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Land Acknowledgement
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Agenda
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12:00 – 12:05 Welcome and Land Acknowledgement

Review of the Objectives

Charissa Levy
Executive Director, RCA

12:05 – 12:20 Perspectives of a Care Partner
• How rehab helps to improve function and potentially prevent 

ALC designation

Helen Johnson
Care Partner
West Region

12:20 – 12:35 Clinician’s Perspective
• Shift from “therapy goals” to “what do I need to do to help 

the patient & care partner with their goals”

Kim Insley, OT
Geriatric Resource Clinician
St. Josephs Continuing Care, Sudbury

12:35 - 12:45 For Leaders
• Rehab care is part of all care for older adults living with/at 

risk of frailty!
• Cross walk between the standards of care

Charissa Levy

12:45 – 12:55 Q&A
• Please type your questions in the Q&A box

Moderator:
Kelly Kay
Executive Director, PGLO

12:55 – 1:00 Next Steps Charissa Levy
Executive Director
Rehabilitative Care Alliance

Next Webinar:  Winter 2023 (TBA)



How to participate in the webinar

Note: A recording of the webinar, slides and handouts will be available on the RCA and 
PGLO websites within one week of the presentation. 

• All attendees will be muted during the presentations.

• To send a question, use the Q&A button.

• If you see a question that is of interest to you, you can “up vote” the question by clicking on the      
icon beside the question to give it a higher priority in the list of questions. 
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Webinar Objectives

At the end of this webinar, participants will:

1. Understand how rehabilitative care links to Alternate Level of Care (ALC) prevention and mitigation

2. Reframe rehabilitative care from locations of care to care across the continuum

3. Consider the impact and potential for rehabilitation from the perspective of care partners, clinicians 
and leaders

4. Understand how to integrate new clinical standards for rehabilitative care (Framework) in the care 
of older adults
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Polls

• What is your role?

• What sector do you normally work in?

• How familiar are you with the framework?
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Perspectives of a Care Partner

Helen Johnson
Care Partner
West Region

7



Rehabilitation: 
A Caregiver Perspective

Helen Johnson
Windsor, ON

November 15, 2022



Background

Disclosure:
• I am a physiotherapist and have expertise in geriatric assessment and 

rehab
• I am speaking from the perspective of a caregiver for my aging mom



Background
My mom: 
Born in rural Finland, 1940, age 82
Immigrated to Canada in 1958, age 18 to 
marry our dad (from same area of Finland) 
he was age 38
*English as second language
*History of trauma: 
• WWII in Finland in her region
• 1st born baby died at 6 months old, 

mom was 19
Had myself and my brother after
Mental health symptoms began when we 
were young



Background
Diagnosed with manic-depressive illness in 
1970’s, hospitalized several times
Eventually lost to follow up
No medications for many years
Dad died in 1996, mom was age 55
Managed independently in home for 
many years despite no driving
Social isolation eventually evident
Mental health deteriorated, 
very challenging to get help 
(no insight, declined assessment, etc.)

2014



Our caregiving journey
• Significant hoarding in the home
• Hypomania, extreme talkativeness, 

some paranoid thinking
• Appeared to be hearing voices, 

speaking/yelling back to them
• Still high functioning – banking, 

shopping, cooking, looking after yard
Accessed outpatient geriatric psychiatry 
2017, confirmed Dx: schizoaffective 
disorder bipolar type
Still no treatment (non-compliant)

2019



Our caregiving journey
• Inpatient psychiatry admission spring 2019 –

very focused on cemetery
• Overmedicated at first, ++ side-effects

• English 2nd language – challenging to assess
• Psych meds cause Parkinsonism
• Senior friendly prescribing ??

• Home care supports made available to assist 
taking meds and ADLs

• Intensive Hospital to Home (IHH) ALC initiative
• No psychiatry follow up from acute
• Accessed Geriatric Mental Health Team

• Decision made to move into retirement 
home Sept. 2019 
– initially as respite/trial stay August 2015 2019



Our caregiving journey
• Settled well in RH 4-5 months
• Acute care hospital admission 

Jan 2020 x 3 weeks
• Respiratory infection, weakness
• Developed delirium
• Aspiration during feeding
• Deconditioning, required 1-2 assist 

for transfers
• Requested PT referral and 

ambulation/mobilization 
• Referral for inpatient rehabilitation 

to recover to pre-hospital status –
independently ambulatory to dining 
room without aids



