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Ministry of Health Role

Overall responsibility for ensuring that quality, appropriate, cost-effective and timely health
services are available for all British Columbians

Working in conjunction with health authorities, health care providers, agencies and other
organizations, the Ministry guides and enhances the Province’s health services to ensure that
British Columbians are supported in their efforts to maintainand improve their health

Provides leadership, direction and support to health service delivery partners and sets
province-wide priorities, goals, standardsand expectationsfor health service delivery by
health authorities

Leadership roleisaccomplished through development of province wide health system policy,
legislation and professional regulation, funding decisions, negotiatingand bargaining, and
accountability framework for health authorities

BRITISH
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Health Services in BC

Canada Health Act (federal) governs work of the Ministry and
establishes conditions the provinces must meet in order to receive
federal funding contributions towards provincial health insurance costs

The Ministry oversees provincial legislation and regulations governing
provision of health carein B.C. such as:

o Medicare ProtectionAct, which provides the parameters for benefits under
the Medical Services Plan and for enrollment and payment of practitioners

o The Health Professions Act, which regulates 26 health professions in British
Columbia

The Ministry directly manages a number of provincial programs and
services including:
o Medical Services Plan, which covers most physician services

o PharmaCare, which provides prescription drug insurance for British
Columbians

o BCVital Statistics Agency, which registers and reports on vital events such
as a birth, death or marriage

g
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Seven Provincial Health Authorities

Organizations primarily responsible for health service delivery

Five regional health authorities deliver a full continuum of health
services to meet the needs of the population within their
respective geographicregions:

o Vancouver Island (Island Health)

- Vancouver Coastal

- Fraser
Interior

o Northern
Provincial Health Services Authority manages province-wide

specialized health programs/services for cancer, disease control,
renal, transplant, cardiac, ambulance

The First Nations Health Authority provides services previously
delivered by Health Canada’s First Nations and Inuit Health
Branch, Pacific Region, with a mandate to focus on improving
wellness

o

P
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Regional Health Authorities
Receive global funding from the Ministry

Public health, hospital care, integrated primary and
community care:
o Mental health and substance use

o Home and community care ( $2.9Bin 2015/16)

¢ $1.089B community (home health and assisted living)
» S$1.860B residential care

o Primary health care
Deliver many services directly

Also contract with not-for-profit and for-profit service
providers for a wide variety of services

Provide grant funding to many community organizations for
partnerships

Work collaboratively withgglygdcians and surgeons

BRITISH
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Other Partners in the Health System
(seniors’ services)

Ethnic/cultural
organizations; senior’s
centres; seniors’
organizations;

e.g. Alzheimer Society of BC;
BC Hospice Palliative Care
Association; United Way of
Lower Mainland

e.g. Denominational
Health Association;
BC Care Providers

Own and operate Association

health services:
hospitals, care faciliti
assisted living
residences

Laboratoryand Physicians

Diagnostic and Surgeons

Services
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Legislation and Regulations

Prescribed programs and the fees to be assessed
for services

e Continuing Care Act
o Continuing Care Programs Regulation

o Continuing Care Fees Regulation

* Home Support
 Assisted Living
* Residential Care

 Hospital Insurance Act
o Hospital Insurance Fees Regulation

P
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Other Relevant Legislation

* Health Authorities Act
 Community Care and Assisted Living Act

o Community Care and Assisted Living Regulation ( list of prescribed
services)

o Assisted Living Regulation (1 — 2 prescribed services)

o Residential Care Regulation (3 or more prescribed services)
* Hospital Act
* Health Care (Consent) and Care Facility (Admission) Act

http://www?Z2.qov.bc.ca/qov/content/health/accessing-health-care/home-
community-care/accountability/legistation-governing-seniors-care

)
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Publicly Subsidized or Private Pay Services

Publicly Subsidized Services:

e Are accessed through the health authority;

* Are accessed by the individual/representative who meets
general provincial eligibility criteria and agrees to participate in
a formal assessment that is conducted by their
health authority and are assessed as having needs that can be
met by the services;

e Are subsidized by the Ministry of Health and administered and
delivered by the health authorities and other contracted
providers; and

 While individual preference for service is considered, the
individual’s need as determined by a formal assessment is the

primary consideration in determining which service is provided.

P
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Publicly Subsidized or Private Pay Services (conti)

Private Pay Services:

* Are accessed by the individual directly from the
service provider;

e Each individual can shop and compare for services
that best meet their needs and preferences;

» All aspects of service provision are agreed to by the
individual and the service provider; and

 Government does not provide any financial
assistance to individuals or service providers for the
service.

P
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Home and Community Care Service Providers —

Public/Private

_—

_fHospitaI Actﬁ

Assistéed Living Extended
Care

Residential Care Hosp|'ta|s/ Hospitals
Units

.

Unregulated care proMmes, group homes,

home support agencies

BRITISH
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Key Reports on Seniors Care

* Aging Well in British Columbia, Premier’s Council on Aging and
Seniors’ Issues, December 2006

 Ombudsperson’s Report on Seniors Care: Best of Care: Getting
it Right for Seniors in British Columbia”, February 2012

o Covered Home and Community Care in general, and home
support, assisted living and residential care services

o 149 findings and 176 recommendations

* Office of the Seniors Advocate — multiple reports on a wide
range of issues related to seniors including care and
information resources

e Other organizations such as the BC Care Providers Association
and the BC Law Institute also publish reports on seniors care

e
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Home and Community Care
Services

P
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Purposes of HCC Services

Post acute care
Maintenance for stable clients

Long term supportive care for less stable
clients

Palliative and End of Life care

Respite for caregivers

P
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HCC Services

Home Setting
Includes Supportive
Housing and Group Homes

Assisted Living Setting

Personal Care Services
24/7 Emergency Response
Meals, Laundry,
Recreational/Social Activities and
Housekeeping Support

Home Support Services
Adult Day Programs
Health Services for
Community Living
Choice in Supports for
Independent Living

Services Across Community Settings
Community Nursing Care
Community Rehabilitation
Social Work
Pharmacy
Quick Response Teams
Home Oxygen
Facility Access and Transition
Dietician Services

Services Across All Settings

Residential Care Setting

24/7 Professional Supervision
Nursing Care
Medical Coordination
Personal Care Services
Rehabilitation
Activities Programs
Social Work
Dietician
Meals and Housekeeping

Palliative and End-of-Life Care, Case Management

——
BRITISH
COLUMBIA
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HCC Services

* Home Health Services
o Case Management
o Community nursing and community rehabilitation

o Home Support (including Choice in Supports for Independent
Living - CSIL)

o Adult Day Programs

e Assisted Living
 Residential Care

* Hospice

* Palliative Care and Benefits

)

BRITISH
COLUMBIA 17

Page 20 of 358 HTH-2017-73839 S1



Accessing HCC Services

e Referrals through:

o Physician, hospital or other agencies
o Family or friend
o Self

* Health authority case manager/health
professional determines client’s:

o eligibility for services

o health care needs through an interRAl Home Care assessment (for
long-term clients)

o amount of client rate towards cost of services (if a fee applies)

P
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Home Health Services

Case Management

Community nursing and community
rehabilitation

Home Support (including Choice in Supports

for Independent Living - CSIL)
Adult Day Programs

BRITISH
COLUMBIA
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Case Management

* Delivered by health authority staff - usually registered nurse,
social worker, occupational therapist (sometimes physical

therapist)

* Servicesinclude:
o Assessment
o Care planning
o Determining eligibility for HCC services
o Calculation of client rate
o Coordination of services
o Referrals - community nursing or rehab services, other community services
o Caseloads of 100-150clients

* Role is starting to shift with introduction of multi-disciplinary teams,
proactive case finding, more specialization

About 49,000 clients and almost 210,000 visits in 2015/16
e

BRITISH
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Community Nursing and Community
Rehabilitation

* Delivered by health authority registered nurse or rehab
therapist (e.g. PT, OT, Nutritionist, Respiratory Therapist)
e Services include:

dressing changes

pain management
strengthening exercises
seating assessments
household adaptation
specialized diet management

* Care at home following discharge from acute care, to prevent
hospitalization or for palliative/ end of life care
* No costtoclient

 About 87,000 clients and over 1 million visits in 2015/16
(nursing, rehab and other professional services)

@] @] @] @] @] @]

e
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Home Support

Home support worker provides personal care services,
such as assistance with:

o bathing

o dressing

o transfers

Services allow clients to remainin their own home as
long as possible

Delivered by:
o health authority; or
o under contract with agency

About 42,000 clients (including csiL)and over 11 million hours in
2015/16

Average of 262 hours/year/client

)
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Home Support Client Fees

No charge if client receiving:

o Guaranteed Income Supplement (GIS)

o BC Disability Assistance
o War Veteran’sAllowance

If client required to pay, income-based

fee calculationis applied
About 68% of home support clients do not pay

fees

Hardship provision for all services that have fees
(home support, assisted living and residential

care)

)
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Home Support - CSIL

e CSIL = Choice in Supports for Independent Living
* Aself-managed home support option:

Health authorities provide fundingdirectly to eligibleclients
Allowsclients to purchase and supervise their own personal care services
Clientswith a physical disability and high-intensity care needs

People who cannot manage CSIL on their own may be eligibleif a client
support group or an individualdesignated as a representative through a
Representation Agreementis acting as the CSIL employer

* Funding based on assessed need (convert hours to
dollars)

* About 956 clients currently use CSIL as of

@] 0] @] 0]

2015/16
— 2% of home support clients
—_
BRITISH
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Adult Day Services

Assists people to live in their own homes

Provides a variety of supportive programs and activitiesin a
community group setting

Services may include:
o personal assistance
o health care services including nursing and/or rehabilitation services
o nutrition and bathing, foot care, blood pressure clinics
o meals, therapeutic social and recreational activities

o caregiver support, including respite, activities such as caregiver
support groups, information and education programs

Minimal daily fee (S10) assists with cost of meals,
transportation and craft supplies

About 6,200 clients and about 259,000 days in 2015/16

)
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Assisted Living

e Assisted living provides:
o private room with lockable door

o hospitality services - meals, housekeeping, laundry, social and
recreational activities, 24-hour emergency response system

o personal care services such as assistance with bathing, grooming,
transfers and taking medications

* Clients can direct own care but require assistance with
activities of daily living

* Clients do not require 24-hour nursing care and supervision

* Scheduled and unscheduled personal care available to meet
client needs

e About 6,000 clients and 1.8 million days in 2015/16
* 4,453 assisted living units reported by HA’s as of March 2017

Pt
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Assisted Living

Clients pay 70% of after-tax income
* Monthly costs range from $931.50 to about
S3,400

Assisted Living Registrar established in
legislation to ensure health and safety of
clients

e
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Residential Care Facility

e 24-hour professional nursing and supervision:
o clients havecomplexcare needs
o cannolongerbe cared forintheirown homes
* Servicesinclude:
o nursingcare and supervision
o assisted meal service
o medicationsupervision
o personalassistance with daily activities— bathing/dressing/grooming

- planned program of social/recreational activities
 May provide short-term care, respite care or hospice care
 Some may provide convalescent care

e About 40,000 clients and about 10 million days in 2015/16
(including convalescent care)

e 27,700 residential care beds reported by HA’s as of March
2017 (excludes family care home and group home beds)

* Licensed under the CCALA or regulated under the Hospital Act
e
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Residential Client Fees

Residential care rates are based on up to 80%
of client income

Clients are left with $325/month residual
Income

Minimum monthly rate is $1,104.70
Maximum monthly rate is $3,240.00

Short-term rate is $36.30/day or
S1,104.70/month

Rates are adjusted annually, based on changes
in the consumer price index

BRITISH
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Group Homes

Private residences that enable adults with a physical disability to
live as independently as possible in the community
Servicesinclude:

o short- and long-term livingarrangements

o affordable, safe housing
Supportthe adult’s responsibility in:

o household management

o vocational pursuits

o socialrelationships
Also receive assistance with:

o meals

o medications

o activitiesof daily living— such as dressing/grooming
Clients do not pay a fee but are responsible for all living costs such
as shelter, food and utilities

90 Group Home Beds reported by HA’s as of March 2017

)
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Family Care Homes

Single family residence
Supportive accommodation for up to two clients
Alternate to a care facility for some clients

A home-like atmosphere that provides:
o meals
o housekeeping

o personal assistance for activities such as bathing, grooming and
dressing

More numerous in rural areas to allow clients to remain closer
to their communities

Pay a monthly fee same as clients in a residential care facility
65 FCH Beds reported by HA’s as of March 2017

i
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Palliative/End-of-Life Care

Supportive and compassionate care for both client and their care
givers

Approach to life limiting iliness applicable early in the course and in
conjunction with other therapies that are intended to prolonglife

Provided wherever the client is living, whetherin home, hospice,
assisted living, residential care or hospital

Community services include palliative care co-ordinationand
consultation, professional nursing services, community
rehabilitation services, home supportand respite for the caregiver

Palliative care services relieve, eliminate and/or control symptoms
so those facing death, and their loved ones, can devote their
energies to embracingthe time they have together

P
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Palliative Care Benefits Program

Available to BC residents of any age

For people who have reached the end stage of a life-threatening
disease orillness

For those who wish to receive palliative care at home

o meaning whereverthe person s living, whetherin their own
home, with family or friends, in a supportive/assisted living
residence, orin a hospice unit at a residential care facility

Two components:

o a ministry program that covers the cost of certain prescription
drugs

o a health authority program that provides certain medical
equipmentand supplies

e
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Hospice

* Residential, home-like setting

* Supportive and professional services for persons of any age
who are in the end stages of an illness

e Services may include:

O

O

O

O

O

medical and nursing care

advance care planning

pain and symptom assessment and management
psychosocial, spiritual and bereavement support

access to specialized prescription medication, supplies and
equipment

* Pay the same fee as short-term residential care client
e Short-term stay

e
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Seniors Health Promotion
and Support Services

P
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Seniors Health Promotion & Support Services

* Ministry provides to the Centre for Hip Health
and Mobility for Active Aging BC of which delivers
the Choose to Move program

* Ministry provides active aging grants through the
United Way of the Lower Mainland (grants to
community organizations that serve older British
Columbians, focussed to support vulnerable
seniors to be physically active, enable older
adult’s independence and enhance socia
connectedness). http://www.activeagingbc.ca/

Pt
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Seniors Health Promotion & Support Services

 Through Aging Well, BC Healthy Communities
(BCHC) receive funding to work with several
community-based seniors organizations to
deliver workshops to help older people plan
and prepare for aging in the areas of health,
finances, housing, transportation and social
connections.
https://www.healthyfamiliesbc.ca/aging-well

P
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Serving seniors in the community Better

Home
* Better at Home
o Expands non-medical home support (such as light

housekeeping, yard work, grocery shopping,
transportation services and friendly visiting)

o Managed by United Way of the Lower Mainland

s.13,5.17

o 61 established programs + 6 rural/remote pilot
sites, 4 of which are on First Nations reserves

o Complements Home and Community Care
M)
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Age-Friendly BC

* Age-friendly Communities Program:

o Grants up to $20,000 awarded to local governments to
support community planning and/or projects to enable
seniors to age in place

e Age-friendly BC Recognition:
o Awards local government for their commitmentin

supporting older residents to remain healthy and active in
their communities

* Tools and Resources:

o Dedicated website: www.gov.bc.ca/agefriendly

o Age-friendly BC Toolkit (online resources to assist local
government and business to become age-friendly)

)
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Information and resources

Information suite for seniors and families, including:

o Advance Care Planning
o B.C. Seniors Guide BC Seniors’ Guide

o Enhanced websites
 www.gov.bc.ca/hcc
* www.SeniorsBC.ca

o Dementia support information
* Alzheimer Society BC First Link® Program

o Elder Abuse information kits

o Online Facility & Residence Reports
* Residential Care and Assisted Living

Anaugs
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Protection

 Expanded Community Response Networks (CRNs)

* Network of individuals, groupsand agencies from diverse sectors
(e.g., First Nations, justice, health authorities, not-for-profit, and
police)that work together at the community level to promotea
coordinated community response to adultabuse and neglect

* Asof February 2017, there were 66 CRNs (includinga provincial
Francophone CRN) activein 157 BC communitiesand over 1,000
community organizationsconnected to CRNs, with new communities
continuallybeingadded

 Provided $1.4M in 2012 and $2.6 million in 2014/15 to coordinate
local actionsto prevent/respondto elder abuse and neglect over 3
years
 The Ministry invested to expand the capacity and hours of
the Seniors Abuse and Information Line (SAIL), which is
operated by Seniors First BC

* The Ministry produced and disseminated Elder Abuse
Prevention Kits to over 600 organizations in B.C.

i)
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Aging Well

Online resource to support and motivate older British
Columbians to plan and prepare for aging.

Evidence-based content, tools and videos on health,

finances, housing, transportation and social connections
(including fall prevention, health eating, physical activity,
mental wellness, protection from elder abuse and more).

Workshops on Planning for Aging Well, managed by BC
Healthy Communities Society, to engage seniors face-to-
face. Five workshops have been delivered and more are
planned. Includes an open-source workshop facilitation kit
for seniors organizations and centres throughout BC.

HealthyFamiliesBC.ca/Aging-Well

e
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Areas of Focus for Seniors Care

P
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Areas of Focus for Seniors Care

* I[mprove home care services

e Strengthen seniors’ centres around the
province

* Ensure the staffing of public and private care
nomes meets government guidelines, and
orovide additional funding to address staffing
evels in public facilities

* Develop an all-party Select Standing
Committee on Seniors — refresh Council on
Aging and Seniors’ Issues 2006 report

BRITISH
COLUMBIA
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Future for Seniors Services

e Recommendations from Ombudsperson and
Seniors Advocate

e Advocacy from Client Groups

 New Model of Care for Seniors with Complex
Chronic Health Conditions

o Multi-disciplinary teams
o Different HA staff “authorizing” services
o Policies need to be reviewed and revised

.
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QUESTIONS?

Further Resources

HCC Website:

http://www?2.gov.bc.ca/gov/content/health/acc
essing-health-care/home-community-care

Cocd
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Health System Seniors Services

Services provided to seniors fall into two main categories: 1) home and community care services which are
managedand delivered by the regional health authorities; and 2) health promotion supports and services for
seniors which are provided primarily through other organizations such as the United Way, community seniors’
organizationsand municipal governments.

The Seniors Services Branch is part of the Primary and Community Care Policy Division (see section below under
Roles and Responsibilities). The role of the branch is to provide current, evidence informed policy in priority
areasaffecting seniors’ services in BC, and is also responsible for monitoring performance of home and
community care services, and regulatory oversight for both assisted living residences and licensed care facilities.
There are a few health promotion activities in which the Branch is involved, but some of them are managed
through other branches in the Ministry.

Home and Community Care Services

The home and community care services sector provides arange of clinical and support services focused on
individuals living in their own homes, or in home like settings. Services include professional care such as nursing,
rehabilitation therapyand social work; services unique to the community setting such as home support and
adult day programs; and a variety of health services provided in specialized accommodations such as assisted
living and residential care facilities.

People receiving home and community care services may have a short term need, due to an episode of illness,
surgery or specialized treatment, or along term need as a result of a chronic condition or life limiting illness.
Although home and community care services are provided to adults of all ages, the majority of clients are
seniors.

Because home and community care services are provided to those living in the community, the factors
influencing the plan of care are much broader than in a controlled hospital setting. Healthservices in the
community are provided to supplement the efforts of the client and their family to manage their own condition,
which means understanding not just clinical needs, but also functional and psycho-social needs, cultural
influences and a recognition that what defines quality of life is unique to the individual.

Home and community care has been described as “a complex terrain”’. Not contained by the physical
structures of the hospital, and including care facilities but ranging beyond them and throughout the community,
home and community care services may be combined into bundles or delivered individually to address specific
needs. Clinical and service supports are linked to the medical assessment and treatment plan but often require
a different focus to address functional abilities, activities of daily living, availability of informal support and the
personal goals of the individual.

Home and community care services are generally designed to:

e Helpindividuals remainindependent in their own homes for as long as possible;

e Provide short termcare at home where possible to either avoid hospitalization or to minimize extended
hospital stays;

e Provide alternate extended care options, like assisted living and residential care, whenit is not possible
to stay athome; and

e Support individuals at end of life.

! Williams, A. Paul. CanadianResearch Network for Careinthe Community, Building for Change,
Integrated Services for Seniors. Keynote Presentation to North West LHIN, Thunder Bay.
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Health System Seniors Services

Home and Community Care Clients: |n 2015/16, home and community care services were provided to
approximately 142,200 individual clients across the province, with roughly 87,300 receiving professional

services; 42,200 receiving home support services; 6,200 receiving adult day programs; 6,000 receiving assisted
living services and 40,200 receiving residential care services. >

Of the approximately 142,200 individuals receiving home and community care services in 2015/16, 83% were 65
or older. However, for those receiving residential care or assisted living services 91% were 65 and older.>

Publicly subsidized residential care services are provided to approximately 5% of the total senior’s population
(65 and older).

Over the past decade, growing numbers of clients with urgent needs, and the need to reduce pressure on the
acute care system has drawn community care disproportionately towards urgent and acute response, and
residential care settings now manage clients with more complex care needs, as well as post- acute
convalescence and palliative care. Clients discharged from hospital now have very high medical and/or
rehabilitative care needs, and are much less stable than was the case when many of the current service models
were designed.

