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Aging & Mental
Health

What Services are Needed ?

....How they are delivered just as important!
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Opering doors to hope

VISION

Together, we can all live
successfully in our community.

MISSION

To help people achieve their
optimal health and well-being
in the community, LOFT offers
unwavering support and hope.

VALUES

Compassion, Collaboration
and Community delivered
with Dignity, Innovation
and Excellence.
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HOUSING AND SERVICE
HUB LOCATIONS

Number of housing sites and service hubs
by numbers served
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Wea provide a recovery-based model of
supportive housing for paople Living with
complex mental health and/er addiction

challenges in over 30 residental locations. In
additien, wa have a partnarship with Toronto
Cammunity Housing [TCH) and Simcce County
Housing (SCH) to provide supperts.

Specialized Support Services

Epecialized support programe ensure

ne one gets left behind. We constantly evolve
pur inclusive, innovative, and parsonalized
programs so individuals who are facing
complex challenges while managing HIV,
gender transition, or lagalijustice casee have
the support they need.

AREAS OF

EXPERTISE

FINANCIAL POSITION*

Total Revenue

$80
MILLION

Operating Expenses

%

- Salaries & benefits
20% - Operating costs
B% — Resident's expenses
4% - Administration

Aszigtance with daily activities, health cara
systern navigation and crigls managemant for
clients Living in thelr own home. We alse help
famllies and caregivers learn strategies for
daaling with behavioural challanges and
provide refarrals to sarvices,

Leading Complex Mental 9 @]
Health Support . Rlcwd HIII
Tralning and education, with a focus on mental Vauwa

health and addiction, 1o leng-termm care homes, Bramptan m kham
community agencies and hospitals. Expertize o

and support to erganizations ascieting people

with dementia and other cognitive challenges, A0

Oshawa
=

Sources

9% — Client contributions
4% — Charitable donations
2% — Other

85% Government funding
85% - Province of Ontario
T% — Municipal
8% — Other

= paEi frsm Agel 15 march 0, W



Considerations.....

EVERYONE IS ON A
DIFFERENT JOURNEY

The Silos
4 .-.x“:-lill 7 L

Trauma-
Informed
Care
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What Needs to be Focussed On?

» Working towards an integrated health and social service system

» Health/social service System navigation with population that has histories of being stigmatized

» Right place of care and transitions( Ed diversion/avoiding eviction/discharge to shelter/ LTC)
» ALC transitions- lessons learned and gaps identified




Integrated Approach to Service Delivery

Holistic services focusing on Complexity in
seniors care including:

Social determinants of health
Landlord/tenant considerations
Mental health

Addiction(Harm reduction/client led
recovery)

Chronic health concerns

Dementia

Integrated behavioural supports

V.V VYV
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ALC Transitions - teaches us about our system
& what needs are not being met.....

As a leaderin ALC transitions, LOFT understands the critical need to support
clients in finding a home to live safely with dignity in the community.

E HOSPITAL
w TRANSITIONAL

SUPPORT

Transitional and
reintegration units
providing step-down
support coming out of
hospital

Achieving this includes:

« Deep understanding of
complexclients

« Building on relationshipsto
breed a higher standard of care

« Moving away from rigid targets,
t|melunes and processes ASSISSTED LIVING

+ Tailored efforts and approaches Suonortive housin

* Innovative and creative support wit ppsychageriatr?c
based on client needs case management

©

SPECIALIZED

k SPECIALIZED

SUPPORTS

Wrap around specialized
supports for seniors.

COMMUNITY/
LONG-TERM
CARE

o /
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Impact with LOFT Tailored Services

CONMNECTIONS

" HIGHER
o QuUALITY
OF LIFE

RESILIENCE

SETNEEYE
JIY5 sy aNTRNS

CONNECTIONS HEALTH & WELLBEING RESILIENCE
+ Self and Others | = Optimal Physical Health | « Coping

467 transitioned from
hospital last year

* Community = Positive Mental Health | « Empowerment
* Reduced ER visits + Self-efficiacy
= Reduced substance - Regulation
abuse - H,Dpe

$175-$350/day

at Back to Home

$700/day

for ALC hospital beds

oFT
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St. Anne’s Place offers a home for retirees with
complex health issues — and often nowhere else to
g0

The first theng we w3y 1o peophe i you hve come to the o gt place and sadly most people don'T often hear ther, ™ s LOFT Community Seraces

CEQ

By lml.lr Mathiea AHardakle Housing Reparter
i Toe., lune 11, 7019 &5 min, read

CBCTOROMNTO

@ NEWS

LOFR 1

Presentation
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As an Example .....

