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Introduction 
The Institute for Health System Transformation & Sustainability (IHSTS) gathers, develops and shares 
evidence about British Columbia’s health care system to inform decisions that impact health care 
quality, cost and sustainability. We seek to serve as a valuable resource to health care leaders and 
providers, who plan, deliver and support health services in the province. We collaborate with health 
authorities, clinical and community leaders, policy makers and government. IHSTS develops credible, 
robust evidence our partners can confidently use to improve policy and practice. 

Our projects address issues of quality, cost and sustainability at three levels: 

• System-wide – Big-picture issues that require broad provincial action to achieve long term system 
transformation 

• Inter-regional – Issues affecting more than one health authority in planning, delivering and 
supporting health care services 

• Local – Issues specific to a single region, program or service 

A Roadmap for Home Health 

Improving home and community care capacity and the quality of patient journeys is a priority in BC, 
nationally, and internationally.  

IHSTS initiated a project to help improve home health services in BC, Accelerating Best Practices in 
Home and Community Health, in October 2017. Our goal is to identify and share information on issues 
and best/promising practices for home health across the provincial system, through three phases: 

1) Between November 2017 and May 2018, IHSTS conducted a literature review and interviews with 
subject matter experts to determine different perspectives on the current state of home care in BC, 
including issues and best practices that offer solutions for improvement. 

2) We organized a workshop on June 11 and 12, 2018, in Vancouver, BC—called A Roadmap for Home 
Health: Accelerating Best Practices in BC—to share promising practices and facilitate dialogue with 
stakeholders across the province. 

3) Next, we will conduct additional research and interviews, based on priorities identified during the 
workshop, integrating these new insights with our research so far to produce a Road Map for 
Accelerating Best Practices in Home and Community Care in BC. 

The purpose of the June workshop was to:  

• Bring together key stakeholders in the publicly-funded home health care system in BC—providers, 
administrators, policymakers, family members, clients and advocates 

• Draw upon stakeholders’ insights and understanding of the system’s strengths, opportunities for 
improvement, and aspirations for improved results 
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• Identify and share usable knowledge, within the context of the Ministry of Health’s new policy 
directions for the Specialized Community Services Program for Adults with Complex Medical 
Conditions and/or Frailty (SCSP) 

This Proceedings Report synthesizes key learnings from the gathering to: 

• Provide a framework for investigating evidence-informed options to improve planning, delivery and 
quality of home health services in BC 

• Create a road map towards promising and best practices in home health in BC 

• And, ultimately, enhance quality of care for clients, families and caregivers 

 

 

 

 

 

  

“Every door needs to be the right door.”  

Workshop participant 

“We need to ask ourselves what it would take to provide more choices in home 
support and independent living to empower individuals to direct their own care.” 

Heather Cook, Director, Systemic Reviews and Research, Office of the Seniors Advocate 

“Patients want individual care plans to meet their needs as unique individuals, not 
what health care providers prescribe for them.” 

Annette Garm, Executive Leader, Community Actions and Resources Empowering Seniors 
(CARES), Fraser Health 
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Setting the Scene 
The workshop opened with three presentations to provide the provincial and national context for the 
gathering: 

• Marc Pelletier, IHSTS Chief Executive Officer (CEO) 

What IHSTS aimed to achieve by convening this workshop  

• Nadine Henningsen, CEO of the Canadian Home Care Association (CHCA)  

National harmonized principles developed by CHCA: working together towards sustainable, 
integrated, person and family-centred, accessible, and evidence-based care 

• Kathy Chouinor, Strategic Advisor, Primary and Community Care Division, BC Ministry of Health 

The Ministry of Health’s policy changes for a new approach to home health: the Specialized 
Community Services Program for Adults with Complex Medical Conditions and/or Frailty 

Home Health: Why are we here? 
Marc Pelletier, IHSTS Chief Executive Officer  

IHSTS engages in projects designed to support system-wide improvement in health services, such as the 
BC Centre for Palliative Care, a provincial hub to promote excellence in palliative and end-of-life care, a 
new chronic disease prevention project, and this one, Accelerating Best Practices in Home and 
Community Health.  

This project is an important and timely endeavour, because home health is a central feature of the 
health journey for many people across BC. With an aging population, demand for home health services 
will continue to increase, alongside individuals’ changing expectations for continued independence in 
living at home with support. Studies show a huge opportunity exists to deliver care outside of 
institutions, in the home, to sustain that independence. 

Home health is a central component of a high functioning health system, and key to the success of the 
“patient medical home,” which: 

• Provides longitudinal, team-based care, with family practice at the centre of primary care1  

• Is the direction family practice in BC and across Canada is going 

Home Health can significantly contribute to quality of life and the effectiveness of care, by preventing, 
delaying or minimizing a decline in abilities and by improving health status. This holds true across the 
continuum for a broad range of journeys, from chronic to acute and palliative care. 

IHSTS sees opportunities to accelerate the effectiveness of home health by scaling up successful projects 
through: 

                                                             
1 General Practice Services Committee : http://www.gpscbc.ca/what-we-do/patient-medical-homes-and-primary-
care-networks  
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• Sharing emerging and best practices 

• Removing barriers to change – resources, policy, human, technological 

• Learning from patients and families’ perspectives and lived experiences 

IHSTS is leading this exploration into home health to support an opportunity for significant system-wide 
improvement. We are: 

• Curating the best available evidence on best practices in home health across the patient journey 

• Validating the evidence through this critical review with policy leaders, providers, patients, families 
and advocates at the workshop and through the interviews 

• Sharing and transferring this knowledge to accelerate change throughout the system, through this 
report and the White Paper that will follow 

Defining Home Health Care 

By place of delivery  

Home health care is typically defined by place of delivery, in the home, but the conversation has 
broadened to include other concepts like clinics, long term and assisted living, offices in some 
jurisdictions, mobile units in the street for homeless people, in-reach offices in hospital, and, 
increasingly, virtual care that is independent of place. 

By type of service  

We can also define home health by type of service, including home support through a health authority, 
the scope of which is changing with, for example, some mental health support and renal dialysis 
delivered in home. Case and care management is important to support patient navigation and chronic 
disease management. Nursing, medical and allied health supports include assessments, monitoring, 
assistance with medications, wound care, mobilization, rehabilitation, advocacy and navigation. And a 
range of community-based day programs help people with everything from meals to respite care to 
recreational and social activities. 

By type of patient 

In general, the scope for home health patients is broad, including people in acute care and those with 
ongoing or declining frailty, which can include mental health issues, and often multiple diagnoses with 
complex needs. For the workshop, the patient group is defined as patients managed through home 
health. We will explore opportunities to prevent or minimize frailty. 

By construct 

In an organizational chart, the home health service is the responsible department within the business 
model. However, we have an opportunity to consider a more innovative definition for home health—
based on a broader understanding of patients and families’ needs—to lead to positive system changes 
focused on person-centred care. 
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Harmonized Principles for Home Care 
Nadine Henningsen, CEO, Canadian Home Care Association  

The Canadian Home Care Association provides a national voice for home care. We are dedicated to 
ensuring accessible, responsive home care and community supports are available to enable people to 
safely stay in their homes, with dignity, independence and quality of life.  

CHCA is a non-profit member organization with representatives from provincial health ministries, health 
authorities, frontline service agencies, non-governmental organizations (NGOs), and the federal 
government, all with a passion for home and community care. Many of the organizations represented at 
the workshop are CHCA members. 

Publicly funded home care programs face shared challenges and opportunities across the country:  

• Managing rapid growth in demand with limited resources   
• No national legislative framework is in place, as home health is not covered under the Canada 

Health Act 
• Opportunities for building synergy and sharing best practices to address common gaps 
• Shared Health Priorities: federal-provincial bilateral agreements for new home and community care 

funding  
• And the increasing need for accountability 

The CHCA’s Harmonized Principles for Home Care set a national framework to address these challenges 
and leverage new opportunities for home care across the country. The six harmonized home care 
principles apply to all publicly funded programs across the country:  

• Family- and client-centred care – Clients and their caregivers are the centre of care 
• Accessible care – Equitable and consistent access to appropriate care 
• Accountable care – A shared vision and clear strategy for managing, delivering and reporting on 

client, provider and system outcomes 
• Evidence-informed care – Care is informed by clinical expertise, patient values, and the best 

available research evidence 
• Integrated care – Coordinated planning, delivery and alignment across multiple health and social 

care providers 
• Sustainable care – Provision of care that improves the client experience and achieves health and 

system outcomes in a cost-effective manner 

Making the principles come alive 

CHCA and our partner organizations—the College of Family Physicians of Canada and the Canadian 
Nurses Association—identified a need for consistency in access and delivery of home care services, 
through national consultations to develop Better Home Care in Canada, A National Action Plan, in 2016.  

Consequently, CHCA has created a framework for national principle-based standards that reflects the 
harmonized home care principles, and enables a consistent approach to policy, programming and 
service delivery across the country.  
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These principle-based standards complement current operational and clinical standards already in place 
in many jurisdictions:  

• Principle-based standards provide high level guidelines for policy and programs 
• Operational/service standards establish operating procedures for quality, efficient care 
• Clinical practice standards set clinical guidelines and pathways for optimal patient care 

 

The principle-based home care standards are not rigid, unchanging rules, or inflexible “one size fits all” 
statements. Rather, the standards are: 

• High-level guidelines that support implementation of core home care values 

• Norms for home care policy and service delivery 

• Continually relevant and will improve over time in response to stakeholder expectations 

• Customizable and adaptive to unique populations and jurisdictional needs 

Applying the principle-based home care standards will: 

• Increase accountability in the home care sector 

• Support greater consistency in providing high quality care across jurisdictions 

• Enhance person and family-centred care 

• Enable benchmarking for high quality home care across the country  

• Inform policies, programs and delivery 

• Facilitate identifying, sharing and using best practices within jurisdictions and across Canada 

A framework for principle-based home care standards  

In stakeholder consultations across the country, CHCA asked home care leaders to articulate what the 
principles look like in practice, and identify outcomes jurisdictions would strive to achieve.  

In our BC discussion with home care leaders, we heard a strong emphasis on patient and caregiver 
experiences, which shaped the key priority of assessing patient and caregiver strengths and needs to 
inform care planning and delivery. The importance of comprehensive assessments to enable patient and 
family-centred care is a core consideration for the principle-based standards.   

PRINCIPLE-BASED 

STANDARDS OPERATIONAL/SERVICE 

STANDARDSCLINICAL PRACTICE 

STANDARDS
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Another home care principle is evidence-informed decision making. In our conversations to define the 
core elements of this standard, stakeholders from BC and across the country said, to deliver evidence-
informed care, clinicians need to: 

• Know how to apply research at the point of care 

• Access tools, approaches and resources to apply knowledge  

• Ensure patient and carer’s experiences inform care, as well as research findings 

These concepts are reflected in the core elements for the principle-based standards on evidence-
informed decision-making in home care. 

The CHCA is in discussions with the Health Standards Organization, the sister agency to Accreditation 
Canada, to apply the framework and develop principle-based standards for home care. These standards 
will support and align with the new home care accreditation standards. We hope to engage BC 
stakeholders in the process.  