The information provided below provides some indication of the complexity of care needs being addressed by
home and community care services. While this data is from a 2007 extract of all initial assessments of HCC
clients with the interRAlI Home Care assessment instrument, the profile, if anything, has only become more

4
complex”:

Clients
e 79% wereaged 75 or older, with 18% aged 90 or older.
e 64% were widowed, divorced or single

e 45% had a primary caregiver living with them, 13% had a secondary caregiver living with them
e 61% werefemale, 39% male
e 48% of clients were alone for long periods of time

Caregivers

e More than50% of primary caregiversindicated they could not increase the amount of emotional
supports, or supports with Instrumental Activities of Daily Living, or Personal Activities of Daily Living

e 13% of caregiversindicated they were unable to continue providing care
e 20% expressed distress, anger or depression

Functional Abilities

e 63% of clients were assessed as in danger of falling due to an unsteady gait, and 37% limited
outdoor activitiesdue to a fear of falling

e 33% have pain that disrupts daily activity

e 52 % of all clients had a decline in their “Activities of Daily Living” abilities in the prior 90 days
e 55% have great difficulty preparing meals
e 76% do not think they can increase their functional ability

Medical Challenges
e 37% were taking nine or more medications in the previous seven days
e 58% had some impairment in making everyday decisions
e 30% had dementia (Alzheimer’sand non-Alzheimer’s)

2BC Ministry of Health (January 5, 2017). HCC Client Counts and Service Volumes by HSDA (2016-0684).

’BC Ministry of Health (January 5, 2017). HCC Client Counts and Service Volumes by HSDA (2016-0684).
* HCC Client Profiles RAI HC Analyses, 2008
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e 40% had arthritis
47% had hypertension

Choices
e 63% of clients and caregiversindicated that they do not feel the client would be better offin a
different location
e 13% have advanced health care directives in place

Another way to portrayhome and community care clients is from a population lens. The “Home and Community
Care Complexity of Needs Triangle” was developed based upon the “Kaiser Permanente Population Health
Model”” and the National Health Service and Social Care Model, “Supporting People with Long Term
Conditions”® as part of work on developing a care management strategy for home and community care (see
Figure 1). The BCtriangleis a generic model which can be applied to all client populations. The model recognizes
that clients will have episodes of interaction with acute care services and provides a mechanism to ensure

integration with both acute care and primary health care.
This version of the triangle shows a proposed change in focus for providing clinical and care management
support to Level 3 and Level 4 populations, and is supported by additional documentation on a proposed care

management service delivery model for home and community care services.

Figure 1: Home and Community Care Complexity of Needs Triangle

Home and Community
Care Target Population

spaap Jjo Auxajdwo)

Well Population

Range of Current HCC Services and Service Delivery: In BC, home and community care services are available
from both private-pay and publicly subsidized providers:

Private pay services are accessed by clients directly from a service provider. Individuals canexplore various
options for services that best meet their needs and preferences. The individual and the service provider agreeto
all aspects of the service provision. Government does not provide any financial assistance to individuals or
service providers for the service.

% University of Birmingham and NHS Institute for Innovation and Improvement (2006). Improving care for people with long-term conditions: A review of UK
and international frameworks.

® Department of Health (January, 2005). Supporting people with long-term conditions: An NHS and social care model to support local innovation and
integration. United Kingdom.
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Publicly subsidized home and community care services are accessed through the health authorities, based on
provincially set eligibility criteria. Services are subsidized by the Ministry of Health and administered and
delivered by the healthauthorities and contracted providers. While individual preference for service is
considered, the individual’s need as determined by a formal assessment is the primary consideration in
determining the type and mix of services that are provided. Health authorities may provide these services
directly or through contractswith not-for-profit and for-profit service providers.

As of March31, 2017, 34% of subsidized residential care beds and 36% of subsidized assisted living units were
privately owned and operated; 33% of all subsidized residential care beds are owned and operated by health
authorities directly, but only 4% of subsidized assisted living units are owned and operated by health authorities.
Additionally, 60% of all publicly subsidized assisted living units are owned and operated by not-for-profit
enterprises (see Figures 2).

Figure 2: Breakdown of Residential Care Ownership Typein BC as of March 31, 2017

% of Subsidized Residential Care Beds by % Subsidized Assisted Living Units by
Ownership Type Ownership Type

M Health Authority
B Private for Profit m Health Authority

W Private not for Profit B Private for Profit

m Private not for Profit

Health authorities have contracts with service providers that establish deliverables based on compliance with policies
and standards as well as reporting requirements. Each health authority has a mix of ownership types used to provide
subsidized services, but there are notably a higher percentage of not-for-profit enterprises in the Vancouver Coastal
Health Authority (49%), and less contracted (of either for profit or not-for-profit) service providers in Northern
Health Authority where 80% of residential care and assisted living services are owned and operated by the health
authority (see Figure 3).
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Figure 3: Ownership types of Assisted Living Units and Residential Care Beds by Health Authority as of March
31, 2017

Ownership types of Assisted Living Units and Residential Care Beds by
Health Authority

90%

80%

70%

60%
u .

50% Health Authority
m Private for Profit

40% M Private not for Profit

30% - M To be Determined

20% -

10% -

0% -
IHA FHA VCHA VIHA NHA

Publicly subsidized home and community care services are provided to people who are able to continue to live
in their own homes and to people who require carein a supportive housing environment including family care
homes, assisted living and residential care facilities (see Table 1).
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Table 1: Publicly Subsidized Home and Community Care Services

Housing and Health Services
Home Setting Includes Group Homes,

Includes Supportive Housing Family Care Homes and

Assisted Living

Residential Care Setting

o Home Support Services o Personal Care Services o 24/7 Professional
o Adult Day Services o 24/7 Emergency Supervision
o HealthServices for Community Response o Nursing Care
Living (HSCL) o Meals, Laundry, o Medical Coordination
o Choice in Supports for Housekeeping Support & | o Personal Care Services
Independent Living (CSIL) Recreational/Social o Rehabilitation
Activities o Activities Programs
Services Across Community Settings o Social Work
o Dietician
Community Nursing o Meals and Housekeeping
Community Rehabilitation
Social Work
Pharmacy

Quick Response Teams
Home Oxygen

Facility Access and Transition
Dietician Services

o 0O o0 0O 0 0 o0

Services Across All Settings

Hospice Palliative Care, Case Management, Respite Care

Services provided include:

Community Nursing Services: are provided by a licensed nursing professional to clients in the community
who require acute, chronic, palliative or rehabilitative support. Services include assessment and nursing
interventions such as education, wound care, medication management, chronic-disease management, care
management, post-surgical care and palliative care. Generally, community-nursing services will be provided
on a short-term basis and community nurses assist clients and their families to be confident in taking over
care at home. Community nursing services may be provided in a variety of settings such as clinics, the
client’s home, assisted living residences, family care homes, group homes, or other community settings.

Community Rehabilitation Services: are provided by a licensed physical therapist or occupational therapist to
clients who require acute, chronic, palliative or rehabilitative support. The main goals of rehabilitation
therapy are to help improve or maintain physical and functional abilities and to provide assessment and
treatmenttoensure aclient’s home is suitably arranged for their needs and safety. Generally, community
rehabilitation services will be provided on a short term basis and community rehabilitation therapists assist
clients and their families to be confident in taking over careat home.

Community rehabilitation services may be provided in a variety of settingssuch as clinics, the client’s home,
assisted living residences, family care homes, group homes, or other community settings.

Adult Day Services: include an organized program of personal care, health care and therapeuticsocial and
recreational activitiesin a group setting that meet client health care needs and/or caregiver needs for
respite. In some cases transportationis provided, while in others clients are responsible for their own
transportationto and from the program. Many adult day service programs are connected with residential
care facilities, while others operate independently.
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Home Support Services: are designed to help clients remain independent and in their own home aslong as
possible. Home support services are provided by community health workers to clients who require personal
assistance with activities of daily living, such as mobilization, nutrition, lifts and transfers, bathing, cueing,
grooming and toileting, and may include safety maintenance activitiesas a supplement to personal
assistance when appropriate, as well as specific nursing and rehabilitationtasks delegated by health care
professionals.

Choice in Supports for Independent Living (CSIL): provides eligible home support clients (clients living with
physical disabilities and who have high-intensity care needs) more flexibility in managing their home support
services. CSIL clients, or a designated representative or a client support group, receive funds directly for the
purchase of home support services and assume full responsibility for arranging services, including recruiting,
hiring, training, scheduling, supervising, and paying home support worker(s).

Palliative and End-of-Life Care Services: Palliative care’ improvesthe quality of life for people and their
families facing the problems associated with serious illness, through the prevention and relief of suffering. It
is appropriate atany age and at any stagein a serious illness and can be provided together with any
beneficial treatment. End-of-life care generally refers to formal and informal care provided during the final
year of life and is associated with advanced, life-limiting illnesses. It focuses on comfort, quality of life,
respect for personal health care treatment decisions, and support for the family, psychological, and spiritual
concerns. Itis provided whatever the age or wherever the client is living, whether in their home, in hospice,
an assisted living residence or a residential care facility.

The BC Palliative Care Benefits Program supports home-based palliative care. It allows BC residents of any
ageswho have reachedthe end stage of a life-threatening illness and want to receive medically appropriate
palliative care at home, rather than being admittedto hospital. The program gives palliative patients access
to the same drug benefits they would receive in a hospital, and access to some medical supplies and
equipment from their health authority. The program includes full coverage of approved medications and
equipment and supplies (upon referral to, and assessment by the local health authority).

Palliative care services can be provided in a number of settings including people’s homes, assisted living,
residential care and hospitals.

Caregiver Respite/Relief Services: Many people receiving home and community care services are assisted by
informal caregivers, often a friend or family member. Respite care can give the caregiver temporary relief
from the emotional and physical demands of caring for a friend or family member. Respite maytake the
form of a service thatis provided in an individual’s home or a residential care facility, hospice or other
community care setting such as an adult day centre.

Family Care Home Services: are provided in a single-family residence that accommodatesclients with
specialized care needs that cannot be optimally met in a residential care facility. Family care homes provide
a home-like atmosphere, nutritious meals, laundry and housekeeping services and supervision, along with
any required assistance with daily living activities, such as bathing, grooming and dressing. As they are
unlicensed they cannot house more than two clients.

Assisted Living Services: provide housing, hospitality services and personal care services for adults who can
live independently and make decisions on their own behalf but require a supportive environment due to
physical and functional health challenges.

" palliative care may be offered to children and teenagers withcancer. Ifa young person requires palliative care, it is specialized to focus
on enhancing quality of life by addressing their unique physical, social, spiritual andemotional needs.
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Short-Term Residential Care Services: are provided on a short-term basis (usually less than three months)
and include convalescent care, residential hospice palliative care and respite care. Respite care provides a
client’s main caregiver a period of relief; it can also provide a client with a period of supported careto
increase their independence. Convalescent careis provided to clients with defined and stable care needs
who require a supervised environment for reactivation or recuperation prior to discharge home, most
commonly following an acute episode of care. Residential hospice careis provided to clients who require
support with comfort, dignity and quality of life in the final days or weeks of their lives, and is distinct from
palliative care provided to residential care clients.

Long-Term Residential Care Services: are provided in facilities that provide 24-hour professional careand
supervision in a protective, supportive environment for people who have complex care needs and can no
longer be cared for in their own homes or in an assisted living residence.

Home and Community Care Funding: The Ministry of Health provides global funding to health authorities
across British Columbia for the delivery of publicly subsidized home and community care services. Provision of
home and community care services has changed significantly over the past few decades. Since the late 1980’s,
what began as ‘homemaking’ support and follow-up hospital care has expanded enormously. As British
Columbia’s population has changed and the demand for health care services has continued to grow, home and
community care services have absorbed larger volumes of clients with increasingly complex health care needs.
This impacts existing services structures, and createssignificant challenges for the capacity of the system in all
community settings.

Clients co-pay for publicly subsidized home and community care services, specifically residential care, assisted
living, and home support services and a fixed rate of $10 or less is charged for receiving adult day services:

Income-Based Client Rates — Home Support: Clients receiving long-term home support services pay a daily
rate based on their income (and the income of their spouse, if applicable) which is calculated by multiplying
“remaining annual income” by 0.001388889. Clients in receipt of an income benefit pay no fee, and if a client
or their spouse has earnedincome, they pay no more than $300 per month for home support services.

Income-Based Client Rates — Assisted living: Clients receiving assisted living or family care home services pay
up to 70 % of their after-taxincome towardsthe cost of their accommodationand hospitality services,
subject to a minimum and maximum client rate. The maximum rateis based on a combination of the market
rent for housing and other actual costs.

Income-Based Client Rates — Long-term residential care/ Family Care homes: Clients receiving long-term
residential care or family care home services pay up to 80 % of their after-taxincome towardsthe cost of
their accommodation and hospitality services, subject to a minimum and maximum client rate per month.
The maximum client rate is adjusted annually based on changes to the Consumer Price Index (CPI).

Minimum Residual Income: Client ratesare calculated so that most clients receiving residential care services
retaina minimum income amount to cover personal expenses, such as personal toiletry items or over-the-
counter medications. On February 1, 2012, the Government of British Columbia increased the minimum
residual income amount from $275 per month to $325 per month.® When implemented, this was the
highest minimum residual income amount in Canada.

® The increase in the minimum residual income amount reflects the changes madeto the OAS/GIS benefits onJuly 1, 2011 under which

seniors may be eligible for additional benefits of up to $50 per month for a single senior. The increase in the minimum residualincome
amount ensures that the additional OAS/GIS benefits are not counted asincome when assessing client rates.
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Fixed Daily Client Rates: Clients receiving short-term residential care services for respite care, convalescent

care, or hospice/end-of-life care, paya fixed daily rate based on the minimum monthly client rate for
residential care services.

Clients Receiving Income Benefits from MSD: There are unique arrangements for clients receiving income
benefits from the Ministry of Social Development and Social Innovation (MSDSI). MSDSI fully subsidizes the
cost of residential care services, Medical Service Plan (MSP) premiums and additional expenses such as
optical, dental, and medical supplies and equipment for these clients. The Ministry of Health works with
MSD to alignthe policies and processes for these clients.

Temporary Reduction of Client Rates: |f payment of the assessed client rate would cause the client or their
spouse/dependents serious financial hardship, the client canapply to their local health authority for a
temporaryreduction of their client rate. In 2013, the temporary rate reduction process was revised based
on astandardized approachto ensure consistency across the province and to make the process more fair
and transparent for clients, their family members and caregivers, and the public.

Information for Care and Planning is provided through InterRAl, developed though a collaborative network of
researchersin over 30 countries who developed and maintain evidence-based clinical assessment tools tailored
to people with chronic conditions, including frail seniors. British Columbia has implemented the InterRAl
standardized assessment tools for both home care and residential care settings, giving the capacityto access
reliable, validated assessment protocols, outcome measures, case-mix algorithms and quality indicators.

InterRAl data is an important component of the national Home Care and Continuing Care Reporting Systems,
providing relevant information on which to compare client outcomes across national and international
jurisdictions. This information, along withthe data collected through the Minimum Reporting Requirements for
home and community care services, provides a robust information source to aid understanding of needs,
outcomes being achieved for clients, to inform research and performance accountability for overall health
system improvement, and target planning to the needs of populations.

Analysis

Comprehensive Assessment

BC has mandated the use of two interRAl assessment tools for clients receiving long term services (home
support, assisted living, adult day services, group homes, family care homes and residential care services).
However, in most health authorities, there is no standardized assessment tool being used for many clients
receiving short term acute care, short term rehabilitative care or palliative care. This represents a significant gap
in the home health sector, and could be addressed through the introduction of other interRAl instruments, such
as the Contact Assessment, which is being used in Vancouver Island Health Authority and Ontario, or the
Community Health Assessment, also used in Ontario, to ensure standardized comprehensive assessments are
carriedout on all home health clients.

Service Models and System Coordination

Despite many changesover the past 20 years, home and community care services remain organizedin large part
around eligibility criteria and service guidelines that limit who may receive services and in what format. Clinical
services such as community pharmacy, social work and dietician services are available in some communities, but
not others. Other ministries or community agencies may share responsibility for services in some cases. As a
result, home and community care services can be complex and restrictive in their coordination and delivery.
This createsfrustration for clients trying to navigate the health care system, for caregiversand for family
physicians and other health providers needing to link with community based care.

Funding
$.13,8.17
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$.13,8.17

Health Promotion Supportsand Services
The following section provides some information about a number of supports and services provided in the

province by a variety of organizationswith the support of Ministry funding, or by the Population and Public
Health Division or the Seniors Services Branchin the Ministry.

Betterat Home

e The Ministry has provided $41 million in funding to the United Way of Lower Mainland since 2011.

e 67 core Betterat Home program sites are operating in communities across BC; many serve more than
one community. Of the 67, six sites are in rural/remote communities, four of which are on First Nations
Reserves. The program helps seniors with simple day-to-day tasks so that they can continue to live
independently in their own homes and remain connected to their communities.

e Services are delivered by local non-profit organizations with a mix of paid workers and volunteers, and
may include grocery shopping, transportationto appointments, light housekeeping, yard work, snow
shovelling, friendly visiting, and minor home repairs. Seniors are expected to pay for services on a sliding
scale based on income.

e 6ssites received funding in April 2015, to pilot test new models for Better at Home service delivery in
rural and remote communities. The United Way of the Lower Mainland’s Better at Home Ruraland
Remote Pilot Project: Final Evaluation Report was releasedin March 2017.

e |nAugust 2014, UWLM completed an operational evaluation of Better at Home, which suggested that
the programis working well and that clients are generally satisfied, although more could be done to
reachisolated seniors and keep clients connected to their communities.

e The Ministry of Healthis partnering with the UWLM and the Michael Smith Foundation for Health
Researchon aresearch study that will look at longer-term outcomes and the program’simpact on
clients’ quality of life, health care service use and cost effectiveness for the health care system.

Age Friendly BC

e The Government’s 2013 election platform included a commitment to “ongoing funding of $500,000 to
partner with communities to make their communities more age-friendly for senior residents, through
the successful age-friendly community grant program.”

e The Province works with the Union of BC Municipalities (UBCM) to provide local governments with age-
friendly BC grants.

e |nDecember 2014, in partnership with UBCM, 28 communities received age-friendly grants of up to
$20,000to help create programsor tools that address the needs of their older residents.

e Forthe 2015 round of age-friendly grantsand local governments were encouraged to consider
community planning and projects that focus on accessibility, dementia, elder abuse prevention and non-
medical home supports.

e Todateover 135 local governments in all areasof B.C. have received at least one grant and 225 projects
have been funded.

e Local governments that complete basic steps on age-friendly community engagement, commitment,
assessment and action may receive Age-friendly BCRecognition. A total of 25 local governments have
received age-friendly recognition. Applications will be accepted until March 31, 2015 for the next round
of recognition.

e Age-friendly BC also provides resources to assist communities and businesses to become more age
friendly.
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Seniors’ Informationand Resources
e Ministry of Health provides information about government programs, services and initiatives for seniors
through a suite of print-based and web-based resources (including SeniorsBC website and e-newsletter,
BC Seniors’ Guide, BC Elders’ Guide, Healthy Eating for Seniors handbook).
e The information and resources are designed to help seniors and those who care for them make
informed decisions about care, to plan for healthy aging and to understand how to navigate the system
of careand supports in B.C.

Aging Well

e Aging Well is anonline resource to support and motivate older British Columbians to plan and prepare
for changes that come with age, tohelp them better cope with changes and prevent the stress and
associated health impacts of dealing with change in a crisis situation. Itis available
at: www. healthyfamiliesbe.ca/aging-well

e |tincludes evidence-based content, tools and videos to support older adults in planning and preparing
for aging in the areasof health, finances, housing, transportationand social connections. Topics include
fall prevention, financial planning, health and safety, health care, healthy eating, physical activity,
leaving alegacy, advance care planning, mental wellness, protection from elder abuse and neglect, and
volunteering.

e Seniors are also being supported with an offline component that includes engagement through
community workshops. BC Healthy Communities Society has received funding to work with community
and seniors’ agenciesin hosting local workshops on Planning for Aging Well to motivate seniors to think
ahead and prepare for future changes. These have takenplace in Abbotsford, Fraser Lake, Comox Valley,
Kelowna and South Vancouver. They are currently developing a plan to deliver workshops in additional
communities and create an open-source workshop facilitation kit that will be available to seniors
organizationsand centres throughout BC so that they candeliver Planning for Aging Well workshops.

CanAssist (University of Victoria)

e (CanAssist’s mandateis to improve the independence and quality of life of people representing the full
spectrum of disabilities by developing and delivering innovative customized technologies and services
where there are gaps in existing offerings. In March 2013, the Ministry provided CanAssist with $2
million to undertake technology initiatives with the five regional health authorities in 2013/14. Each
health authority worked with CanAssist to complete the following project stages: identifying 10 to 15
individuals to representits priority population; assessing project participants and providing each
individual with up to three customized technologies; and identifying one to three platform technologies
that will benefit larger groups of clients.

e Additional funding (52 million) has also been provided in 2014 by the Ministry and this enables the
expansion of CanFITT-BC. This funding enables CanAssist to undertake activities in three primary areas:
expand work with B.C.’s 5 regional health authorities develop larger platform technologies for broad
application and develop a suite of easy to use software apps for targeted populations.

e In 2017, the Ministry is providing $3 million in funding to expand CanAssist’s services for seniors living
with dementia. The $3 million will continue the CanStayHome initiative, which has two components: the
development of new innovative technologies and the completion and launch of Ability411, a web-based
assistive technology information service for seniors, their families and other caregivers.

