care Coordinator Role Project – the timing of this project will be 
dependent upon the need for this role pre or post or concurrently with the 
geographic region design team. 

o Information Requirements and Flow Project – timing of this project needs 
to be aligned with the e-health strategy for the Mississauga Halton LHIN. 

o Performance Management Design and Execution – Performance will need 
to be tracked and assessed on multiple levels.  Firstly and likely most 
importantly will be the performance monitoring of the execution of this 
complex multi-phase and multi-project assignment.  Secondly as each of 
the project teams start implementation of their service delivery, each will 
have performance indicators that will need to be tracked and reported as 
appropriate.  Finally, the Joint Governance Committees will develop 
indicators that will require indicators, monitoring and reporting for the 
overall seniors’ services for the Mississauga Halton LHIN.  The 
Coordinator in cooperation with the various groups and teams will work to 
develop the appropriate indicators, create an approach to tracking the 
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indicators and develop the reporting mechanisms for monthly and/or 
quarterly reporting of these. 

o Point of Access or Entry Project – the timing of this project again will be 
important as it is both the key entry but it is also one that is dependent 
upon having the necessary services in place and ready for access by the 
client.   

6.2 Implementation Barriers and Enablers 
 

At the retreat implementation of the proposed model was discussed and a number of 
items were shared that could be either supportive of the journey forward or have negative 
impacts on the potential for success.  The following is an edited version of the discussion. 
 
Enablers for Implementation of the Model: 

o Innovative 
o Recognition that the region has taken leadership  
o Cross-Sectoral representation of professional involved and significant level of 

consensus 
o Population’s needs are easy to sell – individuals are aging, parents to take care 

of, easy to get people to get on board – everyone has a story to tell 
o Mississauga Halton LHIN is very receptive to the idea and willing to listen 
o Readiness to recognize the need for change  
o New affiliation agreement with University of Toronto 
o Lots of funding available if we think about it in a different way 
o Wealth of resources 
o A lot of partnerships already exist with the trust and links are already in place 

Examples of this exist today:  
 Assessment clinic that can be transferred to any community setting – Dr. 

Margret Grant at Credit Valley – a partnership approach, comprehensive 
 Trillium Health Centre recently funded the development of a Seniors’ 

Health Program which philosophically is in direct alignment with the 
concepts outlined in the ASSIST Model 

o Willingness to focus on client as there is recognition that continuity of care 
does exist  

o Standardized assessment are being developed and used 
o Focused case management – for one group with lots of measurements, high 

risk identified and then follow them if a case manager is assigned 
Barriers to Implementation of the Model: 

o Need to change organizational mandates – but not everyone has bought into it, 
or we haven’t asked all organizations 

o Lack of momentum, - therefore we need a quick win to get people excited  
o There is resistance to change, different cultures, people are set in their ways, 

thus we need agreement on change 
o Balance across the continuum is needed – the backend still needs a lot of 

attention and how will we be able to focus on prevention?  
o Time commitment is significant for the detailed design and implementation   
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o Funding systems don’t work the way the model does – can’t pick up person’s 
individual funding and go elsewhere 

o Accountability tighter – need to explain all dollars 
o Need to have the courage to change 
o Complexity of current organization – don’t know how far the organizations 

have gone to be where they are at now 
o Agencies have different geographic funding, model for this LHIN could be 

different from another – conflicts 
o Importance of a database, reduce duplication, everyone has a different health 

record, going to take years to get integrated health record that is needed 
o Frontline people need to be involved – informed and feel that they are part of 

the process 
o Consumer acceptance 
o Opportunity of choice – those at the border of a LHIN can jump across and 

get different point of access and different routine  
o We need an engagement strategy – key people, at what level? 
o Recognize competing priorities when you are doing implementation  

 

6.3 The Critical Success Factors for Successful Transformation: 
 

To make the transformation envisioned by this new model for integrated service delivery 
will require significant dedication over at least three years.  In addition, there are 
fundamentals of successful implementation that must be considered and built into the 
path forward.  In the Plan Forward outline above in Section 6.1 many of the critical 
success factors outlined below have purposefully included in its design. 
 
Meaningful Leadership 
Almost every article or publication that talks about organizational change includes the 
comment that ‘senior management support is critical.’  It sounds cliché, yet is vitally 
important.  The design of the Joint Governance structure, the linkage to the Mississauga 
Halton LHIN and the importance of the success of this project to the future of the 
network are all drivers for potentially achieving the overt senior management support that 
is so important to success.  This transformation is necessary not only to better meet the 
needs of the patients and circle of support today, but even more so for the future.  The 
type of meaningful support that is needed, is allowing staff to be part of the design 
solution, being willing to change how and who performs various activities and supporting 
recommendations that are put forth.  The other form of meaningful leadership is that of 
the Executive Sponsor, the Core Team has proposed that the Mississauga Halton LHIN 
be the sponsor for this most significant integration opportunity.  The breadth of 
integration in terms of the continuum is too broad for a senior executive of one of the 
institutions to step into the role of Sponsor.  This provides a rationale for the proposed 
approach for the Coordinator being aligned to the Mississauga Halton LHIN and the role 
of the Joint Governance structure. 
 
 



 
- 50 - 

Credible Integrated Service Delivery Model Design 
It is important to base the design of your services on best available evidence-based 
practice in order to increase credibility and overcome the potential resistance to change.  
The fundamentals of the ASSIST model within this report have been based on numerous 
practices that have been tested in various situations – from very small academic settings 
to regions within western Canada.  Thus this same level of grounding in best available 
evidence-based practice is expected for the development of all aspects of the model.  This 
will enable the design teams to share examples of how a particular process has worked in 
another setting.  It is important that this value is adopted by those on the project teams 
and those in the governance role – both guidance and approval. 
 
Managed as a Project with a Project Owner 
Even though this is a complex undertaking, it still needs to be managed as a project with 
defined beginnings and endings for each of the phases.  This allows for a tighter approach 
to project management and shorter timeframes provides for accomplishments to be 
achieved and communicated.  There must be a role that is accountable for the project 
overall recognizing that not all things that are required are controlled.  This increases the 
need for risk and contingency management, the need for issues to be tabled and managed 
effectively.  These project management tools and others need to be incorporated into the 
path forward to enable success and ownership.  The tracking and reporting of 
performance will be discussed below. 
 
Sufficient Resources 
Resources are an obvious necessity for any project, but all too often those that are needed 
are not identified or given the support required in order for an individual to participate as 
expected by the team.  Thus the Project Leader must be able to articulate shortages in 
resources and the impact that has on the timeline for completion.  The resource issue will 
be a stark reality for the organizations involved in this transformation, because service 
still needs to be provided to the patients and clients and thus the challenge of backfill 
becomes the driver for lack of involvement.  This will be a reality that will need to be 
closely monitored as the project begins and progresses. 
 
Marketing and Communication 
Project teams devote significant time to researching, evaluating and designing the new 
service delivery, and through this process increase their knowledge and comfort-level 
with the topic.  Often times when the team is ready to implement the initiative to a wider 
audience, they underestimate the need to educate and sell the topic to others.  They 
simply unveil their work and expect everyone to be as excited as they are and embrace 
the change.  Convincing others to not only participate, but to adopt a new of doing their 
work, requires a well-developed marketing and communication plan.  This plan should 
not only inform and educate but generate excitement and build momentum.  That is the 
challenge that this team faces currently.  A plan to communicate what has been 
accomplished and moving the plan forward upon gaining approval from the Mississauga 
Halton LHIN is paramount. 
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Tracking & Reporting Performance 
‘What gets measured gets done.’  At the outset of the implementation planning carefully 
select a few, but meaningful performance indicators to collect, monitor and on which to 
report progress.  Link your performance indicators to the goals of your implementation 
project and then track performance against those goals.  Be sure that your indicators are 
balanced by including not just on time and on budget, but also those that focus on the 
team and the quality of deliverables. 
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7.0 Future Considerations 
 
As the integrated system for service delivery for seniors begins to take shape, other issues, both 
shorter and longer term, will need to be considered and planned for appropriately.  A proactive 
planning approach to these will alleviate pressure to use a ‘last minute reactive’ response that 
may not work as effectively it must be planned for in advance. 
 
Education and Training:  
Part of the implementation plan for almost every single project team will require a training 
and/or educational component.  Planning an approach to this entire category in advance by the 
individuals currently in the system, who are the most capable in these matters, would provide 
significant support to the detailed design teams going forward.  The potential approaches that are 
designed by this Educational and Training Team will also be of great importance to the 
dissemination of the evidence-based practices in a timely manner, as it too will be required 
frequently. 
 
Long-term Joint Governance Structure: 
The Coordinating Council will be effective for a period of time, but in the longer term, a 
formalized governance structure will be needed to continually improve and promote optimal 
outcomes for seniors in the most effective and efficient way for the system.  The experience 
gained through the Coordinating Council and the development of the integrated system will 
provide significant insights on the appropriate structure for joint governance in the long term. 
 
 
Technology and Health Information Management: 
One of the critical requirements of the integrated system is to have providers connected to the 
same set of data for every senior in the system.  Based on the experience in other regional 
models, the IT solution is often a long and difficult journey, thus it will be important for a shorter 
term creative solution to be developed so that the integration does not have to be ‘on hold’ until  
a longer term solution is ready.  The leaders will need to push for these creative solutions sooner 
than later! 
 
The Full Solution is Beyond Health Care: 
Since the ideal of the proposed model is beyond the accountability of any one organization or 
sector, even the Mississauga Halton LHIN, it will require innovative approaches to bring in the 
necessary solutions from Health Promotion, Housing and Transportation to complete the entire 
picture.  This does not mean that the ideal cannot be achieved; it means that the journey will 
need to be more collaborative with more partnerships and thus will likely take longer.  However, 
in the planning as design teams go forward they will need to be vigilant about understanding how 
they can affect part of the solution but more involvement may be required for a totally integrated 
approach. 
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Appendix A: Members of the Regional Geriatric Advisory Task 
Force 
 

• Andersen, Helen – Credit Valley Hospital 
• Applebaum, Ray – GATF Co-Chair, Peel Senior Link 
• Awad, Marlene – Regional Geriatric Program of Toronto 
• Baxter, Julia – St. Joseph’s Healthcare/Halton Geriatric Mental Health Outreach Program 
• Bickerton, Marg – Trillium Health Centre 
• Boucher, Ann / McIntosh, Joan – CCAC of Peel 
• Burns, Bill – Consumer 
• Clive, Dr. Barbara – GATF Co-Chair, Credit Valley Hospital  
• Davis, Maureen – Alzheimer Society of Peel 
• Gordon, Linda / Munns, Peter – MOHLTC 
• Hecimovich, Cathy – Halton CCAC 
• Jewell, David – Central Regional Geriatric Program 
• Kohlberger, Kim – Halton Health Care  
• King, Anne – Victorian Order of Nurses – Halton Branch 
• Rivera, Tiziana – Trillium Health Centre 
• Szabo, Cathy – Etobicoke & York CCAC  
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Appendix B: Description of Methodology  

Project Methodology 

Step One: Reviewed existing documents and current services  
In order to better understand the starting point from which to move to a new model of providing 
seniors’ health services, any existing documentation that described the current system was 
reviewed. This included both qualitative and quantitative data relating to the current population, 
demographics, and epidemiology. The expected population growth rate of seniors in different 
age ranges, 55-64, 65-74 and 75 plus, was analyzed to assess the expected future demands 
seniors would have on the health care system.  
 