In addition to our standards work, CHCA is focusing on: 

• Identifying innovative caregiver practices from around  the world through our linkages with the 
International Alliance of Carer Organizations (IACO) 

• Building operational excellence in home-based palliative care through an agreement with Health 
Canada; CHCA wants to consult with providers doing home-based palliative care in BC 

• Developing a white paper on the policy, program and caregiver impact and considerations for self-
directed care 

• Hosting our 2018 Home Care Summit in Vancouver on October 23-24 to discuss and solve wicked 
home care problems 

 

“You are the masters of inspiration. BC has one of the most innovative home care programs in 
Canada.” Nadine Henningsen 
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Primary & Community Care: Provincial Policy Direction 
Changes underway with the Ministry of Health’s Specialized Community Services Program for 
Adults with Complex Medical Conditions and/or Frailty 

Kathy Chouinor, Strategic Advisory, Primary and Community Care, BC Ministry of Health  

The current health system has silos and referral patterns that mean complex patients may visit different 
locations within a community, without information flowing across providers. With this new approach, 
the goal is to focus on delivering care that is organized, integrated, and based on the needs of patients, 
with an improved flow of information for both patients and providers.  

Primary Care Networks 

The Ministry of Health’s vision is to integrate primary and community care across the province, using 
Primary Care Networks (PCNs). Patient Medical Homes (PMHs) will offer team-based family practice, 
and may include physicians, nurses, nurse practitioners (NPs), allied health providers and specialists. 
Groups of these PMHs will form Primary Care Networks, where primary care physicians will link with 
community care and other services in each health authority to provide patient-centred, longitudinal care 
for adults with complex medical conditions and frailty, including seniors. Everyone on the care team will 
follow the same plan, so people providing services are not fragmented in their approach.  

Specialized Community Service Programs  

PCNs will also be linked to new Specialized Community Service Programs (SCSPs) throughout the 
province, primarily managed by the health authorities. Each SCSP will coordinate multiple services in a 
single program to provide community-based care for:  

• Adults with complex medical conditions and/or frailty  
• People with moderate to severe mental health and substance use issues  
• Another Specialized Community Service Program will be developed for cancer in 2018/19 

Continuity among care providers is a priority, so families deal with the same people rather than facing 
constant change. The care team will employ proactive case finding to identify those needing support 
earlier. With earlier identification, we can try to keep complex clients receiving multiple services from 
going into long term care (LTC), by providing support in the community.  

Informal caregivers will have more support and improved access to urgently needed respite services. We 
need to see caregivers as an extension of our clients, because they also need support to continue caring 
for clients. Now, caregivers often end up in crisis in hospital and then get access to respite care. We 
need to create a formal mechanism to identify and reach out to them before this happens. 

Policy drivers 

The Ministry has a number of policy documents driving expectations for the SCSPs: 

• General Policy Direction document for Adults with Complex Medical Conditions and/or Frailty 
SCSP 
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• Supporting Policy Direction documents for Home Support, Residential Care2, Assisted Living, 
Respite Care, and Palliative/End of Life Care 

The Ministry will define what the health authorities need to accomplish in creating team-based care, 
within a Specialized Community Service Program. Each health authority can determine how to 
implement the best approach for the region; for example, urban and rural approaches will likely differ.  

The Specialized Community Service Program design is evidence-based and aligned with accreditation 
standards and the CHCA’s harmonized principles.  

Measuring Success 

Each region’s approach for the Specialized Community Service Program will be measured on outcomes 
achieved in the following areas: 

• Local Development – Establish linkages between the SCSP and Primary Care Network through 
collaborative partnership discussions and stakeholder engagement 

• Leadership – Designate a leader and support structure with accountability for the SCSP 

• Integrated Service Delivery – Integrate services for adults with complex conditions into a single 
program structure, linked to primary care and other SCSPs 

• Team-based Care – Develop interdisciplinary teams—including home support, home health nursing 
and allied services, assisted living, long term, palliative and respite care—and use clinical pathways 
and protocols that optimize scope of practice 

• Single Point of Contact – Ensure access to services is common knowledge among clients, families 
and caregivers through a single point of contact—a “most representative clinician” (MRC) assigned 
to coordinate care and be the regular contact for each client  

• Hours of Operation – Ensure hours of operation meet the needs of communities, so clients and 
families can access a knowledgeable person about their health and care questions as required 

• Digitally Enabled Services – Leverage technology to share documents and care plans, to 
communicate in team discussions on client care and delivery, and to deliver services  

• Appropriate Data Collection – Collect data for mandated primary and community care reporting, 
aligned across the province 

What’s new in long term care home services? 

• 3.36 HPRD – A new guideline with increased care hours per resident day 

• Using long term care homes as a hub in the community – BC will adapt a model that has been 
successful in some parts of Europe, where long term care homes become hubs (for example, to 
deliver community meal and bathing programs) 

                                                             
2 The Ministry of Health decided to change the terminology from “residential care” to “long term care” homes 
across the province, at the request of Indigenous populations. Consequently, we use “long term care” in the 
remainder of this report. 
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• Short stay and permanent bed expectations – We have enough beds in the system for palliative 
and respite care; new approaches with scheduling can reduce workload and create more capacity 
to meet client needs  

• Unscheduled/scheduled facility-based respite care – We will explore communities of practice to 
create a more effective approach 

• Resources not segregated by sector – We need to remove silos between care sectors and explore 
new models of care delivery that create better continuity of care 

What’s new in assisted living? 

• We will broaden the group of people with increasing complexity who can be cared for in assisted 
living developments 

• No limit on the number of prescribed services, up from the current maximum of two  

• Palliative and respite care will be supported in assisted living  

• Assisted living will continue to support people who can direct their own care and don’t need 
unscheduled services from health professionals 

• A new staffing model is being developed to ensure safe, appropriate care; we are looking at other 
jurisdictions to gain insight on the care model and staffing, and will provide training and resources 
to support increased client complexity 

• Formal linkages into the health system, including primary care 

What’s new in home support? 

• Increased time to provide care 

• Home care assistants will be included as members of the interdisciplinary team  

• We’ll develop and test a patient-directed model, adapted from the Netherlands, for adults with 
complex conditions and/or frailty 

• We are considering reinstating instrumental activities of daily living (IADLs) in home support 

• 70% of new funding will go to increase hours for clients at risk of requiring LTC in the coming year 

• 30% will increase services for people after hospital discharge to help them stabilize and regain 
function 

What’s new in respite care? 

• Respite care is a priority for scheduling and service delivery 

• Funding will support increased hours and spaces for Adult Day Programs, and facility-based and in-
home respite care, which will be delivered by the health authorities  

• SCSPs will offer activities to reduce caregiver burden, including support programs and 
risk/screening tools 

• Clients and caregivers will be able to obtain scheduled, unscheduled and urgent care 

• Medication management and admission processes will be streamlined to reduce barriers to access 
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What’s new in palliative and end of life care? 

• 10% of the bilateral funding will go to palliative care 

• Generalist clinicians will have access to consultative advice 

• We are developing 24/7 access to supports  

• All care providers will have access to education, training and orientation 

• We will embed a palliative approach in all care settings 

• Community-based palliative services will be integrated in the system 

• Standardized provincial clinical guidelines and processes will be put in place 

Funding support  

Under the Bilateral Agreement with the federal government, we have new federal and provincial 
funding to provide resources for this significant shift in service delivery, plus: 

• Monitoring/supporting at risk clients who do not qualify for home care service to help them remain 
at home 

• Developing a reablement program so clients develop confidence and skills to carry out activities on 
their own following hospital discharge 

• Having clinical pharmacists in primary care, linked to the SCSPs 

• Funding change management to implement the Specialized Community Service Programs 

• Enabling technology and infrastructure to support alternative ways to offer services  

While many of these ideas are not new and have been happening in pockets throughout the province, 
there is much work to be done locally in the health authorities to create this change system-wide.  

We have heard from some that the scope of change feels overwhelming. Change takes time, and change 
management is an essential element of design and implementation.  

Our goal is to establish Primary Care Networks linked to Specialized Community Service Programs in all 
89 local health areas over the next three years—in part through partnerships and engagement with 
community services like urgent care centres and community health centres—with full implementation 
by March 31, 2021. Review and monitoring will identify and embed best practices. 

Ten communities in BC are currently planning and redesigning services as part of a pilot project. We 
encourage health authorities and communities to bring your best thinkers to the process.  

“These new policies articulate the system we want, not the system we have.” Kathy Chouinor 

Graphic Recordings 

Tanya Gadsby of Fuselight Creative produced graphic renderings of our workshop presentations and 
discussions, which provide a visual summary of each part of the patient care journey. The first one 
below summarizes the three introductory presentations to A Roadmap for Home Health, and the second 
one summarizes the new provincial direction for PCNs and Specialized Community Service Programs.
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Plenary Q&A 

How will younger adults with disabilities needing support access services in the 
community? 

The intent is to have SCSPs develop a model to identify complex clients and populations—both seniors 
and younger adults who need these services—so upstream support can help them live independently in 
the community and prevent decline. The goal is to move away from a paternalistic approach and engage 
clients and families in identifying and driving the services they need.  

As BC moves away from location-based services to focus on patient populations, we will need to look at 
the challenge of having social care for clients and carers, in addition to health care.  

In 10 years’ time, it will be exciting to revisit and see an integrated approach across the continuum. 

How will palliative care be included? 

We know seven of 10 people could benefit from palliative care. The CHCA project is integrated with 
palliative care and will look to BC and other provinces to draw on expertise in various areas, such as a 
palliative approach to care, integrating a palliative care team in the broader spectrum, and medication 
management. 

The policy direction for BC is to embed palliative care, and 15% of federal funding will go to this work. 
The ministry wants to engage the BC Centre for Palliative Care in the discussions on implementation.  

How can NGOs partner with the health authorities? 

NGOs are keen to partner and encourage health leaders to share information on the best ways they can 
be relevant partners as this new model emerges. 

How do we handle risk for clients who resist intervention? 

It was noted that sometimes people choose to live at certain risk level, even though family members and 
providers want to intervene. 

CHCA has just completed two years of work with the Canadian Patient Safety Institute (CPSI) on this 
issue. We reframed the conversation from talking about the level of risk to discussing the level of safety. 
CPSI has produced a guide, Engaging Patients in Patient Safety, to help patients, families and providers 
have conversations about risk and safety. 

Will funding for Primary Care Networks support variation or standardization around the 
province? 

Health authorities can be creative in their approaches to PCNs. For example, some may want to embed a 
home care nurse within the Primary Care Network, while another may keep home care nurses within 
the home care structure and have formal linkages to share information and work collaboratively. At 
present, there is no prescribed model. A range of approaches are being tested across the 10 pilot 
communities and will be iterative. The Ministry will evaluate models that emerge over time, and may 
decide on a best practice model at a later date, based on the evaluations. 
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Accelerating Improvements in Patient Journeys 
We designed this workshop—A Roadmap for Home Health: Accelerating Best Practices in BC—to follow 
the patient’s journey through the health system in four phases:  

Phase A: Primary prevention and community capacity 

Phase B: System entry and navigation 

Phase C: Intake and assessment 

Phase D: Care planning and delivery 

In each phase, we had two presenters share stories of evidence-informed projects to provide food for 
thought for smaller group discussions, where participants: 

• Reviewed changes they would like to make in this phase of the patient journey 

• Discussed learnings from those who have already successfully made changes  

• Explored ways to overcome gaps or barriers to the desired changes 

The smaller groups reported their shared knowledge back to the entire room to identify priorities for 
improvement and change to transform the home health system in each area. 