Elder Abuse Prevention
e Government recognizesthat elder abuse is a serious social, public health and legalissue that

undermines seniors’ independence, dignity and sense of security, and can seriously impact a senior’s
health. A coordinated and multi-sector approach to elder abuse prevention, both within government,

and with individuals and community and provincial-level organizations has been utilized.

e Government released Together to Reduce Elder Abuse — B.C.’s Strategy (TREA Strategy) March 2013 to
promote health, safety and independence for B.C. seniors.
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e The Ministry coordinated implementation of the strategyacross government and with multi-sector
stakeholders, and funding was provided by Government for community-based efforts to prevent and
respond to elder abuse.

e Everyyearsince 2006, B.C. has proclaimed June 15th as World Elder Abuse Awareness Day.

e The Ministry of Health has provided multi-year funding to:

o BCAssociation of Community Response Networks, which supports and trains Community Response
Networks (CRN’s). A CRN is a network of individuals, groups and agencies from diverse sectors that
work together at the community level to promote a coordinated community response to elder
abuse and neglect. Thereis CRN activity in 157 communities across B.C.

o Seniors First BC, which hosts the Seniors Abuse and Information Line (SAIL). SAIL provides
assistance, referrals and information on elder abuse to seniors, their caregiversand family, and the
general public seven days per week, 12 hours per day. Translation and hearing-impaired assistance
is also available.

MINISTER ROLES AND RESPONSIBILITIES

PARLIAMENTARY SECRETARY ROLES AND RESPONSIBILITIES

MINISTRY ROLES AND RESPONSIBILITIES

Seniors’ Services, Primary and Community Care Policy Division

The Primary and Community Care Policy Division (PCCP) sets the foundation for the delivery of high quality
health services by establishing patient centered health services policy for primaryand community care services
and undertaking activitiesto ensure quality careis delivered. The division works with regional health authorities
and other key service providers toensure service delivery models are aligned with the dimensions of quality
health care and meet the needs of patients.

The primary accountabilities of PCCP are:

e the development and maintenance of health service policy;
e oversight of implementation of health service policy; and
e the ongoing monitoring of health service delivery based on a performance management framework.

Working with health authorities and stakeholder organizations, PCCP collaborates to set service delivery policy,
standards and measures of compliance that are aligned with the five dimensions of quality linked to patient

populations and health services.

PCCP has oversight for statutoryand legislative mandatesunder the Community Care and Assisted Living Act,

Hospital Act, Continuing Care Act and Patient Care Quality Review Board Act, and undertakes licensing, audit,

inspection, and reporting activities to support continued improvement and high quality health care across the
continuum.

In addition to the Seniors” Services Branchthere are other branches in the Ministry, which have responsibility for
some areasrelatedto seniors’ services.
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Population and Public Health Division

The Population and Public Health (PPH) Division in the Ministry of Health focuses on improving people’s overall
health and well-being by promoting health; preventing disease, disability and injury; protecting people from
harm; and ensuring a particular focus on key populations including Aboriginal peoples, women and children, and
seniors.

PPH is the lead on issues that relate to health promotion, population health and prevention, and has direct
responsibility for:
e Serving as the primary support for the Parliamentary Secretarytothe Minister of Health for Seniors;
e Creating and promoting policies, initiatives and opportunities for healthy, active, independent aging for
British Columbians; and
e Coordinating priority healthy aging-related policies, programs and initiatives across ministries and with
other partners.

OFFICE OF THE SENIORS ADVOCATE ROLES AND RESPONSIBILITIES
e Monitors and analyzesseniors’ services and issues in BC, and makes recommendations to government
and service providers to address systemic issues. The Office also provides information and referrals for
individuals who are navigating seniors’ services and tracks their concerns, which helps inform future
work.
e The services which the Office monitors arein five key areas: health care, housing, income supports,
personal supports and transportation.
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CounciLs, BoOARDS & COMMISSIONS

BC Patient Safety and Quality Council—The council works to enhance patient safety, reduce errors,
promote transparency, and identify best practicesto improve patient care. The Council may provide
advice and recommendations to the Minister of Health on mattersrelatedto patient safety and the
quality of health carein BC. The Council strives to bring a coordinated and consistent provincial
approach to patient safety and quality improvement and will provide support to health authorities and
other service delivery partnersin their efforts to improve the safety and quality of care.

Patient Care Quality Review Boards —There are six independent review boards created under

the Patient Care Quality Review Board Act to receive and review care quality complaints that have first
been addressed by a health authority's Patient Care Quality Office, and remain unresolved. They make
recommendations to the Minister of Health and health authorities.

Effective April 1, 2017, responsibility for the following Boards has been transferred to the Ministry of Justice;
however, they remain key components in the health care system:

Community Care and Assisted Living AppealBoard —The board is a tribunal created under

the Community Care and Assisted Living Act to hear and decide appeals from licensing, registration
and certification decisions about community care facilities, assisted living residences, and early
childhood educators.

Health Professions Review Board —The board is an administrative tribunal created under the Health
Professions Act toprovide an independent review of certain decisions made by the self-governing
colleges regarding the registration of their members, and the timeliness and disposition of complaints
made against their registrants.

PROFESSIONAL COLLEGES

There are 26 regulated health professions in BC, of which 25 are self-regulating professions governed by 22
regulatory colleges under the Health Professionals Act two government-appointed licensing boards.

The Colleges are in place to ensure practitioners meet expected standards of practice and conduct
Regulation helps to protect the public by ensuring that professional care or service received by the
public is competent, ethicaland meets the standards that society views as acceptable.
Regulatory functions may include:

o establishing, monitoring and enforcing standards of practice

o establishing the conditions or requirements for registration

o establishing and employing registration, inquiry and discipline procedures

HEALTH SECTOR ADVOCATES, ASSOCIATIONS, UNIONS, SUPPLIERS

BC Care Providers Association, Denominational Health Associationand the BCSeniors Living
Association

Ombudsperson’s Office
Office of the Seniors Advocate
Association for CSILEmployers (ACE)

Health Employers Association of British Columbia (HEABC) - Accredited bargaining agent for most
publicly funded health employers. HEABC negotiatesfive major provincial agreements covering more
than 115,000 unionized health care employees, including nurses, health science professionals,
physician residents, and support workers in both facilities and community settings.

Key Health Sector Unions - Hospital Employees Union, BC Nurses’ Union, Health Sciences Association
of BC, Canadian Union of Public Employees.
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Health System Structure and Governance

e Patient Advisory Councils (various established at health authority level) — patients/family-members
provide advice to health care leaders. Participants share their health care experiences, and collaborate
with care providers to improve quality care through providing the patient perspective and insights.

e Patient Voices Network —a community of patients, families and caregivers working together with
health care partnersto improve BC's health care system. Supported by the BCPSQC since
December 2015.

ALLIED HEALTH SERVICE PROVIDERS
e Allied health professionals provide a range of health services to patients delivering preventive and
continuous care toward the management of patients' health and include both regulatedand
unregulated professions

PHYSICIAN SERVICES

e Doctors of BC(DoBC) - The DoBC works to promote a social, economic, and political climate in which
members can provide the citizens of BC with the highest standard of health care while achieving
maximum professional satisfaction and fair economic reward. This is achieved through:

o Collaborating with government on joint committeessuch as the General Practice Services
Committee (GPSC), Specialist Services Committee (SSC), Shared Care Committee (SCC), and
Joint Standing Committee on Rurallssues (JSC), all of which are dedicated to improving the
quality of patient carein BC

o Engaging with government on the development and implementation of policies and programs
that promote the best standard of health care

o Advocating for health promotion in a manner that influences positive change in population
health

PHARMACARE AND PHARMACY SERVICES

e BCPharmaCare - Helps BC residents with the cost of eligible prescription drugs, and certain medical
supplies and pharmacy services. It provides assistance through several drug plans. The largest is the
income-based Fair PharmaCare plan.

e British Columbia Pharmacy Association (BCPhA)- An organizationthat supports and advances the

professional and economic interests of community pharmacists and pharmacies in the province. The
BCPhA’s membership includes more than 3,150 practicing pharmacists and nearly 1,000 pharmacies
thatarein communities large and small across the province.

KEY PARTNERS AND STAKEHOLDERS

e Community Living BC
e Alzheimer’sSociety of BC
e BCCentre for Palliative Care
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FACT SHEET
OMBUDSPERSON INVESTIGATION OF SENIORS’ CARE

ISSUE

On February 14, 2012, the Ombudsperson publicly released herreport on seniors’ care, The Best of
Care: Getting it Right for Seniors in British Columbia (Part 2), following an extensive three year
investigation.

KEY FACTS

e In August 2008, the Ombudsperson publicly announced that she had launched investigation of
seniors’ care in BC based on complaints of administrative unfairness. The Ombudsperson
indicated the Report would be releasedin two parts.

e The Ombudspersonreleased The Best of Care: Getting it Right for Seniors in British Columbia
(Part 2) (the Report) on February 14, 2012. The Part Two Report is organized into four main
subjectareas - home and community care, home support, assisted living, and residential care.
The Report contains 143 findingsand 176 recommendations on seniors’ care.’

e The findings and recommendations focus on administrative unfairness, protection forthose who
are vulnerable, access to services and information, consistent quality standards, complaints and
concerns, and policy and regulatory changes for both publicly funded and private home and
community care services.

e Since April 2012, the Ministry of Health (the Ministry) has provided annual updates each spring
to the Ombudsperson on work completed related to the findings and recommendations,
reporting on the progress made in various areas to improve seniors’ care inthe province.

e In April 2014, the Ministry developed amulti-yearwork plan goingout to 2017/18 and a
governance structure with clear accountabilities and achievable timelines that was aligned with
existing publiccommitments, the Ministry’s Health System Strategy and relevant policy work
underway.

e In April 2016, seniorleadership fromthe Ministry met with the Ombudsperson and noted that
typically, afterfive annual progress reports, the on-going requirementto report out to the Office
of the Ombudsperson stopped, and that the Ministry believed thatit was time to review the
requirementof continued annual reporting for thisreport.

e The Ministry informed the Ombudsperson that since starting on thiswork, a number of key
changes had occurred to ensure a continued focus on seniors’ services, including creating the
Office of the Seniors Advocate, identifying seniors’ services as one of five top priorities and
creating a new branch dedicated to seniors’ services.

e The Ministry provided a comprehensive response on May 6, 2016 to the Ombudsperson’s Office
annual requestfor an update on remaining recommendations, accompanied by a letterthat
reiterated the cessation of the annual reporting process and the rationale, and made a
commitmentto arrange another meeting after the Ministry’s review of the remaining
recommendations was completed.

e InJune 2016, the Ombudsperson’s Office released itsannual report, which took a different
approach than it has in past years. Annual reports typically provided commentary on a number
of systemicinvestigation reportsand also included assessment tables outlining evaluations of
progress made in addressingindividual report recommendations. In the 2015/16 annual report,
systemicinvestigation reports did not receive commentary, and assessmenttables were not
published.

! Report found at www.bcombudsperson.ca/documents/best-care-getting-it-right-seniors-british-columbia-part-2
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e In August 2016, the Ministry met with the Ombudsperson once again to provide a summary of
the current status of alls-13.8.17 according to the ministry:

o 80 recommendations: Complete;
s.13,5.17

o *After discussion withthe Ombudsperson’s office, the Ministry’s position on
recommendation 122 is beingre-visited and may result init being categorized as
somethingother than “not accepted”.

e Many of the recommendationss-13.-17
$.13,8.17

e Governmenthas committed verbally to the Ombudsperson that the remainingwork required to
bring Part 3 into force will take place over the coming year, with a projected effective date of
April 1, 2018. A more formal announcementis expected laterin February.

e  Ministry staff metwith the Ombudsperson’s office staff in January 2017 to provide further
clarification on actions taken to address specificrecommendations about which the
Ombudsperson’s office requested additional information to make a final assessment for their
March report.

e The Ombudsperson’s office has advised that after publishingtheirfive year “anniversary” update
in March, they intend to continue to monitora small number of key recommendations that are
not yet implemented.

e Ministry staff will continue to work withthe Ombudsperson’s office to provide further
information that will allow the Ombudsperson’s office to accurately reflectintheir update the
work that has beendone to date.

s.13,5.17
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Community Care for Seniors

About 853,000 seniors lived in B.C. in 2016.

A population-based strategy for seniors” health care begins with supporting seniors to remain active in
their daily life, keep well and live independently. This will remain the cornerstone of the Province’s
strategy to improve the lives of older British Columbians, along with a continued focus on health aging.

However, for those seniors who experience increasingly complex medical health-care needs and/or
frailty, it is critical that they have access to well co-ordinated and integrated services across the
continuum of care — from home health services through to residential care. This action plan addresses
these needs.

These specialized services require more than a medical lens. They require shifting how the health system
approaches seniors care — and partners with other support systems in seniors’ lives — to add a greater
focus on enhancing quality of life." Many of the medical conditions experienced by seniors are more
about how they live with their conditions, with the highest quality of life possible, rather than a cure. In
some instances, particularly in terms of frailty, these conditions are linked to the realities of an aging
body. People living and managing daily with complex chronic medical conditions, or experiencing frailty,
are increasingly dependent on others to maintain their health and well-being, and want more than
medical care. They want:

» As much freedom from the impact of their medical conditions as possible;

» To retain as much function as possible to engage in their community, with continued autonomy to
shape their own life and story; and

> To be able to take part in meaningful activities, maintain social and family connections, and enjoy
the here and now and the everyday pleasures of living.

While it is not government’s role to provide for all quality of life considerations, there are many existing
community supports that can and should be engaged to support the care of seniors from a holistic
perspective along with health-care services. These supports include government programs, as well as
non-profit organizations, volunteers, denominational or church-based services, and family caregivers,
among others. This requires us to rethink some of our health-care practices, in a medical system
concentrated on intervention and cure.

! See Atul Gawande’s Being Mortal (2014)
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There are a number of critical and difficult questions: When should we try to fix and when should we
not? When should we stop intervening? When should we shift from pushing against limits to making the
best of them? When is the right time to choose medical interventions that may be more intrusive or
move to comfort care? The answer to these questions takes time, skill, and real engagement with the
patient and usually their family. The answers are unique to the individual, and finding them requires
discussion of the trade-offs and choices, useful information, promoting and allowing patient control, and
giving thoughtful guidance as a therapeutic partner. Creating the space and time for these discussions is
essential to our goal of making primary and community care person- and patient-centred.

B.C.’s population is aging, and a growing number of older British Columbians are living with illness,
disability and/or frailty. As a result, there is increasing demand for both traditional home support
services, including personal care, as well as other supports such as light housekeeping, transportation
and shopping. Health authority programs support eligible B.C. seniors to remain living in their own
homes as long as possible through publicly subsidized home health services. Community nursing,
community rehabilitation, adult day programs, home support for assistance with activities of daily living,
and at-home end-of-life care are examples of these services. Family caregivers, volunteers and
community services are relied upon to provide other supports required.

Often the home health services being provided to the patient population are disconnected. Our
objective is to re-think what services are needed, and how these services can be better aligned,
integrated, and co-ordinated, with the person at the centre of the care. This includes identifying how to
best link community-based specialist physician services. Consideration should be given to: how to better
provide person-centred home care services; how to better use assisted living and long-term residential
care resources for promoting social connectedness; and, whether adding specific home support services
like laundry and meal preparation to existing home support services can be an effective contributor to
avoiding premature entry into assisted living or residential care.
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Current and Future Demand for Home and Community Care

Currently, over one-sixth of B.C.’s population is over 65 years old.” In 2015/16, the growth rate of the
population aged 65 years and older was 3.5% — about three times the growth rate of the total
population.? While the majority of seniors age well, with this growth in the number of older adults, the
incidence of chronic illness and frailty will increase. Publicly subsidized home and community care
services provide a range of health care and support services for people who have acute, chronic,
palliative or rehabilitative health-care needs ranging from home care to assisted living to residential care
services.

Primary care remains the cornerstone of health-care delivery for seniors. As reported by the B.C. seniors
advocate’, 92% of seniors report having a regular physician.

Home support services deliver personal supports and assistance with activities of daily living to about
20,000 seniors at any one time and is key to keeping seniors from requiring residential care. A 2016
survey by the B.C. seniors advocate showed that, overall, the majority of clients are satisfied with the
quality of the home support services they receive (62%). However, many respondents identified that
they want more services to be available to them, such as housekeeping (28%) and meal preparation
(12%). Additional highlights included an overwhelming recognition that home support staff are caring
and respectful (92%), but expressed concerns around the number of different workers (20% of clients
say they get too many different regular workers) and the lack of skills and training of some home
support workers (only 47% of clients think their workers have all the necessary skills to provide good
care). The B.C. seniors advocate also reported’ that in 2015/16 the average home support hours
delivered per year per client decreased by about two percent from the previous year, while the number
of clients increased by two percent — pointing to the challenge of keeping pace with increasing demand
from an aging population.

Assisted living is a housing option that provides seniors with enhanced supports to maintain their
independence. In B.C., there are currently 139 subsidized registered assisted living residences. As of
March 2016, there were 4,408 subsidized registered assisted living units. Legislative changes to the
Community Care and Assisted Living Act will offer more flexibility and choice for seniors in assisted living
residences, while at the same time increasing protections. Bill 16, Community Care and Assisted Living
Amendment Act, received Royal Assent by the Lieutenant Governor on May 19, 2016. It responds to
concerns identified over the past several years in reports published by B.C.’s ombudsperson, B.C.’s
seniors advocate and the B.C. Law Institute. Once put into force, the changes to the act will allow seniors
to remain in assisted living longer when their care needs change and not have to move into a residential
care facility as early as they would have previously— or may not have to move at all. It is anticipated that

PEOPLE v2015. BC STATS. Ministry of Technology, Innovation and Citizens’ Services.
www.statcan.gc.ca/pub/91-215-x/2016000/part-partie2-eng.htm

Monitoring Senior’s Services, December 2016.

Ibid.

wmoE WM
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as a result of these changes the oversight and monitoring of assisted living will increase. It is not clear
what, if any, impacts the changes will have to staffing levels and skillsets.

Residential care facilities offer seniors 24-hour professional supervision and care in a safe and secure
environment. About 4.4% of seniors live in residential care. The majority of people moving into
residential care are over the age of 75 and make up 83% of all residential care clients. There are about
27,760 subsidized residential care beds in the province in 335 regulated facilities.® In 2015, there were
28,156 resident assessments completed using the standardized interRAI resident assessment tool.”

Based on the information from these assessments, the majority of residents are frail and have complex
care needs:

» 93% of residential care clients had some level of cognitive impairment, with 65% having a
diagnosis of dementia;

» 93% had some level of impairment with their ability to perform daily living activities, while 73%
required moderate to significant assistance;

» 69% had bladder incontinence and 49% had bowel incontinence;
» Just over 21% had suffered a cerebral vascular accident and 12% had congestive heart failure; and

» 55% of residents had some indication of frailty and health instability, and 10% had a higher level of
medical complexity and were at serious risk of decline.

It is not yet known what the full impact of the changes to Community Care and Assisted Living Act will be
to the residential care sector. It is likely that the proportion of higher needs clients will increase in
residential care facilities, which will impact staffing numbers and staffing mix. Also, as more people with
lower care needs are able to be supported successfully at home or in an assisted living residence, it is
likely that the average length of stay in residential care will decrease from the current average of 500
days. Increasing complexity and more rapid turnover will have affect the number of staff required, the
staff mix and the training necessary to meet the higher care needs of residents.

There have been a number of actions taken over the past few years to optimize the scope of practice of
all direct care staff. Licensed practical nurses have been added to the skill mix and perform clinical skills
within their scope while registered nurses assume leadership and care co-ordination functions within
the facilities. Efforts have been made to incorporate residential care aides more fully into the care team.
The service model, based on the needs of residents, will influence the staffing levels and staffing mix
required in a particular facility. Given the changing demand and after considering broader research
findings, a key recommendation of the Residential Care Staffing Review and the B.C. seniors advocate is
to ensure staffing levels provide for a health authority average of 3.36 direct care hours per resident
day, supported by a standard funding and monitoring approach.

6 Ministry of Health bed inventory, September 2016.
7 B.C. interRAI Minimum Data Set 2.0 and interRAl Home Care data, 2015.
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Key Actions

1. Focus on healthy aging.

There are many factors that shape the way that people age, but much of it is influenced by
behaviour, iliness, disability and loss of independence are not inevitable consequences of aging. A
focus on healthy living can prevent, minimize or even reverse frailty and poor physical and mental
health in old age.

Through Age-Friendly BC, in partnership with the Union of British Columbia Municipalities, the ministry
will continue to provide grants, support, tools and information to help communities meet the needs of an
aging population. In an age-friendly community, seniors are able to enjoy good health and active social
participation. The grants are targeted toward enhancing healthy living programs that focus on healthy
lifestyles, fall prevention and social connectedness.

Hundreds of resources and services to seniors currently are available on HealthLinkBC. There are
opportunities to further leverage this platform to support seniors to remain active, live healthy and
stay well.

Next Steps:

» Through HealthLinkBC and in collaboration with the Office of the Seniors Advocate, develop
both general and targeted messaging on healthy aging and self-care building to British
Columbians at specific ages, building on B.C.’s Aging Well Strategy:

* Aging Well In Your 60s — Key Actions You Can Take to Maintain Your Health and
Independence

* Aging Well In Retirement — Self Care and Services

* Aging Well in Your 70s - Key Actions and Plans You Can Take to Maintain Your Health and
Independence

¢ Additionally, given growing number of seniors maintaining good health into their 80s and
90s, the need for targeted messaging on aging well past your 70s will need to be considered.

» The Office of the Provincial Dietitian (in collaboration with Dietitian and Physical Activity
Services at HealthLinkBC and the Provincial Health Services Authority) is:

* Updating the Healthy Eating for Seniors handbook. This includes developing a suite of
standardized provincial training resources and tools for health professionals and community
care workers to support healthy eating for seniors and improve nutrition care for those
experiencing frailty.

* Enhancing the healthy living content within the Healthy Families BC Aging Well platform.