A comprehensive, but not exhaustive inventory of health and community service providers in the 
Mississauga/Halton region was generated, these services included, geriatric psychiatry, geriatric 
medicine, community organizations (e.g. CCAC, LTC, Community Support Services, Hospitals), 
and primary care/family health. These source documents were obtained directly from the 
RGATF, the MOHLTC through the MH LHIN office, and other publicly available literature. The 
inventory listing provides information regarding the types of services available in the system and 
the identification of possible gaps in the system that should be considered in the creation of the 
linkages in a continuum of services. 
 
Other areas that should be taken into consideration in assessing the current state include hospital 
capacity, utilization and funding, capacity within the long term care home sector, availability of 
transportation. These issues should be addressed as they may negatively impact the creation of a 
seamless delivery system. A summary profile of the current state can be found under section 3.0 
of this report.  

 

Step Two: Developed a common vision to guide the development of an integrated 
Model of Seniors Services 
 
A visioning retreat was held in October 4, 2005 where the RGATF members whom are 
representatives of geriatric service providers, met with other community partners to discuss the 
need for a coordinated regional geriatric service. During this meeting, a proposed vision, 
mission, guiding principles and goals were developed. The Core team received a package 
containing the proposed vision, mission, principles, and goals which was an opportunity for them 
to provide additional input. Subsequent to incorporating the comments from the Core team, a 
package of pre-reading materials was circulated to the Extended team that contained the 
summaries and comparative analysis, as well as the proposed vision, mission, goals and 
principles developed by the Core team.  They had an opportunity to provide feedback and 
confirm their acceptance of the vision, mission, goals, and principles.   
 
A retreat was held in March 2006 with the RGATF.  The objective of the retreat was twofold: 
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1. to confirm agreement on the vision, mission, principles and goals; and 
2. to provide a forum for the members of the RGATF to offer feedback relating to features 

that they would like to see incorporated into the final MH LHIN geriatric care model.  
 
Facilitated discussions were held to accomplish the two objectives above, the final version of the 
vision, mission, principles and goals can be found in Section 4.0. A list of the invitees is in 
Appendix C. Appendix D contains the Agenda of activities for discussion.  

 

Step Three: Conducted an analysis of existing models of care identifying 
strengths and weaknesses of each 
 
A literature review of existing care models was conducted, the models selected were either 
recommended by the RGATF or they were existing integrated service delivery models 
implemented in other regions.  
PwC’s scanned the literature and identified 11 different delivery models for the team to review 
and to determine the fundamental attributes necessary in the Mississauga/Halton ISD model for 
seniors. The information was collected from academic journals, industry articles, company 
websites, and stakeholder presentations. To maximize the identification of key features that 
could be considered for inclusion in the MH LHIN care model, a variety of service delivery 
models was reviewed, including those for the frail elderly, children and for specific disease 
states. The strengths and lessons learned from prior initiatives could be taken into account in the 
development of the MH LHIN care model. Samples of these articles were circulated to the core 
group for review and to allow them to identify the features they believed to be most important 
when developing a service delivery model to serve the needs of the MH LHIN seniors’ 
community. 
 
The fundamental attributes of the models were identified and were considered to be “building 
blocks” because they were a set of focus areas that a model should incorporate. The building 
blocks that were identified are defined in Section 5.2. These building blocks were used as the 
basis of comparison for all models.  
 

Step Four: Developed the options and selected the IDSM 
 
During the retreat the RGATF membership was broken up into four sub-groups for facilitated 
discussions. The sub-groups contained an even distribution of Core and Extended team 
members. Each member participated in facilitated discussions to reach consensus on the vision, 
mission, principles and goals as well as the various features of the service delivery models that 
they liked from the literature and that could be effectively applied within the MH LHIN. 
 
Based on the approved vision, mission, goals and principles of the RGATF, the comments and 
feedback received after their review of existing models and the current state profile of the 
Mississauga Halton region, two integrated service delivery models for seniors were developed by 
the advisory team for the core group’s consideration.  
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The models incorporated, but were not isolated, to the building blocks which were used to 
analyze existing models. The recommended models ensured the principles of the RGATF and 
LHIN are in alignment with one another.  
 
After review and analysis by the RGATF, one model was selected.  
 

Step 5: Develop a project plan and report which outlines how to move from the 
existing reality into an integrated model that includes the communication and 
marketing plan and timelines.  
 
In creating the action plan for an integrated geriatric care system, a high level plan that 
incorporates all areas is essential to ensure a successful implementation. The leadership and 
governance of the system areas are essential to the implementation as this group will provide the 
necessary approval required to move forward.  
 
A detailed plan broken down by major activity and the building blocks of the model will ensure 
all components come together as a whole. One of the critical components of a successful 
implementation plan is marketing and communication and thus has been incorporated as a best 
practice. 
  
 



 
- 57 - 

Appendix C: List of Invitees to RGATF March 2, 2006 Retreat  
 
  
Members: 
  
Angela Brewer abrewer@vonhalton.ca 
Angela Rea-Mahoney area-mahoney@thc.on.ca 
Ann Boucher ann.boucher@peel.ccac-ont.ca 
Anne King aking@vonhalton.ca 
Athina Perivolaris aperivolaris@thc.on.ca 
Barb Stark bstark@thc.on.ca 
Carole Jones carole.jones@redcross.ca 
Carolyn Clubine carolyn.clubine@peelregion.ca 
Cathy Szabo cathy.szabo@etobicoke-york.ccac.ont.ca 
Chris Power cpower@thc.on.ca 
Christina Zettler czettler@cvh.on.ca 
Diane Austin slec@allstream.net 
Diane Doherty ddoherty.cmha@haltonhealthworks.ca 
Diane McLaughlin dmclaughlin@cvh.on.ca 
Dr. Barbara Clive bclive@cvh.on.ca 
Dr. Catherine Cheung catherinezm.cheung@utoronto.ca 
Dr. Egier segier@rogers.com 
Dr. Greg Thomson gthomson@haltonhealthcare.on.ca 
Dr. Segarem Chandrakumar schandrakumar@thc.on.ca 
Fareen Hasan fhasan@indiarainbow.org 
Genny Cho gcho@haltonhealthcare.on.ca 
Helen Andersen handersen@cvh.on.ca 
Ian Stewart istewart@worldchat.com 
Inga Mazuryk inga.mazuryk@peelregion.ca 
Ingrid Johnston johnstoi@region.halton.on.ca 
Jill Majeed admcawthragardensltc@bellnet.ca 
Joan Barham jbarham.ed@hhcsi.ca 
Joan Ciupak administrator@labdara.ca 
John Oliver joliver@haltonhealthcare.on.ca 
Julia Baxter jbaxter@st.josham.on.ca 
Karen Parsons kparsons@paarc.com 
Karyn Lumsden klumsden@cvh.on.ca 
Kim Kohlberger kkohlberger@haltonhealthcare.on.ca 
Linda Gordon linda.gordon@moh.gov.on.ca 
Lynn Petrushchak lynnp@dixiebloor.ca 
Marg Bachle mbachle@cvh.on.ca 
Marg Bickerton mbickerton@thc.on.ca 
Margaret Beatty margaret.beatty@moh.gov.on.ca 
Margaret Grant mgrant@cvh.on.ca 
Marilyn Holm marilyn.holm@redcross.ca 
Maureen Davis m.davis@alzheimerpeel.com 
Maureen Lynn maureen.lynn@yeehong.com 
Michael Fenn michael.fenn@lhins.on.ca 
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Myrna Eddison meddison@thc.on.ca 
Peter Munns peter.munns@moh.gov.on.ca 
Raki Khalill rkhalill@extendicare.com 
Ray Applebaum ray@peelseniorlink.com 
Sandra Henderson sandra.henderson@halton.ccac-ont.ca 
Sandy Milakovich milakovichs@cmhapeel.ca 
Sheldon Wolfson wolfsons@region.halton.on.ca 
Sonia Rogers-Schofield sonia.rogersschofield@halton.ccac-ont.ca 
Sushil Sharma ssharma@indiarainbow.org 
Tini Le tini.le@etobicoke-york.ccac-ont.ca 
Tiziana Rivera trivera@thc.on.ca 
Vesna Page vpage@cvh.on.ca 
Wendy Mullinder wmullinder@yahoo.ca 
Bill Burns burnscreations@sympatico.ca 
Bob Price rprice@toronto.ca 
Cathy Hecimovich cathy.hecimovich@halton.ccac-ont.ca 
Cher Smith cher.smith@peel.ccac-ont.ca 
David Jewell DJewell@stpetes.ca. 
Elaine Russell erussell@toronto.ca 
Jennifer Wozniak jennifer.wozniak@halton.ccac-ont.ca 
Joan McIntosh joan.macintosh@peel.ccac-ont.ca 
Joanne Giles jo-anne.giles@peel.ccac-ont.ca 
Marlene Awad marlene.awad@sw.ca 
Michele Jordon michelejordan@rogers.com 
Nicole Gaertner NGaertner@thc.on.ca 
J Fowler JFowler@thc.on.ca 
Mary Siegner M ary.Siegner@halton.ccac.ont.ca 
David Ryan E-mail address missing 
Richard Shulman rshulman@thc.on.ca 
Doris Burns E-mail address missing 
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Appendix D: MH LHIN Seniors’ Service Providers Consultation 
Meeting March 2nd 2006 – Agenda 
 
9:00 Opening Remarks – Dr. Barbara Clive Remarks from MH LHIN – Scott McLeod  
9:20 Additional input on Current State  
9:30 Topic: Implications of the Vision & Mission                 

Using Full Group facilitated discussion  
Outcome: Understanding the Vision & Mission  
10:00  Topic: Principles for guiding the design of the Integrated Service Delivery Model for  

Seniors   
Using Small Group facilitated discussion  

Outcome: Understanding and Commitment to the principles  
10:45  Break  
11:00 Topic:  Goals for the design of the Integrated Service Delivery Model for Seniors Using 

Small Group facilitated discussion  
Outcome: Commitment to the goals  
12:00  Networking Lunch  
12:45  Topic:  Service Delivery Models – What aspects did you like and could be applied within 

MH?      
Using Small Group facilitated discussion  

Outcome: Prioritized list of key features that are necessary for the MH Seniors’ Service 
Delivery Model  
2:30 Break  
2:45 Completion of 12:45 pm activity  
3:15 Topic: Barriers, Show Stoppers, Enablers and Quick Wins Using Full Group discussion  
Outcomes: Understanding the challenges and opportunities of Implementation?  
3:50  Closing Remarks: Ray Applebaum  
4:00  End of Day  
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Appendix E: Summary of Models 
 

Building Block CACHET 
Full Title Coordinated, Accessible Community Healthcare for Elders in 

Toronto 
Vision, 
Values/Principles 
Goals 

Vision: “our vision for a health system for seniors supports the 
independence and autonomy of individuals through integrated 
services which are universally available and provided in an 
equitable, accessible and affordable manner”… “In all settings, 
services for seniors will focus on optimizing each person’s 
independence, health, functioning and quality of life”. (pg. 2) 

Population Definition 65+  
Size of Population 
(catchment vs resident) 

Defined geographic catchment area 

Points of Access / Entry Model is based on a single entity (the CACHET “agency”) 
having sole responsibility for providing all five functions.  The 
entity could be an individual organization, a strategic 
partnership between organizations or a network of 
organizations.  