 

 

 

In addition, this collective wisdom was captured in graphic recordings summarizing the key concepts and 
ideas in each phase of the journey, in their respective sections. 
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Phase A: Primary Prevention and Community Capacity 

Introduction 

Social determinants play an important role in supporting wellness in the community and provide the 
backdrop to service delivery. Financial capacity, housing supports, social connections, access to 
transportation, and more, can have a huge impact on preventing early mortality and morbidity. 

The most effective ways to prevent or slow health decline are broad-based social interventions to 
support housing affordability, adequate income, participation in social networks, and access to 
appropriate transportation and health care. 

Our goal in discussing this part of the patient journey is to draw on participants’ expertise and 
experience to help identify what needs to happen at the policy and practice levels to optimize wellness 
in the community. 

For this phase of the home health journey, two presenters shared stories of innovative efforts to provide 
knowledge that can be used to support clients, families and caregivers: 

• Heather Cook, Director, Systemic Reviews and Research, Office of the Seniors Advocate 
Home Support – Issues and Opportunities 

• Annette Garm, Executive Leader, CARES, Fraser Health 
Community Actions and Resources Empowering Seniors (CARES)  
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Storytelling: Home Support – Issues and Opportunities 
Heather Cook, Director, Systemic Reviews and Research, Office of the Seniors Advocate 

In 2014, BC created the first Office of the Seniors Advocate in Canada, with a mandate to monitor five 
key areas: health care, housing, income supports, personal supports and transportation.  

In talking today about home health challenges, keep in mind the UK recently appointed a Minister of 
Loneliness, due to the impact of loneliness on seniors’ (and others) health and well-being, and how 
people perceive themselves to be connected to community.  

Caregivers and care 

Here in BC, 30,363 clients receive long term home support and have increasingly complex needs in every 
dimension, based on the interRAI assessment tool (e.g., cognitive impairment, dementia, aggressive 
behaviour, activities of daily living (ADLs), and medication management). The average age of individuals 
receiving home support is 83.  

In 58% of cases, adult children are also providing 
care, and this tends to be women’s work. Spouses 
are caregivers in 21% of cases, other family 
members in 12%, and non-family members in 9%.  

Most caregivers are still employed; many are in 
two-income households, caring for children and 
aging parents. Caregiver burden is rising: 31% of 
home support clients had a primary caregiver in 
distress in 2015/16, a 7% increase and equal to 
1,000 more people over the previous year. 

At the same time, average home support service levels are falling, so it is not surprising we hear about 
caregiver burden. Hours per client per year decreased by 3% from the previous year, while the number 
of clients increased by 3.5%.  

“These conditions create a perfect storm: decreases in home support, increases in client numbers and 
complexity, and caregiver distress on the rise.” 

To effectively redesign the home care system, we need to ask the people providing the care at home—
not just the funded providers—what they need and what the issues are, as the system will continue to 
rely on unpaid caregivers to support their family members. 

One area where hours of care have increased is Choice in Supports for Independent Living (CSIL), where 
clients receive funds from the health authority to purchase their own home support services. CSIL can 
be challenging for clients to set up, as the client hires and manages their own caregivers, in essence 
functioning like a small business. Simplifying the requirements for CSIL would enable more people to 
direct their own care. 

We need to ask ourselves what it would take to provide more choices in home support and independent 
living to empower individuals to direct their own care.  
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What’s the right care? 

BC has added 928 new long term care beds in the past five years and just 13 new assisted living units. 
And the data tell us approximately 15% of people moving into LTC could be supported at home or in 
assisted living. Of these, 18% are the target population for home support or assisted living. 

We are increasing capacity in long term care but not in assisted living, and home support increases are 
not keeping pace. By reducing the intensity of home support, with a concomitant increase in client 
acuity, we are shifting the burden to family caregivers, and when caregivers can no longer sustain care, 
relying on the long term care sector.  

We need to flip this approach and provide services that enable people to live at home with support as 
long as possible: 

• Only 51% of people admitted to LTC from the community received home support first (2015/16) 

• Of those receiving home support, 73% had fewer than three hours a day 

• But up to five hours of home support a day is more cost effective than LTC and data indicate is a 
protective factor to LTC admission 

• People receiving home support have a reduced likelihood of being admitted to LTC 

Opportunities to improve 

We should challenge our thinking and redesign the system to meet seniors’ needs in their communities. 
We often forget that many seniors are still vital: 94% of people over 65 years of age do not have 
dementia, 80% over 85 do not have dementia, 35% of people over 85 still drive, 31% of those over 70 
volunteer, and 7% over 70 still work. 

The Seniors Advocate has identified opportunities to improve the system and client outcomes: 

• Set a provincial standard of up to four hours per day of home support and offer CSIL funding as an 
option to every client to encourage individuals and their families to remain at home 

• Simplify the CSIL processes 

• Increase assisted living ability to manage unscheduled care needs before LTC is an option 

• Remove financial incentives for a client to accept a long term care placement before community 
supports are exhausted 

• Provide more caregiver support through: 

- Adult day programs (partner with NGOs and communities) 
- 24/7 support (currently offered in only one health authority) 
- Short term higher intensity options 
- Developing innovative respite services 
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Storytelling: Community Actions and Resources Empowering Seniors (CARES)  
Annette Garm, Executive Leader, CARES, Fraser Health; EXTRA Fellow (Executive Training in Research 
Application), Canadian Foundation for Health Care Improvement  
We know the impact of frailty in Canada is profound. Frailty is the single largest contributor to 
disproportionate use of health care: 5.8 million seniors consume about half of the annual health 
budget—$62 billion—and half of that, $31 billion, happens in the final six months of life. 

In 2014, 16% of our population was over 65 years of age. By 2031, about 23% will be; almost one in four 
people. And we have the highest number of seniors in BC in the Fraser Health (FH) region: 

• FH seniors 65 years and older: 250,000 now 
• By 2034, we expect a 109% increase to 521,694 seniors 

We have to prepare now, given that resources are limited and, most importantly, because it is possible 
to prevent components of frailty. Some pre-frail seniors are becoming frail unnecessarily or too soon. 
What if we could delay or prevent admission to LTC for these seniors? 

CARES is a model for early frailty assessment and management in primary care and a pilot research 
project in Fraser Health. We have been working with researchers at the Canadian Foundation for 
Healthcare Improvement on this evidence-based concept. In fact, the leading research in the world in 
this area is being done in Canada.  

To proactively delay frailty in pre-frail seniors, we have learned from studies that: 

• Performing periodic comprehensive geriatric assessments (CGA) leads to better health outcomes 
for pre-frail seniors  

• Augmenting these assessments with wellness planning and coaching enhances seniors’ natural 
protective factors and can turn seniors’ health around 

• Primary care providers are ideally situated to incorporate proactive and best practices in their daily 
clinical work  

We applaud the Province and others working to redesign primary care within Primary Care Networks, 
because this is the single biggest change we can make to prevent frailty in at risk seniors. 

CARES uses a four-step model in primary care to prevent frailty: 

1) Active case finding for at risk seniors  

The primary care team identifies “at risk” seniors in community, using a score of 3-5 on the 
Rockwood Clinical Frailty Scale and chronic disease management issues. Researchers in the UK and 
Nova Scotia use a range of 3-6 and get better outcomes for seniors who are a bit frailer. 

2) Comprehensive geriatric assessment and frailty indexing (eFI-CGA) 

A physician and nurse complete a Comprehensive Geriatric Assessment in the electronic medical 
record (EMR) to identify seniors who are most at risk of frailty. The CGA looks at the senior’s overall 
level of functioning in the community, and can be used to assess other adults with chronic disease 
as well. 



A Roadmap for Home Health: Workshop Proceedings Report 

August 2018  Page | 21 

The team generates a Frailty Index at the point of service to support individualized care planning. 
Seniors are usually much frailer than they report; this tool enables primary care providers to get an 
accurate read and measure over time. 

3) Wellness summary/community referral 

A summary of the CGA is shared with the senior, who is referred to a community health coach as 
part of their Wellness Plan. 

4) Intervention: health coaching 

The senior receives free health coaching over the phone for up to six months to address frailty 
issues with nutrition, exercise and social engagement. The coach helps seniors develop healthy 
behaviours and access resources they need to stay well and independent. Then we repeat the eFI-
CGA at six months to review the impact of coaching. 

Benefits & Outcomes of CARES 

• Seniors age well and risk for frailty is decreased 
• Acute care and emergency department (ED) use is reduced  
• Care provider’s experience is enhanced 
• Admission to long term care is delayed 
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This pilot project—the only one of its kind in Canada—shows we can improve the health of seniors if we 
catch frailty earlier.  

Our team has been awarded a $1.4 million Canadian Institute of Health Research (CIHR) grant to 
research the validity of the electronic frailty index tool, so we can measure if the intervention is moving 
seniors away from frailty and, if so, broaden its use. 

We are in the midst of a paradigm shift from patient-centred care to patient-driven care. Patients want 
individual care plans to meet their needs as unique individuals, not what health care providers prescribe 
for them. The future lies not in sending seniors to LTC and acute care—although these are valuable 
supports—but in leveraging NGOs, community services, technology. And then, hopefully, we will see our 
parents staying at home longer.  

Emerging opportunities in primary prevention and community capacity 

Workshop participants identified strengths, opportunities and promising practices to address gaps and 
barriers, and improve primary prevention and community capacity in the home health system, by 
considering three questions: 

• What improvements can we make to increase wellness in the community? 

• How can we address social determinants of health in civil society to increase wellness in the 
community? 

• How can we intervene to sustain health as people age, and delay or prevent frailty and 
vulnerability? 

Here are their recommendations: 

Improve access to information and resources among clients, families, caregivers and 
providers 

Clients and caregivers need ready access to understandable knowledge on services and programs. We 
need to raise awareness to support prevention, including strategies to reach more vulnerable 
populations. And it’s important to start raising awareness among younger people as well, to encourage 
healthy lifestyles that lead to healthier aging, as everyone will get older eventually.  

Increasing awareness of the Caregiver Support Line and coaches available through Family Caregivers of 
BC is important, so caregivers find out sooner than the current average of four years. And care providers 
need to avoid using jargon and acronyms in conversations with patients or care partners, which are a 
barrier to understanding. 

Some specific suggestions included: 

• Share information via multiple places in the community (e.g., seniors’ centres, grocery stores, 
doctors’ offices, libraries, etc.)  

• Offer programming in some seniors’ centres 

• Expand the caregiver helpline 24/7  
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• Use a multidisciplinary approach to support families, with home care nurses, allied health workers 
and physicians all delivering information 

Increase access to transportation to enable participation  

Making transportation available is crucial; if people can’t get somewhere in the community, they won’t 
go. Access to transportation is becoming a bigger issue, as volunteer drivers are in short supply and 
some are experiencing burn out. We also need to address transportation costs, particularly with rural 
and remote access to community-based supports and home care.  

Expand community-based programs that help prevent frailty and promote health  

Increasing our investment in early prevention of frailty can leverage wellness in the community. Look 
into ways to address loneliness to prevent declining health, and support caregivers to prevent burn out. 