* Supporting older adults through the Farmers Market Nutrition Coupon program (one of the
target populations = low income older adults) and Food Skills for Families program (Active
Seniors curriculum).
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* Ensuring patient centred care by exploring opportunities to improve nutrition care practices
for B.C. seniors across the continuum of care, using recent evidence from the Canadian
Malnutrition Task Force to highlight patient safety and quality of care concerns.

» Create a seniors section on HealthlinkBC.ca to showcase seniors’ resources and services.

2. Provide better co-ordinated and integrated community care for seniors with
complex medical needs and/or frailty.

There are 61 geographic health service areas across B.C. made up of metro, urban/rural, and
rural/remote areas. Over the coming four years, health authorities will establish an integrated
primary and community care service system in each of these areas that is easy to understand and
navigate. This new model is intended to improve ease of access and co-ordination of services for
seniors who have more complex medical needs, who are experiencing frailty and/or dementia, or
who need palliative or end-of-life care. Each area will have a single Specialized Community Services
Program for seniors that will link together the current suite of services and offer a number of core
health services. These services will:

» Actively work with primary care practices to identify patients needing increased supports, and
have an efficient intake and assessment process to provide these enhanced patient-centred
supports.

» Provide comprehensive case management and co-ordination services. This includes:
co-ordination of care across medical specialists, home nursing and home support services;
pharmacist medication review and support services; facilitating access to day programming,
respite care in assisted living, and residential care facilities for socializing, eating, laundry,
bathing, and personal care as a community resource for people living at home; proactive
planning for admission to assisted living and residential care to increase choice of residence and
reduce wait times. This approach to supporting clients will provide better co-ordinated care,
reduce hospitalizations and increase the length of time older adults can safely and appropriately
remain at home.

» Increase home support services and hours, as well as leverage other health-care professionals

(e.g., paramedics) and technology to increase home health monitoring and connectivity for
patients and health-care providers.

» Effectively link and co-ordinate access to other health services in their geographical service
areas — such as local diagnostic and hospital care, specialized regional services and specialized
provincial services —to provide optimal and rapid care in meeting more complex patient health-
care needs.
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Next Steps:

» Refresh policy directions to better articulate and monitor quality service and outcomes
(September 2017):

* Policy on Service Attributes and Practice Expectations for Specialized Community Services
Program for Seniors

* Specific Policy HealthLinkBC and Aging Well

* Specific Policy Home Nursing and Health Services

* Specific Policy on Pharmacist Support Services for Seniors

* Specific Policy Home Support Services for Seniors

* Specific Policy Assisted Living in Support of Community Care and Assisted Living Act
Modifications

* Specific Policy Residential Care (including Quality and Funding Model)

¢ Specific Policy Prioritized Access Diagnostic and Hospital Services for Patients Attached to
Specialized Community Services Program for Seniors

» Develop a detailed geographic service area rollout plan for introducing Specialized Community
Care Program for Seniors (September 2017).

3. Work with assisted living residences to implement the new Community Care and
Assisted Living Act provisions.

The changes to the Community Care and Assisted Living Act will allow clients to remain in assisted
living who have increased complexity and require more services than is currently permitted under
the current model. The ministry worked with stakeholders to develop is develop elements for a new
assisted living regulation that will set out the minimum health and safety requirements that an
operator of an assisted living residence must meet. The new assisted living regulation will be
brought into force at the same time the amendments to Community Care and Assisted Living Act are
brought into force.

Next Steps:

» Complete the consultation process on the amendments to the Community Care and Assisted
Living Act and use the information to inform the development of the new regulations.

» Complete modelling work with the Canadian Institute for Health Information to establish a clear
understanding of the profile of assisted living clients within the revised model of care delivery.

» Implement an education strategy to inform service providers and health authorities about new
regulatory requirements and their impact on operational service delivery.

» Develop policy and guidelines to support:
* revised staffing levels;
* skill mix; and
* service delivery models to best meet the needs of the clients.
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4. Strengthen role and quality of residential care.

A recent review of residential care in B.C. was undertaken by B.C.’s Parliamentary Secretary for
Seniors to determine what, if any, improvements should be made in the residential care system. The
review focused on opportunities to improve consistency, transparency and accountability across the
province in meeting resident’s needs, sustainability of the system, and alignment with the ministry’s
focus on patient-centered care in the community. Residential Care Staffing Review — March 2017
identifies 16 actions in three areas: funding and staffing; quality of care; and accountability.
Between 2017/18 and 2019/20, the ministry will complete the identified actions in collaboration
with the Office of the Seniors Advocate, other provincial ministries (e.g., Advanced Education and
Jobs, Tourism and Industry), health authorities, industry partners and other stakeholders.

Over the coming four years, health authorities will also establish enhanced services in some
residential care facilities to provide a higher level of medical care on a short-term basis for frail,
complex older patients to avoid hospital admissions or allow residents to return from hospital
sooner. These services will be available to both patients who are living in the community and in the
facility who would otherwise require a visit to the emergency department, with a possible hospital
admission, or who has been hospitalized but their condition has stabilized. These beds will be
supported by the health authority and dedicated staff on-site (nursing and allied health staff such as
occupational therapists, physiotherapists, podiatrists, and dietitians), with appropriate access to
specialist consultations and services in both planned and emergent situations. The services would be
connected to the local area Specialized Community Services Program for Seniors and affiliated with
local hospital sites.

Next Steps:
» Implement the Residential Care Staffing Review action plan. (see Appendix 1)

> Ensure short-term residential care services are integrated into detailed geographic service area
rollout plan for introducing the Specialized Community Service Program for Seniors.

Health Human Resources

The Specialized Community Services Program for Seniors will consist of an interdisciplinary team (or
teams for larger geographic service areas) of experts to provide appropriate person- and family-
centered services and interventions for older adults. It is expected that existing health human resources
will be used differently to improve coordination and continuity of care. This will mean that staff roles
and functions may change to better meet the needs of the patients within the new system and that all
staff work to their full range of competency with clearly defined roles.
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Therefore, changes to how we approach and manage health human resources are required:

» A cultural shift needs to occur where all staff work to a full range of competency, in a team-based
model of care, to support complex patients — including those with episodic, short-term and longer-
term care needs.

» Community-based resources (nursing, allied health, social work) must be shifted from existing
siloed programs and function as a system across home support, assisted living and residential
care.

> Other unregulated disciplines should be examined for their contribution to the teams (i.e., life skill
workers and rehabilitation assistants). This is in addition to the well-established health-care
professional roles such as nurses (including nurse practitioners, registered nurses, registered
psychiatric nurses, licensed practical nurses) and health-care assistants), physiotherapists,
occupational therapists, social workers, etc.

> Roles of allied professionals (e.g., physiotherapists, occupational therapists, social workers) should
be examined and revised to enable more efficient use of resources within teams.

» Closer working relationships with contracted services providers.

While a fulsome health human resource planning process across the home and community care sector is
necessary, there also is a need for an enhanced focus on health human resources in the residential care
sector specifically, linked to the Residential Care Staffing Review.

» Within residential care facilities, the ministry has estimated that an increase of about 1,500 FTEs
(full-time equivalents) is required to meet a standard of an average of 3.36 direct care hours per
resident day by health authority, as follows:

* Registered nurses increasing by about 165 FTEs.

* Licensed practical nurses increasing by about 300 FTEs.

* Allied health-care professionals (physiotherapists, occupational therapists, social workers)
increasing by about 50 FTEs.

* Health-care assistants increasing by about 900 FTEs.

* Other non-professional allied health-care workers increasing by about 100 FTEs.

» In some facilities, providing more advanced short-term in-patient medical care as an alternative to
hospital will require additional access to medical and nursing staff resources. The ministry will
work with health authorities and service providers to prioritize increased staffing levels in all
categories to meet these needs. This will start with using the analyses being conducted by the
Canadian Institute for Health Information, data within each health authority about their specific
client populations in residential care, and the service models required to meet the planned
adjustments to staffing mix and levels. This will be a continual process as service models evolve
and changes in the community take effect, including expanded services in assisted living
residences and greater capacity to manage clients with complex medical conditions and frailty in
the community.
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» A multi-pronged health human resource approach will be undertaken that will include:

* Regularization of Casual and Part-Time Staff — Analysis to determine the percentage of
casual and part-time positions that can potentially be converted to regular full-time positions
will be undertaken to increase the productivity of the existing labour pool. This approach is
expected to have an immediate impact in the short-term (i.e., year one), but diminishing
impact as opportunities to convert casual and part-time staff to regular full-time positions are
maximized over time.

* Targeted Recruitment — The ministry, health authorities, HealthMatch BC and other partners
will launch a targeted recruitment strategy for home, and community care staff, including
residential care staff. The success of a targeted recruitment strategy will be constrained by
factors such as the location of work (urban, rural, remote) and the availability of labour in a
local geographic area, and the type of employment being offered (full time, part time,
casual).

* Training Expansion — The ministry will work with the Ministry of Advanced Education to
determine the need, capacity and costs associated with targeted short-term expansion of
education and training spaces.

» Ongoing in-service education and training for all direct care providers is necessary to improve staff
capability to assess, problem solve, and identify appropriate care interventions for seniors with
complex medical and/or frailty (including patients with cognitive impairment). The Ministry of
Health will work with health authorities, service providers, colleges and unions to assess and then
develop a framework for in-service staff development, including developing skill sets necessary to
provide quality care for dementia and palliative/end-of-life clients.

Next Steps:

> Refresh policies for staffing deployment and productivity to support team-based program delivery
of specialized services (September 2017).

» Complete analysis of the percent of casual and part-time positions in residential care that can
potentially be converted to regular full-time positions.

» Complete a health human resource gap analysis for health authority-delivered and contracted
home and community care services for seniors. Develop a three-year health human resources
plan/budget plan (November 2017).

» Complete analysis of potential use of home monitoring and other technologies to support home
care services (November 2017).

» The ministry’s Nursing Policy Secretariat, will ensure policy is available for the optimal use of the
nursing professions’ (i.e., NPs, RNs, RPNs and LPNs) scope of practice to meet the patient needs of
people living in community and in residential care (November 2017).

Action Plan to Strengthen Home and Community Care for Seniors Page | 11

Page 79 of 358 HTH-2017-73839 S1



Monitoring and Evaluation

Monitoring and evaluation over the next four years will focus on whether quality, staffing, and funding
policies and goals are being achieved. Specific actions will include:

> Develop reporting requirements for all of home and community care based upon established tools
currently available in the system, and that are included in or extracted from the current minimum
reporting requirements, Home Care Reporting System and Continuing Care Reporting System.

> Revise the current minimum reporting requirements so they align with the current service delivery
model expectations and team-based care.

» Establish provincial performance metrics to monitor the specialized community services program
that supports complex medical and/or frail older adults.

Next Steps:

» Develop a monitoring and evaluation plan (September 2017).

Funding

Over the coming four years the Ministry of Health will spend an additional $500M on home and
community care. By 2020/21, net new annualized funding will reach $180M, starting with an additional
$45 million being available for 2017/18, rising to $125 million in 2018/19, $150 million in 2019/20, and
$180 million in 2020/21. Detailed spending plans for 2017/18 will be developed over the next three
months, and actual expenditures will be reported at the end of each fiscal year as part of the monitoring
and evaluation process.

In addition to the above, health authorities will continue to invest in expanding capacity to meet
growing demand for home and community care services. This investment will be in the region of $200
million.
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Appendix A

Category

Action

Proposed
Timeline

Funding and
Staffing

Finalize a report, in collaboration with the Canadian
Institute for Health Information, to better understand the
demand for home health, assisted living and residential care
services (including the different profiles of clients using RAI
assessment and service episode data) given the changes
taking place in the home and community care system, and
to inform required changes to existing residential care
service models.

May 2017

Confirm the definition of direct care hours per resident day.

July 2017

Establish a baseline for: hours per resident day, client case
mix, other identified residential care costs.

September
2017

Work with health authorities and industry to create and
implement an interim targeted process that would increase
hours per resident day for areas with identified gaps until a
costing review has been completed and the funding model
has been updated to incorporate client complexity.

October 2017

Move towards a province-wide standard residential care
funding model, with a lens to incorporate resident
complexity (using RUGs and case mix index from RAI
assessments), quality of care and flexibility.

January 2018

Complete an analysis of percentage of casual and part-time
positions that can potentially be converted to regular full-
time positions in residential care facilities.

June 2017

Develop an interim strategy to address immediate high-
priority vacancies in residential care facilities.

June 2017

Develop a health human resources plan to ensure supply of
staff will meet the needs of the residential care sector. The
plan will include targeted recruitment activities and seat-
planning in post-secondary programs.

November
2017

Action Plan to Strengthen Home and Community Care for Seniors
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Proposed
Timeline

Category 1. Action
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Home and Community Care Expenditures and Client and Service Volumes

ISSUE

In 2015/16, there were approximately 40,181 clientsreceiving publicly subsidized residential care
services; 6,062 clients receiving publicly subsidized assisted living services; and 42,170 clientsreceiving
publicly subsidized home supportservices (includingclientsreceiving services through the Choice in
Supports for Independent Living [CSIL] program).®

KEY FACTS

e Home and community care servicesinclude a range of home health servicesincluding community
nursing, community rehabilitation, adult day services, home support services, assisted living
servicesand residential care services.

e Publiclysubsidized residential care services are provided to approximately 5 percent of the total
seniors’ population (65+).°

e More detailedinformation onclientnumbers and service volume is provided below:

HCC Clients by Service Type 2006/07 to 2015/16, All Ages
% Change
Type of Service 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2006/07 to
2015/16
Residential Care
(includes 36,287 36,869 38,056 38,766 37,695 38,056 38,462 38,554 39,795 40,181 11%
Convalescent Care’ 2,082 1,992 2,603 3,054 2,597 2,662 2,804 2,951 2,982 3441
Assisted Living' 3,721 4,646 5,253 5,473 5,656 5,706 5,770 5,878 6,000 6,062
Adult Day Services 6,751 6,825 6,617 6,346 6,406 6,548 6,139 6,280 6,214 6242 -8%
Horme Support/CSIL 34,471 35,971 36,794 35,119 36,599 38,254 38,873 40,472 41,341 42170 22%
:“’fe.“"’;“a' 66,229 66,671 69,462 69,712 71,598 72,825 80,815 82,643 85,324 32%
ervices 87,289
Case Management™ 3,922 3,605 8,629 13,331 17,388 19,147 40,437 42,593 45523 48810 21%
HCC Service Volumes by Service Type 2006/07 to 2015/16, All Ages
% Change
Type of Service 2006/07 2007 fo8 2008/09 2009/10 2010/11 2011f12 2012f13 2013/14 201415 2015/16 2006/07 to
2015/16
Residential Care
(indudes 8,646,773 | 8,883,170 | 9,059,774 | 9,306,760 | 9,392,023 | 9,553,191 | 9,562,520 | 9,738,755 | 9,960,034 10,130,555 17%
convalescent care)
L8N (SO ISR (SO IS IS IS IS IS I N
Convalescent Care 102,089 104,299 115,831 134,711 152,928 187,558 185,096 225,254 297,017 340,608 | not 1
BCTc) SN I NN RSO USRS ISP IO SUUSSUNI NSO SRRSO IR N -c.1<" 151
Assisted Living Days' 868,554 1,222,289 | 1,419,014 1,548,735 | 1,632,552 | 1,674,655 1,686,783 | 1,727,109 | 1,765,811 1797 632 7%
Adult DaySemvices | .. | _ o o e .
Days [ 2ORTOR) ZOMITLN BLTRL| L ESROI | RSSS | e | MU | OO0 aseqos | PF
Home Support/GSIL [ g 383 447 | 8,590,745 | 8,794,890 | 8,792,364 | 9,587,546 | 9,784,432 | 10384951 | 11006501 | 11,099,203 32%
Hours T ey e e 11,085,553
Professional Servies | 996 761 | 98,458 | 1,052,141 | 989,331 992,922 | 994,750 | 1,043,385 | 1,042,767 | 1,090,752 11%
L T P P T T P P P T 1,111,123
Case Management 20,725 17,596 24,737 35,021 59,382 66,949 | 142,182 | 169,814 | 189,358 a8%
Visits 209,977
Source2017-0208 HCC Annual Client Counts, Volumes, Rates 2015-2016.xIsx; Data extracted October 14, 2016,
Client Counts: Unigue client counts from various service types cannot be summed as some clients may have received more than one type of service durirg the year.
Percentage change not calculated for Convalescent Care because of inconsistent reporting.
? Professional services incdludes community nursing, community rehabiltation and other,
* Caution should be wed wheninterpreting Case Management client counts and service volumes, An increase indient counts and visits over time doesnot necessarily mean that more case management clients are
being provided with more services. Although Case Management Services were provided to clients prior to 2013/2014, this service type isonly reported inthe HCCMRR and 2012/2013 s the first year that all five
Health Authonties reported tothe HCCMRR.
 Percentage changeis cakulated from 2012/2013

2017-0161 HCC Expenditures and Client Services Volumes Updated (From 2017-0208 HCC Annual Client Counts, Volumes, Rates 2015-2016.x1sx Data extracted October 14, 2016).
2
"~ 2017-0161 HOC Expenditures and Client Services Volumes Updated (From 2017-0208 HCC Annual Client Counts, Voumes, Rates 215-2016.x1sx; Data extracted October 14, 2016).
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FINANCIAL IMPLICATIONS
e |n 2015/16, healthauthoritiesreported spendingover $2.9 billion onhome and community care.
e The followingtable shows community and residential care expenditures, asreported by the health

authorities, by fiscal year and health authority. Funding for these servicesisincorporated in the health
authorities’ global budgets.

Community Care and Residential Care - Gross Expenditures
Summary by Health Authority (S millions)

2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17
(Actual) (Actual) (Actual) (Actual) (Actual) (Actual) (Actual) (Actual) (Actual) (Budget)

Fraser

Community 203.4 213.4 221.3 230.8 235.3 258.6 280.1 289.1 296.2 325.0

Residential 410.6 440.9 452.4 456.9 501.8 521.5 535.9 544.8 553.6 584.5
Total 614.0 654.3 673.7 687.6 737.1 780.1 816.0 833.9 849.8 909.5

Interior

Community 138.0 144.9 142.1 147.5 172.7 183.6 191.6 196.4 212.0 216.1

Residential 280.6 306.0 317.8 332.3 340.2 356.7 367.9 367.8 376.6 380.2
Total 418.6 451.0 459.9 479.8 512.9 540.3 559.5 564.2 588.6 596.3

Northern

Community 32.0 35.1 38.9 40.7 44.8 49.2 52.2 75.9 82.9 118.6

Residential 63.2 66.8 73.6 76.8 91.7 95.9 97.4 99.2 106.9 104.2
Total 95.2 101.9 112.6 117.5 136.4 145.1 149.6 175.1 189.8 222.8

Vancouver Coastal

Community 161.2 173.2 180.1 181.7 219.2 240.9 236.7 242.5 251.1 258.5

Residential 385.3 398.6 410.3 424.9 442.0 442.8 464.5 461.1 463.7 470.9
Total 546.5 571.8 590.4 606.6 661.2 683.7 701.2 703.6 714.8 729.4

Vancouver Island

Community 172.3 182.8 189.5 194.9 213.4 227.1 233.7 231.5 247.1 255.9

Residential 283.2 313.4 322.6 334.5 341.8 343.4 352.3 358.2 360.1 362.9
Total 455.5 496.2 512.0 529.5 555.2 570.5 586.0 589.7 607.2 618.8

British Columbia

Community 706.9 749.5 771.9 795.6 885.3 959.4 994.3 11,0354 1,089.3 1,174.1
Residential 1,4229 1,525.6 1,576.8 1,625.4 1,717.4 1,760.2  1,818.0 ’ 1,831.0 1,860.9 1,902.7
Total 2,129.8 2,275.1 12,3486 2,421.0 2,602.8 2,719.6 2,8123 2,866.4 2,950.2 3,076.8

1. HAsector information has been re-defined due to the implementation of Public Sector Accounting Standards.

2.2015/16 actual and 2016/17 budget are as per HA Service Plans for 2016/17 - 2018/19.

e Community care totals include the following sub-categories: Adultday services, professional
services (nursingand rehabilitation services), home supportservices, case managementand
assistedliving services.

e Residential care totals include the following sub-sector categories: Family care homes, group
homes, residential care facilities and extended care hospitals, and nursing/personal longterm
residential care.

Approved by:

Sharon Stewart obo DougHughes, Primary and Community Care Policy; March 15,2017

Gordon Cross, oboManjit Sidhu, ADM, Finance and Corporate Services; March 31,2017

Christine Voggenreiter, obo Teri Callins, Health Sector Information, Analysis & Reporting Division; June 30, 2017
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Home Health Services

ISSUE

e BC has arange of comprehensive home health services, including community nursing, community
rehabilitation, adult day programs, home support for assistance with activities of daily living, and
at-home end-of-life care. These services support seniors and people with disabilities of all ages to
manage their health care needs and remainin the community.

KEY FACTS

e BC home health services, delivered by the health authorities, comprise three main services:
professional clinical services; home support; and Choice in Supports for Independent Living (CSIL).
These services are available to any eligible clientaged 19 or older. In 2015/16:

o 87,289 clientsreceived professional at-home nursing, rehabilitation, and other
services. ‘Community nursingis provided by a licensed nursing professional to clientsin the
community who require acute, chronic, palliative or rehabilitative support. Community
rehabilitation services are delivered by a licensed physical therapist or occupational therapist
to clients who require acute, chronic, palliative orrehabilitative support. All professional
services are provided free of cost.

o 41,282 clientsreceived home support (excluding CSIL) services that help people remain
independent, andintheir own homesfor as longas possible.ZCIients are charged an
income-tested fee (“the clientrate”) for these services.

o 956 clientsreceived at-home home support services through the CSIL program.3 CSlLisa
self-directed home supportoption for eligible clients with high-intensity care needs. CSIL
clientsreceive funds directly from theirlocal health authority to purchase theirown home
support services. CSIL clients become employers who manage all aspects of their home
support.