LOFT’S BACK TO HOME MODEL

Background

Beran Onbarks, B

sirg numbsr of individusts weo

I ar

cars (AL bede, although they no longer nead to. but continue
1o reguiTe ongning care

Owa of the chalenges Coniricuting o ALC rates in hospitals and
kil geiisung is a Lack of affordable supgsrtive Bousing that
b mble ko et the corplee needs of dvduals with sental
haalth, jors and) pery

LOFT has 17 ALC-apec ifically disignad suspertive housing sibas
tuwe complee nesde who and up in hospital, in altsmats lwesl of  Working togathar with intagrated partearships, wa havs creats =

macel that i very maceeshul

inereass in fusr o Ednddusls desgnabing
O ALC in Torane kst yaar

ALL piepulition in ON an Sirions with
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Comple: Heslth Mesds (CHNs) relfer to & ange of muliple,
senourmant conditione that sgan physical snd mental kasith
challengas and sccial and sconcmic velnerability, Trey reguine
tre Integraticn of multideciplinary, Inferconneched health and
social care that spans beyond traditional healthzare serviaes in
arder 0 acdrese soclal drvers of hesith st play, (Mo et al, 3017,
Thang et ol 3008

Method: LOFT's Back to Home Model

s e
S

LOFT's Back 1o Home madel Tocuses on individuals facing
cormplae mertel Faslth chalanges, sidiction, demantia and
risggensive behaviurs slong with piyaical Baslth ard care
s, whi do not hiss acoes bo appropriste housing and
mocial datsrmirants of health.

LOFT gregrami sepport thids individuils o lve safey in the
carrrmunity.

Impact with LOFT Tailored Services
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Service Model
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467 ritisier

$175-$350/day

at Back bz Home

EEDUCHG COST
+ & total oost saings of
2,235 453 was astimatad
Treim housing 28 hospiabned
individusta for 12 months
+Raducing the hocpials ALC
Fati, a0 Troe 35% to WA,
o ene partnesbip
WFRIIVING POPULATION
HESLTH
+ Hosphabzations and ER visks
weere peduced by owver 85%
during the first year
EMHANCING CARE EXFERIENCE
+LOFTe cvarall disrt
satistaction rabe ix cusr Sins.

YLOFTS Eranilic
far Tr
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@ £700/day

for ALC Bowpital Bedu

CARE TEAM WELLBEING

AND EXFEMENCE

+ Integr ased intardicoiplisary
tmE with strangthi- bised
appraach

+Fleniela approach anabling
infievation end aulanery

- Buftds trust and strengthens
relationehine Batwoen
providers —criabes joy and
raning i ek

ADVEANCING HEALTH EQUITY

@ Margiralized Indwiduals have
arcess to dgnified housing
with talored supports
coagdering iIMerEactiznalicy

< Higher Hasitility to acceps
those wha are not accepted
in LTC and ratirament homa

Besm an sbmokte gase-chaoger
P HoaiTh Parers and pariends whe bave complex

physical cognitie. social andior mentai heaich needs. Ustil we
vk wiith LOVT, Bl fodks wiand dsciingd fram avivy fouimng
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Key Success Factors
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P cunwan T L
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- Figaibdlny ared s ireegruied + Skifed tanms
kg Erecn 19 | Carinesti wne ermmred 10
clisat rasds (nar- | mki-dscpliaary prashmn-sake
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e
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acran inoaganed tm sazellanze
- Edmon-zased BANTERGE ared qualiny
pactican diteene cumres Impimem
+ Engagnert
ditferern vices
arad pEmapn e

ar the ast faa pascs, Orian hae bean ore of LOFT
valusd clisnte

Briarns life his beon prefoundly mpacted by major lemss and
strugflas with subsbancs uss. Tre ampotation of Both his begs,
alony with cardisc concerns, pasted Grian’s mantal health to it
Iraest depthe. Unable to marags his physical and mereal Fesich
on his pwn, this fexd to projonged hosphal stays that hindered his
ability to sscurs stabls housing,

Diuring & challanging tan-year perind, Brian constantly
transiiored between hospital beck and Iving aranpements,
including greup horman, shattirs, or tesidancas fuscd by HSC)
DM car, He peosmulmed over 120 ALC days, The pospect of
Ieing the Fospital becams 3 sourms of anxiety,

“When | finally feund Bradford House in 2018,
| was filled with hope and Faith, Hope for the
promise of stable housing and faith that my
care needs would be met.”

“wiith the supgert of Bradfond House, | berss B able 1o
tabilles my prymical and meskal Baalth 18 ha been @ whie
sinca | hawse sean the inside of 8 hospital room, | really cen't
ko wihers | woild be without the truly amazing support | hass
recetved and contirue o recsive during my journes.”