Workshop participants suggested we bring people together at the local level to identify gaps related to 
increasing wellness (e.g., doctors, patients, caregivers, NGOs, pharmacists, etc.).  

Some specific suggestions included: 

• Redesign adult day programs: 

o Change the funding model to increase access  

o Build the model around a community setting to make it more affordable 

o Use resources in the community, like recreation centres and NGOs, to capitalize on community 
capacity and expand programs 

• Take a more proactive approach with target populations like we do with well-baby checks; do well 
senior checks for older adults to follow them as they age 

• Create easy access showering facilities in the community to give seniors the dignity of more than 
one shower a week 

Create community connections and partnerships  

Collaborating with community groups can create synergies and stimulate cross-pollination of ideas 
among agencies. Building better social connections within the volunteer sector can strengthen capacity 
and empower people. However, many groups don’t have capacity for primary prevention in the 
community and will need funding support.  

Participants suggested capitalizing on existing initiatives before launching new ones (e.g., BC Healthy 
Living Alliance and Better at Home), and fostering cross generation connections among youth and 
seniors. 

Some specific suggestions included: 

• Draw on “wellness umbrella” examples from small communities (e.g., cross generation community 
dinners to support socialization) 

• Deliberately support communities to develop compassionate communities (in collaboration with 
the BC Centre for Palliative Care) 
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• Teach and fund local organizations to deliver workshops on frailty prevention and aging 

• Incentivize local governments to design services that enable healthy communities (e.g., Richmond is 
into a second five-year plan for community wellness) 

Improve access to social determinants that help support wellness  

We need to bring a holistic approach to health and wellness, and reduce barriers to accessing healthy 
food, exercise, affordable housing, and other social determinants. Developing a culture of intentional 
social networking can build awareness, support and connections for seniors living on their own.  

We can learn from rural and remote areas where people are more creative about roles, because they 
have to make do with less and adapt in ways that work for a particular community.  

Some specific suggestions included: 

• Invite groups to come together to discuss integrated community wellness (e.g., housing, school 
boards, health providers, etc.) 

• Explore opportunities for health authorities and BC Housing (and other agencies) to collaborate and 
share resources to:  

o Support seniors in accessing appropriate housing  

o Prevent homelessness so terminal patients aren’t dying in the street instead of at home 

• Work with NGOs to reinstate homemaking services  

• Address issues with food safety and isolation (e.g., fund people to make community meals at 
community centres, which would be more cost-effective than programs like Meals on Wheels) 

 

“If you want to be a healthy, wise 80-year-old, you need to start at 30. We need to talk to people 
about a lifestyle of healthiness so they can be active seniors.”  

Workshop participant
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Phase A: Primary Prevention and Community Capacity 
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Phase B: System Entry and Navigation 

Introduction 

For patients and family members, the journey starts with system entry and navigation and we know 
these areas can be confusing and challenging for people. 

For this phase of the home health journey, we had two presenters who shared stories of community-
based programs serving clients, families and caregivers in BC: 

• Maria Howard, CEO, Alzheimer Society of BC 
Dementia in BC: Building a Community of Care 

• Barb McLean, Executive Director, Family Caregivers of BC 
Accelerating Caregiver Friendly Health Care 

Following the presentations, workshop participants considered three questions: 

• What improvements would you like to see and why? 

• What are your learnings around what works in current processes for system entry and navigation? 

• What gaps or barriers exist to making improvements to system entry and navigation, and how 
might we effectively address them to make desired changes? 

For all these questions, participants considered how changes and improvements might meaningfully 
integrate the lived experience of patients, families and caregivers.  

We have summarized their reflections and ideas for emerging opportunities starting on page 30.  

 

“As health care workers, we find the system so complicated we can’t find answers on system entry and 
navigation. How do we expect other people to navigate this?”  

Workshop participant 
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Storytelling: Dementia in BC: Building a Community of Care 
Maria Howard, CEO, Alzheimer Society of BC 

The Alzheimer Society of BC has a vision of a world without Alzheimer’s and other dementias, where 
people no longer have to worry about this disease. Until then, we want people with dementia to feel 
safe, have knowledge and feel included, so they can continue to contribute to the community. Before 
there is a cure, there has to be care. Care is the building block to change one’s thoughts and behaviours 
and to change research and the health system. 

Measuring the impact of dementia 

More than 50 million people around the world have some type of dementia, with over half a million in 
Canada, and more than 70,000 people in BC living with dementia. The annual cost to Canadians to care 
for those living with dementia is estimated at $10.4 billion. 

One in four Canadians believes friends and family would avoid them if they were diagnosed with 
dementia. Yet a person is diagnosed with dementia every 20 seconds. And over 60% of people with 
dementia live in the community, so it’s important to think about how we can support them and their 
families and partners. We can all affect how people living with dementia experience the journey. 

A recent study asked people about their attitudes towards dementia, and over half said they would not 
tell anyone if they were diagnosed. Only 5% said they would reach out for health care, which shows 
there is still a stigma about what it means to have dementia. People with the illness often feel excluded 
or treated differently.  

When we talk to families, people need help with the bus, the bank, accessibility, going for a walk in the 
park. Dementia is not just a health care issue and we need other sectors at the table to find solutions. 

The Alzheimer Society of BC supports people at any stage of the journey—home and community care, 
assisted living, and long term care—through a number of programs: 

• First Link® Dementia Helpline; we connect people with dementia and their care partners to support 
services and information  

• Dementia education programs for people with dementia, their families and friends 

• Family caregiver and early stage support groups 

• Minds in Motion® fitness and social program for people with early symptoms of dementia and a 
friend, family member or care partner 

• Training workshops and online tools for health care providers on behaviours and how to support 
people with dementia 

It will take a movement to change perspectives on dementia and it will take all of us to make a 
difference. So we encourage everyone to reach out, have the conversation, and help people on the 
dementia journey.  

 “We want to spark the idea of a dementia-friendly society.”  
Maria Howard 
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Storytelling: Accelerating Caregiver Friendly Health Care 
Barb McLean, Executive Director, Family Caregivers of BC 

Family Caregivers of BC (FCBC) is a non-profit organization dedicated to the well-being of family 
caregivers. We have been doing this work for 29 years; for the past four with funding from the Ministry 
of Health’s Patients as Partners Initiative. Sixty percent of our Board members must have caregiving 
experience. 

Our mission is to improve the quality of life for family caregivers, with information, support and 
education, and to strengthen their voice in the health system. We see a future where family caregivers 
are recognized, valued and supported as partners in care. 

A caregiver is a family member or friend who provides care and support to someone living with disease, 
disability or frailty. Care comes in many forms, from personal care to shopping, cooking, financial help, 
care coordination, system navigation, medication management, transportation, emotional support and 
reassurance. As Nadine noted, women do much of this work. 

FCBC has three pillars:  

• Education – Includes webinars and workshops, presentations and resource development 

• Caregiver support – Includes one-on-one support and caregiver coaching, information, referral and 
navigation, support groups/circles, and an online resource centre 

• Health system collaboration – Participation to improve the health system and embed family 
caregivers in person and family-centred care, as well as in research and condition-specific 
organizations 

Our Caregiver Support Line provides one-on-one emotional support and can help people access any of 
our services. On average, it takes four years for a caregiver to learn there is support. 

FCBC participates in efforts to advance patient and family-centred care throughout the system. We are 
asked to participate in committees and research, such as Patients as Partners and health authority 
committees, Shared Care, Better at Home Reference Group, Compassionate Communities, and the 
Community Based Seniors Sector Leadership Council. 

How big is caregiving? 

When we talk about home care, we need to ask, “If home is best, who’s at home?” 

• More than 80% of caregiving at home is families and friends; system changes must incorporate 
identification and support for this group 

• 53% of these seniors are as complex as those living in LTC, although they remain at home 

• We have 1,348,760 caregivers in BC and almost 690,000 in Vancouver: 

o 20% who cared for a spouse experienced financial difficulties as a result of their caregiving 
responsibilities 

o 34% reported feeling depressed 
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• A new and growing group: 12% are young caregivers looking after a parent, sibling or 
grandparent—some experience a fear of being “taken away”—and are a highly invisible caregiver 
group 

• 75% of caregivers also work, almost 1,012,000 million people who juggle a job, caring for parents 
and sometimes kids 

• Family caregivers contribute more than $25-26 billion and 242 million hours of unpaid home care in 
Canada 

• Family caregivers are partners in health care: 97% of home support clients have a family caregiver, 
who put in 10 unpaid hours to every paid hour of home care  

Impact of caregiving on health 

Caregiving is a health issue; the consequences can be dramatic, in addition to the financial impact from 
lost income and extra costs: 

• Depression and anxiety 
• High levels of stress 
• Chronic health conditions at twice the rate of general population 
• Hypertension 
• Compromised immune system 
• Back injuries (parallel to the musculoskeletal injuries seen among health care providers) 
• Insomnia 

We face some challenges in supporting family caregivers. Caregivers don’t self identify and will say 
they’re fine over and over until they burn out, because the focus is naturally on the care recipient. One 
time offers of help are usually not accepted. We have to shift the health system culture to identify, 
support and include caregivers, recognizing that diversity and geography can impact needs. 

Caregivers are the ones who help us meet targets to reduce emergency department visits and improve 
utilization stats, such as reducing days in hospital and avoiding LTC.  

One approach to caregiver inclusion is to bundle support, making it more efficient, effective, and highly 
accessible: 

• Adult day programs 
• In home respite 
• Out of home respite 
• Emergency respite 
• Caregiver support (one-on-one, peer groups and 

networks), coaching and education  

Shifting to caregiver friendly health care 

We have to shift the culture, from caregivers being invisible, unsure and excluded, to identifying, 
supporting, and including caregivers in the health system.  
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As a nation we need to prepare, so people know “what to expect when you are a caregiver,” just as we 
help parents prepare for pregnancy as a normal stage of life. 

This model requires a new care team triad of patients, providers and family 
caregivers intertwined within the system. The new Ministry of Health 
direction calls for team-based care within primary care networks, with 
greater inclusion of caregivers. In Circle of Care, the Doctors of BC have also 
committed to including caregivers as partners in care. 

Caregivers have been invisible for so many years; it is exciting to see a 
strategy that includes them in BC for the first time. 

FCBC surveyed caregivers to find out what matters most to them, and discovered most health care 
providers don’t check in:  

• Has a health provider ever asked you what you needed to care for your relative or friend?  
- 72% said no 

• Has a health provider ever asked you what you needed to ensure your own health?  
- 76% said no  

Caregivers wish providers knew it was okay to ask, so please do, and refer them to us.  

Caregiver friendly examples  

Educating health care professionals is a top priority for FCBC. Here are some ways care providers can 
make the system more caregiver friendly: 

To accelerate patient and family-centered 
care 

Health care providers can:  

• Write and say, “patient and family” 
• Place FCBC rack cards in clinics 
• Adopt a “Better Together” Family Presence Policy in 

hospitals 

To develop Primary Care Networks Health care providers can: 

• Include family caregivers on committees  
• Ask family caregivers for feedback 
• Involve caregivers in individual case planning 

To address clinician moral distress seeing 
the burden on family caregivers  

Health care providers can: 

• Provide FCBC materials for clinicians to use for referrals: RX 
Pads, rack cards, newsletters 

To enhance the skills and knowledge of 
health care professionals and family 
caregivers 

Health care providers can: 

• Access FCBC webinars  
• Hold on-location Lunch & Learns  

“The roadmap forward for caregivers is to identify, support and include them in the home health 
system.” Barb McLean  
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Emerging opportunities in system entry and navigation 

Workshop participants identified strengths, opportunities and promising practices to address gaps and 
barriers and improve system entry and navigation in the home health system in BC: 

Improve caregiver inclusion and support 

We need to identify, support and include caregivers in the health system, and see the whole family as 
the client in primary, home and community care.  