FINANCIAL IMPLICATIONS

e In 2015/16, healthauthoritiesreported spending more than $1 billion on community care services,
which include adult day services, professional services (nursingand rehabilitation services), home
support, case management, and assisted living services.

Approved by:

Sharon Stewart obo DougHughes, ADM Primaryand Community Care Policy; February17,2017

Gordon Cross obo Manijit Sidhu, ADM, Finance and Corporate Services; March 7,2017

Christine Voggenreiter obo Teri Collins, ADM, Health Sector Information, Analysis and Reporting; March 8, 2017

! 2017.0208 HCC Annual Clients Counts, Volumes, Rates 2015-2016, | ast updated March 3, 2017, Health Sector
Information, Analysis, and ReportingDivision, Ministryof Health.

?2017.0208 HCC Annual Clients Counts, Volumes, Rates 2015-2016, | ast updated March 3, 2017, Health Sector
Information, Analysis, and Reporting Division, Ministryof Health.

2017.0208 HCC Annual Clients Counts, Volumes, Rates 2015-2016, | ast updated March 3, 2017, Health Sector
Information, Analysis, and Reporting Division, Ministryof Health.

Pagelof1 Page 85 of 358 HTH-2017-73839 S1



FACT SHEET

Licensed Community Care Facilities

ISSUE

Community care facilities are regulated under the Community Care and Assisted Living Act
(CCALA) and are licensed through regional health authorities.

The Ministry of Health Community Care Licensing program provides provincial stewardship for
the operation of the health authority community care licensing programs, and is responsible for
the developmentandimplementation of legislation, policy and guidelines to protect the health
and safety of people beingcared forinlicensed community care facilities.

Licensed community care facilitiesinclude both publically subsidized and private pay models.
Itis important to note that there are several differenttypesof licensed care under the CCALA,
including child day care, childand youth residential care, and residential care for specialized
populationsincluding Hospice, Mental Health, Substance Use, Community Living, Acquired Injury
and Long Term Care.

Health authorities provide quarterly data’ to the Ministry on the number of facilities undereach

service type describedinthe Act and its Regulations.

Residential Care

Spring 2017 | Island | VCHA | FHA IHA NHA BC
Facility Service Type
Acquired Injury 3 4 16 10 1 34
Child and Youth Residential 18 18 19 7 23 85
Community Living 120 84 167 86 31 488
Hospice 3 6 5 4 3 21
Long Term Care 80 45 65 66 13 269
Mental Health 14 40 39 8 0 101
Substance Use 5 12 15 3 0 35
Mental Health and Substance Use 0 0 0 6 4 10
Hospital Act” 22 23 25 18 11 99
Total 265 232 351 208 86 1142
Child Care
Spring 2017 | island® [ VCHA FHA IHA NHA BC
Facility Service Type
Group Child Care <36 months 132 165 284 115 40 736
Group Child Care >30 months 289 295 474 207 80 1345
Group Child Care School Age 268 221 486 221 87 1283
Preschool 201 224 412 195 102 1134
Family Child Care 369 256 471 225 209 1530
Occasional Child Care 15 31 5 33 3 87
In-Home Multi Age Child Care 82 45 145 52 36 360
Multi Age Child Care 80 41 294 112 65 592
Child-minding 4 5 12 4 1 26
Total 1440 1283 2583 1164 623 7093

FINANCIAL IMPLICATIONS
N/A

Approved by:

Sharon Stewart obo DougHughes, Primary and Community Care Policy Division; February 17,2017

! Data current to February 15, 2017/ Licensed Facilities by Service Type Spring 2017 / Source: HA Community Care Licensing Programs.
* These facilities are designated as extended care or private hospitals under the Hospital Act, not licensed under CCALA.

For Island Health this was counted by primary service type, some of these will have more than one service type but it is only counted in the
most dominant service type
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FACT SHEET

HOME AND COMMUNITY CARE
TEMPORARY RATE REDUCTIONS (HARDSHIP WAIVERS)

ISSUE

A revised Temporary Rate Reduction (TRR) process was implemented on April 1, 2013, in
response to recommendationsin the Ombudsperson’s report, “The Best of Care: Getting it
Right for Seniors in BC.” The Ministry of Health (the Ministry) committed to monitoring TRR
numbers underthe revised process for a period of two years starting July 1, 2013, At the
completion of the two years, the Ministry and health authorities commited to ongoing
monitoring.

KEY FACTS

A TRR is a time-limited, reduced rate for clients receiving publicly subsidized home and
community care services, who would experience serious financial hardship if they were to pay
theirassessedclientrate. Health authorities follow a standardized process, using the client’s
income and expenses forthemselves, andtheirspouse and dependent children (if applicable)

to calculate a reduced rate. If approved, the clientmay pay a nil or reduced client rate.

Effective April 1, 2013 changes to the TRR process were made to ensure the processreflected the
cost of livingin BC at that time. These changes resulted in updates to the types of allowable
expenses that could be claimed with the necessary supportingdocumentation. Changes also
included the calculation of the temporary daily rate for home support clients to ensure the client’s
expenses are considered fair and consistent.

TRRs are approved for the shortest time period possible, up to a maximum of twelve
months.

In response to a recommendation by the Office of the Ombudsperson, health authorities have
been collectingand reporting data to the Ministry on the number of TRR applications approved/
denied and the numberof TRR policy exceptions.

The number of TRR applications approved province-wide in each quarter:

TRR approvals

13/14 | 13/14 13/14 14/15 14/15 14/15 | 14/15 | 15/16 15/16 | 15/16

Q2 Q3 Q4 a1 Q2 Q3 Q4 a1 Q2 a3z | Total

377 464 538 564 493 544 707 569 498 521 5275

The number of TRR approvals over the periodJuly 1, 2013 to December 31, 2015 per health
authority:

Interior Fraser Vancouver Northern Island Total
Total number of TRR approvals Coastal
by health authority
2489 648 822 144 1172 5275

The number of TRR denialsislow, as TRR applications are generally submitted only when the health
authority knows it will most likely be approved. From July 1, 2013 to December 31, 2015, there
were a total of 391 TRR applicationsdenied.
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e Most TRR approvals are for short-term residential care services. TRR approvals based on type of

service:
Long-Term Assisted Home Short-Term Total
Total number of TRR approvals Residential Care | Living Support | Residential Care | '°%
July 1, 2013 to December 31, 2015
(all health authorities combined)
1306 319 1241 2409 5272

e 75 percentof all exceptionsto TRR policy are for one of three administrative reasons: Non-
standard income documentation, incomplete expense documentation, oran adjustment of the

effective date of the TRR.

neligible Client Non- Incomplete | Adjusted
Exceptions to TRR policy (e.g. MSD Standard Expense Effective | Other | Total
July 1, 2013 to December 31, 2015 client) Income Docs. Date
(all health authorities combined) Docs.
42 516 633 604 536 | 2331

FINANCIAL IMPLICATIONS
N/A

Approved by:
Sharon Stewart obo DougHughes, ADM Primaryand Community Care Policy Division; February 17,2017

The data source for theinformation referencedin this fact sheetis the TRR quarterly data reportingsubmitted by the
health authorities to the Ministry of Health.
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FACT SHEET: Pending ADM Approval

Choice in Supports for Independent Living (CSIL)

ISSUES

CSILis a self-managed home support funding program that allows clients to receive funds directly for
the purchase of home support services, and assumes full responsibility for the management,
co-ordination and financial accountability of their services. Major issues relate to CSIL reimbursement
rates, inconsistentapplication of policy, and program sustainability.

KEY FACTS

CSIL Assessmentand Rates

¢ Provincial policy indicates that health authorities are responsible fordeterminingeligibility for CSIL
(Home and Community Care [HCC] Policy 4.C.3).

e The funding providedto CSIL clients was increased to $27.63 per hour, effective April 1, 2011, with
subsequentincreasesto $28.63 per hour effective April 1, 2012 and $29.50 per hour effective
April 1, 2013.

e In 2014, the Association for CSIL Employers (ACE) asked the Ministry of Health to increase CSIL
fundingto bring the rates into parity with the agency (health authority) home support rates.

e |n December2015 the Ministry responded by aligningthe CSIL hourly rate increases with the wage
rate increases negotiated through the Province’s 2014 Economic Stability Mandate. The CSIL hourly
rate is increasing 5.5% from January, 2016 — February, 2019. The breakdown of the increases are as

follows:
s.13,8.17

CSIL Program Sustainability

e Onaverage, CSILclientsreceived 229 hours of home support per month compared to 17 hours per
month for traditional home support clients.*

e Currently, the average CSIL clientreceives $6,856.26 permonth infunding($29.94 per hour x 229
hours'). The amount of CSIL fundingis based on the number of home support hours, as determined
through a clinical assessment (RAlI-Home Care), multiplied by the hourly CSIL rate.

e In2015/16, BC has 956 people who receive home support through CSIL, an increase of 77% since
2001/02.7 Although the eligibility policy has not changed since April 2011, there is increased
utilization of the program, by both clientsand by number of service hours.

12()16()684 HCC Annual Clients Counts, Volumes, Rates 2015-2016, last updated January 7, 2017, Health Sector
Information, Analysis, and Reporting Division, Ministry of Health.
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e Otherjurisdictions cap program funding with the option of capping funding equal to the cost of
residential care.

Consistent Program Implementation and Portability
s.13,5.17

FINANCIAL IMPLICATIONS
Health authorities have absorbed the costs of increasing the hourly rate to CSIL clientsimplemented
April 1, 2011, 2012, and 2013 and are responsible forthe funding of health related programs and

services within the available financial resources.

Approved by:

Sharon Stewart obo DougHughes, Primary and Community Care Policy Division; February 17,2017
Gordon Cross, oboManjit Sidhu, Finance and Corporate Services Division; February 11,2016

Christine Voggenreiter, obo Teri Collins, Health Sector Information Analysis & Reporting; March 3,2017

22017-0155 HCC Annual Client Counts Volumes 2015-2016 — SUMMARY, last updated February 18, 2017, Health Sector
Information, Analysis, and Reporting Division, Ministry of Health. NOTE: CSIL Client count # in 2001/02 = 540.
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FACT SHEET
ASSISTED LIVING - SENIORS RESIDENCES

ISSUE

The governmentis committed to promoting health and safety for vulnerable adults receiving assisted
living services underthe Community Care and Assisted Living Act (CCALA). Seniors residences are one
type of assisted living that is regulated by the CCALA.

KEY FACTS

e Assistedlivingis housing which supports adults by providing one or two prescribed services (i.e.,
medication management, daily living assistance) and five hospitality services (meals, house-
keeping, laundry, recreation, emergency response system).

e Residences which meetthe CCALA definition of assisted living are required to be registered with
the provincial assisted living registrar, regardless of whetherthey are publicly subsidized.

e Asof February 2017, 218 assisted livingresidences forseniors (both publicly subsidized and private
pay) have been registered with a total of 8,017 registered publicly subsidized and private pay units
(56 percent of these are publicly subsidized)."

e The total number of publicly subsidized assisted living unitsin BC as of February, 2017 was 4,464:
1,393 inFraser Health Authority, 931 in Interior Health Authority, 993 in Vancouver Island Health
Authority, 288 in Northern Health Authority, and 859 in Vancouver Coastal Health Authority. 2

e Since September2012, highlevelinformationfromsubstantiated complaints has been posted on
the Ministry of Health’s (the Ministry) Assisted Living Registry (ALR) website.

e From January 1to December31, 2016, the ALR received 48 complaints about seniors’ residences,
with 115 different health and safetyissues.

e Four of the 48 complaints were substantiated after investigation. Two reports have been posted
and one will be posted on the ALR website.

e |n 2016, the ALR conducted a total of 18 site inspections at seniors’ assisted livingresidences.
Fourteeninspectionswere related to a health and safety concern, 3 inspections were pre-
registration, and 1 inspection was of a possible unregistered residence. 3

e The ALR received andinvestigated 395 serious incident reportsin seniors’ assisted livingresidences
in 2016.*

e Asof February 3, 2017, the ALR has 19 complaints regarding seniors’ assisted livingresidences
under in\.!estigatit:on.5

Background

e The CCALA, which came into force in 2004, established an Assisted Living Registrar to oversee
registrationand respond to concerns about health and safety in assisted living residences.

e InJanuary 2012, the registry operations were moved into the Ministry to ensure alignment of the
Registrar’s work. The Assistant Deputy Minister of the Primary and Community Care Policy Division
was appointed as the Assisted Living Registrar.

e The ALR isresponsible forregistering assisted livingresidences, and responding to complaints or
other information that indicates residences are being operatedin a way that does not ensure the
health and safety of the residents, orthat an unregistered assisted living residence is being
operated. Anyone with a concern can complain to the registry. Registry staff conduct investigations
that are remedial in nature.

Assisted Living Database, February 10, 2017
Ibid.
" Ibid.
" Ibid.

R

[ RN

Assisted Living Database, February 3, 2017
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e |n 2016, governmentamended the CCALA to increase flexibility and allow more than two
prescribed services to be providedin assisted living. This change was made in response to
recommendations by the Seniors Advocate and other stakeholder groups, who were of the
opinionthat people who could still live safely in assisted living were being moved into residential
care prematurely.

e The amendmentsto the CCALA also included enhancements to the registrar’s inspection and
enforcementpowers, and increased protections for residents. The amendments will be brought
into force once assisted livingregulations have been developed, and are ready to be
implemented.

FINANCIAL IMPLICATIONS

e The monthlyclientrate for publicly subsidized assisted livingunitsis set at 70 percent of the
client’safter-taxincome, subject to the minimum and maximum rate. The maximum rate is
based on a combination of market rent for housing and hospitality costs for that geographic
area, plus the actual cost of personal care services for the client.

e AsoflJanuary 1, 2017, the minimum monthly rate for publicly subsidized assisted living services
is $931.50 per month for asingle client,and $1501.80 per month for a couple.

e The minimum monthlyrate isadjusted each year to reflectthe changes in the federal
supplements (OAS/GIS) as of July 1 of the previousyear.

e C(lientrates are reviewed annually based on income information received from the Canada
Revenue Agency. In the fall of each year, health authorities notify clients of their new clientrate,
effective January 1 of the followingyear.

e Clientsthat do not consent for the Canada Revenue Agency to release income informationto the
Ministry to establish the clientrate are charged the maximum client rate for assisted living
services.

e Clientswhobelieve that payment of theirclient rate will cause them serious financial hardship
can apply to theirhealth authority for a temporary rate reduction of theirclientrate.

e Clientsinpubliclysubsidized assisted living units are responsible for paying for certain costs, such
as Medical Services Premiums, Fair PharmaCare coverage, personal telephone, and cable
television. However, low-income clients pay nothing for Medical Services Premiums, and pay no
more than $250 per year for their PharmaCare costs, dependingon theirincome. In addition,
there may be charges in different settings for other optional services or activities, such as
transportation, or help with errands that are not considered hospitality or personal care services.

Approved by:

Sharon Stewart obo DougHughes, ADM Primaryand Community Care; February 17,2017

Gordon Cross obo Manjit Sidhu, ADM, Finance and Corporate Services, May 9,2017

Christine Voggenreiter, obo Teri Collins, ADM Health Sector Information, Analysis and Reporting Division; February 23,2017
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Meeting to Discuss Risk Assessment for BC Care Homes and Assisted Living Residences

February 28, 2014 (Vancouver, BC): Over 20 individuals representing key stakeholders (see below for
complete list) that either work within or with the continuing care and assisted living sectors in British
Columbia held a meeting on Wednesday, February 26" at the BC Care Provider’s Association office in
Vancouver to discuss the issue of fire safety within care homes.

The Ministry of Health provided attendees with an update on the current status of care homes and
assisted living residences which have either no sprinklers or a partial system in place.

e All new residential care facilities and assisted living facilities are required to be built to the current
B.C. Building Code standards.

e Infact, all licensed residential care facilities built since 1996 have been built with sprinkler systems
and most of the older residential care facilities have been retrofitted.

e Only 6 per cent of B.C.”s residential care facilities do not have sprinklers — that’s 10 of 361 facilities.
Another 12 are partially sprinklered.

e In addition, only two percent of B.C's assisted living residences do not have sprinklers — that’s five of
212 facilities. Another eight are partially sprinklered.

e This means the vast majority of both publicly funded and private pay residential and assisted living
care facilities already have full sprinkler systems in place.

e The government updated the Building Code in December 2012 to require any new assisted living
facilities to be built with sprinklers. All new buildings will be built to these standards.

The working group agreed that all efforts will be made over the coming weeks to initially focus on the
care homes and assisted living residences identified on the official list released by the Ministry of Health.

One of the key outcomes of the meeting is that the Ministry of Health, in consultation with municipal
fire officials and the working group, will immediately engage an external consultant to undertake a
detailed risk analysis of the identified homes. The consultant will determine all possible risk factors that
may exist and what can be done to mitigate them to ensure the continued safety of seniors in care.

During the two-hour roundtable discussion attendees also worked to identify possible gaps in data
collection with a commitment to jointly producing an updated and comprehensive list that will be made
available to the public in the coming weeks.

Other items discussed:

e Challenges facing volunteer rural fire departments in responding to fires in care homes

e What alternatives to sprinkler retrofits exist to reduce fire risk

e How BC compares to other jurisdictions and whether there are best practices from other
jurisdictions that could be implemented
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e The role that combustible materials within a care home (such as furniture and personal
belongings) can play in fuelling the rapid spread of a fire

e Ensuring that residential care facility fire safety plans factor in lower staffing levels at fire halls
and care homes during overnight periods

e Standards for fire prevention and protection vary within municipal jurisdictions

“Our meeting today was an excellent first step at ensuring we gather the data and develop a
coordinated action plan moving forward,” says Daniel Fontaine, CEO for the BC Care Providers
Association. “We want to assure the public that we are all working collaboratively and are making every
effort to prevent the kind of tragedy we witnessed in Quebec.”

The working group has agreed to meet again in the coming weeks and will use that opportunity to
receive a briefing on the status of the consultant’s report and map out possible next steps.

-30-
Organizations with representatives in attendance:

Ministry of Health

Ministry of Natural Gas Development and Responsible for Housing
Fraser Health Authority

Northern Health Authority

Island Health Authority

Vancouver Coastal Health Authority

Interior Health Authority

Union of BC Municipalities

BC Care Providers Association

Denominational Health Association

BC Seniors Living Association

Fire Chiefs’ Association of BC

National Fire Protection Association

Representatives from Vancouver, Langley and White Rock fire departments were in attendance
representing provincial or national associations.
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Residential Care Benefits

ISSUE

In October 2013, followingreports of inconsistencies, the Ministry of Health (Ministry) conducted a
provincial review of the application of chargeable extra feesin publicly subsidized residential care
facilities throughout the province. In 2016, the Ministry implemented a new policy on basic
wheelchairfeesinall publicly subsidized residential care facilities, which extended the list of benefits
available to residents.

KEY FACTS

e Residential care services fall under 1 of 2 categories: benefits or chargeable extras.

o Benefitsinclude standard accommodation, meals, standard hygiene supplies, routine
laundry, development and maintenance of a care plan, and clinical support services. These
servicesare includedinthe clientrate and are provided at no additional charge.

o Chargeable extras include personalized, exclusive-use mobility equipment such as walkers;
personal transportation; preferred nutrition supplements; personal hygiene products;
hearing aidsand batteries, value-added items such as cable, telephonesand newspapers,
and other itemsidentifiedin Chapter6, Residential Care Services, F - Benefitsand
Allowable Charges of the Home and Community Care Policy Manual. Currently, the cost of
these added services are the responsibility of the patient.

e In October 2013, followingreports of inconsistencies, the Ministry and regional health
authorities launched a provincial review of the application of chargeable extra feesin 308
publicly subsidized residential care facilities throughout the province.

e The provincial review indicated that:

o Facilitiesare inconsistentin providinginformation to clients on the optional nature of
chargeable extras and receiving clientconsent for charges.

o Facilities have varied practices for situations where clients cannot afford extrafees.

o Wheelchairfeesare the most common non-discretionary, medically required chargeable
extra in 247 of the facilitiesthat responded.

e OnJanuary 1, 2016, the policy on basic wheelchairs was implementedin all health authority
owned and operated residential care facilities. Contracted operators had until April 1, 2016 to
become fully compliant with the policy.The policy provided for the following:

o Basicwheelchairs for personal exclusive use, if they are medically required, are provided to
residents as a benefit(i.e., at no charge).

o Basiccleaningand maintenance of basic wheelchairs will also be provided as a benefit.

o Residentsrequiringa specialized wheelchair continue to be responsible forthe cost.
Service providersare not expected to provide this service.

e The Ministry in collaboration with health authorities will continue to monitor and update the
chargeable extras policy as issues arise.

FINANCIAL IMPLICATIONS

e Inthe case of financial hardship, health authorities may choose to waive fees, and individuals
may apply for temporary rate reductions to help them accommodate any exceptional costs.

e Revenue from chargeable extras isassumed to be fairly significantand is one of the drivers
behind facilities offeringthese optional services onsite. Between June 2013 and September 2014,
Fraser Health Authority owned and operated facilities alone collected $67,762 in wheelchair
rental fees. This does not account for the cost of wheelchairrepairs, cleaning, and replacement
cushions.
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Approved by:
Sharon Stewart obo Doug Hughes, Primary and Community Care Policy Division; February 17, 2017

Page 2 of 2 Page 131 of 358 HTH-2017-73839 S1



ISSUE

FACT SHEET
Residential Care Beds Inventory

The Government of BC has investedinthe development of residential care and assisted living beds

across the province. The Home and Community Care (HCC) Beds Inventory enablesthe Ministry of
Health to provide semi-annual updates on publicly subsidized residential care beds and facilitiesin BC.