Health and Wellbeing

* Specialized Personal Care

* 24/7 Nursing

» Intensive Psychogeriatric
Case Management

for mental health and
addictions supports

» Primary Care*
» Psychiartry support*
* Pharmacy services

Social Drivers of Health

= Stable affordable housing

= Tailored food services to
ensure food security and
nutrition

* Meaningful social connections

» Safety through emergency
response and crisis
intervention

= Property management

Back to Home
Service Model

Behaviour Support

* Individualzed behavioural
support plan

» Capacity building with
front-line team members

and other service providers
* Knowledge exchange with

client’'s circle of care

Life Enrichment

* Individualzed and group
activation

» Life skills

* Resources

* Meaning making

« Cognitive stimulation

* Enhance social connections
and reduce isolation

OFT

COMMUNITY
SERVICES



Integrated Services

[Prowded by LOFT: (Additional support A
provided by hospital and
= Affordable supportive housing integrated partners:
ﬁ = 24 /7 care through our specialized Personal Support
Workers (PSW) team, providing such services as * Primary care
assistance with personal care, essential housekeeping, = Geriatric Psychiatry
laundry services, medication support, escorts to o ‘
appointments and medical assessment and treatment. = Clinical Mentorship for

Nursin
= 24 /7 nursing support - Registered Practical Nurses 'g ‘
L. = Infection Prevention and
» Psychogeriatric Case Managers offer one-on-one support Control (IPAC)
and provide care coordination, crisis intervention, system

navigation and client advocacy. = Nurse Led Outreach Team

(NLOT)

X

= Behavioural Supports to support transitions and residents
with individual care plans and group activities = Pharmacy

* Life enrichment services offer residents opportunities to
enjoy life and ensure that they have access to interesting
and stimulating activities and social opportunities through
regular in-house events and group outings in the community.

% = Meals
» Safety through our emergency response systems




Key Success Factors

Commitment to a Shared Vision

PERSON-CENTERED PARI"I'NNTEE:SHI:;EDAND ENABLERS
TAILORED SERVICES COLLABORATION OF EXCELLENCE
* Flexibility and * Integrated « Skilled teams
tailoring services to partnerships and empowered to
client needs (non- multi-disciplinary problem-solve
traditional details teams and innovate
matter) ) , ) _
* Integration best * Equity Diversity
* Client and family/ practices and inclusion
caregiver-centred o )
care * Building trust *« Commitment
across integrated to excellence
* Evidence-based partnerships and and quality
practices different cultures improvement

* Engagement of
different voices
and perspectives

Culture of Safety [2F T <




Brian’s Story

“| Don't Know Where | Would be Without You!”

My life has been impacted by major iliness and addiction struggles. | have struggled over the years with
substance use and did not always have great insight as to how my use was impacting me physically,
mentally, as well as personally.

Like many others | had good days and bad ones but my real struggles with depression and anxiety began
when my health began to spiraland it seemed like | was not going to pull through. With the amputation to
both of my legs — cardiac issues — the depression was at its lowest. | had lengthy stays in hospitals, in and
out of with no promise of stable housing. The hospital would discharge me to various group homes,
shelter, and HSC/ DOM care funded residences. After one experience having gone to sleep only to wake
up with his clothing stolen. During one hospitalization | was discharged only to be told no one knew
where my hearing aides were. Having very few worldly possessions you can only imagine the impact this
had on me. After each discharge my health would quickly failed, and Iwould end up back in the hospital
with more complex medical issues leading to lengthier hospital admissions.

“I could not find my place, none of these felt like home!” My anxiety was real and was atits worst. |
remember thinking “Is this really where | am going to end up?” “This is not a life!- Not my life!” “Nobody

cared about me — or my needs!” | felt hoﬂ:eless-and lost all FAITH that things would ever get better for me.

| could not ﬁo back to living independently due to my need for accessible housing with physical and
mental health supports.

| spenta good two year living in and out of hospital.

Then LOFT happened! | was filled with HOPE and FAITH. HOPE for the promise of stable housing and
FAITH that my care needs would be met. Could this be true? | thought! Well | moved in to Bradford House
in 2018-and would not want to be anywhere else. | have had opportunities to move on-butin my heart |
am aware that my care needs would not be met as they have been here at Bradford House. The staff are
amazing. | could never say a bad thing about any of it. | have been supported, cared for, and in the
driver’s, seat directinF My Care. With the supports of Bradford House | have been able to stabilize my
health. [t has been a fong while since | have seen the inside of a Hospital Room. | really don’t know where
| would be without the truly ama_zinasu[ﬂ;mrts | have received and continue to receive during my journey.
We need more homes and staff like Bradford House—cause | am sure there are others like me.



Thank You
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