We also need to shift system thinking about respite from being a place—someone placed in a bed—to 
being an outcome—an emotional break related to overall quality of life for the family—and increase 
access. We need to hear the voices of caregivers and figure out how to help them cope. 

Caregivers need to understand the importance of and right to accompany a family member to GP 
appointments. We need to develop a checklist protocol for the medical office assistant (MOA)/physician 
to include caregivers. When the caregiver is in the loop, it’s easier to implement whatever the GP 
prescribes.  

Some specific suggestions included: 

• Provide a caregiver education package from Family Caregivers of BC through family doctors’ offices 

• Increase access to respite support: 

o Create urgent respite care in the community to make room for emergencies 

o Change the arbitrary 30-day respite rule; it is a barrier to access 

o Offer more social programs to give caregivers a break 

• Train staff in motivational interviewing and listening skills; ask caregivers what support they have 
and what their tipping point is 

• Consider revisiting a “wives club” program approach:  

o Funding for a group of women caregivers caring for their husbands provided support to 
socialize, cook together, spell each other off for naps, etc. 

o When funding was cut, three of the six women were in care within a year 

Make system access and navigation more flexible and responsive  

Build the entry process around the patient rather than the rules, and rethink how data drives what’s 
needed; let’s flip it and have what’s needed drive what we do. Reintroduce a customer service approach 
to home care, with support for care teams to be less process-centred and more client-centred. 

We need to tailor intake to suit the local setting, so we offer universally accessible but individualized 
care: what works in Vancouver will not necessarily work in Fort St. John.  
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Design the system to build resilience in people accessing support in each community. We also need to 
identify system changes required to balance protection of privacy with the need to increase 
communication and connections—with NGOs and other services like acute care and general 
practitioners (GPs).  

Some specific suggestions included: 

• Explore what lessons can be learned from other models: 

o Investigate flexible ways to help clients access services from new roles in palliative care 

o Learn from the holistic midwifery model for seniors health: midwives have clear, directional 
protocols, provide lots of support, do check ins after the baby is born, and provide an 
incredible level of care in the home  

o Learn about building relationships and partnerships from rural communities 

• Address barriers to sharing information associated with protection of privacy: 

o Overcome the issues of linking with EMRs  

o Adapt success in rural patient portals to other settings, including urban 

o Investigate how to share information with partners, First Nation communities and other 
stakeholders 

Educate and empower everyone 

We need to help people plan for the future—right now too many families are just barely coping. Focus 
attention on how to gain and maintain trust, and then rebuild trust if it is broken.  

Educate health care providers about different sectors’ roles, so when people ask where to go for service 
we are able to tell them. 

Some specific suggestions included: 

• Empower clients, caregivers and families to be proactive: 

o Provide an online tool for self-assessment, family assessment and planning  

o Help people use this tool to be prepared in urgent situations, rather than reacting to crises 

o Learn from CARES: plan to have a safety net in place for situations when a primary caregiver 
gets ill or doesn’t recover 

 

 “Imagine a world where we can consolidate information on service providers in a single provincial 
access point. Imagine the possibilities.”  

Workshop participant 
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Phase B: System Entry and Navigation 

 

Day 1: Reflections & Themes 
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Phase C: Intake and Assessment 

Introduction 

Intake and assessment is an important part of the journey for patients, families and professionals. How 
people enter the system varies across the country, the province, and between communities. We also see 
variation in who gets service and what kind of service. Even though everyone strives to make care 
evidence-based, variation is usually a flag for improvement.  

The presentations and discussion in this phase are intended to identify: 

• Opportunities where we can make improvements 
• Ways to involve and empower patients and families in self-assessment 
• How technology tools can help to reshape our processes 

For this phase of the home health journey, two presenters shared stories about research into the ways 
seniors access home and long term care, and a pilot project exploring the effectiveness of a central 
intake model, an approach already identified as an emerging opportunity during the first day of the 
workshop: 

• Kim Nuernberger, Program Consultant, Analytics and Special Projects, Canadian Institute for 
Health Information 
Seniors in Transition: Exploring Pathways across the Care Continuum 

• Catherine Barnardo, Director, Clinical Operations, Community Services, Surrey, Fraser Health 
Central Intake, Home and Community Care Services 

Following the presentations, workshop participants considered three questions: 

• What improvements would you like to see and why? 

• What are your learnings around what works in current processes for intake and assessment? 

• What gaps or barriers exist to making improvements to intake and assessment, and how might we 
effectively address them to make desired changes? 

We have summarized participants’ reflections and ideas for emerging opportunities starting on page 42.  
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Storytelling: Seniors in Transition: Exploring Pathways across the Care 
Continuum 
Kim Nuernberger, Program Consultant, Analytics and Special Projects, Canadian Institute for Health 
Information (CIHI) 

Our report, Seniors in Transition: Exploring Pathways Across the Care Continuum, came out in July 2017. 
Let’s explore some of the findings that can add to our conversation:  

• The seniors population, particularly 75 years of age and up, is growing: 

o Over the next 20 years, the population 75 and up will more than double 
o The rate of growth for this group is accelerating: we will see the same rate of increase in the 

next eight years as occurred in the previous 20 years 
o We now expect to add about 25,000 more people in this age group every year  

The pace of change was the reason behind this project, and means the way we have delivered services 
for seniors in the past also needs to change. The future will look very different than the past. 

We examined four questions: 

• How many seniors who enter long term care might have been able to be supported in home care? 

• What are the key factors that influence entering long term care? 

• How does being assessed in a hospital influence long term care admissions? 

• Do wait times in alternate levels of care (ALC) differ depending on the service seniors are 
discharged to? 

To build a longitudinal cohort for the study, we: 

• Linked three years of assessment and acute data (2012-13 to 2014-15) from a number of sources: 
interRAI, interRAI-HC (home care), and CIHI’s databases, the Home Care Reporting System (HCRS), 

Continuing Care Reporting System (CCRS), Discharge Abstract Database (DAD), and Ontario Mental 
Health Reporting System (OMHRS) 

• Obtained data for 35 health regions within six jurisdictions 

• Included seniors 65 years of age and up, with an initial assessment and minimum of one additional 
assessment 

• Established a cohort of approximately 60,000 seniors; about 9,000 from BC 
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Data locations 

The study is a pan-Canadian review to the degree possible with 
the data. There are some gaps, however: we had information for 
Winnipeg only in Manitoba, and no data for sparsely populated 
regions in Saskatchewan, Northern Health in BC, Quebec, the 
Northwest Territories, Nunavut, or the Maritimes. 

We had a 
working 
group of 

representatives from the health regions and 
ministries in the participating jurisdictions to 
guide this project. 

Building care trajectories over time 

We started from the point of an initial 
assessment, where care needs and eligibility are 
determined, and followed seniors’ trajectories 
forward in time. In the first year we found: 

• 60% who had initial assessment leading to 
home care remained in home care 

• After a period of receiving home care, 24% of these individuals transferred to long term care from 
home care, in the year after the initial assessment 

• 16% of seniors went directly to long term care following the initial assessment 

Our findings 

1) Up to 30% of seniors entering long term care following an initial assessment could have stayed at 
home with the appropriate support: 

• The overall total in BC was lower at 21% 

• 22% of seniors scored low to moderate on the MAPLe (Method for Assigning Priority Levels) 
assessment of ADLs, cognitive performance, risk, falls, etc.: 

o Home care would have been more appropriate than long term care for this group 
o The figure was somewhat lower in BC at 15% 

• Other sub-populations with needs that could have been addressed in the home were: 

o Physical needs – 19% overall; 14% in BC 
o Dementia and light care needs – 11% overall; 9% in BC 
o Lighter care needs – 4% overall; 2% in BC 

2) Certain factors influence the odds of entering long term care: extensive functional impairment, 
moderate cognitive impairment, living alone, caregivers who can’t continue, wandering. But the 
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biggest predictor of entering LTC is having an initial assessment done in hospital, which increases 
the odds 6.4 times. 

3) ALC length of stay is longer for seniors waiting to return to the community with home care support, 
than for those waiting for a placement in long term care. There was a greater variety of challenges 
involved with people waiting to return to the community, such as installing safety equipment in the 
in home, coordinating across agencies, or having a caregiver available at home. 

Key messages 

• Over the next 20 years, the older seniors’ population is expected to grow at an unprecedented rate, 
so we need to focus on what we can do differently. 

• Organizations across Canada are all striving to provide the best care for seniors. This project is 
intended to provide data and insights to support decision making about seniors care, not to fault 
seniors for being in the wrong place. 

• There are opportunities to better match client needs to level of care with appropriate community 
supports. 

• Being assessed in hospital strongly influences the probability and speed at which individuals enter 
long term care.  

 

“Up to 30% of seniors entering long term care following an initial assessment could have stayed at 
home with the appropriate support.”  

Kim Nuernberger 

 

 

  

These CIHI products are available online: 

Seniors in Transition: Exploring Pathways Across the Care Continuum 

Methodology Notes 

Seniors in Transition web tools and downloadable data tables 

Infographic: Seniors’ needs and care settings: Improving alignment 

Infographic: Canada’s seniors population outlook: Uncharted territory 

Whiteboard Video https://www.youtube.com/watch?v=5xHuYbK0JD4 
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Q&A 

These findings can inform the approach in acute care 

Workshop participants commented that the findings reflect the experiences of home and community 
care providers, who feel pressured to conduct assessments right away to move people out of ALC beds.  

This project has enabled the acute care sector to see the unintended consequences of assessing in 
hospital. If an individual is not in an optimal state in hospital, it is important to wait and have them 
return home before doing an assessment. 

Can we determine why caregivers were unable to continue from the data? 

Although this question is posed on the initial assessment, the variables for caregivers are very limited 
and don’t indicate why people can’t continue. It was noted that this could be an area of future study. 

Do you see differences across provinces in who performs the assessment: hospital staff or 
community staff going into the hospital? 

Yes, we know from the working group that there are provincial variations, but this information was not 
captured in a standardized way to incorporate into the project. 

With the new SCSP model, assessments will occur in the community. 

Health authorities will require time and resources to support the shift to assessing in the community, 
with the Specialized Community Services Programs. These assessments will evaluate a person’s ability to 
be independent when support is provided.  

