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The BC population continues to age
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Northern Health
39,677 Senior Population
294,904 Total Population

Under 65
82%

British Columbia
912,725 Senior Population
4,991,687 Total Population

- -
Interior Health
178,779 Senior Population
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206,150 Senior Population
1,210,891 Total Population

Under 65
84%

Island Health Fraser Health
196,952 Senior Population 291,167 Senior Population
835,871 Total Population 1,860,798 Total Population
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Why Social Prescribing

« Health care is more than clinical
interventions

« Social factors contributes to 80% of health

4 outcome

« Older adults need support to age well;

N address Social Determinants of Health

« Social Prescribing reduced 23% of acute

care admission
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Social Prescribing in Fraser Health

* Addressing Social Determinants of
Health

« Barriers to Healthy living ( physical,
financial, cultural, psychological)

* AVOID frailty strategy (Canadian Frailty
Network)

* Address social isolation (Canadian
Coalition for Seniors Mental Health)

» Health Authority services & Gaps
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FH Social Prescribing Principles

Social Prescribing is a
community resource in FH

Standardized referral forms and
pathways

All EMRs in AC and community
able to refer

Centralized intake and
community referral allocation

Ability to monitor and track
referrals through data collection

o _?Pﬁfraserhealth



United Way Partnership

19 Programs funded across province

3 year Demonstration project 2019
Evaluation and research in progress
Partnership to keep seniors well and continue
living independently in the community
Funded by Ministry of Health (FH & UW)
Expanded in 2024! — 100 Community
Connectors

R x
? T Working with communities in BC's
@ United Way | [0 i o
> British Columbia & Northern Vancouver Island
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Infrastructure to Promote Healthy Aging

*Divisions of FP
*Community GPs and NPs
*UPCCs
*Primary Care Networks
*RNs in Practice
‘United Way - community NGOs
*Seniors Community Connectors
‘Regional Development Workers
*Fraser Health
*Homecare nurses, social workers
*Geriatric Emergency Nurse clinicians
*Assisted Living
*DC planning for seniors after prolonged hospitalizations
*Pre - elective surgery clinic
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Sign Posting v.s. Community Connector
Fraser Health and United Way BC

Identify clients' non-clinical needs

4 4

BC211 Social Prescribing

* Discuss with client and obtain
verbal consent
S _ - D

« FH Pulse Pathwaysbc.ca Client connec t with SCC
- Paris

« Meditech

Client call/text 211

&7 fraserhealth



Fraser Health Social Prescribing Integration

Infrastructure: Change leads, operations director, nursing and
allied health educators, Clinical Nurse Specialist, IT,
Communications etc. Executive sponsorship, Regional

oversight

Education: to 126 clinical service areas; over 2000 referrals to

date

* Paris EMR
(Community)

* Meditech EMR
(Hospital)

* Pathwaysbc.ca
(Primary care)

* FH Intranet
(no EMR teams)

=>

Intake
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wellness
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Health .
Service \J
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@ United Way
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v Older adult connect with K,

fraserhealth fraserhealth

the Community Connector
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Outcomes of Social Prescribing

*Increased quality of life for older adults

*Decreased ER visits

*Keeping older adults at home longer by identifying
frailty early and implementing mitigations through care
planning

*Decrease length of stay in the hospital

*Increase awareness and utilization of community

services
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Frailty Pathway: Identify, Manage, Prevent Frailty

Understanding

the Clinical Frailty
Scale (CFS)

Energetic, motivated,
exercise regularly

« Independent/ + Independent/
Supportive Supportive
living living
+ Home health + Home health
+ Community + Community + Community
services services services

No active disease symptoms,
exercise occasionally

Very fit, active, motivated with
no active disease symptoms

Symptoms limit activities, not

dependent on others for daily
+ Community + Own Home or activities
services term
e care More evident slowing, needs

Optimize medication help with IADL, mild frailty

Need help with all outside
activities, house-keeping and
bathing

+
Vaccination é . H Interaction

« Self-management < . Diet &
Activities nutrition
AVOID Frailty Framework

Primary care and advanced care planning

Completely dependent for
personal care, but stable

Completely dependent,

Tools to identify frailty approaching end of life

Life expectancy < 6
months

« AVOID Frailty Screening Tool « Clinical Frailty Scale « Electronic Comprehensive Geriatric Assessment (eCGA)

ayio-P3
© 00 06 06 60 00

Community services Health services

« Social prescribing + Re-ablement « Home care nurses
« Community health centres + Older adult day programs + Home support

« Disease-based non-profit organizations « Caregiver support + Allied Health
« Municipal resources « Primary care practitioners « Community pharmacy
« Recreation centres
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Original Care

Primary

Chronic Care
disease

nurse Network

Geriatric
nurse
Pre-frail
patients *®
Community
Organizations as needed

Model (Siloed)

Home
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Integrated Frallty Pathway model

Co-created Intervention Model Community
? Organizations
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3.Refer p?tlents to internal or Physician/ Current process
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Fraser Health Nurse
4.Share care plan with care Primary Care practivioner ANV Future Process
Practice

providers, patients, care givers Clinics
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Primary & Community Care Redesign and CARES

Supporting “at risk seniors” in their communities
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Questions?

Dr. Grace H Park
Grace.park@fraserhealth.ca
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