Our caregiving journey
• Transfer to inpatient rehabilitation

• Geriatric rehab unit – 3 week stay
• Requested re-assessment with geriatric 

psychiatrist re ongoing medication side 
effects

• Dysphagia confirmed by speech-language 
pathologist assessment

• Agreed to reduction of meds/dosage
• Strengthening exercises in PT gym daily, 

OT for ADLs, group exercise class 
• Goal: independently ambulatory to 

dining room with walker
• Dining room not in routine use on unit

Haircut at rehab 2020



Our caregiving journey
• Return to RH Feb 2020

• Rollator walker on loan
• Home Care PT, 4 visits

• Additional goal – increase ambulation 
tolerance for outdoors

• Car transfers
• Trial of stairs

• Weekly visits by me – walking 
around block and park close by

• 80th birthday, Nov. 2020
• Able to do car transfers and stairs 

to visit at my home



Our caregiving journey
• April 2021 – reported a fall at RH, not 

witnessed, not injured
*Remote fall prevention:
• Called family physician, med review
• Orders for RPN – sitting/standing BP, 

weight check
• Home care PT – rollator walker, 

LE exercises (4 visits)



Our caregiving journey
• COVID-19 outbreak in RH April 2022

• Tested +ve, presented with weakness
• 3 falls in 24 hours, found on floor in room
• Hospitalized x 5 days
• Returned to RH – not eating, confined to 

room due to outbreak ongoing
• Daily visits, food from home, up to chair
• PT referral (4 visits), encourage 

ambulation with rollator walker
• Returned to dining room for meals after 4 

weeks with supervision to ambulate
• Gradual return to pre-COVID mobility –

3 months



Our caregiving journey continues
June 2022



Rehabilitation in caregiving context
• From my experience in geriatrics – holistic approach is key
• We know mental health and physical health are linked – even more true 

when medications are involved
• Some medications affect mental health by causing confusion, lethargy
• Other medications affect physical health by causing parkinsonism, falls, etc.
• Balance of medication benefits for mental health vs. physical risks challenging

• Advocacy is vital – especially when English is not first language
• Our mom was recommended for LTC in 2019 and remains in RH still today
• Recovery takes much more time and patience than always allowed by the 

system 
• Respecting and accepting patient’s choices and goals can be challenging
• Access to services in retirement home settings can be difficult, e.g. audiology





HOW EVERY CLINICIAN CAN HELP 
TO KEEP OLDER ADULTS OUT OF ED 
AND REDUCE HOSPITAL LOS &
ALC NUMBERS

Kim Insley, Occupational Therapist
Geriatric Resource Clinician
St. Joseph’s Continuing Care Centre - Sudbury Nov 15, 2022



KEY MESSAGES

Know the 
Story

Prevent 
Harm
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Focus on 
the Big 
Picture



What I Have Been Doing All This Time

▹ OT x 28 years
▹ Paeds x 9 yrs, Adults x 19 yrs
▹ Home care, Acute Care, Complex Continuing Care, 

Rehab, Geri Med Clinic
▹ Geriatric Assessor x 1 yr (2017)
▹ Geriatric Resource Clinician x 4 yrs (2019-now)
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Evolution of System Transformation & Guidance 
Re: Older Adult Care25

2022202120202019201720142011

RGP of Toronto
Senior Friendly Hospital 

Framework
MOH 

Assess & Restore Guideline

RGP of Toronto
Senior Friendly Care 

Framework

RCA
Rehabilitative Care 

for Older Adults 
Living With/At  Risk 

of Frailty

sfH: Identification of 3 priority actions for hospitals:
1. Early Mobilization
2. Delirium 
3. Transitions in care
1&2 chosen for implementation in 87 Ont.  hospitals PGLO 

Competency Framework 
for Interprofessional CGA

PGLO
Designing 

Integrated Care for 
Older Adults Living 

with Complex 
Chronic Health 

Needs

RCA
Frail Seniors 

Guidance on BP Care 
in the Context of 

COVID-19

OH
ALC Leading 

Practices Guide & 
Self-Ax Tool



Know the Story & See the Big Picture

▹ Engage  older adults.
▹ Engage their support people.
▹ Assess Understand baseline 

function.
▹ Ask what really matters to the 

person in front of you.
▹ Meet them where they are.
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Prevent What?

▹ Harm
▹ Geriatric Syndromes
▹ Functional Decline
▹ Frailty

27
Processes of Care 

 Identify Risk for Functional Decline
 Determine Restorative Potential
 Co-Develop Rehabilitative Care Goals

 Co-Design a Person-Centred 
Rehabilitative Care Plan 

 Deliver Rehabilitative Care Interventions

 Plan for Care Transitions

Best Practices Implementation 
by Domains of Care

 Cognition
 Delirium
 Mood & Mental 

Health
 Social 

Engagement
 Mobility & Falls
 Function

 Continence 
 Skin Integrity
 Nutrition & Hydration
 Pain
 Polypharmacy



REVIEW
KEY MESSAGES for ALC PREVENTION

Know the Story
▹ Engage older 

adults & their 
support people.

▹ Understand 
baseline 
function.