Work is being done in Saskatchewan with transitional care teams to ensure appropriate support during 
interim periods, such as post hospital release and pre-home or long term care.  
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Storytelling: Central Intake, Home and Community Care Services 
Catherine Barnardo, Director, Clinical Operations, Community Services, Surrey, Fraser Health 

Fraser Health serves a population of 1.6 million people, from Burnaby to Hope to Boston Bar. We have:  

• 22,000 staff, 2,500 physicians and 6,500 volunteers 
• 12 acute care hospitals 
• 7,760 residential care beds 
• Mental health and public health care, home and community care services  

We established the central intake service in July 2013 to address: 

• Variation in practice for managing referrals across offices  
• Different levels of knowledge about how to connect with the right services in the right place at the 

right time  

Our goal was to create a single point of entry to home and community care services in FH to: 

• Standardize process and workflow 
• Enhance access and simplify system navigation 
• Improve customer service 
• Improve efficiency 
• Improve accountability for quality 

Scope of service 

The Home Health Service Line processes all calls and referrals for 14 home health offices in the region, 
which involves: 

• Operating 12 hours a day, seven days a week  
• Staffing with clerical and nursing professionals 
• Serving 15,000 home and community care clients 
• Processing over 30,000 referrals a year, most from hospital, some from families, caregivers and 

neighbours 
• Receiving about 50,000 calls annually; about 70% result in a service request 
• Managing waitlists for 19 adult day programs  

We do an initial screen with a questionnaire to determine what the caller needs, and: 

• Help with navigation and information by directing people to our home health offices, or redirecting 
them to other health services or community agencies 

• Assess and identify potential safety risks for staff in the home  
• Determine the best site for service assessment, whether a clinic or the client’s home 

“This has been a journey of learning and continuous improvement.”  
Catherine Barnardo 
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Setting service priorities 

For a long time, we didn’t know the priority level of clients coming into home health. Now with the 
central intake line, we use standardized guidelines for setting priority levels from one to six.  

When we determine the urgency of need, we assign priority, which allows us to measure wait time by 
each office, profession and priority level. For the first time, we have data on home health waits, which 
helps identify areas for improvement. 

We recently added a new function for waitlist management, largely as a result of work done by the 
Office of the Seniors Advocate, which began requesting wait time data for adult day programs a couple 
of years ago. We worked with OSA to centrally manage our data collection in this area. 

Benefits 

• Having one phone number to call is a huge relief for all and eliminates confusion 

• Standardization of processes has streamlined work flow and generated efficiencies, so we were 
able to expand service hours within current resources 

• Improved customer service: we use interactive technology to track all calls, so if questions arise 
about accuracy or responsiveness, we can track a particular referral, time, etc., and identify any 
inadequacy 

• Enhanced transitions with acute care and eliminated delays in turnaround time to get service 

• Developed knowledge of services and expertise in customer service training  

Future development 

With the emergence of Primary Care Networks, we will need to be flexible, refine the service model, and 
adapt to service changes at the local level.  

We will fine tune our performance metrics with system redesign to measure for continuous quality 
improvement, including follow up with clients and families about their satisfaction levels. 

Q&A 

How long does it take between sending a referral and a client receiving care? 

The response time depends on the urgency; anything urgent is within 12 hours. Staff members have 
clear guidelines on determining urgency; for example, palliative referrals are always urgent. Or a 
discharge treatment regime with IV monitoring requires someone to go in immediately. Risk to the 
client is based on the assessment, if services are not provide within 12 hours or 24 hours, etc. We obtain 
additional clinical information to determine risk, as needed. 

How many staffing positions are required to manage the volume of calls? 

A general sampling level would be three to four clerical staff and seven to nine Licensed Practical 
Nurses, Monday to Friday. 
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Emerging opportunities in intake and assessment 

Workshop participants identified strengths, opportunities and promising practices to address gaps and 
barriers and improve intake and assessment in the home health system in BC: 

Develop provincial standards for intake and assessment 

We need to reach provincial agreement on priority standards for home and community care intake and 
assessment; then standardize the process for patients and caregivers to prevent asking people the same 
questions over and over. A family member should be present during the assessment whenever possible, 
and we need to ensure caregivers can participate in the interRAI assessment tool. 

Starting the intake assessment process further upstream in the GP’s office—with case finding at that 
point—would enable doctors to flag patients who are starting to struggle. 

Participants recommended adopting the CARES approach of assessing the family, not just the patient, 
across the system, with a standard or expectation for follow up when a caregiver is in distress. We need 
to screen caregivers to assess how they are and level of burn out. CARES has a spectrum of resources 
available for follow up, depending on the acuity of caregiver need, so we don’t end up with two at-risk 
or frail people (since the caregiver is often a spouse of similar age as the client). 

Some specific suggestions included: 

• Include caregiver assessments as a standard practice at the beginning of intake 

• Set up central intake for PCN areas; some jurisdictions are currently working on this with priority 
ratings of low-medium-high 

• Consider making interRAI the standard assessment tool, or one of a number all could agree on  

• Map the role of paramedics in doing assessments, providing care, or both 

• Explore using the palliative care assessment as a model (e.g., it contains questions designed to get 
information needed keep a person at home) 

Create a central intake service as a single point of access to care and resources 

Workshop participants recommended establishing a central service line for home and community care, 
mental health, chronic disease, and post-surgical services, aligned with primary care as a hub. 

Clients, families and caregivers would all benefit from a central access line—like HealthLink 811—with 
the ability to provide information on local resources and refer people to services in real time. Central 
intake could also be used to increase access to community-based services, programs and NGOs that 
mitigate risk and/or support wellness.  

In addition, we need to ensure a centralized system is founded on human-centred design, so the 
mechanical parts of intake and assessment also bring the voice of the people involved—patients, 
families and providers—to the fore. Embed learning for providers over time. 
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Some specific suggestions included: 

• Designate a single clinician as the contact, and give patients and families a single number to call 

• Follow patients as they move through the system, with comprehensive geriatric assessments, 
populating the interRAI 

• Provide translation services (e.g., Punjabi, Cantonese, Mandarin)  

Proactively prevent admission to long term care 

To proactively keep people at home, we need to streamline processes and have physicians and home 
health nurses use specialized tools as close to home as possible.  

In addition, we need to support a cultural shift in messaging so everyone in acute care, from food 
services to clinicians, focuses on optimal outcomes related to going home from hospital, rather than 
negative messages about going into care. 

Integrate change management and evaluation in processes 

Invest in change management support and resources, and then use metrics as part of a Plan-Do-Study-
Act (PDSA) cycle.  

Some specific suggestions included: 

• Use performance metrics like Fraser Health did to evaluate effectiveness, such as:  

o How long do clients wait to get care after the initial contact?  

o How many ED visits and bed days are avoided with home care? 

o How many times do patients and caregivers have to repeat their story to different clinicians? 

• Learn from the Langley Linked Model, which invested in change management to support a culture 
shift and built team capacity to assess: 

o As a result, members of interdisciplinary teams moved from, “It’s out of my scope of practice,” 
to “I’m in!” 

Develop strategies to address human resource issues 

An important consideration is the impact of staffing levels in planning; no matter how good the system 
or people on a central intake line, without enough staff to see people, the system doesn’t work. 
Consequently, we need to design recruitment strategies to address chronic staffing shortages in LTC and 
community care. One idea is to start working with high schools to attract more students to enrol in care 
aide and nursing programs. 

“The future will look very different than the past.” 
Kim Nuernberger 

“Let’s shout out for forums like this that involve stakeholders, patients, NGOs, and the Ministry of 
Health to discuss pathways as part of a change process.” 

Workshop participant 
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Phase C: Intake and Assessment 
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Phase D: Care Planning and Delivery 

Introduction 

In planning this workshop, we looked into models of care in BC, Canada and other countries, as well as 
the new provincial framework for the Specialized Community Services Program for Adults with Complex 
Medical Conditions and/or Frailty.  

With the model of care, our challenges as health leaders include: 

• Is the care model for home health well articulated? 

• Are there multiple, appropriate care models for different populations? 

• How should home health shift to accommodate the patient medical home? 

• Does the model effectively support chronic disease management?  

With care delivery, we need to consider: 

• Have we done enough with care mapping to understand patient and family journeys? 

• What are the most important delivery system changes we need to implement to better meet these 
needs? 

• What is the plan for digital tools to support these journeys now and into the future? 

For this phase of the home health journey, two presenters shared stories about an innovative model 
using nurses to care for patients at home, who also link with interdisciplinary primary care teams, and 
ways we can harness technological change to improve care and outcomes: 

• Deborah Luciak, Clinical Project Lead, Integrated Primary and Community Care, Fraser Health 
Primary Care Service: Fraser Northwest Division 

• Dr. Brendan Byrne, Chief Innovation Officer, Telus Health, and Co-Founder of FIRSTEP 
How technology will support care planning and delivery 

Following the presentations, workshop participants discussed three questions: 

• What improvements would you like to see and why? 

• What are your learnings around what works in current processes for care planning and delivery? 

• What gaps or barriers exist to making improvements to care planning and delivery, and how might 
we effectively address them to make desired changes? 

We have summarized participants’ reflections and ideas for emerging opportunities starting on page 56.  
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Storytelling: Primary Care Service: Fraser Northwest Division 
Deborah Luciak, Clinical Project Lead, Integrated Primary and Community Care, Fraser Health 

Three years ago, a group of family doctors in the Fraser Northwest Division of Family Practice hired a 
nurse to see frail elderly patients on behalf of the GPs. This “Nurse Debbie” pilot project was incredibly 
successful, so we decided to replicate it on a larger scale.  

Now called the Primary Care Service (PCS), we have a close partnership with the same family practice 
division, Royal Columbian Hospital, Eagle Ridge Hospital, Queen’s Park Care Centre, and New 
Westminster and Tri-Cities Home Health Offices. Our team includes: 

• Family physicians/NPs  
• Registered nurses (RNs) 
• Licensed practical nurses (LPNs) 
• Social workers 
• Administrative staff 

Physicians from various clinics identify 
patients over 19 who are frail elderly, 
health-compromised, or home bound. 
They send a referral, and we attach a 
Primary Care Nurse to these patients. 
The nurse provides case management 
for wrap around services. RNs are 
assigned to a specific number of GP 
practices to help patients navigate the 
system and provide direct care. 

The integrated Primary Care Service model is: 

• Patient-centered – Population and client health needs determine the services delivered 

• Integrated and seamless – Streamlined services are provided through a single point of access 
under the primary care home structure 

• Inter-professional – Our multidisciplinary team works collaboratively to provide health services  

• Comprehensive – We support our patients with access to a range of quality primary care services 

Key features of the PCS model 

This model puts a sense of urgency into home health that wasn’t there before, given that people are just 
at home. Now, if someone calls to say their mom is not acting right today, the nurses are responsive and 
visit to prevent a crisis, rather than waiting to react to one. The PCS model: 

• Supports close, collaborative working relationship with the GPs 
• Builds strong relationships with clients and families 
• Requires a high degree of trust and confidence in the clinical judgements of the nurse 
• Streamlines the work flow to reduce unnecessary delays and/or duplication 
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What does success look like?  

Patients and clients with complex care needs: 

• Deal with fewer people, and have one primary care nurse handling most of their care and a 
collaborative relationship with the GP 

• Receive timely, responsive wrap around care, which is important to protect their health  
• Remain in their home environment and achieve better health outcomes 

For GPs and the Division of Family Practice, the PCS: 

• Streamlines and reduces the burden of communication with the team structure 
• Enables GPs to care for more people or provide better care for those who need it 
• Prevents burnout with the additional support of a team 
• Improves and protects patient health 
• Connects and responds to patients with high needs in a timely manner 
• Achieves “one source of truth” for patient documentation in the EMR, accessible to the 

interdisciplinary team 
• Ensures consistency in patient care for different points of interaction in the health system 

For Fraser Health and the health system, the PCS: 

• Minimizes unnecessary ED visits and hospital admissions (e.g., the original model had 375 patients 
enrolled for two years and averted 369 ED visits) 

• Removes barriers to discharge 
• Will achieve having no unattached patients by 2019 
• Provides role clarity and minimizes overlap in roles 
• Achieves better patient care with one person providing most of the care 
• Creates a lean process so services can expand within current funding 
• Sets out clearly defined accountabilities  
• Supports continuity of care and patient advocacy  

Q&A 

Does the model integrate the role of family caregivers? 