KEY FACTS

e Asof September30, 2016, the total capacity of publicly subsidized residential care bedsin BC was
27,765". Additional detailsare providedinTable 1, below.

Table 1: Publicly subsidized residential care beds in BC

Short-Term RC Beds

Convalescent

End of Life Respite

Flex Beds

Long-Term RC
Beds

Temporary
Beds

Family Care
Home Beds

Total RC Beds

487

261 204

30

26,269

449

65

27,765

e Table 2 providesthe total capacity of publicly subsidized residential care bedsin BC by health
authority and health service delivery area (HSDA), as of September 30, 2016.

Publicly subsidized Short Family
residential care bedsin Health Service Delivery Long Term RC Temporary Care
Term RC Total RC Beds
BC by health authority Area (HSDA) Beds Beds Beds Home
and HSDA Beds
East Kootenay 31 460 0 0 491
Kootenay Boundary 22 561 0 0 583
Interior Health Authority | Okanagan 164 2,918 8 16 3,106
;:S::fjg“ Cariboo 101 1,422 1 4 1,528
IHA Total 318 5,361 9 20 5,708
Fraser East 56 1,536 81 1 1,674
Fraser Health Authority Fraser North 52 3,116 29 0 3,197
Fraser South 219 3,416 104 9 3,748
FHA Total 327 8,068 214 10 8,619
North Shore/Coast 29 1,656 26 0 1,711
Vancouver Coastal Garibaldi
Health Authority Richmond 10 726 68 0 804
Vancouver 87 4,171 10 0 4,268
VCHA Total 126 6,553 104 0 6,783
Central Vancouver 20 1,843 46 12 1,971
Vancouver Island Health | Island
Authority North Vancouver Island 11 594 51 3 659
South Vancouver Island 69 2,738 18 16 2,841
VIHA Total 150 5,175 115 31 5,471
Northeast 5 248 0 0 253
Northern Health Northern Interior 32 597 7 0 636
Authority
Northwest 24 267 0 4 295
NHA Total 61 1,112 7 4 1,184
British Columbia Total 982 26,269 449 65° 27,765

e Approximately61 percent of publicly subsidized residential care facilitiesin BC are
regulated/licensed underthe Community Care and Assisted Living Act (CCALA), and approximately
27 percentunder the Hospr'ta!Actl. For more details, see Table 3.

' 2017-0162 HCC Residential Bed Inventory Updated (for September 30, 2016), Health Sector Information, Analysis, and Reporting Division,

Ministry of Health.

: Family Care Homes are private residence homes where care is provided to a maximum of two people. As of September, 2016 survey, there
were a total of 45 publicly subsidized family care homes in British Columbia providing 65 family care home residential care beds (Table 2).
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e Health authoritiesownand operate approximately 33 percent of the publicly subsidized residential
care facilitiesin BC, while private for-profit companies operate approximately 39 percent, and
private not-for-profit organizations operate approximately 28 percent of publicly subsidized
residential care facilities®. For more details, see Table 3 and 4.

Table 3 and 4: Proportion of publicly subsidized residential care and assisted living facilities in BC (includes
family care homes) by regulation/legislation for facility and ownertype.

Table 3: Percentage of
Publicly Subsidized

Facilities in BC with i°“_':“d":_t_"_car: i‘ H°:p'tta' " Ccﬁt“:i‘ . Missing*
Residential Care Beds by ssisted Living Ac < DSpIxegac
Regulation/Legislation
Q,
Interior Health Authority 67% 19% 14%
70 20 15
‘ 69% 30% 1%
Fraser Health Authority
61 27 1
Vancouver Coastal Health 65% 29% 6%
Authority** 45 20 4
Vancouver Island Health 45% 26% 29%
Authority** 40 23 26
Northern Health 57% 43%
Authority 16 12
61% 27% 8% 4%
British Columbia
232 102 30 16

* Missing- information not provided by health authorities
“Vancouver Coastal Health Authority and Vancouver Island Health Authority have facilities to which both CCALA and the Hospital Act apply. For
example: Licensed prior to “complex care” designation; extended care wing under the Hospital Act and other part of facility under CCALA.

Health

Table 4: Percentage of Publicly Subsidized Facilities A Private for Private Not for
A A A . Authority
in BC with Residential Care Beds by Owner Type Owned Profit Owned Profit Owned
44% 47% 10%
Interior Health Authority
46 49 10
18% 44% 38%
Fraser Health Authority
16 39 34
28% 22% 51%
Vancouver Coastal Health Authority
19 15 35
24% 51% 26%
Vancouver Island Health Authority
21 45 23
79% 7% 14%
Northern Health Authority
22 2 4
33% 39% 28%
British Columbia
124 150 106

! 2017-0162 HCC Residential Bed Inventory Updated (for September 30, 2016), Health Sector Information, Analysis, and Reporting Division,
Ministry of Health.
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Background
e Since 2001, the Governmentof BC has investedinthe development of residential care and assisted

living beds across the province. Thisincreased bed capacity allows the care needs of seniorsand
people with disabilitiesto be metina settingwhich supports theirindependence to the highest
degree possible.

e The 5,000 Bedsdatabase was initially created to track the development of new beds. After the
close of the project in March 2010, the Ministry and health authorities agreed there was a need to
maintaina current and complete inventory of residential care and assisted living bedsin the
province.

e The provincial HCC Beds Inventory was developed and the five regional health authorities have
beensubmittingdata on publicly subsidized residential care and assisted living beds since
September2010. Health authorities update the HCC Beds Inventory twice annuallyin March and
September.

FINANCIAL IMPLICATIONS
N/A

Approved by:

Sharon Stewart obo DougHughes, Primary and Community Care Policy Division; March 15,2017

Heather Richards obo Teri Collins, ADM, Health Sector Information, Analysis & ReportingDivision; March22,2017
Gordon Cross oboManjit Sidhu, Finance and Corporate Services, April 3,2017
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Client Rates for Residential Care Services

ISSUE

Clientsreceiving subsidized long-term residential care services pay an income-based monthly rate. The
rates are updated annually, based on the client’sincome information from the Canada Revenue
Agency, subject to a minimum and maximum monthly rate. Clients receiving short-termresidential
care services pay a fixed daily rate.

KEY FACTS

Income-Based Client Rates

e C(Clientsreceivinglong-termresidential care or family care home services pay a monthlyclientrate
based on 80 percent of theirafter tax income towards their housing and hospitality costs, subject
to a minimum and maximum monthly rate.

e AsofJanuary 1, 2017, the minimum monthlyclientrate is $1,104.70. The minimum rate isadjusted
annually based on changes to the Old Age Security/Guaranteed Income Supplementrate as of July 1
of the previousyear.

e AsoflJanuary 1, 2017, the maximum clientrate is $3,240.00 per month. The maximumclientrate is
adjusted annually based on changes to the Consumer Price Index over the previousyear.

Fixed Client Rates

e Clientsreceivingshort-term residential care services for respite care, convalescentcare, or
hospice/end-of-life care are assessed at a fixed daily rate, based on the minimum monthly rate for
long-term residential care services.

e AsoflJanuary 1, 2017, the fixed daily rate for short-term residential care servicesis $36.30.

Minimum Residual Income

e C(Clientrates are calculated so that most clients receiving residential care services retaina minimum
residual income amount to cover personal expenses, such as personal toiletryitems or over-the-
counter medications. On February 1, 2012, the Governmentof BC increased the minimum residual
income amount from $275 per month to $325 per month. The increase in the minimum residual
income amount ensures that the additional Old Age Security/Guaranteed Income Supplement
benefitsare not counted as income when assessingclient rates. When implemented, this was the
highest minimum residual income amount in Canada.

Temporary Reduction of the Client Rate

e |f paymentof the assessed clientrate would cause the clientor theirspouse/dependentsserious
financial hardship, the clientcan applyto theirhealth authority for a temporary reduction of their
clientrate (cross-reference Hardship Waivers Fact Sheet).

e |n 2013, thetemporary rate reduction process was revised based on a standardized approach to
ensure consistency across the province, and to make the process more fair and transparent for
clients, theirfamily members and caregivers, and the public.

Background

e On February 1, 2010, the Government of BC introduced a more equitable client rate structure
which was phasedin over the followingtwo years. Prior to the rate restructuring, lower-income
clients were paying a higher percentage of theirincome in relationto higher-income clients. The
revised client rate structure ensuresthat clients who can least afford the cost of residential care
services are not unreasonably charged.
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e C(Clientrates are intended to cover housingand hospitality costs, including meals, routine laundry
and housekeeping. Health authorities coverthe cost of care, such as nursing, in all publicly
subsidized residential care facilities.

e The rate settingmethodology for clients receiving residential care servicesisset out in the
Continuing Care Fees Regulation, the Hospital Insurance Act Regulations, and the Home and
Community Care Policy Manual.

e C(Clientrates are updated annually by the automated Health Authority Rate System, usingincome
information obtained from the Canada Revenue Agency withthe client’s priorconsent.

FINANCIAL IMPLICATIONS

Health authorities reported revenues of approximately $177 millionin 2015/16, relatedto health
authority owned and operated residential care facilities. Based on thisinformation, the estimated total
amount of residential care clientrate revenue is $485 millionannually.

Approved by:
Sharon Stewart obo DougHughes, ADM Primaryand Community Care Policy; February17,2017
Gordon Cross obo Manjit Sidhu, ADM Finance and Corporate Services; November29, 2016
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High Risk Residential Care Facilities

ISSUE

Health authorities are responsible formonitoring licensed residential care facilities licensed under the
Community Care and Assisted Living Act). Using a standardized Risk Assessment Tool, facilities are
categorized as low, medium or high risk rating based on compliance with the Act and the Residential
Care Regulation, usinginformation gathered during routine inspections, observations, interviews,
examination of records, as well as facility history. When non-compliance is identified, that specificarea
of non-compliance is assessed using the Risk Assessment Tool to assess potential risk of harm to
personsin care in the facility.

KEY FACTS

e The purpose of the Act and its regulationsisto ensure that the health, safety, and well-being of
personsin care are promoted and protected. The Act and regulationsset the minimum standards
for care that licensed operators must meet.

e The Community Care Facility Licensing program staff of health authoritiesregularlyinspectand
monitor all licensed care facilitiesto ensure compliance with legislative requirements, and work
withthe operators to meetthese necessary requirements.

e Arisk assessmentistypically completed at least annually along with a comprehensive routine
compliance inspection, and is completed using a standardized Risk Assessment Tool.

e Frequencyof monitoringis based on the Risk Rating: Low risk facilities will receivetheirnext
comprehensive routine compliance inspection within 12 to 18 months, and high risk facilities will
receive theirnextcomprehensive routine compliance inspection within 3 to 6 months. Licensing
officers may also visita facility at any time for follow up inspectionsto ensure that identified non-
compliance has been corrected, or to follow up on a complaintor incident report.

High Risk Facilities by Facility Type®

. Long Term Care | Child & | Community . Mental Health | Substance | Acquired
Health Authority . .. Hospice .
(Seniors) Youth Living Use Injury
Fraser 4 0 1 0 0 1 1
Island 3 0 3 0 0 0 0
Interior 1 0 0 0 0 0 1
Northern 0 0 0 0 0 0 0
Vancouver Coastal 1 0 1 0 0 0 0
TOTALS: 9 0 5 0 0 1 2

e |tisimportant to note that numbers of highrisk facilities, withoutinspectioninformation, isonlya
snapshot in time, and may change quickly based on response/actions of the operator. When
facilities are rated high risk, health authoritiesimplement enhanced monitoring, as noted above.

FINANCIAL IMPLICATIONS
N/A

Approved by:
Sharon Stewart, obo Doug Hughes, Primary and Community Care Policy Division; February 17,2017

! Information has been provided by health authority Community Care Facility Licensing programs effective February 15, 2017.
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Residential Care Staffing Review Report

ISSUE

e A numberof eventsinBC, culminatingin the posting of the Office of the Seniors Advocate’s (OSA)
Residential Care Facilities Quick Facts Directory in January 2016, which indicated that 81% of
facilities were operating below 3.36 direct care hours per resident day (HPRD), have brought to
light concerns about the progressin implementing the Ministry of Health staffingguidelinein
residential care facilities and the impact on quality of care and residents.

e The OSA releaseda 2017 version of their Residential Care Facilities Quick Facts Directory in
January 2017, which showsthe percentage of facilities operatingbelow 3.36 HPRD has increased.
Some of the change may be attributed to differencesinreporting from one year to the next
(e.g., 1 health authority included special care units (which have higher staffinglevels) inthe 2016
report, but notin the 2017 report.

e The Minister of Health asked Parliamentary Secretary Darryl Plecasto work with the OSA and
Ministry staff to examine quality of care, staffinglevelsand fundinginresidential care facilities,
and report back to him.

e Ministry staff worked in collaboration with key stakeholders to undertake: Key/ExpertInterviews
(including Albertaand Ontario); Document Acquisition and Review; Health Authority Current
State Questionnaire; Literature Review; Data Analyses; and Application of the Residential Care
Staffing Framework Staffing Model.

e A Residential Care Staffing Review Report was released on March 9, 2017, in conjunction with An
Action Plan to Strengthen Home and Community Care for Seniors. The purpose of the Report was
to determine what, if any, changes needed to be made in the residential care system to ensure
consistency, transparency and accountability across the province in meetingresident’s needs,
sustainability and align with the Ministry’s focus on patient-centered care inthe community.

e Aliterature scan was conducted that involved a search for long-term care in conjunction with
quality, staffingand budget. Similarto findings froma 2007/08 search, the literature review
findingsidentified facility staffing decisions should be made based on evidence-based staffing
frameworks that incorporate variables that positively affect residentand staff outcomes. Other
articlesreviewed indicated that, in general, staffinglevels were predictors of care quality and
increased staffing levels could improve care and resulted in better outcomes or decreased
severity of deficiencies. Findings alsoindicated nursing staff affects the quality of care infacilities;
staffing stability is associated with better patient outcomes and likewise, staffing instability with
poorer outcomes; staffing challenges that negatively affect quality include director of nursing
turnover, staff turnover, changes in staffing pattern (e.g., decrease in staffinglevels or change in
staffingmix), high levels of absenteeism; limited time available to train staff; and effectiveness of
minimum staffing standards is unknown and staffing should be allocated according to particular
resident needs.

e The Jurisdictional Review found that both Albertaand Ontario have standard province-wide
funding models usinginterRAl organizational outputs (Resource Utilization Groups and Case Mix
Index); Albertatalks about 2 measures- 3.02 worked hours or 3.67 paid hours; and Ontario does
not have a target for HPRD, but rather monitors quality through inspections and using interRAl
Quality Indicators.

e Input from health authorities and industry indicated health authority concerns about lack of clarity
on contracted site operating costs, provincial policies beingimplemented without additional
funding (e.g. basic wheelchairs), and the cost of collective agreement negotiationsand generous
entitlements forvacation and sick leave in collective agreements. Industry’s concerns are about
the needto increase funding for HPRD, lack in consistency between health authoritiesin
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approaches to provision of services; differing definitions of direct care hours, challenges attracting

and retaining staff, policies beingimplemented without additional funding (e.g. basic
wheelchairs), and inconsistentinterpretation of regulations and licensing.
e The Report action plan calls for the implementation of the 16 actions as follows:

. Proposed
Category Action Timeline
Funding 1. Finalize a report, in collaboration with CIHI, to better understand the demand for home health, assisted living and May 2017
and Staffing residential care services (including the different profiles of clients using RAI assessment and service episode data) given
the changes taking place in the home and community care system, and to inform required changes to existing residential
care service models.
2. Confirm the definition of direct care hours per resident day. July 2017
3. Establish a baseline for: hours per resident day, client case mix, other identified residential care costs. Sept. 2017
4, Work with health authorities and industry to create and implement an interim targeted process that would increase Oct. 2017
hours per resident day for areas with identified gaps until a costing review has been completed and the funding model
has been updated to incorporate client complexity.
5. Move towards a province-wide standard residential care funding model, with a lens to incorporate resident complexity Jan. 2018
(using RUGs and case mix index from RAI assessments), quality of care and flexibility.
6. Complete an analysis of percentage of casual and part-time positions that can potentially be converted to regular full- June 2017
time positions in residential care facilities.
7. Develop aninterim strategy to address immediate high-priority vacancies in residential care facilities. June 2017
8. Develop a health human resources plan to ensure supply of staff will meet the needs of the residential care sector. The MNov. 2017
plan will include targeted recruitment activities and seat-planning in post-secondary programs.
Quality of 1. Prioritize key quality of care initiatives in residential care and facilitate a coordinated approach that promotes consistency April 2018
Care and standardization, yetallows for flexibility given varying needs across facilities.
2. Bring into force Part 3 (care facility admission) of the Health Care (Consent) and Care Facility (Admission) Act to protect April 2018
vulnerable adults. This work will include revising the residential care admission policy to be more person and family-
centred.
3. Develop and implement palliative and dementia care policy including requirements and targets for staff education. April 2018
Accountability | 1. Incorporate the requirement toincrease hours per resident day through annual bi-lateral agreements between the April 2017
Ministry and health authorities.
2. Monitor health authority progress on achieving the 3.36 hours per resident day and produce annual reports for April 2018
Leadership Council.
3. Develop and implement a policy to mandate accreditation for all residential care facilities. April 2018
4. Develop and implement performance measures that support quality of care and quality of life outcomes using outputs April 2018
from RAl assessment and survey data including quality indicators.
5. Develop and implement a process and policy for monitoring, reporting and evaluation processes related to resident need, April 2019

funding, service delivery and operations, building on experience from other provinces such as Alberta and Ontario to
assess whether quality, funding and staffing policies and goals are being achieved.

FINANCIAL IMPLICATIONS

e In 2009, the incremental cost to achieve an average of 3.36 total direct care staffinglevelsforeach
health authority was estimated at about $215 million annually. By 2011/12, healthauthorities
reported a total of $85.62 million beingre-investedintoresidential care due to the change inthe
residential care client rate structure, of which $52.51 million was invested inincreasing nursing,

allied health, and care aide staffinglevels. Health authorities have maintained that level of

investment and reported small growth in the subsequentyears. As of 2015/16, the health

authoritiesreported the annual incremental investment had reached $90.60 million. In 2016, based

on current staffing levels and costs, it was estimated that incremental annual fundingof

$113.7 millionwould be required to fully achieve an average of 3.36 hours per resident day by

health authority, with an increase of approximately 1,511 FTEs (includes 886.7 care aides).
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e OnMarch 9, 2017, governmentannounced a significantfundingboostto strengthen care for BC
seniorsto support the actions identified in the review of residential care services, as well as other
key action areas identified inthe Home and Community Care Action Plan. The Province isinvesting
$500 million overthe next 4 years as part of a Ministry of Health action plan to improve home and
community supports and quality of care for older British Columbians. Over the next 4 years,
year-over-year fundingincreases from the Ministry will enable each health authority to reach an
average of 3.36 direct-care hours per resident day across both publicly administered and contracted
residential-care facilities. Increased staffing levels will also address a key recommendation from the
Ombudsperson’s Best of Care (Part 2) report on seniors’ care.

Approved by:
Sharon Stewart, obo Doug Hughes, Primary and Community Care Policy Division; May 14,2017
Gordon Cross, obo Manjit Sidhu, Finance and Corporate Services Division; May 29,2017
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Letter from Parliamentary Secretary Darryl Plecas

As Parliamentary Secretary for Seniors to the Minister of Health, ensuring high quality patient-centred
care for seniors is a priority for both myself and our government. | also know that ensuring our seniors
receive the best care we can provide is a priority for our service providers, their staff, families of seniors
and seniors themselves. | know that because | have had the privilege of visiting many of our senior’s care
facilities around the province, and | have had the opportunity to meet and talk directly with seniors and
seniors’ groups, service providers, unions, associations and service groups to learnabout the issues that
matter most to them. All of these groups have truly helped me to identify strengthsand challengesin
the existing health system and opportunities to enhance quality of life for seniors in residential care
facilities throughout British Columbia. Most significantly, their dedication, compassion and deep sense
of concern has made my learning more about seniors care more heartfelt. Theyare truly inspirational.

| have also had the pleasure of working with the seniors advocate and Ministry of Health staff to
examine the current state of residential care service delivery in B.C., with a focus on quality of care
(including outcomes), staffing levels and funding. | have learned much from that work about the
complexity in trying to establish what ought to be, and can be, an appropriate number of funded care
hours for any one care facility. Indeed, as the findings of this review indicate that, in addition to staffing
levels and staffing mix, there are multiple factorsthat contribute to quality of care, quality of life and
resident outcomes. For example, meals, recreational activities, and opportunities for socializationare
just some of the other ways that a resident’s experience can be enriched, and we need to be attentive
to these considerations as we continue with our efforts to get our funding and staffing models right.

We have learned a great deal through this review process and | am confident that moving forward with

the actions in this report will help our province to meet current and future population needs for
residential care services and improve the lives of seniors living in residential care.

Dr. Darryl Plecas
Parliamentary Secretary for Seniors to the Minister of Health
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Executive Summary

A number of eventsinB.C., culminatingin the posting of the Office of the Seniors Advocate’s
2016 Residential Care Facilities Quick Facts Directory, which indicated that 81% of facilities were
operating below 3.36 direct care worked hours per resident day, have brought to light concerns
about the progress in implementing the Ministry of Health staffingguideline in residential care
facilities, and the impact on quality of care and residents.