Scope of services 
provided 

CACHET agencies are globally funded to provide the 
following 5 functions: 
-   information and referral 
- intake 
- standardized, graduated and holistic assessment 
- case management / care coordination 
- outcome monitoring 
The agency provides or brokers the following services or 
programs (details on page 23-25): 
- community support services 
- primary health care 
- in-home professional services 
- intensive case management 
- supportive and supported housing 
- emergency response services 
- social and recreational programs 
- prevention and health promotion 
- specialized geriatric services 
- ethno-cultural specific services 

Approach to Assessment Individual has first contact with a trained intake worker who 
will use a common assessment tool as appropriate to the 
individual’s circumstances.  The assessment is graduated, 
becoming more detailed as the individual’s care/service needs 



 

Coordinated, Accessible, Community Healthcare for Elders in Toronto: The CACHET Model.  
Report from the Toronto District Health Council - Seniors Integration Project Work Group, 
December, 2004 

 
- 61 - 

increase.  The tool is standardized across Toronto and includes 
an evaluation of the individual’s health status as well as 
medical, cognitive, psychological, social, recreational, 
financial, social and spiritual needs.   The tool identifies if the 
individual is eligible for LTC admission and at what level.  It 
allows the grouping of individuals according to their care and 
resource needs and is used to determine the needs in the 
catchment area.  Updates are on an as-needed basis if the 
individual’s status changes.  

Consistency of Care 
Classification 

 

Linkages to and Fit 
within the Continuum  

 

Information 
Requirements and Flow 

With an individual’s consent, this info is shared with the 
appropriate care providers.  Creation of a single, shared 
database. 

Accountability Rests solely with the CACHET agency for intake; assessment; 
information and referral; case management coordination / care 
coordination services.  
CACHET agencies are accountable to the MOHLTC through 
the regional office; MOHLTC is responsible for issuing 
CACHET agency designations; agencies financially 
accountable to MOHLTC for both capitated and global 
budgets. 

Performance 
Management 

IF there is insufficient capacity to provide the minimum basket 
of services the CACHET agency is required to prepare a 
business case to the MOHLTC 
Potential outcome indicators could include: 
- hospitalization rates; functional status; ER visits 

Coordination Informally through meetings of the Executive Directors or an 
association.  Infrastructure to ensure proper coordination will 
be required for example: 

- info sharing protocols; 
- coordinated / harmonized policies; 
- single, shared database 

Other features Drew on lessons learned from PACE, On Lok (US), CHOICE 
(Alberta), SIPA (Quebec). 
- Funding – agency gets global funding for their core services 
that include the 5 functions as well as administrative costs such 
as IT, TQM, and volunteer coordination.   
- Recommends the option of capitation to cover both 
government funded services and fee-for-service programs.  
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Building Block CHOICE 
Full Title Comprehensive Home Option of Integrated Care for the 

Elderly 
Vision, Values/Principles 
Goals 

Born in Edmonton, designed out of PACE. 
Goals are to: 

- maintain participants in their own homes and 
communities as long as possible; 

- reduce participants’ use of facility-based inpatient 
and ambulatory care services; 

- improve patients’ health status and quality of life 
 
Objective is health promotion through nutrition, exercise 
and social contact. Three or four mornings a week, 
CHOICE staff go into the community to help people get 
ready for transport to a day centre. After spending the day 
at the centre, participants are accompanied home, with help 
if they need it to prepare for bed. At the centre, doctors, 
nurses, social workers, dentists, foot care specialists and 
rehabilitation professionals provide services and monitor 
people with chronic conditions, for timely treatment of 
flare-ups before they become serious. Participants 
enjoy nutritious meals, the company of friends, and 
supervised activities. 
 

Population Definition Clients are selected according to relatively strict inclusion 
(degree of disability compatible with admission to a 
nursing home) and exclusion (e.g., behavioural problems) 
criteria. These systems usually function in parallel with the 
socio-health structures in place.  
 
Serves the elderly who are eligible for placement in a 
nursing home, but can be provided service in their own 
homes.   

- unable to be managed with home care and other 
community resources/services 

- commitment by family and candidate to live at 
home and attend CHOICE program 

- chronic medical conditions that require ongoing 
medical monitoring and treatment 

- heavy users of health care services 
- > 60 years (some exceptions based on need) 

 
Currently 39% functionally frail; 18% dementia; 31% 
medically frail; 12% chronic mental illness 
Average age: 78.4 yrs 
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Size of Population 
(catchment vs resident) 

Resident? Within the region (some urban and rural issues) 

Points of Access / Entry Single point of entry through Capital Health Authority 
facilitates access to one of 5 CHOICE programs throughout 
Edmonton. Through day health centre, health clinic, home 
support, sub-acute care beds, respite beds in the facility.  
Also includes transportation and emergency response.  

Scope of services 
provided 

24-hour care including: 
- Day centre 
- health clinic 
- home services 
- transportation 
- short term care beds 
- 24 hour response 
 
- Medical monitoring and treatment by CHOICE 

physicians, psychiatrists and nurses  
- Foot care, dental and eye care screening  
-  Physical, occupational and recreation therapy  
- Personal care (help with dressing, bathing, nail, foot 

and hair care)  
- Social work, spiritual care and help from a    
           dedicated team of volunteers  
- Health education  
- Assistance with meals and snacks  
- Assistance with nutrition  
- Support and encouragement of participant and 
families  
- Opportunities to make friends and take part in social 

activities  
- Assistance with meals and personal care provided at 

home as needed  
- Loan of equipment such as walkers and railings if 

required  
- Transportation is provided to and from the CHOICE 

Programs  
- Clients may stay overnight at one of the centres 

while they receive treatment for short term illness  
- Respite care is available so home caregivers can 

receive a break while the person they care for stays 
at one of the centres for a few days  

 
Approach to Assessment Interdisciplinary team includes: physician; advanced 

practice nurses; RN; LPN; PT; OT; pharmacist: home 
support coordinator; RT; SW; dietitian; geriatric psychiatry 
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consultation team; personal care attendants; unit clerk; 
transportation coordinator 

Consistency of Care 
Classification 

[BV] No detailed information available 

Linkages to and Fit within 
the Continuum  

[BV] No detailed information available 

Information Requirements 
and Flow 

[BV] No detailed information available 

Accountability 15 member board oversees health services for the greater 
Edmonton area. Capital Health role includes 

- Develop program standards 
- “single point of entry” to all CHOICE sites 
- Receive referrals and conduct assessments 
- On-call nursing coverage 
- Monitor and evaluate programs 
- Maintain region-wide database 

Performance Management [BV] No detailed information available 
Coordination - Integrated team with case management approach 

including client and caregivers 
- Primary care physicians are team members 
- Take a preventative and early-intervention 

approach 
- All program staff are CHOICE employees 

Other features: Proven to promote improvements in: 
- early detection 
- continuous management of chronic illness 
- rehabilitation 
- maximization of self care potential 
- risk management 

 
Cost/Day - $68.74 
 
ER use by the elderly in the Capital Region has decreased 
by 63 percent, and the use of outpatient services has 
dropped by 31 percent. The challenge for CHOICE has 
been to provide a comprehensive menu of services from a 
very limited funding base. Other limitations:  

- optimal services for a limited number 
- rising medication costs 
- need to client to come to the program 
- not all-inclusive (like PACE program) 
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Building Block EGS 
Full Title Expert Geriatric Services Project 
Vision, Values/Principles 
Goals 

Context: to improve the access to expert geriatric resources 
in their community by creating an integrated service and 
team that includes specialist physicians, non-physician 
geriatric assessors and access to other disciplines. 
Its goal is to make a significant difference in: 

 Increasing the number of clients/patients that can 
be seen; 

 Decreasing the length of time to service; 
 Reducing the need for hospitalization for the 

elderly with complex needs; 
 Improving the quality of life for the elderly with 

complex needs and their families; and  
 Providing better support for physicians including 

the geriatrician, geriatric psychiatrist and primary 
care physicians.   

EPS acts as a resource and support ot the ongoing care 
system – primary care; hospital care; community care; 
LTC; and other specialty services, but doesn’t replace these 
components of the health system. 
Fits well with the principles of the LHINs: 

- community focused;  
- equitable access; 
- integration; and  
- collaboration and accountability 

 
Population Definition Primary target group is: 

- 65+  
- Resident in Wellington-Dufferin counties; and 
- With complex medical and/or psychiatric needs 

 
Size of Population 
(catchment vs resident) 

Residents of Wellington and Dufferin counties (approx. 
30K in 2006) 

- variety of problems include: vision; hearing; 
mobility; cognition; pain management; 

- prevalence of dementia in this population is 
increasing significantly 

Points of Access / Entry  
Scope of services 
provided 

Provide 5 core functions: 
 Referral and intake; 
 Assessment and recommendations; 
 Care planning, follow-up and discharge; 
 Consultation; and  
 System capacity building and sustainability. 
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“Expert (Specialized) Geriatric services were defined as:  
- a range of heatlh care services, which diagnose, 

treat and rehabilitate frail elders with complex and 
multiple medical, functional and psychosocial 
problems; 

- provided on a consultative basis by interdisciplinary 
team of professionals in a variety of home, 
ambulatory, long-term care facility and in-patient 
hospital settings; and 

- whose goal is to reduce the burden of disability by 
detecting and treating reversible conditions and 
recommending optimal management of chronic 
conditions 

 
 

Approach to Assessment Clients/patients will typically be assessed in their home or 
facility by a skilled geriatric assessor (non physician) using 
a standardized assessment tool. Prior to carrying out the 
assessment, all available information relating to the 
client/patient and their needs will be gathered from formal 
and informal care providers.  Where considerable 
assessment information is already available, this may 
significantly reduce or eliminate the need for further 
assessment.  The information gathered through the 
assessment process is utilized by the geriatrician or 
geriatric psychiatrist as the starting point for their 
assessment.  A comprehensive assessment is completed for 
each client/patient and documented in a written report.  The 
report is then shared, with consent, with the primary care 
provider, the client/patient and their family and other 
service providers as appropriate.   
 

Consistency of Care 
Classification 

Nothing specifically defined. 

Linkages to and Fit within 
the Continuum  

See Service Flow Diagram below  
 

Information Requirements 
and Flow 

Information technology has frequently been identified as 
an enabler for improving the coordination of care.  The role 
that technology can play in supporting the transfer of 
information between care providers is particularly relevant 
for the elderly since they may be receiving or seeking 
services from across the care continuum.  The work of the 
WCHN's Information Technology (IT) Working Group has 
flagged the importance of an electronic health record and 
the development of the appropriate network connectivity 
infrastructure that would support the timely transfer of 
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client/patient information.  In addition, the IT Working 
Group has recognized the value of enhancing 
videoconferencing capability across the WCHN to 
facilitate shared educational opportunities.    Linkages 
across sites through technology can also support clinical 
assessment and consultation to the more rural parts of 
Wellington-Dufferin and allow for effective deployment of 
scarce resources such as geriatric specialists. 