The Primary Care Service is currently involved in a research project with Trinity Western University 
looking into quality of life for clients and the family. We are just starting to see some results so we can 
move forward on the findings. We know caregivers may not tell providers they are lonely, and the 
assessment can miss these nuances. We have an opportunity for people to fill out surveys that give us 
more information. As a result of one, we did an intervention with a client who was feeling sad and 
alone, because there is more to care than physical care. 

What is the role of a primary care social worker?  

A social worker brings the ability to address broader needs that are not necessarily physical, related to 
social determinants like housing and mental health issues, etc.  
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Storytelling: How technology will support care planning and delivery 
Dr. Brendan Byrne, Chief Innovation Officer, Telus Health and Co-Founder of FIRSTEP 

There is growing recognition that technology is crucial to support patients, families, care teams and 
individual clinicians in care planning, communication and decision making. But the Information 
Technology (IT) currently in use emphasizes the patient record, and has not evolved to reflect patient 
and family-centeredness, workflow and team models. 

An increasing pace of change 

We believe people are surrounded by all sorts of disruptive forces and tend to gravitate to certain ones. 
Change is moving so fast that no expert can tell you what to do. Start-ups and innovators see these 
forces through a different lens, when they:  

• Decide what they believe is true today 
• Decide what they believe will be true tomorrow; how these key forces of disruption are most likely 

to unfold 
• Place bets, based on what they believe to be true 

Innovators see patterns in the disruptive forces and their intuition leads them to a big idea. 

Telus Health’s primary partner is FIRSTEP, where we work with innovators to gain these insights. We 
help health organizations view the forces of disruption through the lens of start-ups and innovators to 
tap into innovation. Our aim is to provide technology that connects health care practitioners to one 
another and to their patients. 

Macro forces impacting health care 

There’s an app for that – An explosion of digital apps and services is disrupting almost every business, 
and will continue to accelerate exponentially for the foreseeable future. 

Digitization of health – Digital health processes should transcend time, distance and presence, and are 
often confused with an EMR, which is not a digital process; it’s a digital 
record of health. 

Health care, wellness and betterment (HWB) – We tend to associate 
health care with managing disease and wellness with prevention. This 
traditional view of health care makes it difficult to envision the full 
scope of impact from digitization. Health is more than the absence of 
disease. Well-being and betterment reflect the aspirational language of 
optimization and performance. The World Health Organization’s (WHO) 
definition of health encompasses all of this.  

Pace of innovation in HWB – The digitization of health will continue to accelerate, with an ever 
increasing supply of new technologies, health apps and services (all promising improvements over other 
options). 

WHO definition: Health is a state of complete physical, mental and social well-being and not merely 
the absence of disease or infirmity. 
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Digital platform explosion – Hundreds of companies and billions of dollars are going into digital 
platforms in health care, wellness and betterment: 86% of Fortune 500 companies have health care 
strategies. These platforms—the software or hardware of a site—will enable people with HWB jobs to 
interact with solutions needed in their jobs. Platforms will also be expected to make it easy for apps and 
services to access data silos and be compliant with rules for privacy, security and encryption. 

Shift to consumer centricity – Health systems around the world are under pressure to shift away from 
a system-centric view toward a more consumer-centric view. Consumers and patients are, in large part, 
driving this change by pushing legacy health systems to deliver both efficacy and an improved user 
experience. The coming generation of seniors wants access to health care in the same way they 
consume other things in life. 

Shift to community-centric care – In most developed nations, the need for care has outgrown capacity, 
and the combination of demographics and rising chronic disease virtually guarantee demand will 
continue to accelerate. It’s not practical for health care systems to build enough capacity, so they will 
increasingly shift care delivery away from a central model toward a more community-centric approach. 

Rising rate of diabetes – The rate of growth for diabetes has been increasing steadily and will not slow 
in the next three to five years. Instead, it will continue to increase at roughly the same rates we’ve seen 
in the last three to five years.  

Financial pressure on health payers – The rise in diabetes, and other chronic conditions, escalates 
pressure on health payers, combined with rising costs for both the scope of what’s covered and 
diagnosis and treatment. There is no clear end in sight, so these unsustainable financial pressures force 
a shift in thinking to: 

• Reduce the scope of what we pay for, and/or  
• Reduce the cost of diagnosis and treatment, and/or  
• Reduce the rate of disease through prevention 

We expect payers to ramp up efforts to pull all three levers. 

Shift to prevention – Given the rising rates of chronic disease and ever increasing demand for 
resources, stakeholders across the health system are realizing the need for prevention strategies.   

Rise of digital therapeutics – The number and adoption of virtual therapeutics are increasing rapidly, as 
these solutions address all three levers. 

Coaching explosion – With so much information available, many consumers will turn to trusted coaches 
to personalize and make sense of it. Coaching is a rising trend, powered by technology and supported by 
health care professionals. Coaches can help with accountability and provide a human interface to the 
complex health system.  

Health organizations will recognize health coaches can be more effective in one-on-one communication 
with consumers than specialized professionals. Funders will recognize having coaches play this frontline 
role is more cost effective than using physicians or nurses. At the same time, some consumers will 
continue to seek their own coaches from outside the health care system for wellness or betterment. 
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Rising user expectations – Consumer expectations are rising dramatically, primarily as a result of user 
experiences with the best digital apps and services on smartphones, tablets, etc. We believe the need 
for practitioners to focus on improving the user experience will escalate over the next three years, not 
just because of patient frustration, but because it will lead to better health outcomes. 

Health care culture – Practitioners’ workflow is optimized for current standards of care and 
remuneration policies. We believe practitioners will not adopt emerging innovations in health until they 
see a direct benefit for their practice. Said differently, we do believe practitioners will adopt incremental 
changes that simplify processes and measurably improve outcomes. 

Sensors in health care, wellness, betterment – Consumers have adopted wearables and stationary 
sensors that will add data and help shift HWB from a system-centric view toward a consumer-centric 
view, because the consumer is the one with the power to allow data access.  

Learning algorithms are increasingly critical to optimize apps and services by looking for patterns and 
insights that elude humans due to the sheer amount of data. These algorithms have the potential to 
deliver remarkable improvements in efficacy and return on investment, one health job at a time.  

Health data is sovereign – The need to protect data is not going away. The term “sovereign data” is 
particularly relevant in health, where some countries literally view health and genomic data as a matter 
of national security.  

The big question 

We cannot continue to do things the same way. What are the forces that will shape your organization 
and how are they most likely to unfold over the next three to five years? These ideas are intended to 
help you reimagine your approach.  

Q&A 

How do we remain optimistic about the future with the technical challenges in current legacy 
systems that can’t talk to each other? 

It’s easy when we look at the capabilities coming forth with predictable analytics and digitized health 
care capacity to transcend time, distance and presence. For example, we have devices in our homes that 
can track functionality and we don’t have to be present. The challenge is to find pockets of change and 
try something different; Nurse Debbie is a good example.  

The record of big IT systems is dismal, and the idea of putting everything into one system is 20-year-old 
technology; it’s not how people are building systems today. We build platforms that function, decrease 
friction and link things. 

In a system with scarce resources, how can people make smart decisions about sourcing and using 
technology that protects data? 

First, the health system needs to source technology from local entrepreneurs. Place some bets and look 
for the good, not the great. Use technology to support frontline people to be their best. And free up 
coaching time for people to interact, with compassion, empathy, problem solving and creativity. 
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Emerging opportunities in care planning and delivery 

Workshop participants identified strengths, opportunities and promising practices to address gaps and 
barriers and improve care planning and delivery in the home health system in BC: 

Empower clients and caregivers to set their own direction in care planning and delivery 

We should commit to collaborative care planning with the client, family and GP across all transitions—
not just “read access” to their files—but with opportunities to provide actual input and make changes, 
as we move toward Primary Care Networks. Have providers bring a strengths-based approach to 
working with clients. 

Provide services based on evidence and client input to keep seniors living health lifestyles in the 
community. Participants stressed the importance of asking clients and family caregivers what they need 
for support, and building flexibility into the system to design care based on each person’s needs, 
because one size does not fit all.  

Organize group visits to engender the ability of patients to help one, like the Northern Health physician 
group visits that bring patients with similar chronic conditions together (and streamline GP time). 

Integrate self-management and early intervention approaches 

We need to engage clients and caregivers in setting self-management goals as part of care planning, 
using a team-based approach. For example, link clients with the University of Victoria – Institute on 
Aging and Lifelong Health and Self-Management BC’s program to help people self-manage chronic 
conditions in each health authority. The program involves a six-week intervention—every component is 
focused on practical suggestions to decrease frailty (medication management, exercises, etc.)—and a 
physician recommends follow up if needed. Programs are also offered for Indigenous, Chinese and 
Punjabi speaking clients. 

And investigate the self-management program in Hong Kong, which has branches for cancer, diabetes, 
home care, etc., with nurses who handle cases and educate people to help them increase wellness. 

Support clinicians in developing patient-centred skills 

Train health staff and clinicians to use motivational interviewing across the system, so everyone gets 
comfortable asking clients and caregivers about their goals for living and for health. A person and family-
centred toolkit is currently in the works and can help support this learning.  

In addition, staff would benefit from educational opportunities to learn about self-management 
strategies and skills (online training is available). And we need to make the value of the interRAI relevant 
to frontline clinicians, so they can share results with doctors using a common language, which is 
currently an issue. 

Explore coaching to build supportive relationships with clients 

Workshop participants recommended we expand the coaching concept in clinical practice, with coaches 
helping guide clients with their health and well-being, access to services, and implementing care at 
home.  
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Changing the way we use language—from assessing and monitoring to coaching and checking in—can 
also help us be more aware of what wellness means to seniors; then we can help them achieve their 
wellness goals. 

Some specific suggestions included: 

• Build on the strengths of effective coaching models already in place in BC: 

o Expand the CARES program approach to coaching support 

o Learn from the caregiver coaching program at Family Caregivers BC, where coaches support 
caregivers using an action planning approach  

Learn from the holistic First Nations approach to care planning and delivery 

We can learn from our Indigenous partners’ community-driven, holistic wellness model. Participants 
suggested we explore and adapt the ways Indigenous communities integrate care planning and delivery 
at the community level. Some specific examples from the Lower Nicola Indian Band included: 

• Involving elders and their families in care planning, asking what gives them strength and what is 
important in their wellness journey, essentially a motivational interview 

• Having a single person act as the hub, attending client visits to plan care, organizing all the services 
(e.g., home care, occupational therapy, optometrist visits every three months, foot care), reviewing 
charts with health care workers, working closely with housing services 

• Holding a monthly staff meeting on care planning  

• Linking with the Elders Program, which has an elder who makes home visits to provide one-on-one 
support, and runs a meal program 

• Making services as enjoyable as possible for clients: 

o For example, to make a simple bath more enjoyable, the Lower Nicola Indian Band’s Health 
Centre has a biomat clients can lie on for a half hour afterwards, uses healing crystals, plays 
soft music, and offers people a glass of water; people come just because of the approach 

Invest in technology that enables interdisciplinary teams to deliver client and family-
centred care 

We can expand the use of platforms like telehealth to increase access in rural and remote areas that 
don’t have specialists. For instance, Northern Health has no geriatrician, but patients can have regular 
conversations with geriatricians via telehealth. Coordinating care using technology in this way lowers 
costs, coordinating time and travel time.  