Health Minister Terry Lake asked Parliamentary Secretary Darryl Plecas to work with Seniors
Advocate Isobel Mackenzie and ministry staff to examine three core areas — quality of care,
(including outcomes), staffinglevels and fundingin residential care facilities and report back to
him. The intentwas to determine what, if any, changes need to be made in the residential care
systemto ensure consistency, transparency and accountability across the province in meeting
resident’s needs, sustainability and alignment with the ministry’s focus on patient-centered
care inthe community.

In 2008, the ministry’s new provincial residential care staffingframework (describedin
Appendix C), was developed inresponse to growing concerns about the availability of
appropriately educated, competent staff to adequately meetthe complex care needsof clients
in residential care, as well as the appropriate mix of professional and non-professional staff to
meetthese needs. The framework included a stated philosophy of care and describesthe
intended relationship between resident care needs, and staff leadership and direct care. The
resulting staffingmodel was predicated on the basis that direct care hours align with the needs
of the residentand are determined through a comprehensive assessment processinvolving the
resident, theirfamily and staff.

Afterconsideringthe research findings, as well as current staffinglevels within B.C., it was
agreed in 2009 that a target be established where total direct care staffinglevelsforeach
health authority was to average 3.36 hours per residentday, comprised of 3.0 worked hours of
nursing care (includes care aides) and 0.36 worked hours of allied health services. At that time,
the cost of achievingthis level was estimated at about $215 million of new incremental annual
funding, which was about 14% of total reported expenditures of $1,525.6 million. !

! 2008/09 reported expenditures for residential care, prepared by Regional Grants and Decision Support, Ministry of Health.
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Implementation of the framework was funded using incremental revenue generated by
changes to the residential care client rate structure, where clients pay up to 80% of their after-
tax income (subjectto minimum and maximum rates), which took effect Feb. 1, 2010. The
ministry estimated that $53.7 millioninincremental annual client revenue would be available
for reinvestment once the revised rate structure was fullyimplemented.? By 2011/12, health
authoritiesreported a total of $85.62 million beingre-investedintoresidential care due to the
changes, of which $52.51 millionwasinvestedinincreasing nursing, allied health and care aide
staffinglevels (leavingagap of about $129 million neededtoreach the 2009 estimated amount
of $215 million). Health authorities have maintained thatlevel of investmentand reported
small growth inthe subsequentyears, with $87.96 million beinginvestedin 2014/15.

Provincially, hours per resident day improved from a baseline of 2.88 in 2009 to 3.06 in 2011/12
and 3.11° as of January 2016. Although some facilities have achieved 3.36 hours per resident
day, no health authority has achieved the desired average set by the province.

As part of thisreview, the ministry conducted a literature search, as well as a jurisdictional
review with Albertaand Ontario to look at current evidence/best practices for staffing hours
and funding.

The jurisdictional review showed that both Albertaand Ontario have standard province-wide
residential care funding models. However, when components of these models are examined,
there are similarities and differencesinthe modelsand how theyaddress staffingin their
residential care facilities. Forexample, Albertaincludes paid hours worked per residentday in
theirformula while Ontario does not factor hours per resident day into their calculations. Both
jurisdictions consider client case mixindex, a measure of resource intensity based on the
client’s needs, and have qualityimprovement outcome measuresin theirfunding formulas.

The recent literature search findings showed that nursing staff affects the quality of care in
facilities. Staffing stability is associated with better patient outcomes while staffinginstability is
associated with poorer patientoutcomes. While there was no consistentevidence fora
relationship between higherstaffing levels and improved quality of care indicators, other
articlesreviewed indicated that, in general, staffinglevels were predictors of care quality and
increased staffinglevels could improve care and resulted in better outcomes or decreased risk.
Increased staffingwas foundto be a common intervention toimproving quality of care and
outcomes. However, it was noted that the effectiveness of minimum staffing standardsis
unknown and that staffing should also be allocated according to particular resident needs.

? For existing clients, 50% of the client rate increase was applied Feb. 1, 2010 andthe remainder wasappliedonJan. 1, 2011.
“ Office of the Seniors Advocate (March 2016). B.C. Residential Care Quick Facts Directory as of January 2016.
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Quality of care and safety of residentslivinginresidential care facilities are absolute priorities
for government. The ministry needs to ensure that services delivered by the health authorities
in owned-and-operated facilities, as well as by contracted service providers, meet patients’
needs, are aligned withits focus on patient-centred care in the community, and are sustainable.
Althoughthe literature isinconclusive about the effectiveness of defined minimum staffing
standards, the ministry believes that achievinga minimum 3.36 hours per resident day average
by healthauthority is required for safe, quality care in most facilities. Itis recognized that some
special populations, such as younger adults with behavioural and cognitive issues or small
facilitiesinrural areas, would require specificconsideration.

The seniorsadvocate has suggested that all facilities could be brought to a minimum average of
3.36 hours per residentday by health authority through the investment of $83.5 million based
on $30/hour for care aides (assumingall the added staff are made up of care aides).” Usingthe
current staffing framework and current labour costs provided by the Health Employers
Association of B.C., the ministry calculates it could cost upwards of $113.7 millionforan
increase of 1,511 FTEs (includes 886.7 care aides) to meeta standard of an average of 3.36
hours per resident day by health authority. Even if new funding could be made available, the
likelihood of increasingto 3.36 hours per resident day withina short timeframe is unlikely,
giventhe challenges with the supply of health human resources required.

Achieving an average of 3.36 hours per residentday by health authority would bestbe
supported by a standard fundingand monitoringapproach. The fundingapproach should
incorporate variables that impact staffinglevel and mix such as changes in workload resulting
from residents movinginto and departing from facilities, and changingresident needs over
time. This could be done in conjunction with definingasmall number of province-wide priority
quality of care initiatives.

The actions set out in the followingtable are grouped into one of three categories (fundingand
staffing, quality of care and accountability), and will be carried out in collaboration with the
Office of the Seniors Advocate, other provincial ministries (e.g. ministries of Advanced
Education and Jobs, Tourism and Industry), health authorities, industry partners and other
stakeholders. The table includes the next steps required to move forward:

#2015 labour costs provided by the Health Employers Association of B.C. cite $34.27 /hour on average for care aides,and

includes wages, premiums and benefits (source isdatareported in the Health Sector Compensation Information System).
Usingthis higher average cost, the estimate would increase to $95.3 million.
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Category

Action

Proposed
Timeline

Funding and
Staffing

Finalize a report, in collaboration with the Canadian Institute for
Health Information, to better understand the demand for home
health, assisted living and residential care services (including the
different profiles of clients using RAl assessment and service
episode data)given the changes taking place in the home and
community care system, and to inform required changesto
existing residential care service models.

May 2017

Confirm the definition of direct care hours per resident day.

July 2017

Establish a baseline for: hours per resident day, client case mix,
other identified residential care costs.

September
2017

Work with health authorities and industry to create and
implement an interim targeted process that would increase
hours per resident day for areaswith identified gaps until a
costing review has been completed and the funding model has
been updated to incorporate client complexity.

October 2017

Move towards a province-wide standard residential care
funding model, with a lens to incorporate resident complexity
(using RUGsand case mix index from RAl assessments), quality
of care and flexibility.

January 2018

Complete an analysis of percentage of casualand part-time
positions that can potentially be converted to regular full-time
positions in residential care facilities.

June 2017

Develop an interim strategy toaddress immediate high-priority
vacancies in residential care facilities.

June 2017

Develop a health human resources plan to ensure supply of staff
will meet the needs of the residential care sector. The plan will
include targeted recruitment activitiesand seat-planning in
post-secondary programs.

November
2017
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Proposed
Timeline

Category Action
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Introduction

In B.C., care and support are available from both publicly subsidized and private-pay providers
for people having difficulty coping with activities of daily living because of health-related
problemsor a life-threateningillness. Publicly subsidized home and community care servicesin
B.C. provide a range of health-care and support servicesfor people who have acute, chronic,
palliative orrehabilitative health-care needs. People receiving home and community care
services may have a short-term need due to an episode of iliness, surgery or specialized
treatment, or a long-term need as a result of a chronic condition or life limitingillness.

Although home and community care services are provided to adults of all ages, the majority of
clients are seniors. More information about B.C.’s publicly subsidized home and community
care servicesisavailable at www.gov.bc.ca/hcc.

Residential care services are part of the continuum of care in B.C., and include both long-term
and short-term services (see Appendix A). Long-term residential care services provide 24-hour
professional supervisionand care in a protective, supportive environment for people who have
complex care needsand can no longerbe cared for intheir own homesor inan assisted living
residence. Short-termresidential care servicesinclude respite care, convalescent care and
residential hospice care. Supportive and compassionate care is provided with the goal of
preservingan individual’s comfort, dignity and quality of life as their needs change, and to offer
ongoing support for family and friends.

Similarservices can also be purchased by individuals privately from a service provider, where
aspects of service provision are agreed to by both parties. In these cases, government does not
provide any financial assistance to individuals orservice providers for the service. Thisreport
deals only with publicly subsidized residential care services.

Why are we doing this?

Moving into a residential care facility is a significantlife change eventfor a person, their family
and friends. There can be a lot of uncertainty and stress experienced during the transition
period, and once in a residential care facility, residents and families alike want to be reassured
that the services provided will meet not only the resident's care needs, buttheir emotional,
psychological, social and spiritual needs as well, along with upholding theirautonomy and
dignity to the greatest degree possible.
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Staffinglevels and staffing mix are two key components that contribute to both quality of care
and quality of life for residents, as well as improved resident outcomes. However, there are
other components that can be just as important such as the programs offered in each facility,
facility design, trainingand education for staff, availability of technology, models of care
delivery, and organizational culture and leadership.

B.C. has had a staffingtarget of an average of 3.36 hours per resident day by health authority
since 2009, which meansthat some facilities may have lowerlevels and some may have higher
levels withinagiven health authority. However, no one health authority has yet reached the
goal of an average of 3.36 hours per residentday.

A number of eventsinB.C., culminatingin the posting of the Office of the Seniors Advocate’s
2016 Residential Care Facilities Quick Facts Directory, which indicated that 81% of facilities were
operating below 3.36 worked hours per residentday, have brought to light concerns about the
ministry’s staffing guideline in residential care facilities. The ministry has stated previously that
3.36 hours is a starting pointfor planningdecisions that health authorities should be working
toward, and that direct care hours are dependentonthe individual’sneeds and are determined
through a comprehensive assessment processinvolving the client, theirfamily and staff. The
ministry wants care providersto deliver high quality care at whateverlevelis most appropriate
foran individual client. The average number of care hours and staffing mix in each facility will
dependon the resident populationinthat facility.

Health Minister Terry Lake asked Parliamentary Secretary Darryl Plecas to work with Seniors
Advocate Isobel Mackenzie and ministry staff to examine quality of care, staffinglevelsand
fundingand report back to him. The review is timely— providing services formedically complex
and/or frail seniors (including dementia) is one of government’s five strategic prioritiesin
health care. Additionally, changestothe Community Care and Assisted Living Act are
anticipated to increase the proportion of clients with complex care needsresidingin residential
care facilities.

The purpose of this review isto examine the current state of residential care service deliveryin
B.C., with a focus on quality of care (including outcomes, staffing levels and funding), and to
determine what, if any, changes need to be made inthe residential care system. These changes
will ensure consistency, transparency and accountability across the province in meeting
residents' needs, inremainingsustainable and in alighing with the ministry's focus on patient-
centred care in the community.
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The current state analysisincluded a documentreview, key/expertinterviews with industry
contacts and health authority staff, a literature search, a staffingmodel review, a health
authority current state questionnaire and a jurisdictional scan with Albertaand Ontario to look
at current evidence/best practices for staffing hours and funding (see Appendix F).

Background

How is residential care provided now?

Access to Services

In B.C., anyone can access publicly subsidized residential care services regardless of income,
provided they meet the eligibility criteriaset out by the province inthe Home and Community
Care Policy Manual.> All clients are assessed by a health authority professional to determine
theircare needs, usingthe interRAI Home Care Assessmentinstrument. If they are found
eligible, they are offered a bed in a facility based on the urgency of theircare needsand other
factors such as their facility preference, clinical care needs, appropriateness of the facility,
availability of caregivers and community supports, and potential risk from abuse, neglector
self-neglectin theirpresentliving situation arising from ability of the clientand/or their
caregiver to manage theirhealth and daily living needs.

Health authorities try to accommodate individual needsand move clientsinto a facility that is
theirfirst choice. However, as the goal isto find a residential care facility that meets the care
needsfora personat risk as quickly as possible, sometimesanindividual is not placed in the
facility that is theirfirst choice. In these situations, health authorities facilitate atransfer to the
client’s preferred facility at a later date.

Provision of Residential Care Services

Currentlyin B.C., there are approximately 27,760 subsidized residential care bedsin 335
regulated facilities.® The facilities are owned and operated either by health authorities, not-for-
profit organizations, or for-profit companies. These care facilities are regulated under two
different statutes—the Hospital Act (102 facilities or31% of all publicly subsidized facilities) and
the Community Care and Assisted Living Act (231 facilities or 69% of all publicly subsidized
facilities). Inaddition, these acts also govern over 3,300 non-publicly subsidized (private-pay)
beds, some of which are locatedin the same facilities as publicly subsidized beds.” In 2015/16,

5 .
www.gov.bc.ca/hccpolicymanual

6 Ministry of Health Home & Community Care Bed Inventory —September 2016.
7 Ministry of Health bed inventory, March 2016.
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health authorities reported spending over $1.8 billion on residential care services, an increase
of just over 18% since 2009/10, and 60% since 2001.%

The Continuing Care Act and the Home and Community Care Policy Manual set out what
services must be provided by health authorities and contracted service providers, and how fees
will be charged. Residential care clients pay a monthly client rate of up to 80% of their after-tax
income towards theirhousing and hospitality services subjectto a minimum monthlyclientrate
of $1,104.70 and a maximum monthly clientrate of $3,240.00 (as of Jan. 1, 2017). However, the
estimated actual cost of residential care as reported by the seniors advocate is close to $7,000
per month.® Health authorities cover the costs of care (e.g., nursing/care aides) in all publicly
subsidized residential care facilities and residents receive coverage for most of their
prescription medication, routine medical supplies and equipment, and some over the counter
drugs.

For the most part, it isexpected that publicly subsidized residential care facilities are able to
provide servicesthat can meetthe needs of clients with complex care needs. This has not
always been the case, which will be explainedinthe section, Historical Context.

Residential careresidentslive ina room, sometimeswith one or more people, and have either
a private or shared washroom. Meals are providedina common diningarea (some facilities
have several such areas) and access inand out of the facilityis secured and monitored. Some
facilities have special units for residents with severe dementia that include an additional level
of security, sometimes referred to as secure care units. Once a clienthas movedinto a
residential care facility, facility staff assess clients with the interRAlI Minimum Data Set 2.0
assessmentinstrument. An individualized care planis developed withintwo weeks of admission
and re-assessed 90 days after admission and quarterly thereafter.

Clinical data from these assessments, which are completed electronically, generates other
useful information forclinicians, facility managers and decision makers such as: clinical
assessment protocols (used to determine areas of furtherassessmentand developa client’s
care plan); outcome scales(a series of outcome measures that assist clinicians to understand
the characteristics of a client’s health status); quality indicators (used to monitor quality of
specificareas of clinical practice in a particular facility and can be used for comparison across
facilities, health authorities and provinces) and resource utilization groups or RUGs (a case mix
classification to categorize clientsinto groups based on similarity of resource use).

Average length of stay inresidential care facilitiesin B.C. has either remained fairly constant or
increased over the past five years across the five regional health authorities, contrary to

8 2015/16 actualexpenditures aretaken from health authority service plansfor 2016/17 -2018/19.
? Office of the Seniors Advocate. (May 2015). Seniors'Housing in B.C.: Affordable, Appropriate, Available.
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anecdotal reports from health authorities and operators. For all of B.C., there was a 17.6%
increase from 705 days in 2009/10 to 829 days in 2014/15, and a 4.7% increase from 2013/14
(791 days) to 2014/15.°

Who lives in Residential Care Facilities?

Currently, over one-sixth of B.C.”s populationis over 65 years old.** The number of seniorsis
expected to rise from approximately 853,000 in 2016 to an estimated 1.47 million overthe next
20 years.'? Itis important to realize that, while itis mainly seniors who live in residential care
facilities, mostseniors will notrequire residential care services. The total number of people
who receivedservicesin 2015/16 was over 40,000, which representslessthan 1% of B.C.’s total

population, 4.4% of the seniors’ population (those aged 65+) and 9.1% of the population over
75.1

Residential care facilities are home not only to seniors, but also to people with physical
disabilities, acquired braininjuries or chronic conditions such as multiple sclerosis who cannot
be cared for without access to an array of services, particularly unscheduled care provided by
regulated professionals such as nurses.

In 2015 there were 28,156 residentassessments completed usingthe interRAI Minimum Data

Set 2.0 residentassessmentinstrument.'*

Based onthe information from these assessments,
we can ascertain that the majority of the residents are frail and have complex care needs. For
example, the assessments found 93% of residential care clients had some level of cognitive
impairment, and 66% had moderate or higher cognitive impairment; 65% had a diagnosis of
dementia; 93% had some level of impairmentwith their ability to perform activities of daily
livingwhile 73% required moderate to significant assistance; 69% had bladderincontinence and
47% had bowelincontinence;justover21% had suffered a cerebral vascular accident and 12%
had congestive heart failure. 55% of residents had some indication of frailty and health
instability, and 10% had a higherlevel of medical complexity and were at serious risk of decline.

10 2016 _0387 Home and Community Care Residential Care Average Length of Stay at Discharge.
" PEOPLE v2016. BC STATS. Ministry of Technology, Innovation and Citizens’ Services.
12, .
Ibid.
B Home and Community Care Annual Report - Client Counts and Service Volumes (PAS 2016_0684). Population Data: PEOPLE

2016 data. BCSTATS. Ministry of Technology, Innovation and Citizens’ Services.
% B.C. interRAI Minimum Data Set 2.0 and interRAI Home Care data,2015.
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How has residential care changed over the years?

Historical Context

In 2002, the governmentimplemented aHome and Community Care Redesign Strategy to
address seniors’ and people with disabilities’ need formore independent housing and care
optionsthat would allow them to remain inthe community for as long as possible. Akey
component of thisredesign was the government’s commitment to make 5,000 net new
residential care beds, assisted living units, and supportive housing units with home support
available by December 2008. The 5,000 beds target was met in June 2008, withthe majority of
new beds/units builtand operated by contracted for-profitand not-for-profit service providers.

As part of thisredesign strategy, significant changes were made to the residential care system
in the province to ensure sustainability and quality care. The provincial access policy was
changed to one of priority based on urgency and need, rather than chronology. The criteriafor
access was amended to focus on clients with highercare needs and all facilities were expected
to be able to provide care to clients with complex care needs rather than just extended care
hospitals, private hospitals and what were known as "multi-level care" facilities.

2008 Provincial Residential Care Staffing Framework

Implementation of the Provincial Residential Care Staffing Framework

As a result of the changes described above, there was a significant shiftinthe care needs of
clientslivingin care facilities. From 2002 on, concern grew about the availability of
appropriately educated, competent staff to adequately meetthe complex care needs of
residential care clients, as well as the appropriate mix of professional and non-professional staff
to meet clientcare needs. In 2007, the Ministry of Health and health authority representatives
started work to develop a draft provincial staffingframework to:

provide an evidence-based staffing framework for facilities;

v

support the provision of quality services and care to facility residents;
» improve the health outcomes of facility residents; and
» support a consistentapproach to making staffing decisionsinall provincial facilities.

The literature review conducted in 2008 clearlyidentified thatfacility staffing decisions should
be made based on evidence-based staffing frameworks thatincorporate variables that
positively affect resident and staff outcomes (Appendix B). It was noted that establishing
provincial averages for direct care staffinglevels and professional staff mix should only be one
component of the staffing framework. Organizational structures, managerial practices, work
environmentand culture, education and experience of staff, clinical leadership, and resident
needsallimpact resident and staff outcomes.
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Itis also known that other factors such as facility design influence how well care can be
provided to residents with complex care needs, includingdementia.

Based upon best practice evidence, the final framework componentsincluded philosophy of
care, resident care needs, structure (staff level and mix, structures to support care, leadership,
culture and climate), process, outcomes and evaluation (see Appendix C).

Afterconsideringthe research findings, as well as current staffinglevels within B.C., it was
agreed in 2009 that total direct care staffinglevelsforeach health authority was to average
3.36 hours per residentday, comprised of 3.0 worked hours of nursing care (includes care
aides) and 0.36 worked hours of allied health services. In order to meet the goal of a consistent
approach to making staffing decisionsinfacilities across the province, the framework identified
the numberof registered nurses, licensed practical nurses and care aides based upon facility
size and identified that no lessthan 20% of the direct care hours should be professional care
(registered and licensed practical nurses) and that each facility was to have at leastone
registered nurse on duty at all times (see Appendix D).

On Feb. 27, 2009, the Minister of Health Services released a directive regarding Home and
Community Care Quality and Performance Monitoring (see Appendix E). The directive covered
four deliverables and outlined six objectives, including:

Achievement of average standard staffing levels, in worked hours per resident per day for
direct care (Registered Nurse, Licensed Practical Nurse, Residential Care Attendant) and for
clinical supportservices (Rehabilitation, Social Work, Activity and Pastoral Care) in
residential care facilities.