Think Big Picture
▹ Ask what really 

matters.
▹ Be aware of what 

is happening 
outside your own 
area of expertise.

▹ Teamwork!

Prevent Harm
▹ Proactive treatment 

planning.
▹ Understand geriatric 

syndromes.
▹ Understand frailty.
▹ Maintain function.
▹ Use best practice.
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”

In the end, it’s not the years in your life that 
count. It’s the life in your years. – Abraham 

Lincoln
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THANKS!
Contact Me:
▹ kinsley@sjsudbury.com



For Leaders

Charissa Levy
Executive Director, RCA
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How Rehabilitation Contributes to the Quadruple Aim

Rehabilitation is delivered through 
an interprofessional approach 
which reduces client complications, 
clinical error rates, tension among 
caregivers and staff turnover.

Rehabilitation improves health 
outcomes, supporting people 
in Ontario to live independently 
and enabling participation in 
meaningful activities.

Population Health

Care Team Wellbeing

Rehabilitation uses a collaborative,
interprofessional approach that 
empowers clients/caregivers to 
be partners in their care

Rehabilitation reduces costs, 
shortens LOS, reduces hospital 
readmissions and increases 
independence so people are less 
reliant on health care resources.

Patient Experience

Value/Efficiency
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Rehabilitative care is 
part of ALL care for 
older adults living 

with/at risk of frailty
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Crosswalk
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Recommendations that align 
with the RGP of Toronto sfCare
Self-Assessment Tool are 
identified by “sf”; those that 
align with the Ontario Health 
ALC Leading Practices Guide 
and Self-Assessment Tool are 
identified by “ALC”.



Reducing LOS, ALC and ED visits
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Individuals with frailty typically have multiple chronic conditions, frequently use 
health services, and have significantly greater risk of hospitalization or admission 
to long-term care.

• Early mobilization, assessment and interdisciplinary rehabilitative care decreases length of stay, 
ALC days, risk of depression and the duration of delirium for hospitalized seniors.

• Rehabilitation
» supports earlier transitions from hospital to home
» prevents readmissions
» prevents/delays admission to long-term care



Improving Chronic Disease Management & 
Preserving Hospital Capacity

• Falls account for 81% of injury-related hospitalizations 
for those 65+

• Rehab plays an important role in improving daily 
functioning, reducing falls & hospital re/admissions 
among people with COPD, CHF and other chronic 
conditions

Keeping older adults independent and at 
home

• Rehabilitation helps older adults age at home by: 
• Optimizing strength, balance and mobility
• Addressing cognitive issues
• Providing management strategies for caregivers

• In-home rehabilitation has been shown to reduce 
personal support worker requirements and costs

Some examples of the benefits…
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Questions & Answers
(Please type your questions in the Q&A box)

Moderated by:
Kelly Kay
Executive Director, PGLO



Resources:

39

• Rehabilitative Care for Older Adults Living 
With/At Risk of Frailty: From Frailty to 
Resilience
• Framework
• Gap Analysis Tool
• What to do next…

• Frailty to Resilience Webinar Series

THANK YOU!

rehabcarealliance.ca

https://rehabcarealliance.ca/older-adults-with-frailty-rehab-guidelines/
https://rehabcarealliance.ca/webinars/


Poll

• Please rate the following statement:
 This webinar increased my understanding of the application and benefits of rehabilitation for older 

adults living with/at risk of frailty 

40


	From Frailty to Resilience:  Rehabilitative Care Preventing & Mitigating Alternate Level of Care
	Land Acknowledgement
	Agenda�
	How to participate in the webinar
	Webinar Objectives�
	Polls
	Perspectives of a Care Partner��Helen Johnson�Care Partner�West Region
	Rehabilitation: �A Caregiver Perspective
	Background
	Background
	Background
	Our caregiving journey
	Our caregiving journey
	Our caregiving journey
	Our caregiving journey
	Our caregiving journey
	Our caregiving journey
	Our caregiving journey
	Our caregiving journey continues
	Rehabilitation in caregiving context
	Slide Number 21
	HOW EVERY CLINICIAN CAN HELP TO KEEP OLDER ADULTS OUT OF ED AND REDUCE HOSPITAL LOS &�ALC NUMBERS
	KEY MESSAGES
	�What I Have Been Doing All This Time
	Evolution of System Transformation & Guidance Re: Older Adult Care
	Know the Story & See the Big Picture
	Prevent What?
	REVIEW�KEY MESSAGES for ALC PREVENTION
	Slide Number 29
	THANKS!
	For Leaders��Charissa Levy�Executive Director, RCA
	Slide Number 32
	Slide Number 33
	Slide Number 34
	Crosswalk
	Reducing LOS, ALC and ED visits
	Some examples of the benefits…
	Questions & Answers�(Please type your questions in the Q&A box)
	Resources:
	Poll