Accountability See EGS org structure (below) 
Performance Management Possible areas for inclusion in an evaluation are: pre-post 

evaluation of the impact of training for the CMHC Seniors 
team; evaluation of satisfaction with and impact of service 
partner training initiatives; and evaluation of client/patient 
outcomes.  The Accountability Framework described in the 
Specialized Geriatric Mental Health Outreach Teams: 
Program Policy and Accountability Framework (2004) 
may act as a resource in selecting appropriate indicators. 
 
The development of a database for the integrated service 
prior to implementing the service will provide the 
foundation for future evaluation and monitoring of the 
service.  At a minimum, the information in the database 
should support the following analysis: number of clients 
referred and served, referral source, reason for referral, 
wait time for service, LOS (length of stay), and 
readmission rate.  If possible, some information related to 
client/patient outcomes should also be collected.  The data 
to be collected should be refined based on the planned 
evaluation. 
 

Coordination by EGS Joint Committee – includes Shared EGS Program 
oversight; development; monitoring and evaluation plus 
System-Level Service Planning and Capacity Building. 
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Other Features: 
 
 
 
Figure 5:  Expert Geriatric Service – Service Flow 
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APPENDIX C: EGS 

Wellington Dufferin Expert (Specialized) Geriatric Service Project  - Final Report.  
Jocelyn LeBlanc.  March 2005 
 - 69 - 

Wellington-Dufferin
Expert Geriatric Service (EGS)

Joint Management by SJHC, CCAC-WD & CMHC
(includes Shared EGS Program Oversight, Development,

Monitoring and Evaluation plus System Level Service Planning and
Capacity Building) *

Central EGS Intake and Referral (includes Common
Referral Tool and Shared Triage)

Geriatric Medicine Arm
(CCAC - lead)

Geriatric Psychiatry Arm
(CMHC - lead)

Expert
Assessors

Expert
Assessors

Geriatrician Geriatric
Psychiatrist

Geriatric Medicine Lead
Functions
- Day to Day Management
- Staff Supervision
- Infrastructure Support
- Financial & Resource Management

Geriatric Psychiatry Lead
Functions
- Day to Day Management
- Staff Supervision
- Infrastructure Support
- Financial & Resource Management

CCAC Case
Managers and
Provider Care

Team

+ cross training
+ shared assessments

+ clinics

* note:  W-D EGS Accountability Framework will be
developed to provide specifics of joint management
responsibilities of partner organizations

Co-located
with SJHC

Co-located
with CMHC

W-D EGS Project Management Committee, January 7, 2005

EGS
Advisory

Committe

Service Level Issue
Identification, Planning and

Advocacy
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Building Block Evercare 
Full Title Evercare (no acronym) 
Vision, Values/Principles 
Goals 

Core principles: 
1. Apply an individualized, whole-person approach to 

care of older persons with all interventions focused on 
promoting maximal function, independence, comfort, 
and quality of life. 

2. Use primary care as the central organizing force for 
health care across the continuum. 

3. Provide care in the least invasive manner, in the least 
intensive setting. 

4. Avoid adverse effects of medications and 
polypharmacy.  

5. Use data to strengthen decision-making. 
 
The Evercare project has assisted Primary Care Trusts 
(PCTs)  to apply these principles to achieve their objectives 
in three areas that are critical to the success of the NHS 
Plan: 
 
• Looking at the entire system from a patient’s point of 

view and correcting the most serious gaps or 
duplications in the care pathway. 

• Assuring care is delivered in the least intensive setting 
consistent with patient needs in order to use NHS 
resources to benefit the broadest group of NHS 
patients. 

Reallocating existing resources to new purposes rather than 
assigning new resources.  

Population Definition 65+  (also see points of access/entry below) 
Size of Population 
(catchment vs resident) 

Resident (papers describe seniors in 9 NHS counties) 

Points of Access / Entry Two ways: 
- hospital data used to identify individuals 65+ with 

2+ unplanned hospital admissions within the last 12 
months. 

- Patients nominated by GPs to be at high-risk for 
hospitalization. 

APN (nurse practitioner) is then used to coordinate the 
interactions with other agencies 

Scope of services 
provided 

 Varies with community but examples include the 
following: 

- A case manager who will work with doctors and 
providers to manage the enrollee's health care needs 

- Coordination of Medicaid and Medicare benefits  
- Access to a large network of contracted doctors, 
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nursing homes, assisted living facilities and 
pharmacies  

- Coordinating access to a range of services 
including:  

- Adult day health care  
- Attendant care 
- Emergency alert systems 
- Home health services 
- Home delivered meals or meal preparation 

assistance 
- Home modifications 
- Housekeeping 
- Nursing 
- Personal Care 
- physician and hospital services;  
- home health aide services;  
- respite care;  
- adult day care;  
- housekeeping and chore services;  
- escort services to medically necessary 

appointments;  
- prescription drugs from our contracted pharmacies;  

and, medical supplies and equipment. 
 

Approach to Assessment (US approach): 
Within thirty days of joining an HMO a Medicare 
subscriber is entitled to a risk assessment by telephone. 
Case-finding for the Evercare scheme's risk assessment is 
therefore triggered by its subscriber recruitment system. 
Knowing the general risk factors outlined above, UHG 
uses Medicare claims data to identify individuals whose 
history matches them (e.g. diabetes at high risk of further 
complications and need for treatment). The presence of 
four chronic conditions is the normal trigger for a nurse 
visit to the nursing home to assess the patient first hand. 
The patients' initial screening (see below) yields further 
clinical information, and possibly laboratory test data, 
which indicate more precisely what risk status this 
individual has. 
 
The Clinical Risk Assessment tool provides a methodology 
for the APN to place the patient in an appropriate risk 
category.  The risk category includes guidelines for the 
frequency of contacts with the patient and with other health 
professionals.  This tool is used in the development of a 
comprehensive plan of care for each patient. 
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Consistency of Care 
Classification 

 

Linkages to and Fit within 
the Continuum  

 

Information Requirements 
and Flow 

Certain Evercare sites  were able to link PCT data with NHS trust 
discharge data and data held on general practice systems. Similarly, 
the EPIC project depended on data management and IT skills,and 
integrated data sharing between primary and secondary 
care.However, weaknesses in the information generally available to 
PCTs have been exposed by theEvercare project. Some Evercare 
PCTs lacked the expertise to do the data extractions necessary 
for the Evercare programme. Others had difficulty transmitting data 
to or from Evercare nurses and other organisations, in particular 
NHS trusts and local social services departments. There were 
recurrent reports of fragmentary information systems, multiple 
entries of same data, different data definitions and Read codes 
across GP and community systems, and inability to download data 
between NHS trust and PCT systems. Pending the solution of these 
problems, manual methods had to be used. This factor was detailed 
in the UHG interim report, which also mentions that inconsistent 
application of Caldicott guidelines affected the speed of 
implementation. Several APNs made such remarks as; 'it's an awful 
lot of paperwork, huge, huge, amount of paperwork.'  APNs in a 
few cases relied on the GP, or patients’ friends or family to find out 
about hospital admissions. 
 

Accountability Nothing specific – in the US I expect the 
UnitedHealthGroup (owners of Evercare) to be accountable 
to ensure the funds are spent efficiently – UK? 
 

Performance Management The project established several indicators linked to their 
principles to determine if the model had an impact (see 
Section 7 - pgs. 32-43) They include the following: 
Principle 1:  Criteria:  Was a high-risk population identified 

and enrolled in the Evercare programme? 
Measures:   

- # of unplanned hospitalisations to the hospital in the past 
year; 

- nomination by a general practitioner (e.g., bereaved; 
falls; medical complications; presence of psychosocial 
issues) 

- Risk for future hospitalization (high/med/low) 
Principle 2: Criteria:Did the programme deliver care that   
respects patients’ dignity, values, and satisfaction? 

Did the programme increase family or carer 
satisfaction? 

Measures:  
- patient and family/carer surveys 

Principle 3:  Criteria: Did the programme improve patients’ 
continuum of care through interdisciplinary team 
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coordination? 
Measures: 

- # nurse encounters with patient and/or carer 
Criteria: Did redefined roles for the primary care team 
increase workforce satisfaction? 
Measures: the use of surveys, interviews and focus 
groups of key NHS staff members involved in the 
Evercare programme.   

 
Principle 3: Criteria: Were there differences in both the 

intensity and pattern of care received by Evercare 
patients? 

Measure:  
use a traditional pretest/ posttest design with subjects 
serving as their own control.  This allows us to determine 
for every patient if either the mix of providers is changing 
or the pattern of care provision is changing. The former is 
measured in terms of changes, before and after starting 
the Evercare programme, in who is providing care, the 
frequency and intensity of care and the setting in which 
the care is delivered. Changes in the pattern of care are of 
particular interest as it is in the differential pattern of 
transitions between settings and the length of time in 
those settings that the Evercare programme will likely 
have the most effect. 

 
Principle 4: Criteria: has the occurrence of adverse effects of  

drugs and polypharmacy decreased? 
Measure: high risk drug review. Get extracts including: 

• The number of drug-drug interactions 
• The number of potential contraindications 
• Evidence of adverse reactions (e.g., falls, dementia) 
• Whether the number and combination of drugs taken by 

the patient should signal an in-depth drug review  
• The appropriateness of dosage levels 

  
Coordination Specialist nurses known as “advanced primary nurses” 

have a case load of patients whom they contact on a regular 
basis. The advanced primary nurses co-ordinate the care 
that the patient is receiving, eg, from other members of the 
primary health care team or from social services. They also 
monitor the patient and educate family and carers, 
particularly to spot changes in the patient’s condition. If 
increased support is needed, the advanced primary nurse 
organises this, including admission to a home on a 
temporary or long-term basis and co-ordinating care for 
any stays in hospital. 
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Approach to Assessment - Success of the provider’s operations is predicated 
on the success of the relationship that’s built 
between the organization and the participant/family 
member.  

- Can access the team at any time.  
- HIGH level of interface between the team and 

family/caregiver occurs in the continuous process 
of assessment/ reassessment.  

- Regulations provide elaborate grievance and appeal 
process should participant experience 
dissatisfaction and choose this option. 

Consistency of Care 
Classification 

[BV]The needs of PACE participants are reviewed 
regularly by an interdisciplinary team, so presumably all of 
them share a common classification lexicon.  Because 
patients attend adult day clinics on average 3 days a week, 
even slight changes in their health status or mood can be 
addressed immediately.   The geriatric approach, which 
incorporates the basic principles of geriatric medicine, is at 
the core of the model. This includes emphasis on primary 
care, multidisciplinary teamwork, psycho-social support, 
and prevention (e.g., immunizations, medication 
monitoring, nutritional assessment, depression screening, 
and periodic evaluation of home safety) 

Linkages to and Fit within 
the Continuum  

When a patients’ status changes and one venue no longer 
fits his/her needs, the multidisciplinary team will reassess 
the patient and move them to the most appropriate care 
setting. 
The principal care management mechanism in PACE is the 
interdisciplinary team which directly provides and 
coordinates all services for the individual. Considerable 
staff time is devoted by team members to formal and 
informal idea and information exchange; formal meetings 
account for approximately 8-hours weekly per participant. 
 

