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 Provost PCN was established in 2006 

 Dr. Erasmus continues to be the physician lead for the PCN

 One of the original PCN initiatives was Geriatric Services; these 
services have continued to be developed and expanded upon 
to the model that we see today



 Why does a small community like Provost fit 
so well into the initiative?

 What do we have to offer as a provincial 
framework?



 We work for one employer OUR PATIENTS

 We help AHS do their jobs better and they in 
turn assist us with doing our jobs to the best 
of our ability

 Duplication of work is unnecessary

 We work Hand-in-Hand



 Saskatchewan patients who call Provost their 
medical home are seen regardless of the lack 
of funding for the PCN





 Our team consists of:  Physicians,
Homecare(PT/OT/Nursing/Speech/Social work), Pharmacy, 
Rehab, Mental Health, Acute Care, Continuing Care, Dietary, 
Geriatric Specialist and Respiratory on a continuing as needed 
basis 



 Pharmacist, Geriatric Specialist and PCN RN 
are funded through the PCN

 Other team members are provided ‘In Kind’ 
hours by AHS

 Approximate in kind hours each month are as 
follows:

 Homecare: 10hrs
 Rehab: 5.5hrs
 Mental Health RPN: 20hrs



 First meeting was held in 2006, in the past decade the 
meetings have grown in attendance from physician, homecare 
and lodge matron to now include several multidisciplinary 
team members

 Monthly meetings are scheduled the first Thursday of each 
month from 930-1130h

 Since 2006 there have been 1174 patients discussed



 Average patient list from 2006-2009 was 14 
patients per month

 Average patient list from 2010- 2016 is 10 
patients discussed at each meeting

From these meetings home visits are made as 
needed averaging 2 home visits each meeting 
day



 Case reviews were developed to discuss community patients who 
are not affiliated with the lodge

 2007 was the first meeting

 173 patients have been discussed since the first meeting

 Average of 5 patients discussed monthly

 Since 2007 average of 3 meetings per year as some meetings are 
cancelled due to holidays and homecare having no patient 
concerns



 Our EMR network has been established so charting and access 
to our systems can be done at all of our meetings.

 Access to recent test results, previous consults or physician 
office visits ensures that proper care planning can be 
completed and eliminates duplications.



 Dr. Anderson comes monthly to complete specialized 
assessments

 Averages 2 patients each month
 Each assessment is scheduled for  1.5hours with physician
 Pre-assessment is completed by PCN RN which takes 1-1.5hrs 

of home visit with the patient and their family, and 1-1.5hrs 
of report preparation time



 From these assessments recommendations are 
given to the patients primary physician and 
families are encouraged to book a follow up 
appointment 1 month after the assessment date 
to ensure that the report from Dr. Anderson is 
available

 If extra blood work, x-rays, CT scans etc. are 
recommended by Dr. Anderson requisitions are 
made that day 

 Referrals to homecare or rehab are completed by 
the PCN RN following the geriatric assessment

 If follow up testing is required in 6 months PCN 
RN completes this testing or refers to homecare 
for follow up of same



 Since in the inception of the Community Partners in 
2006 the lodge has reported increasing resident 
length of stays and increased age of lodge residents

 Average age of residents prior to 2006 was 84 years, 
now the average age is 88 years with 16 residents 
being in their nineties

 Average length of stay is 9-10 years where previously 
it was approximately 5-6 years, currently the longest 
resident stay is 16 years

 There are a total of 60 rooms with an occupancy of 
68 residents





 Since 2006 ambulance trips to the lodge have 
been reduced

 ER visits have been greatly reduced with the 
physicians being available to do home visits

 Clinic times have been scheduled so that home 
visits are possible either through booking with 
the staff in the back through homecare request 
or through blocking off of time by physicians to 
ensure that home visits can be made



 Alex and Clem Kohlman



 The multidisciplinary team collaboration with AHS is truly 
what has allowed the Provost PCN to develop such a strong 
geriatric service. We work well together as a team and all team 
members feel that they can utilize their knowledge and 
expertise in order to meet the needs of our geriatric 
population




