CP Models of Care & Role
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Care Plan Monitoring

Clinical and Preventive Services

» Health assessments and screening System Navigation

- Frailty management Social Prescribing

» Point-of-care testing V)

» Medication management + Supports primary care and home and

+ Preventive care, coaching and health community care in developing,
education ° CP MODELS maintaining and monitoring

« Support for Goals of Care discussion OF CARE individualized care plans, particularly

for unattached and equity-seeking
populations.

+ Addresses non-medical needs
through navigation of social
determinants of health and connection
to community supports.

+ Coordinates services and empowers

@D individuals through health literacy and
system navigation.

Home and Environmental Support
+ Home safety assessments

+ Remote care monitoring

* Proactive early intervention

= Safe Transitions to Home: 24/48-hour post-discharge follow-up to ensure safe return
home

= Timely first contact for acute, non-emergent, and mental health episodes to prevent
ED use

= 24/7 rapid response for non-emergent exacerbations

= Targeted interventions to prevent escalation to 911/ED and enable alternate care
pathways

* Right-place care through mobile services for vulnerable populations (e.g.,
individuals experiencing houselessness)

» Integrated social and medical care in rural, remote, and fly-in Indigenous
communities
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