Information Requirements 
and Flow 

PACE uses a comprehensive set of assessment tools. This 
is part of an automated data system (DataPACE), which 
was designed specifically for the program and is used 
across all sites. This battery of discipline-specific 
instruments enable physicians, nurses and social workers to 
independently collect information on all aspects of patient 
health status and functioning. These data, in addition to 
information collected from supplementary tools used by 
the various sites (e.g., state-mandated nursing home 
eligibility screen), are organised for care planning purposes 
by each of the programs at the beginning at 
intake/enrolment process. This patient profile forms the 
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basis of the care plan, which is periodically updated. The 
care plan is used to "order" services, and serves as the 
bridge to both internal and external resources.  
Some indicators for data collection are as follows: 

1. Routine immunizations 
2. Grievances and appeals  
3. Enrollments (by type of payer) 
4. Disenrollments (e.g., go back to their old doc) 
5. Prospective Enrollees (those who don’t meet 

eligibility requirements) 
6. Hospitalizations – 2+ admissions; ICD-9 codes 
7. Emergent Care – ER visits; admits from ER 
8. Unusual incidents – falls; staff criminal records; 

communicable diseases; food poisoning; injury; 
medication errors; restraints 

Accountability PACE programs may contract for services, but the 
interdisciplinary team maintains full control of the 
treatment plans and retains responsibility for the provision 
of all services. 

Performance Management [BV] small changes are monitored by all members of the 
interdisciplinary team, but I could not find any monitoring 
tools to measure outcomes.  PACE has been found to have 
positive outcomes in terms of shorter lengths of hospital 
stay, improved health status and quality of life, lower 
mortality rates, increased choice in how time is spent, 
greater confidence in dealing with life’s problems. 

Coordination PACE provides and coordinates all levels of care for the 
participant. Integration allows for focused, longitudinal 
care management which spans time, setting and health care 
professions. Chronic care trajectory can be controlled and 
necessary services accessed immediately. 

Other features: SIPA, CHOICE are programs based on the PACE model. 
Financial support based on capitation base with Medicare 
and Medicaid. 
PACE was developed to replicate On Lok program in San 
Francisco  
First PACE  
32 PACE and 8 Pre-PACE organizations in 21 states serve 
12,000+ enrollees [7/04]  
Limitations:  

- implementation takes time and financial 
commitment before the benefits are realized 

- patients and health care providers need to be 
educated on the benefits of the program 

Catchment areas need to be established so as to limit the 
travel time of frail patients to the centre. 
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Factors critical to PACE 
success 

General:  
- Achieve census growth to achieve sufficient size to 

spread fixed costs (e.g. Center expenses and staffing)  
- Manage care to control variable costs (e.g. home 

care, ADHC attendance, pharmacy, inpatient 
utilization)  

- Manage risks for acute and long-term care services  
- Obtain working capital to sustain losses until 

operating reserves can be achieved  
- Develop staffing, PACE center facility and services, and 

establish provider network  
 
Creativity  
- Creating viable alternatives to more costly services  
- Going beyond the traditional Medicare and Medicaid 

fee-for-service package  
- Working collaboratively with families or other informal 

social networks to achieve effective outcomes  
  
Communication  
- High level of communication ensures changes in 
participant social, health and functional abilities are 
identified, services delivered and status is monitored 
closely  
  
Coordination  
- Ensures all services are managed consistently and 
appropriately  
- May require reducing services if necessary  
 
Collaboration  
 
- Removing barriers between professions creates care 

management that is greater than the sum of its parts  
- Caring holistically for all areas of the participant’s life 

creates unique opportunity to achieve outcomes not 
found in other models 
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Building Block SIPA 
Full Title System of Integrated Care for the Frail Elderly 
Vision, Values/Principles 
Goals 

Demonstration project in Quebec designed with the 
following goals: 

- increase community care to decrease hospital and 
nursing home utilization; 

- maintain overall health outcomes 
- increase client satisfaction 
- increase quality of care 
- maintain out-of-pocket costs to the client 
- do not change per capita costs 

Principles:  
- be a community system based on primary care, 

which is responsible for the full range of health and 
social services; 

- be responsible for the care of a defined population; 
- provide case management, with clinical 

responsibility for the entire range of services 
provided; 

- be funded on a prepayment basis, based on 
capitation with financial responsibility for the full 
range of services; and  

- be publicly managed, thus respecting the 
fundamental tenets of Canadian health care. 

Population Definition Includes elderly people eligible for nursing home entry as 
well as frail elderly with disabilities who need help to 
remain in the community and who may benefit from 
proactive intervention, prevention and rehabilitation.  
SIPA would serve as a single entry point for all frail 
elderly, who are deemed eligible if they have severe 
disability in 1 of the following areas, or mild to moderate 
disability in 2: activities of daily living, instrumental 
activities of daily living (such as financial management or 
meal preparation), mobility, mental status or continence. 
Specifically, patients with a score of -5 in 1 of the 
following domains, or -2 in 2 domains, are eligible for 
entry: 
• Activities of daily living (ADL) 
• Instrumental activities of daily living 
• Incontinence 
• Mental status 
 

Size of Population 
(catchment vs resident) 

Resident – CLSC driven (regional authorities); but could 
be defined according to existing communities or catchment 
areas in other provinces. 
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Points of Access / Entry Recruitment by the clinical personnel working for the 
CLSC home support services department, for an evaluation 
of their functional ability using the SMAF instrument.  

Scope of services 
provided 

- All primary and secondary medical and social 
services; 

- Prevention, 
- Rehabilitation;  
- medication 
- technical aids;  
- LTC 
- 24-hour nursing hotline 

Approach to Assessment The primary care physician plays a key role in the SIPA 
model, to ensure continuity of care.  With the ability to 
mobilize community resources quickly and flexibly, 
including co-management with the SIPA physician when 
necessary, the SIPA model facilitates the work of the 
family physician. Other features: 

- Multi-disciplinary teams worked together;  
- Case managers participated in planning hospital 

discharges; 
- Care protocols were implemented into clinical 

practice 
 

Consistency of Care 
Classification 

[BV] no detailed information was available in the literature 

Linkages to and Fit within 
the Continuum  

Consolidated model of case management by organizing 
and providing most community services.  For contracted 
services, including those obtained in an acute care hospital 
or LTC institution, SIPA maintains its financial 
responsibility for costs incurred and shares the clinical 
responsibility. 

Information Requirements 
and Flow 

[BV] no detailed information was available in the literature 

Accountability Because this model is a community-based integrated 
system, it would be logical that the ministry or regional 
health board give a community-based organization, such 
as a CLSC, organizational responsibility. Depending on 
the jurisdiction, this responsibility might be given to a 
consortium of public institutions, including hospitals. In 
any case, because of its clinical responsibilities and the 
nature of its financing, SIPA would have to seek the 
collaboration of its partners, in particular acute care 
hospitals and long-term care institutions, physicians and 
other professionals, and community organizations. As well, 
the program would have to be evaluated independently and 



APPENDIX C: SIPA 

Main Source: Bergman, Md, Howard, et al. "Care for Canada's frail elderly population: 
Fragmentation or integration." Canadian Medical Association (1997): 1116-1121. 
 
  - 79 - 

regularly based on 3 criteria: (1) its impact on the elderly 
population within its territory, including its clientele; 
(2) the quality of care and services that it provides or 
contracts to provide; and (3) its administrative operations. 

Performance Management The evaluation of quality would be an essential component 
of this system. The SIPA model proposes ongoing 
evaluation of clinical care and administrative and financial 
activities based on an information system that is 
monitored not only internally but also by independent 
external groups. 
Some research evaluation studies have been conducted, 
looking at the change in configuration of costs, reduction in 
inappropriate hospital institutional care and an overall 
increase in community intervention without an overall 
increase of costs.  
 

Coordination The primary care physician would play a key role in 
the SIPA model and the elderly would be encouraged to 
remain with their primary care physician. Physicians in 
general, and primary care physicians in particular, find it 
difficult to assure continuity of care for the frail elderly. 
With the ability to mobilize community resources 
quickly and flexibly, including comanagement with the 
SIPA physician when necessary, SIPA would facilitate 
the work of the family physician. SIPA would also be 
responsible for physician payment; in keeping with 
blended-payment proposals from family medicine 
organizations, the most feasible system would be to 
maintain fee-for-service payments and add sessional fees to 
account for the increased time needed to provide care 
for the frail elderly and their families, for home visits and 
for communication with the multidisciplinary team. 

Other features Interdisciplinary team comprising health and social 
services professionals using a consolidated model of case 
management provided care.  Services that are contracted by 
the team are paid for through SIPA and the 
interdisciplinary team remained integral in the treatment of 
enrollees. 
 
[BV] Capitation components were simulated as I don’t 
believe the Quebec government had switched its funding 
policy to accommodate this model. 
 
Implementation Challenges: 

- shortage of certain categories of professionals 
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- intensification of home care services was less than 
expected 

- Case managers’ duties evolved over time; caseloads 
reduced and they maintained clinical 
responsibilities related to their original professions 

- Physician’s availability was below expectations and 
varied considerably 

- There was no significant impact on the quality of 
coordination with community physicians.  Case 
managers were unable to integrate physicians into 
their practices 

Successes: 
- reduction of patients in acute care hospital while 

awaiting placement 
- shorter ER stays 
- higher number of ER users returning home after ER 

visit 
- improved access to physicians in the community 
- improved access to home care services: doctors, 

nurses, homecare workers, social workers, OT, PT 
- increased use of home nursing care and social and 

paramedical services 
- higher satisfaction with the perceived quality of 

services  
- Costs (simulation): lower costs of 

institutionalization; lower ER costs; higher home 
care costs for RN, OT, PT; equal economic burden; 
shift of costs from institutions to community 
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Building Block PRISMA 
Full Title Program of Research to Integrate Services for the 

Maintenance of Autonomy 
Vision, Values/Principles 
Goals 

• Example of a coordination (i.e., not full integration) 
model, including public, private and voluntary 
organizations,  that may be more appropriate for a 
publicly funded health system 

• Includes mechanisms and tools designed to improve 
continuity of care: 

• Mechanisms: coordination between decision-
makers and managers or organizations and services 
at the local level; use of a single entry point; case 
mangers; individualized service plans.  

• Tools: single assessment instrument; case mix 
classification system; computerized clinical chart 

[BV] no other information on vision, values, principles, 
goals could be found in the literature 

 
Population Definition 65+   

Moderate-to-severe disabilities (e.g., SMAF score ≥ 15/87,  
or other measure of functional autonomy  
Good potential for staying at home 
Requires two or more health care or social services 
 

Size of Population 
(catchment vs resident) 

[BV] unclear, but probably resident, given literature says 
that this model “coordinates all organizations and services 
for frail older people in a given area.”  

Points of Access / Entry The single-entry point is the mechanism for accessing the 
services of all health care institutions and community 
organizations in the area. Resources are accessed by 
patients, family members and professionals through written 
referral or telephone.  A link with the Health Info Line is 
available to patients 24/7.  Clients are referred after a brief 
screening (using a standard screening instrument – 
PRISMA-7) to ensure they meet the eligibility criteria.  
The screening tool is used for triage at any entry point. 

