Partnersin Care: Navigating Resources for Frail Seniors

Case Study 1 Patient Journey Map (3-6 months) - Early to Moderate Frailty MARCH 2024
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Partnersin Care: Navigating Resources for Frail Seniors

Case Study 2 Patient Journey Map - Moderate to Severe Frailty

Herman’s Journey
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Family Caregivers of BC — support daughter with caregiver burnout
211 BC Help with resource and service navigation
Nidus Registry — Advance Care Plan (ACP) ensures Herman’s healthcare wishes are upheld should he no longer be able to speak for himself
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as Meals on
Wheels or
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Partners in Care: Navigating Resources for Frail Seniors

Case Study 3 Patient Journey Map - Onset of Dementia MARCH 2024

Meet Lena

« 78yearsold

* Livesinfamily home with 80-year-old husband

* Recent hospitaldischarge — urosepsis, protracted delirium
* Diagnosis of major neurocognitive disorder (vascular)

* Chronic Conditions: hypertension, atrialfibrillation, T2DM
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* Family Caregivers of BC— supportLena’s husband with caregiverresources
* 211BC Help with resourceand service navigation
* Nidus Registry—Advance Care Plan ensures Lena’s healthcare wishes are upheld should she no longerbe able to speakfor herself
* Public Guardian & Trustee—available to supportif needed (no ACP and substitute decision maker)
Vancouver
Division of Family Practice Vancouver ~_—
VDoFP SENIORS & FRAIL ELDER COMMITTEE VANCOUVER PRIMARY CARE NETWORKS Health



	Slide 1
	Slide 2
	Slide 3

