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WHAT IS THE INITIATIVE ABOUT? PREPARING FOR IMPLEMENTATION
OVERVIEW OF THE PATHWAY

The GTA Rehab Network, in collaboration with Toronto Paramedic Project managers at the GTA Rehab Network worked with the Community
Services (TPS) - Community Paramedics (CPs) and the North Western Potential clients are identified daily by CPs using 911 call data and Paramedic Superintendent and OHT system planner to:

Toronto Ontario Health Team (NWT OHT) implemented a secondary fall contacted for a follow-up visit within 48 hours of the fall event. Design an education program to further enhance CPs’ expertise in
prevention initiative, adapted from the Rehabilitative Care Alliance With clients’ consent, CPs conduct a home visit and evaluate providing care to older adults

(RCA)'s Community Paramedicine Older Adults Post-Fall Rehabilitative residents’ fall risk factors using standardized assessment tools Conduct an asset inventory of fall prevention programs in the NWT OHT
Care Pathway. dentified for this initiative. region. Community partners were engaged to participate in this initiative. A
GOAL OF THE INITIATIVE The following standardized assessments are administered by the CP standardized list of programs was compiled, including information on

rehabilitative care stream for the client:;

To reduce functional decline and prevent future falls for NWT OHT
residents aged 55 and older who have called 911 for a fall, or who have

Develop an assessment package and referral forms for use by community

reported a fall to paramedics, but who were not transported to the - Clinical Frailty Scale - EQ-oD-oL paramedics.
hospital. - Staying Independent Checklist - Timed Up and Go
' PDSA CYCLE 1 PDSA CYCLE PDSA CYCLE
RCA’S COMMUNITY PARAMEDICINE OLDER ADULTS TPS SafEty checklist or SafEty Assessment Scale ::;;;1 Ni;igiil 3M$?2§t|;|
POST-FALL REHAB CARE PATHWAY - Confusion Assessment Method (if appropriate) SR Januany $1, 2022 TE
Based on discussion and consent process, referrals for rehabilitative
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Pathway to rehabilitative care for older adults living with frailty in the community : : _
who require the services of community paramedicine and do not require patient transport Intervention streams: PRELIMINARY FINDINGS
SRS 1. Community intervention CP documentation chart reviews were conducted, as well as a baseline
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MONITORING & FOLLOW-UP IN PRIMARY CARE: Communicate results of preliminary evaluation and referral pathway 10 primary care provider.

Recommend Fracture Risk Assesoment.
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