Scope of services 
provided 

[BV] No data could be found in the literature 

Approach to Assessment Case management process; single assessment instrument 
based on clients’ functional autonomy.  The case manager 
is responsible for thoroughly evaluating the clients’ needs, 
planning the required services arranging to admit clients to 
these services. See chart below.  A single assessment 
instrument SMAF is a 29-item scale developed according 
to the WHO classification of disabilities.  It covers five 
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areas: Activities of Daily Living; mobility; 
communications; mental function and instrumental 
activities of daily living 

Consistency of Care 
Classification 

Uses a case-mix classification system based on functional 
autonomy.  Fourteen ISO-SMAF profiles were generated 
using cluster analysis techniques in order to define groups 
that are homogeneous in regard to their profiles, but 
heterogeneous in other respects. By  linking the evaluation 
of the ISO-SMAF autonomy profile of an older person to 
the amount and cost of the resources that person requires, 
based on his/her living situation, it is easy to monitor 
clinical, administrative and research data. These profiles 
can then be used to calculate the required budget for 
institutions based on the autonomy of their clientele.  

Linkages to and Fit within 
the Continuum  

See diagram below: 

Information Requirements 
and Flow 

Computerized clinical chart (CCC) is used for 
communicating between institutions and professionals for 
client monitoring. It provides quick access to complete, 
continuously updated information and can inform other 
care providers of clients’ progress and changes in the plan.  
The CCC is part of the management system and thus 
provides an interface between clinical information and 
management information.  It uses the Quebec Ministry of 
Health and Social Services internet network and Lotus 
Notes.  

Accountability At the strategic level (governance), coordination is 
established through the creation of a Joint Governing 
Board of all health care and social service organizations 
and community agencies where decision makers agree on 
policies and orientation and what resources to allocate to 
the integrated system.  A representative of the Regional 
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Department of General Practitioners sits on this Board. 
Performance Management [BV] No data could be found in the literature, regarding 

performance management of the system.  There is an 
research article on the evaluation of the system, but nothing 
about internal controls.  

Coordination At the tactical level (management), a Service Coordination 
Committee, mandated by the Board and comprising public- 
and community-service representatives (including family 
physicians) and representatives of older people, monitors 
the service-coordination mechanism.  At the operational 
level (clinical), the multidisciplinary team of care providers 
(led by the case manager) evaluates the clients’ needs and 
delivers the required care.  Family physicians are important 
for their medical perspective.  
Coordination exists between decision makers and managers 
of different organizations and services 

Other features: Comparative analysis:  
In contrast to other models, PRISMA allows individual 
organizations and services to continue to function 
independently, while providing the necessary integrated 
assessment and continuity of care. 

Evaluation: In a recent cohort study, fewer people who had 
moderate-to-severe disability at entry experienced a 
functional decline. Desire to be institutionalized was 
positively and significantly lower by the study group at 12 
and 24 months; use of acute hospitals was similar; risk of a 
return ER visit was significantly reduced; risk of being 
institutionalized was lower. 
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Building Block Community Living Mississauga 
Full Title N/A 
Vision, Values/Principles 
Goals 

Mission – Providing support to individuals who have an 
intellectual disability to ensure their quality of life in the 
community is meaningfully improved. 
 
Vision – All people will live in a state of dignity and 
respect, share in all elements of living in a community 
which is welcoming, accepting and inclusive of all 
individuals. All people will have the freedom to make 
choices and decisions that enable them to achieve self-
determination.  
Philosophy / Principles - We believe that people who 
have an intellectual disability have the right to live in the 
community and to participate actively in community life. 
Each individual, regardless of the degree of disability, 
should enjoy the full rights of “citizenship” and the full 
experience of membership in the community. To be a 
“citizen” is to enjoy the same legal and human rights, the 
same access to community resources and services, and the 
same opportunity to contribute to the community as 
everyone else. To be a “member” is to be an integral part 
of the social fabric of the community, participating 
alongside and developing relationships with other members 
of the community. 

We believe that each individual should be supported in 
efforts to exercise choice, to attain personal goals, to make 
friends, to learn, to work and to play. Each individual is 
unique and deserves support which recognizes and 
encourages that uniqueness, and which enables that 
individual to be a valued member of the community. 

We believe that the whole community is enriched when 
people with disabilities have opportunities to participate 
alongside their non-disabled neighbours. 
 

Population Definition Ages: 2 year(s) - 65 year(s)  
  
Individuals who have an intellectual disability. 

Size of Population 
(catchment vs resident) 

Residents of Mississauga  

Points of Access / Entry  
Scope of services 
provided 

 Services provided: 

- Lifestyle and long-term planning  
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- Residential Options  

- Respite  

- Day activities including work, volunteering and 
leisure  

- Assistance to access community resources  

- Summer programs for children and youth  

- Information Workshops  

- Employment Resource Centre  

- Volunteers  

- Support in community pre-schools  

Community Living Mississauga has two fee-for service 
Base Sites that support individuals over the age of 21 who 
have an intellectual disability. The Base Site offers various 
activities at the Base Site as well as in the community. 
Activities include things such as baking, cooking, grocery 
shopping and computer skills. 

Mississauga Packaging & Assembly Inc. is a co-operative 
business owned and operated by individuals supported 
through Community Living Mississauga 

The Employment Resource Centre (ERC) is a resource to 
people supported by Community Living Mississauga. The 
ERC assists people who have an intellectual disability 
reach their employment goal, whether it be paid or 
volunteer, in their community. 

Youth Involvement Mississauga is an inclusive social club 
for individuals between the ages of 13-23. The group 
meets once a week at the Square One Youth Centre and has 
fun doing different activities every week. Everyone in the 
group has a say in deciding these activities. 

The Community Sports League, coordinated and coached 
by volunteers, is a recreational softball league for people 
who have an intellectual disability. It provides an 
opportunity for people to get some exercise, enjoy the 
summer weather, and socialize with other players. Teams 
meet and play one day a week at a local community 
baseball diamond in Mississauga. 
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"The Club" is a social club for adults age 21 and over. 
"The Club" meets on Wednesday evenings at different 
locations around Mississauga. "The Club" meets every 
Wednesday evening from 6-9 pm at a different location 
each week. The members of the group help to plan the 
activities. Activities include (but are certainly not limited 
to) going swimming, or to the movies, having guest 
speakers in to discuss current issues, and get togethers at 
local pubs. 

STAS - Support and Trustee Advisory Services-
Support and Trustee Advisory Services assists families by 
providing information and assistance to families about 
planning for the future - wills, trusts, and financial and 
estate planning.   

Supportive Housing - Mississauga Homes for 
Independent Living is a non-profit charitable corporation 
sponsored by Community Living Mississauga for the 
purpose of enabling persons labelled intellectually disabled 
to have homes of their own. 

Preschool Services of Community Living Mississauga 
provides support to facilitate the successful inclusion of 
children who have intellectual disabilities into their 
community. 

Community Living  

• Respite  

• Special Services at Home  

• The Support Worker  

• Assistance for Children with Severe Disabilities 

Summer Programs 

1. Summer Teen Activity Program  

2. Children's Summer Support Program  

3. Summer Work Experience Program  

Knowledge Network 

Through a unique partnership between the Mississauga 
Library System, Community Living Mississauga and 
various other community agencies, an enhanced collection 
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of materials dealing with disability and related issues is 
available for use. This collection, called the Knowledge 
Network, includes books, journals, video recordings, audio 
cassettes and brochures. 

Approach to Assessment Interested individuals are required to fill out a pre-screen 
application, meet with the manager of the Base Site, and 
develop a contract, a schedule and a financial agreement to 
suit the individual needs. 
  

Consistency of Care 
Classification 

Resource staff  help individuals and their families/networks 
to develop individualized plans which look at all aspects of 
a person's life. Provides support through lifestyle and long-
term planning, residential options, respite, day activities 
including work, volunteering and leisure, summer 
programs for children and youth, information workshops, 
an employment resource centre and pre-school services.  

Linkages to and Fit within 
the Continuum  

 

Information Requirements 
and Flow 

 

Accountability Governed by a volunteer Board of Directors consisting of 
people they support, family members and concerned 
members of the community. 

Performance Management Three-year accreditation award; no other metrics or 
evaluation. 

Coordination Program offers all the services primarily through their 
volunteer program.  

Other features  
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Building Block CDSMP 
Full Title Chronic Disease Self Management Program 
Vision, Values/Principles 
Goals 

Goal - Function and comfort, not cure.  
Principles: 

• The role of the health care provider changes from 
principle care giver to teacher and partner 

• Site of care change from clinic and hospital to 
community 

• Role of the patient changes to one where they are 
more empowered 

Self Management – defined as the task that individuals 
must undertake to live with one or more chronic 
conditions. These tasks include having the confidence to 
deal with medical management, role management and 
emotional management of their conditions.  

Self Management Support – defined as the systematic 
provision of education and supportive interventions by 
health care system to increase patients’ skills and 
confidence in managing their health problems, including 
regular assessment of progress and problems, goal setting 
and problem solving skills 

Population Definition  40-90 (average age 65) 
Individuals with lung disease, heart disease, diabetes, 
arthritis and hypertension. Program used by Australians, 
Aboriginal People, African Americans, Spanish speakers, 
Chinese speakers, Vietnamese speakers, Koreans, 
Bangladesh community in London, Coal Miners, Native 
Americans, Low income, Low literacy 

Size of Population 
(catchment vs resident) 

Not specific to a geographic region; program offered to   

Points of Access / Entry  People with different chronic health problems attend 
together. 

Scope of services 
provided 

The Chronic Disease Self-Management Program is a 
workshop given two and a half hours, once a week, for six 
weeks, in community settings such as senior centers, 
churches, libraries and hospitals. Workshops are facilitated 
by two trained leaders, one or both of whom are non-health 
professionals with a chronic diseases themselves. 

Subjects covered include: 1) techniques to deal with 
problems such as frustration, fatigue, pain and isolation, 2) 
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appropriate exercise for maintaining and improving 
strength, flexibility, and endurance, 3) appropriate use of 
medications, 4) communicating effectively with family, 
friends, and health professionals, 5) nutrition, and, 6) how 
to evaluate new treatments. 7) Disease-related problem 
solving 8) cognitive symptom management (relaxation, 
distraction, self-talk, visualization) 9) using the health care 
system  

 

 

Approach to Assessment Any organization giving a Stanford program must purchase 
a license. Any organization receiving training from a non-
Stanford Master Trainer or T Trainer must purchase a 
license from Stanford prior to the training.  

Consistency of Care 
Classification 

 

Linkages to and Fit within 
the Continuum  

The Self-Management Program will not conflict with 
existing programs or treatment. It is designed to enhance 
regular treatment and disease-specific education such as 
Better Breathers, cardiac rehabilitation, or diabetes 
instruction. In addition, many people have more than one 
chronic condition. The program is especially helpful for 
these people, as it gives them the skills to coordinate all the 
things needed to manage their health, as well as to help 
them keep active in their lives. 