We need to address gaps in ability to share information with technology that enables providers to 
access real time patient data. To make this happen, we have to work towards seamless integration of 
electronic health records (EHRs) and GPs’ EMRs, with inter-operability. Part of this process involves 
creating incentives for physicians to work collaboratively with health authorities. Then we can use the 
EMR as a centralized repository for information and remove duplication. 
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Participants also recommended investments in promoting technological innovation. 

Some specific suggestions included: 

• Learn from health care technology models in various jurisdictions: 

o In some areas and companies, nurses come into the home with iPads, enter charting while 
there, and the family has access through a portal 

o FH has implemented inter-professional assessments in Maple Ridge, where the first person in 
the home gathers information to embed in an electronic assessment, which shows up in 
system and is shared 

o FH is also developing a physician summary template that can be pushed to the EMR, and can 
pull from inter-professional assessments  

o Maple Ridge is currently setting up staff with mobile hotspots, so they can take their laptops 
for assessments in the community 

o The Unified Clinical Information System (UCI) bridges two systems in Maple Ridge 

o Northern Health has experienced nurses mentor new nurses with palliative patients but no 
palliative experience, via Skype, during home visits with clients 

• Explore using technology to increase access in First Nations communities facing a shortage of 
services 

• Digitize the interRAI assessment 

• Expand use of Pixalere wound care software, which is a fantastic tool 

• Explore an end of life algorithm to guide doctors in asking assessment questions and, thereby, build 
palliative capacity among GPs 

• Investigate a UK initiative called ada, a triage app that uses an evidence-based algorithm to assess 
symptoms and urgency and direct people where to go; something similar with 811 could be useful 

• Link to Ability411, developed by CanAssist at UVIC, which will come out in fall 2018: 

o The website will enable seniors, caregivers and health care providers to ask for help finding 
assistive technologies, when they are unable to find an appropriate solution on their own 

• Provide a patient portal where caregivers and clients can make appointments, see their care 
journey, etc., like a Tripadvisor for health services or an app for your health authority: 

o Recognize not everyone is tech savvy, so education and support will be needed 

• Resource locally developed technology through crowd sourcing, drawing on talent from the tech 
hub in BC 

• Find research-based web resources we can direct clients to and help empower them to be in charge 
of their care plan 

• Consider developing an app for self-assessment/management for health authorities to use; bring 
the idea to a hackathon to see what develops 
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• Connect with parkinsons.net in developing a frailty network hub in western Canada, where 
patients, families, doctors and clinicians can all access resources on frailty  

Enable systemic change across home and community care  

Providers agree with the new home and community care concept and approach, but will need time and 
resources to adjust to the changes. To support change in a systemic way, we will need to employ a 
change management approach in our work across the board, from leaders to frontline staff. 

We need to engage home care workers as the cornerstone of the home health system; they support 
clients in meaningful personal ways day-to-day and help reduce social isolation. 

Shifting to a value-based approach in home and community care will focus on desired goals and 
outcomes, rather than the current emphasis on completing a series of tasks for a series of clients. This 
approach would involve: 

• Training staff to use social determinants of health to create and evaluate approaches 
• Inquiring about the patient’s story, not their condition/disease 
• Asking about the patient’s goals, rather than what tasks need to be performed 

Participants also suggested we partner with innovative programs to achieve synergies, and broaden the 
scope of our collaborative efforts to include: 

• Public health practitioners who provide services for the same population 

• Non-traditional practitioners like chiropractors and acupuncturists, as clients reach out to them 

• Leaders from contracted services to influence their participation in making innovative changes 

• GPs to address the fee-for-service model (e.g., explore the Northern Health model with physician 
offices, which is not based on fee-for-service) 

• The provincial project exploring the use of paramedics in palliative care:  

o Paramedics can do health checks (diabetes education, blood pressure) 
o Paramedics respond to many calls, especially in places in places with not enough home nurses  

Some specific suggestions included: 

• Order Being Mortal by Atul Gawande for every doctor in the province to help us better integrate 
end of life care as part of the continuum; see the documentary here  

• Help patients make informed choices about procedures they want performed as they age (e.g., the 
Choosing Wisely Canada model) 

• Identify better resources to deliver rehabilitation services than in acute care (e.g., a chronic 
health/disease program that operates in the community) 

 “Everybody needs self-management skills.”  
Workshop participant 

“Use technology to support frontline people to be their best.” 
Dr. Brendan Byrne 
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Phase D: Care Planning and Delivery 

 

Day 2: Reflections & Themes 
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A Call to Action 
We wrapped up our Roadmap for Home Health workshop with a plenary discussion, where three of our 
presenters reflected on their learning at the event, as an individual, on behalf of their organization, and 
for accelerating improvement in the home health journey. 

Kathy Chouinor, Strategic Advisory, Primary and Community Care, BC Ministry of Health  

We’ve been working for two years to conduct research and create policies for a new direction in the 
Specialized Community Services Program for Adults with Complex Medical Conditions and/or Frailty. 
Now we are sharing the content, and I am encouraged by the way this approach is resonating with 
people who bring a grassroots operational perspective, which is such an important level. Your 
motivation and enthusiasm for improving home health motivates me. 

Number one on my list is to take your feedback on the need for a personal care funding mechanism—
giving clients the opportunity to choose between a self-directed and home care-directed approach—to 
the Ministry and advisory group to inform operational decisions. 

Nadine Henningsen, CEO, Canadian Home Care Association  

One point that resonated personally is to involve clients and caregivers in all we do at the association. In 
the beginning, middle and end of all our conversations, we always need to stop and ground ourselves 
with them, no matter what we are doing at the time. 

I commit to having the CHCA host a national dialogue on 
strategies and actions to support caregivers to address this 
important issue identified at the workshop. 

In addition, the CHCA is holding two summits in October 
2018, one in BC, to examine wicked home care problems. 
With the new SCSPs, providers here are challenged with the 
wicked problem of teasing apart and putting the system 
back together in a new way, with self-directed care, home-
based palliative care, enablement and more. We can help 
by tapping into national and international connections to 
bring ideas from around the world to this work. 

At the other summit in PEI, we can explore another wicked problem discussed at this workshop, the 
need for preventive care, building community capacity, and forging links with NGOs and community 
groups. We will live stream the event for those who cannot attend in person. 

We will keep identifying and sharing best and promising practices—like integrating self-management 
throughout the home care process—to share what is happening here with other jurisdictions and also 
share what is happening elsewhere in Canada with you. And we will leverage our: 

• National contacts at Health Canada to start planting seeds to shape and fund projects that advance 
the home care priorities we have discussed 
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• International contacts in our monthly conversations with other countries 

As you move into action with Primary Care Networks and Specialized Community Services Programs, our 
harmonized principles will help frame your work.  

Marc Pelletier, IHSTS Chief Executive Officer  

We have attained an overarching sense of alignment in BC, with this important work to accelerate 
change in home health journeys. I feel positive about the Ministry’s direction, about shifting the 
emphasis to community-based care, about the expertise, drive and passion in the room. We are on the 
right track, doing the right work. We’re no long just talking about change; we are taking action to move 
the system in a meaningful direction for clients, families, and providers. 

Participants’ Voices 

“I learned we would like to see all care providers be able to take … self-management workshops. Then 
they can then use these tools with clients and allow clients to be their own self managers.” 

“I feel there is a wealth of NGO organizations, and we are not even at the tip of the iceberg in using their 
resources in our care planning to tap into what’s available.” 

“I know I need to look further into these policies and make sure I’m practicing the best I can.”  

“I am truly grateful having been a caregiver, and hearing thousands of stories about how it feels to be 
invisible, unsupported and not included, to feel for the first time in history this level of attention and 
support for this population, through policy and the spirit in the room.” 

“I leave you with one provocative thought as this project comes together: consider being a catalyst for 
change, by creating a number of improvement collaboratives focused on pieces of this work. There is 
such energy in the room; this may be a way to bring that together.” 

 

“As a person who receives care, I am so encouraged to hear how dedicated you all are, and really 
appreciate you including us … and asking for our voice.” 

Workshop participant 

 

 

 

  



A Roadmap for Home Health: Workshop Proceedings Report 

August 2018  Page | 57 

Appendix 1: Workshop Participants 

Barbara Lindsay BC Alzheimer’s Society 
Maria Howard BC Alzheimer’s Society 
Carolyn Tayler BC Centre for Palliative Care 
Heather Davidson BC Ministry of Health 
Kathy Chouinor BC Ministry of Health, Senior Services 
Nadine Henningsen Canadian Home Care Association 
Kim Nuernberger Canadian Institute for Health Information 
Maria Emilia Coutinho Caregiver Representative 
Jennifer Scarr Child Health BC 
Barb MacLean Family Care Givers of BC 
Barbra Narsaiya First Nations Health Authority 
Antonina Garm Fraser Health Authority 
Ava Turner Fraser Health Authority 
Catherine Wiebe Fraser Health Authority 
Catherine Barnardo Fraser Health Authority 
Deborah Luciak Fraser Health Authority 
Eunice Cho Fraser Health Authority 
Fran Hensen Fraser Health Authority 
Leanne De Romeri Fraser Health Authority 
Naomi Agbebaku Fraser Health Authority 
Sandra Drieschner  Fraser Health Authority 
Sheri Chamberland Fraser Health Authority 
Wendy Magnusson Fraser Health Authority 
Yasmeen Sayeed Fraser Health Authority 
Claude Roberto Institute on Aging and Lifelong Health 
Courtney Kang Institute on Aging and Lifelong Health 
Janet Bauer Institute on Aging and Lifelong Health 
Adrienne Kehl Interior Health Authority 
Deborah Preston Interior Health Authority 
Karen Carniello Interior Health Authority 
Shannon Statham Interior Health Authority 
Irene Howe Lower Nicola Indian Band 
Sherry Sawka Northern Health Authority 
Tim Rowe Northern Health Authority 
Heather Cook Office of the Seniors Advocate, Province of BC 
Heather-Shana Burke  Patient Representative 
Jenneke Francke Patient Representative 
Sofia Luna Osorio Patient Representative 
Susanna Leung Patient Representative 
Laura Kadowaki Simon Fraser University 
Brendan Byrne  Telus 
Christine Basque The Arthritis Society 
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William Hall University of British Columbia 
Colleen Moberg Vancouver Coastal Health 
Monica Needham Vancouver Coastal Health 
Nellie Hariri Vancouver Coastal Health 
Shannon Hopkins Vancouver Coastal Health 
Doreh Mohsenzadeh Vancouver Island Health Authority 
Elaine Vance Vancouver Island Health Authority 
Wilma Loberg Vancouver Island Health Authority 
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