Information Requirements 
and Flow 

 

Accountability  
Performance Management Improvements in Utilization and Costs 

- Average 0.8 fewer days in hospital in the past six 
months 

- Trend toward fewer outpatient and ER visits 
- Estimated cost of intervention  

After 6 months : increased exercise, better coping 
strategies and symptom management, better 
communication with physicians, improvement in their self-
rated health, disability, social and role activities, and health 
distress, more energy and less fatigue, decrease disability, 
fewer physician visits and hospitalizations 
 
After 1 year – significant improvements in energy, health 
status, social and role activities, and self-efficacy, less 
fatigue or health distress, fewer visits to the emergency 
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room, no decline in activity or role functions, even though 
there was a slight increase in disability after 1 year 
 
After 2 year – no further increase in disability, reduced 
health distress, fewer visits to physicians and emergency 
rooms, increased self efficacy 
 
CDSMP saved from $390-$520 per patient over 2 years 

Coordination [BV] This is not really a service delivery model, but more 
of a peer-led education program that deals with chronic 
pain management in a health system.   Therefore there is 
some reference within the program to using the health 
system, managing medications, nutrition, etc. that involve 
health professionals but the thrust is entirely patient/client-
driven.  Health professionals are merely the means by 
which to achieve the desired outcomes of the program.  

Other features  
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Building Block CHN  
Full Title Child Health Network 
Vision, Values/Principles 
Goals 

Vision 

The CHN members will collaborate to set and achieve 
standards, and to carry out research and education 
activities, facilitate the planning and delivery of 
coordinated family-centred maternal, newborn and 
children’s care of the highest quality. CHN and its 
members will work in partnership with other service 
providers and networks to plan and advocate for access to 
required maternal, newborn and child health services.  

Mission 

The CHN will generate optimal health outcomes for 
mothers, newborns, children and youth, by establishing and 
enabling a common and consistent standard of family-
centred care throughout CHN.  

Values 

The CHN is committed to excellence in the provision of 
family-centered care to mothers, newborns, children and 
youth. We will operate within the context of evidence-
based practice with a spirit of inquiry and sharing of 
knowledge. We will work together in partnership with 
others in the community. We will respect diversity and 
advocate for an accessible, integrated and effective health 
care delivery system as close to home as possible 

Population Definition Mothers, newborns, children and youth 
Size of Population 
(catchment vs resident) 

Residents of GTA 

Points of Access / Entry  
Scope of services 
provided 

Two publications by CHN defines the scope of services 
provided in levels:  
 
Guidelines for the Clinical Scope of Maternal and 
Newborn Services – outlines the scope of services 
associated with designated levels of maternal/newborn care 
within the GTA (Level I Maternal and Newborn Centres – 
primary care, Level II Maternal and Newborn Centres – 
secondary care, Level II+ Maternal and Newborn Centres – 
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Advanced level II care, level III maternal and Newborn 
Centres – tertiary care). 
 
Guidelines for the Clinical Scope of Children’s Services – 
outline three designated levels of care for children’s 
services (Acute Care Community Hospitals/Short Stay 
Units, Regional Children’s Health Centres Tertiary 
Centres).  
 
 

Approach to Assessment  
Consistency of Care 
Classification 

 

Linkages to and Fit within 
the Continuum  
 
 
 
 
 
 
 
 
 

 

Information Requirements 
and Flow 

HiNet – electronic network that gives authorized providers 
of care instantaneous access to required medical 
information from a number of sources including hospitals 
and doctors’ offices. Share information includes 
demographics, ADT, medical history, transcribed notes, lab 
results and x-ray images.  
 
Your Child’s Health – a public website for children and 
their parents to learn about common childhood diseases. 
Includes age appropriate interactive learning games.  
 
PROFOR – a private web site for health care practitioners 
to access and share current information and best practices.  

Accountability Three main committees 
 
The Council – Responsible for setting the direction and 
leading CHN toward fulfillment of its mission. It meets one 
to two times a year.  
 
Executive Committee – responsible for overseeing the 
work of CHN, and developing and monitoring the 
implementation of CHN’s strategic and annual operating 
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plans. It meets monthly.  
 
Coordinating Committee – responsible for coordinating the 
work of the Council’s committees and task forces, and 
ensuring the committee work is consistent with the 
Council’s strategic and annual operating plans. It meets 
monthly.  

Performance Management Performance Evaluation Framework includes the following 
indicators: Accessibility, Accountability (to CHN’s 
members and the Ministry), Affordability, Appropriate 
Care (quality), Effectiveness (outcomes), Integrated and 
Coordinated Care, Satisfaction (of clients, and families and 
CHN members).  

Coordination Regional Clusters ensure that services within each fo the 
four geographic areas are organized and provided in a 
coordinated manner while being tailored to the needs and 
characteristics of their region. 

Other features  
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Building Block  OSS  
Full Title  Ontario Stroke Strategy  
Vision, Values/Principles 
Goals  

Goals -To support programs that promote health and 
wellness and contribute to the prevention of stroke -To 
decrease morbidity and mortality of individuals at high risk 
for stroke through the implementation of new knowledge 
and therapies -To improve accountability across all sectors 
and continuum  

 -To avoid future costs  
 -To provide responsive stroke care -To provide stroke 

rehabilitation close to home  

 
Principles -Comprehensive: improve stroke services across 
the entire continuum of care from prevention programs to 
care in a long term care or community settings -Integrated: 
essential services and providers function as a unified 
whole; formal linkages established across the continuum of 
care and across Ontario to  

 minimize duplication of services and optimize existing 
resources -Evidence based: build on practices and care that 
have been supported by scientific evidence, or are 
considered the gold standard (“best practice”) according to 
prevailing knowledge -Province wide: available to all 
Ontarians in all parts of the province (through designations, 
telemedicine) 

Population Definition  Ontario stroke patients  
Size of Population  Ontario Residents – Refer to “Province Wide” principle  
(catchment vs resident)  under Vision, Principles, Goals section.  
Points of Access / Entry Paramedics receive special training to identify and screen 

potential stroke patients. When a stroke has been identified, 
the patient will be taken directly to a regional stroke centre. 
Health care workers who specialize in responding to 
strokes will ensure care is provided as quickly as possible. 
When intensive medical response is no longer needed, 
follow up care and rehabilitation will be performed at acute 
hospitals with the Regional Stroke Networks so the patient 
can receive care closer to home.   
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Scope of services 
provided  

-To support health promotion efforts to contribute to 
primary prevention of stroke  
-To develop stroke prevention clinics to improve and 
provide ongoing preventions efforts in primary care, acute 
care and continued care  
-To support stroke prevention by primary care providers  
-To develop a system of Regional and District Stroke 
Centres  
-To further the development of ‘telestroke’ technology and 
services -To support public education on the warning signs 
of stroke  
-To promote the development of stroke rehabilitation  
-To develop an information system for data collection and 
monitoring  
-To develop a plan to determine future needs for stroke 
human resources 
-To advance evidence based practice  
-To promote the development of stroke long-term care  
-To further the development of research on stroke  

Approach to Assessment   N/A - No detailed information available in the literature  
Consistency of Care 
Classification  

 Integrated. Refer to “Integrated” principle under Vision, 
Principles, Goals section.   

Linkages to and Fit within 
the Continuum  

Six areas along the continuum  
-Health Promotion/Primary Prevention  
-Recognition of Symptoms  
-Pre-hospital  
-Acute  
-Secondary Prevention  
-Rehabilitation  
-Long term and community care   

Information Requirements 
and Flow  

  N/A - No detailed information available in the literature  

Accountability  Ongoing Management Model consists of three levels of 
accountability - Fiduciary accountability for the regional 
funds is with the RS/EDSC with the service agreements 
and interim accountability agreements with the MoH - 
Regional accountability for the regional funds and regional 
activities is with the Regional Steering Committee  
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 and is based on regional strategic plans and provincial 
priorities. The Regional Steering Committee is partnership 
with RSC/EDSC will govern the regional infrastructure 
funds in order to maintain and sustain the regional stroke 
system and plans.  -Regional Steering Committees are 
accountable to the OSS Provincial Steering Committee and 
appropriate sub-committees for the ongoing planning and 
management of the OSS within each region  

Performance Management  The following measures were taken before and after the 
implementation of OSS:  -Percentage of stroke client visits 
discharged from a Regional Stroke Centre Emergency 
Department who received a referral to a stroke prevention 
clinic -Inpatient acute care separations for Transient 
Ischemic Attacks -Percentage of stroke client discharges 
from the RSC ED who undergo neuroimaging -Number of 
ALC Days  

Coordination  The ministry established in partnership with the regions, 
continuum representatives and stakeholders, the Ongoing 
Management Model to ensure the progress of the system is 
secured and a monitoring infrastructure is implemented.   

Other features  N/A.  
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Appendix G:  Strengths and Weakness of Models 

MODEL 1: CACHET (Coordinated, Accessible Community Healthcare for 
Elders in Toronto) 
Strengths 

• Standardized assessment tool is graduated, where it becomes more detailed as the 
individuals’ needs increases. This helps to ensure that the correct level of 
information is received. The graduated element ensures that inefficiencies don’t 
arise when individuals’ require minimal services.  

• The continuum of services the model will provide or broker is quite extensive, 
therefore they will be able to serve seniors’ needs 

• Funding is based on capitation, ensures equitable treatment for all individuals who 
need a similar level of care.  

• CACHET can be implemented without capitation, the model is flexible enough to 
be integrated under any funding mechanism.  

• Ministry ensures equitable level of care by ensuring that clients are enrolled with 
only one CACHET agency.  

• An independent body outside of users and provides is responsible for a formal 
appeals process for clients who would like to dispute their care plan, this ensures 
clients have an opportunity to voice their concerns.  

 
Weaknesses 

• This model is only in the theoretical stages of development, there is no evidence 
that this will be an effective model.  

• Model does not incorporate the strengths of existing organizations that are 
providing care to seniors, therefore model could operate more effectively.  

• It is uncertain as to how ethno-cultural specific organizations would be integrated 
into the model. If they were not integrated well, then the seniors’ services would 
not be designed to meet the unique needs of seniors in different geographic areas.  

• Need to create a transitional model to be able to realistically move from the 
current traditional model to the CACHET model, the current literature does not 
provide for this.  

• There is a need for additional system capacity to ensure that all seniors receive 
equitable access to the recommended continuum of services.  

• Additional costs are required to set up CACHET agencies and to set up the 
information infrastructure.  

 
 
 
 
 
 



 

 
 

MODEL 2: CHOICE (Comprehensive Home Option of Integrated Care for the 
Elderly) 
Strengths 

• Aims to maintain frail older people in their homes and community for as long as 
possible, as part of this they require a commitment from both families and the 
candidate. This commitment ensures that there is an intention to work together 
with CHOICE to reach the candidates’ goals. 

• Case management team consists only of members that are unique to the clients’ 
needs. This ensures efficiencies because only the relevant care providers are 
present and the client receives the appropriate attention from the relevant service 
providers.  

• Proactive, aims to intervene early and has a preventative strategy. 
 
 

Weaknesses 
• Model does not provide the full continuum of care, focuses on services on seniors 

who are at risk for institutionalization only. The target group is very narrow – 
focuses on seniors with chronic medical conditions, high functional needs, 
complex medical needs, with dementia and chronic mental illness and has a high 
usage of health care services.   

 

MODEL 3: WELLINGTON DUFFERIN EXPERT GERIATRIC SERVICE PROJECT 
Strengths 

• The principles of the model were designed to coincide with the principles of 
LHIN.  

• Geriatric assessor will be present to oversee the entire process with the client, 
where they will facilitate, monitor, follow up, provide coordination, identify needs 
for change, and monitor. This will ensure each client will receive the appropriate 
care.  

• Recognize need to increase knowledge and skills of service providers through 
various initiatives. This will ensure future service providers will continue to 
effectively treat patients under a changing health care system.  

• Introduction of IT will facilitate information sharing and technology support. This 
will result in efficient patient transfers. It will also help to support clinical 
assessment and consultations in rural areas. Videoconferencing will help to 
support educational opportunities. This will facilitate the creation of a seamless 
delivery model.  

• Links geriatric medicine and psychiatry together which will help to provide 
integrated services for seniors who have complex needs.  

• Integration will help to strengthen the interagency partnerships that exist between 
different service care providers. Thereby facilitating the creation of a seamless 
system.  



 

 
 

• One of the core functions of the EGS model is System capacity building and 
sustainability, this will help to increase the knowledge, skills and understanding 
of seniors’ needs, this will result in the provision of more effective services.  

 
Weaknesses 

• Model aims to form a partnership with the primary care system. The primary care 
system is currently stretched for resources. The efficiency of the system may be 
questioned if the partnership is relied upon to provide care to seniors.  

• Lack of resources exists for the requirements of the EGS model, therefore 
additional funding will be required to implement the integrated system. 
Additional funding in areas such as:  

1) Geriatric assessors are needed to provide in home assessments and provide 
the monitoring and support activities. 
2) Multidisciplinary resources are required to provide comprehensive 
assessments.  
3) Coordinator for the overall model. 

MODEL 4: EVERCARE 
Strengths 

• Model can be implemented within a short time frame (i.e. it was implemented 
within a 17 month period in the literature review).  

• Evercare aims to reach its goals by reallocating existing resources to new 
areas as opposed to providing new resources. Therefore this model can be 
implemented in an environment which does not have a lot of additional 
resources to offer.  

• This model takes a proactive preventative approach, which identifies a hidden 
high-risk population that represents a large percentage of hospital users. 
Caseloads are prioritized to ensure high risk patients are monitored more 
frequently. This will help to mitigate/decrease hospital admittances and 
improve the lifestyle and health of seniors.  

• Role reengineering results in the creation of skilled healthcare providers. 
Specifically the creation of Advanced Primary Nurses (“APN”) improves the 
capability of the system to respond to the needs of users.  

• The role of APNs has decreased the length of hospital stays because there is 
timely exchange of information. The introduction of this modified role has 
made the health care system more efficient.  

• The role and demands of the APN has increased which ensures the workforce 
will grow, because current APNs are retained because of job satisfaction and 
the profession has become more attractive to potential candidates. Therefore 
the number of service providers will increase and the quality of care will 
increase because APNs may find increased satisfaction in their roles.  

• The model concentrates in reducing the negative effects of drugs and 
polypharmacy, drug prescriptions are given judiciously, drug alternatives are 
given whenever possible, regular high risk drug reviews are given to ensure 
drugs are administered safely, quality of care and to decrease unnecessary 
drug costs. 



 

 
 

• Retrospective review of prior hospital admissions helps to identify service 
gaps, problems with access to essential services and providers, and system 
delays. This helps to create a more efficient system.  

 
Weaknesses 

• Many of the guiding principles of the Evercare model vary from the LHIN’s 
principles. Therefore the course of actions and goals of this model may vary from 
the decisions that may be chosen by LHIN 6, given that the guiding principles are 
different. (Refer to Appendix E for a description of the principles of the Evercare 
model).  

• The effectiveness of the system is proportional to the resource investment. If 
insufficient resources exist, the system cannot be implemented effectively. The 
success of the program requires cooperation from all entities.  

• The identification and compilation of a high risk database has several barriers 
including informing and receiving consent from patients and coordinating and 
accumulating correct information from GPs and hospitals.  

• The need for nurses in traditional roles is not met, as many move towards an APN 
role.  

• The information flow between service providers has increased, thereby increasing 
their ability to accurately assess a seniors’ health condition 

 

MODEL 5: PACE (Programs of All-inclusive Care for the Elderly) 
Strengths 

• PACE provides coordination and comprehensive set of preventive, primary acture 
and long term care services that is tailored individually, so seniors’ needs are met 
and they can continue to live in the community.  

• Interdisciplinary meetings provide for a clear picture of the clients’ situation 
because it regularly incorporates the input of all of the care providers.  

• The Model provides a description of ideal communities where PACE would work 
the most effectively. This will provide assistance in comparing the MH region 
with the description to determine whether PACE would be appropriate. The 
characteristics include:  

o Sufficient numbers of eligible individuals within a 40 minute driving 
radius to support the program’s viability 

o Involvement of physicians in program design and medical community 
relations 

o A provider with sufficient financial resources to start-up the program and 
to assume financial risk 

o The present government must be supportive of PACE development and 
expansion 

• Provides equality in services, does not distinguish between income levels. This 
helps to meet the RGATF’s goal of providing equitable treatment.  

• PACE staff have high job satisfaction, they are able to build closer relationships 
with their patients and they have more input into the care plans because of the 



 

 
 

interdisciplinary team structure. This model will provide job satisfaction to the 
current service providers and results in better care for seniors.  

 
Weaknesses 

• Consumers are not familiar with PACE, which makes marketing and enrollment 
difficult. 

•  Require the support of the local government in order to be successful. It may 
require a longer period of time to develop capacity required to support programs 
through increasing budgets to provide grants and hiring and training staff.  

• It can be difficult to estimate the amount of capital required to start up the 
program because the financial risks or starting and operating a PACE program are 
uncertain.  

MODEL 6: SIPA (System of Integrated Care for the Elderly) 
Strengths 

• The enrollment is proactive. SIPA centre will be rewarded for actively seeking 
out eligible patients. This will help to ensure “frail community-dwelling elderly” 
will receive the services they need.  

• Care is provided though a case management model by an interdisciplinary team of 
health and social service professionals, this helps to minimize patients’ risk of 
function decline and to minimize inappropriate use of acute and long term care 
institutions.  

• Flexible and quick service ensures that patients’ needs are met through 
community-based alternate and assisted housing to avoid hospital and institutional 
care. This will help to meet the goal of optimizing independent living.  

• Patient care plan will be created in an unbiased manner as reimbursements for 
care providers will not be linked to the organization’s performance and profits 
would not accrue to individuals or organizations. This will ensure equitable 
services for all.  

• Patients are empowered because they have the choice of which SIPA centre in the 
area they would like to be treated by. Therefore if the current SIPA centre is of 
poor quality, patients have the option of seeking the services of another SIPA 
centre. 

• Financing is based on capitation, which will ensure accurate costing of the 
services used by an individual.  

 
Weaknesses 

• This model doesn’t incorporate ultra specialized services such as transplantation, 
therefore the level of integration is not throughout the entire continuum of care 

• The financing model does not provide for increased funding. The funding sources 
requested by SIPA include the funds currently distributed for the care of seniors 
in homecare organizations, acute care and rehabilitation hospitals, long-term care 
institutions and physicians. The financing model doesn’t incorporate the 
additional costs that the interdisciplinary team would incur.  



 

 
 

• There is no control in place to ensure that the individuals are not utilizing the 
services of two SIPA centres simultaneously. It is possible that there are gaps in 
the system that would result in an abuse of services.  

MODEL 7: PRISMA 
Strengths 

• Model does not require new infrastructure nor new financing because it will be 
embedded within the current health care system; including the public, private and 
voluntary organizations and services. 

• Promotes an improved information reporting system, computerized clinical charts 
(CCC) will help to facilitate the delivery of services, monitor resources and help 
to manage the services that are provided. Allows all care providers to have quick 
access to information.  

• Quick screening system to identify clients who will be eligible for the integrated 
service delivery (ISD).  

• Case managers will be assigned to clients and they will ensure the client will 
receive the correct level of care because they are responsible for evaluating, 
planning, admitting and coordinating services for their client. They will also help 
to reduce the workload of physicians because traditionally physicians coordinate 
some of health services that clients will need.  

• Single assessment instruments are used to evaluate clients’ basic needs and 
measures their disabilities, resources and handicaps. Different profiles were 
created to define homogeneous groups; these profiles were used to determine 
admission criteria. This process helps to make the process of determining what 
mix of services to provide for the client more efficient and appropriate.  

 
Weaknesses 

• It will require changes in the present traditional institution-based approach to a 
client centered approach.  

 

MODEL 8: CDSMP (CHRONIC DISEASE SELF MANAGEMENT PROGRAM) 
Strengths 

• Encourages empowerment of individual, increases individuals’ ability to cope 
with their current condition. This is a possible program that may be considered to 
be provided as part of the continuum of care services. Specifically this program 
will promote independent living.  

• It does not conflict with existing services, therefore if it is implemented, there will 
be no coordination problems with other services. 

 
Weaknesses 

• CDSMP is a course used to teach individuals with chronic disease, it does not 
provide any assistance towards creating an integrated geriatric care model 

 



 

 
 

MODEL 9: COMMUNITY LIVING MISSISSAUGA 
Strengths 

• Strong ability to integrate a wide variety of services, may be able to provide 
lessons on how to integrate services 

 
Weaknesses 

• All services that are integrated are in-house services, this model is less complex 
then the elements that would be involved in creating a seamless geriatric care 
model.  

 

MODEL 10: CHN (Child Health Network) 
Strengths 

• Levels of services are graduated, it helps to provide service care workers a clear 
sense of the level of care an individual requires 

• HiNet is a good example of a technology network that would allow for the sharing 
of patient records.  

• Indication that a subset of the large population can be integrated effectively.  
 
Weaknesses 

• The integration is currently limited to 20 hospitals and 10 community care access 
centres across the Greater Toronto Area34. Although two service providers may be 
sufficient care for pediatrics, seniors require a broader continuum of care. 
Therefore they need a model that encompasses more then two types of service 
providers. 

  

MODEL 11: ONTARIO STROKE STRATEGY 
Strengths 

• Strokes are a time sensitive condition, the integrated model has proven that it can 
operate effectively and timely across the continuum of care to help reduce the 
adverse impact of this condition.  

 
Weaknesses 

• A very specialized integrated system, therefore the methods that are used may not 
work when it needs to be broadened to encompass all the needs of seniors.  

 
The majority of the models above set out to create an integrated continuum of services to 
one extent or another. The analysis of the strengths and weaknesses aids in setting 
different models apart from one another, providing a clearer indication of the features to 
be included in the MH LHIN geriatric integrated model. In addition, a comparative 
summary was prepared to allow for easier comparison of the different models, refer to 
Appendix H.  
                                                 
34 Child Health Network For the Greater Toronto Area. 25 Feb. 2006 <http://http://www.echn.ca/hsc/chn-
echn.nsf/pages/chninfo>. 



 

 
 

Appendix H: Comparative Summary of Models 

 
 
 
 



 

 
 

 



 

 
 

 



 

 
 

 
 
 



 

 
 

 



 

 
 

 



 

 
 

 
 
 



 

 
 

 



 

 
 

 



 

 
 

 
 
 



 

 
 

 



 

 
 

 



 

 
 

 



 

 
 

 



 

 
 

 



 

 
 

 



 

 
 

 



 

 
 

 



 

 
 

 



 

 
 

 



 

 
 

 



 

 
 

Appendix I: Detailed Project Plan 

 



 

 
 

 

                                                                                                                                                                                                                                               

 

 



 

 
        



 

 
 

 