Health authorities were asked at that time to estimate the cost of implementingthe framework
of 3.36 direct care worked hours per residentday and determined the annual incremental cost
to be about $215 million. Implementing the other components of the framework (leadership,
culture and physician oversight to support care) was estimated at an additional $175 million
annually. Initial implementation of the framework was to be funded using incremental revenue
generated by rate changes to the residential care client rate structure, which took effect

Feb.1, 2010. The ministry estimated that $53.7 millioninannual incremental revenue would
be available forreinvestmentonce the revised rate structure was fullyimplemented. Therefore,
it was recognized that the changes to the residential care clientrate structure would fund only
a portion of the costs required to achieve the 3.36 hours per residentday component of the
framework.
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Reinvestment Results

One of the commitments that government made whenitintroduced the new clientrate
structure, which was based on the principle that people should pay what they could afford
toward the cost of theiraccommodation (housingand hospitality services), was to ensure that
health authorities used the incremental revenue resulting from the rate changes to increase
direct care staffinglevels. Individual health authorities were allowed to direct some of the re-
investmentfundingto otherpriority investment options that would improve care, such as staff
education, specialized services and non-capital equipment, if their staffinglevels were
sufficiently high enough already to start with and if approved by the ministry. Interior Health,
Island Health and Northern Health all had staffinglevelsabove 3.0 hours per resident day when
this process started. Vancouver Coastal Health and Fraser Health had levels below 3.0 hours per
residentday. The lattertwo health authorities were required to direct almost all of their
incremental revenue to increasing staffing levels.

In collaboration with an independent consultant and health authorities, the ministry developed
and implemented aformal monitoring evaluation framework for the residential care rate
reinvestment which spanned from 2010/11 to 2011/12.

Health authorities were required to submita range of data to the ministry, includingan initial
detailed reinvestment plan, quarterly residential care client rate revenue monitoring reports
and biannual health authority plan staffing, and reporting and management report updates.
These health authority reports were reviewed and analyzed by both the ministryand
independent consultants. In addition to analyses of these data, a series of informant interviews
were conducted to assess processes and outcomes of implementation. Whilein both years the
information available reflected inputs, outputs and process outcomes, the data required to be
able to identify andreflectclient (e.g., interRAl data) and staff outcomes were not available.

As mentioned above, the rate reinvestment was estimated to generate $53.7 million of
additional funds over the initial two years. However, health authoritiesreported the total
annual incremental residential care client rate revenue investment was $85.62 million aftertwo
years.'® Each health authority was required to submitreinvestmentplans, which were vetted
and in some cases adjusted, then approved by the ministry. The majority of the expenditures
(564.95 million) were related to priority investments in contracted residential care facilities.

BB Ministry of Health (May 2013). Health Authority Investment of Revised Residential Care Client Rate Revenue: Summary
Report for 2010/11 and 2011/12.
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The remaining $20.67 million was for investmentsin owned and operated facilities. The funds
were distributed as follows across the five areas described below:

1. $52.51 million (61%) was invested inincreased nursing, allied health and care aide
staffing. These funds were primarily invested in contracted facilities with $47.67 million
invested and the remaining $4.84 million goingto health authority owned and operated
facilities.

2. Education, clinical leadership evidence-based tools investments of $5.89 million (6.9 %)
were distributed across health authority owned and operated facilities ($3.32 million)
and contracted facilities ($2.56 million).

3. Specialized servicesand supports for distinct population’sinvestmentsin owned and
operated and contracted facilities were $1.81 million (2.1%).

4. Non-capital equipmentinvestments of $17.78 million (20.8%) were distributed across
contracted facilities ($9.68 million) and owned and operated facilities ($8.1 million).
Health authority documentation provided shows equipment purchasedincluded items
such as beds, mattresses, resident lifts, bed and chair exit alarms and vital sign
equipment.

5. Mitigating Preferred Accommodation Fees accounted for $7.63 million (8.9%) of the
total invested, with $2.63 million being forowned and operated and $5 million for
contracted facilities.

Changes indirect care worked hours per residentday were analyzed to determine the shiftin
full time equivalent positions (FTEs). From 2009/10 to 2011/12, there was an increase of 1,104
FTEs across the province. These included 932 directcare FTEs and 172 allied care FTEs.

With the $52.51 millioninvestmentinincreased nursing, allied health and care aide staffing, by
the end of 2011/12 the average hours per resident day increased from the baseline 2009/10
hours per residentday in:

e Fraser Health — from 2.64 to 2.94 hours per residentday

e Vancouver Coastal Health—from 2.69 to 2.85 hours per resident day
e Vancouver Island Health — from 3.11 to 3.20 hours per resident day
e |[nteriorHealth — from 3.13 to 3.33 hours perresidentday

e Northern Health—from 3.27 to 3.31 hours perresident day

e Across British Columbia — from 2.88 to 3.06 hours per resident day

Aftertwo years of intensive monitoring and evaluation, it was determined by ministry executive
that thislevel of monitoringat the facility level was challenging to sustain for the ministry,
health authorities and facility operators. Much of the reportingwas manual, carried out at the
facility level, and alsoinvolved health authority staff in both the program and financial areas.
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A decision was made to instead communicate to health authoritiesa requirement to continue
to investthe incremental fee revenuesfrom the revised clientrate structure to increase care
hours and move towards full implementation of the staffing framework. Through funding
letters to the health authoritiesin 2012/13, 2013/14, 2014/15, 2015/16 and 2016/17, the
ministry has directed health authorities to sustain this investment. Health authorities have been
able to maintain the annual incremental investmentin residentdirect care hours in subsequent
years, along with having small growth over and above the $85.62 million. As of 2014/15, the
health authorities reported the annual incremental investment had reached $87.96 million.

The figure below shows the change inclientrate revenue reinvestment from 2009/10 to
2014/15. In 2009/10, it was estimated that $215 million wasrequiredto fully achieve the 3.36
hours per resident day. Over 2009/10 to 2014/15, the clientrate revenue reinvestment reached
$87.96 million.n 2016, based on current staffing levels and costs, it is estimated an annual
additional $113.7 millionisrequiredto fully achieve the 3.36 hours per residentday average for
each health authority, with an increase of 1,511 FTEs (includes 886.7 care aides).

Client Rate Revenue Reinvestment
2009/2010-2014/2015

250
200 '----*----.----*-:__'_"._--_-:-. = 2016Recalculated
2009 Initial Estimate = : Estimate = additional
$215M required to reach $113.7Mrequired to
3.36 HPRD for each health achieve 3.36 direct
50 .
§ 1 authority >_ care HPRD avg for
§ each health authority
v 100
— e _.-4
2009/10-2014/15
50 Citfent Rate Revenue
Reinvestment
increased by
0 — $87.96M
2009/10 2010/11 2011/12 2012/13 2013/14 2014/15
e Fiscal Year End (Actual) = & = Original (2009) Cost Projection
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Itis important to note that the total amount of the clientrate revenue reinvestment has not
beenall directed to increasing staffing. Health authorities have directed some of those
additional funds to the other priority investmentoptions (staff education, specialized services
and non-capital equipment). Nevertheless, hours perresident day have improved provincially
from a baseline of 2.88 in 2009 to 3.06 in 2011/2012 and 3.11'° as of January 2016. Although
some facilities have achieved 3.36 hours per residentday, no health authority has achieved the
desired average set by the province.

The followingtable showshours per residentday in both owned and operated and contracted
facilities as of March 2016, and as reported by the health authorities. Owned and operated
facilities tend to have higher direct care hours. Onlytwo health authorities (Fraser Health and
Northern Health) have achieved the average 3.36 hours in owned and operated facilities. Fraser
Health and Vancouver Coastal Health have the lowest hours per residentday in contracted
facilities (2.86 and 2.81 respectively).

Residential Care Beds and Ownership and Direct Care Hours per Resident Day —
March 2016 as reported by health authorities

Fraser Health 1,870 6,233 8,103

Ownership% 23% 77% 100%

Hours per Resident Day (average) 3.59 2.86

Interior Health 2,548 3,014 5,562

Ownership% 46% 54% 100%

Hours per Resident Day (average) 3.22 3.15

Island Health 1,713 3,721 5,434

Ownership% 32% 68% 100%

Hours per Resident Day (average) 3.16 3.12

Northern Health 1,031 138 1,169

Ownership% 88% 12% 100%
Hours per Resident Day (average) 3.36 3.10

Vancouver Coastal Health 2,532 4,258 6,790

Ownership% 37% 63% 100%
Hours per Resident Day (average) 3.14 2.81

Total Beds 9,694 17,364 27,058
Ownership % 36% 64% 100%

Source: Health authority combined hours per resident day submissions. June 2016. Regional Grants and
Decision Support, Ministry of Health.

Notes: Fraser Health excludes hospice. Interior Health excludes hospice and family care home beds. Island
Health excludes family care home beds. Morthern Health excludes 10 hospice and two family care home beds.
Vancouver Coastal Health excludes temporary and hospice beds.

16 Office of the Seniors Advocate (2016, March). B.C. Residential Care Quick Facts Directory as of January 2016
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2016 Literature Review

As B.C.’s staffingframework was based upon evidence compiled in 2007/08, the ministry
conducted an extensive literature scan to identify any new evidence that would support a set
level of hours per resident day. The 2007/08 review (see Appendix Cfora summary) identified
onlythree studies from the U.S.A. that provided recommendations for a range of total nursing
staff levels needed forquality care, between 3.20 and 3.93 worked hours per residentday. A
2016 article referencesa study done in 2001 by the U.S. Centres for Medicaid and Medicare
Servicesthat cites 4.1 worked hours per resident day as a minimum target, and which was later
confirmedin a 2004 observational study and in a reanalysis by Abt Associatesin 2011.%7 A
further article from the U.S.A. found that beyond 4.1 hours per residentday there was no
further benefit of additional staffing with respect to quality.*®

The 2016 literature scan involved a PubMed search for long-term care in conjunction with
budget, quality and staffing. The search terms for long-term care included “long term care,”
“nursing home” and “residential care” (with qualifiers of “frail” or “elderly”). Atotal of 3,246
unique articles were identified, of which 2,581 were for quality, 630 were for staffingand 240
were for budget. As 3,246 abstracts were too numerousto be reviewedina short period of
time, the scan was limited to abstracts of articles published between 2013 and 2016, plus a
handful of abstracts before 2013. The final literature scan includes 181 papers, a short
summary of which is provided below.

Similarto the 2007/08 finding, the 2016 literature review findingsidentified thatfacility staffing
decisions should be made based on evidence-based staffingframeworks thatincorporate
variablesthat positively affect resident and staff outcomes. Otherarticles reviewed indicated
that ingeneral, staffinglevels were predictors of care quality, and that increased staffinglevels
could improve care and resulted in better outcomes or decreased severity of deficiencies.

The more recent findings showed that nursing staff affects the quality of care in facilities and
that staffing stabilityis associated with better patient outcomes while staffinginstabilityis
associated with poorer patient outcomes. Staffing challenges that negatively affect quality
include director of nursing turnover, staff turnover, changes in staffing pattern (e.g., decrease

in staffinglevels or change in staffing mix), high levels of absenteeismand limited time available
to train staff.

v Harrington, C., Schnelle, J. F., McGregor, M., & Simmons, S. F. (2016). The Need for Higher Minimum Staffing Standards in
U.S. Nursing Homes. Health Services Insights, 9, 13-19. http://doi.org/10.4137/HS1.538994

'8 Abt AssociatesInc. (2001). Appropriateness of Minimum Nurse Staffing Ratiosin Nursing Homes. ReportTo Congress: Phase
Il Final, Volume I. Center for Medicare and Medicaid Services. Baltimore, MD. www.allhealth.org/briefingmaterials /abt-
nursestaffingratios%2812-01%29-999.pdf.
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While increased staffing was a common intervention toimproving quality of care and
outcomes, ithas been noted that the effectiveness of minimum staffing standards is unknown
and that staffingshould also be allocated according to particular resident needs.

Changes to the Community Care and Assisted Living Act

Governmentintroduced amendmentsto the Community Care and Assisted Living Act in

March 2016 to offer more flexibility and choice and to achieve a more person-centered
approach for seniorsin assisted livingresidences, while atthe same time increasing
protections. Bill 16, Community Care and Assisted Living Amendment Act, received Royal Assent
by the Lieutenant Governor on May 19, 2016, and respondsto concerns identified overthe past
several years inreports published by the ombudsperson, the seniors advocate and the B.C. Law
Institute.

The changes mean that seniors may be able to remain in assisted livinglonger, and, if their care
needs change, may not have to move into a residential care facility as early as they would have
had to previously, ornot at all. It is not yet known what the full impact of these changes will be
to the residential care sector, but some have suggested that the proportion of higher needs
clientswill increase in care facilities, which will impact staffing. Whether or not the demand for
residential care beds will decline is uncertain, as the growth in the proportion of people aged
75+ continuesto significantly outpace the growth in new beds across the province. The ministry

has plans to engage in predictive modeling that may assist in helpingtoanswer some of these
questions.

How doesresidential care in B.C. compare to other Canadian jurisdictions?

Residential care services provided in B.C. are fairly similarto services provided in other
jurisdictions across Canada. Home and community care services are not governed underthe
Canada Health Act, but instead are regulated by each province or territory. There are probably
more similarities betweenthe services provided than differences. The clientswholive in these
facilities have similar care needs across the country.

As both Albertaand Ontario are often provinces referenced by our industry partners, as well as
by unions, the ministry wanted to understand how B.C. compared to them inrelationto
population and expenditures on home and community care. In 2015, Ontario had the largest
number of citizens aged 75+ at 0.974 million, B.C. was second largest at 0.354 million, followed
by Albertaat 0.205 million.' When annual spending made in residential care was examined
betweenthe three provinces, B.C.”s overall spendingin 2014/15 ($1.8 billion) was higherthan

19 Statistics Ca nada, Table051-0001 Estimates of population, by age group and sex for July 1, Canada, provinces and territories
www5.statcan.gc.ca/cansim.

Residential Care Staffing Review Page | 21

Page 162 of 358 HTH-2017-73839 S1



Alberta’s reported spending ($1.43 billion) but lowerthan Ontario’s ($3.9 billion).?° When
distributed across all people 75 years and older, at $5,085 per person, B.C. spent more than
Ontario ($4,003 per person)and lessthan Alberta($6,976 per person).Both Albertaand
Ontario have alsoannounced increased funding over the next 3-5 years.?!

Albertaand Ontario both have province-wide funding models forresidential care. However,
theirapproaches have similarities and differences as set out below: *?

» Ontario’s model isoutcome-based and does not include hours per residentday (the
Province has beenlobbied by the Canadian Union of PublicEmployeesfora legislated
minimum average of four hours of nursingand personal care per resident per day in
residential care facilities).

» InOntario, there are four funding envelopes (Nursingand Personal Care, Program and
Support Services, Raw Food, Other Accommodation) and full fundingis based upon an
annual occupancy of 97%. If occupancy rates drop below 97%, the service provideris
funded at actual occupancy.

» Ontario service providersreceive fundingin their nursingand personal care envelope
based on the assessed needs of their residents determined annually using RUGs (places
clientsinto groups based on similarity of resource use) and the related Case Mix Index
score based on the Resident AssessmentInstrumentassessments.

» According to Ontario’s posted information, operators of residential care facilitiesin
Ontario cannot make a profit on the provision of nursing and personal care, program
and support services (e.g., therapeuticservices, pastoral care, staff training) or raw
food. The only envelope in which they can retain surplusfundingis “other
accommodation.” Financial accountability is more stringent inthe residential care sector
than in any other sector withinthe health-care systemin Ontario.

» Residential care facilitiesin Ontario are guided by the Local Health Integration Network
Service Accountability agreementand the Long Term Cares Home Act. Residential care
facilities are required to complete audited annual reports on their revenue and
expensesinall envelopes. Any unspentfundinginthe specificareas is returnedto
governmentthrough a reconciliation process.

Ppc.: Community and Residential Care Spreadsheetprepared by Regional Grants and Decision Support, Ministry of Health,
Jan.12,2016. Alberta: April 25, 2016 email from director, Continuing Care Branch, Alberta Health. Ontario: April 18, 2016
email from Office of the Hon. Dr. Eric Hoskins, Ontario’s Minister of Health and Long-Term Care.

! Ontario: April 18,2016 email from Office of the Hon. Dr. Eric Hoskins, Ontario’s Minister of Health and Long-Term Care.
Alberta: Budget 2016 Speech: The Alberta Jobs Plan.

2BC. Ministry of Health received information about Alberta and Ontario through interviews and materials provided by both
provinces.
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» In 2009 AlbertaHealth Servicesadopted a patient/care-based funding model, with the
key objective of aligningincentives within the health system so that the most
appropriate services are delivered forthe most efficientfundinglevels. Alberta Health
Servicesidentifiesthat patient/care-based fundingis:

o Anoutput based allocation method that classifies residents/patients by clinical
acuity and resource use to enable consistentand appropriate funding. The model
providesfunding based on care provided to residents/patients, recognizing needs
and complexities as opposed to funding a specifictype of bed.

» Albertahas incorporatedthe Resident AssessmentInstrument Case Mix Index measure
directlyinto its funding model, with the intent to reflect different resident complexity
levels. The Case Mix Indexis multiplied by the number of resident days to calculate a
facility’s "weighted resident days," whichis the main determinant of variable
patient/care-based fundingfora facility.

> Albertatalks about two measures — 3.02 worked hours or 3.67 paid hours.

» The key objective of Alberta’s modelisto alignincentives withinthe health systemso
that the most appropriate services are delivered for the most efficient fundinglevels.
Albertahas stated a number of accountabilities that each provider must meet.

How is residential care funded and what is the model?

There isno agreed-upon province-wide standard funding methodology in B.C. for residential
care services. Most health authorities report having a standard funding model, which is used
annually to allocate annual increases to address cost changes such as increased wages due to
collective agreements and other cost pressures. It is not clear whetherthese modelsalso
attempt to address variation in facility-base funding across facilities, which has existed
historically and isreflected by the variationin direct care hours per resident day. Health
authorities have indicated they have been making efforts to bring up the fundinglevelsforthe
lowest funded providers.

In 2006, the ministry heldan industry forum on residential care to discuss a number of topics,
including moving toward a standardized residential care service agreementand the possible
use of performance metrics in determining funding and overall fundinglevels.

As B.C. has moved to a regionalized health-care system, the Province no longer funds service
providersdirectly, as it did prior to 1997. The ministry allocates fundingto each health
authority annually usinga number of methodologiesincluding targeted funding, consideration
of past historical base fundingand its Population Needs Based Funding model. This modelisa
funding methodology to determine how to divide a pre-determined pool of funds fairly and
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equitably between the five regional health authorities. The model has a number of elements or
inputs, which include population growth and demographics, expected use of services,
complexity, remotenessand the inter-regional patient flows. The health authority then decides,
based on its annual service plan, how to allocate the fundingto various services and programs
described as sectors, including the acute sector (e.g., services provided through hospitals),
population health and wellness, mental health and substance use, residential care and
community care. Withinthe community care sector, the five regional health authorities
determine the amount of fundingto be directed toward services such as home support, adult
day programs, assisted livingand residential care.

Withinthe residential care sector, health authorities are both the funderand owner/operator
of theirown residential care facilities, and the funder of contracted for-profit and not-for profit
residential care providers. When considering residential care facility operations, the following
standard cost categories existacross all facilities:

» Wages for direct care costs (hours provided by registered nurses, licensed practical
nurses, and care aides are based upon a staff to residentratio that factors in facility size.
Fundingfor allied health staff is based on a block of time, dependenton the type of
health care provided);

» Wages for supports (administration, office staff, dietary, housekeeping, laundry, facility
maintenance, education, support labour funding);

» Non-wage costs (food costs, dietary supplies, housekeeping, laundry, administrative
supplies, insurance, professional fees);

» Property operatingcosts (utilitiesand maintenance);

» Capital costs — rent/lease (property taxes, mortgage [interestand principal], building
reserve, equipmentreserve, rent/lease);

» Otheradd-on’sor adjustments (facility size [lessthan 75 or 51 beds], pharmacy labour
and drug costs in sites that operate under the Hospital Act, additional staff
requirements).

While standard cost categories are similar, each health authority currently use different
methodsfor determining priorities and assigning funds to residential care providers. Aswell,
thereis a range of approaches taken to monitor how these funds are implemented and the
impact on direct care hours per resident day within each facility.

As with many other publicservices, government expectsa public-private partnership approach
to be used to develop new capacity for residential care beds. Health authorities are mandated
by the ministry to plan for services that will meet the needs of theirresidents. When they
decide that new bedsare requiredina given community, they engage in a competitive process
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to procure those beds and then enterinto a contract with the service providerto provide the
necessary servicesand programs. One health authority has reported the cost of construction
for one new residential care bed to be about $190,000. Operating fundingfor new beds comes
from the health authority's annual fundingallocation from the ministry.

While thereis a lot of activity around the province in planningand development of new beds,
many of those will be replacingoldersites that can no longeradequately meetthe needs of
today’s residents. For 2016/17, there are about 500 new beds that will open, and many more
are plannedfor 2017/18 and 2018/19. Health authorities recognize how critical it is to either
renovate or replace their olderbed stock with improved facility design, including single rooms
with a private washroom and shower, walkingloops and smallerdining areas. Better design has
a significant positive impact on the ability of service providers to care for residents, especially
those with dementiaas well as younger adults with behavioural and cognitive challenges.

Concerns and Issues: What we heard

As mentioned previously, there are a number of challengesand issues regardingthe provision
of residential care servicesin B.C., in particular related to staffing levels. Residentsand their
families, the public, media, the ombudsperson, the seniors advocate, individual service
providers, industry associations and others have raised these concerns previously.

Ombudsperson

On Feb. 14, 2012 the ombudspersonreleased The Best of Care: Getting it Right for Seniors in
British Columbia (Part 2). This comprehensive andin depth report included 143 findings and
made 176 recommendations. Of these, recommendation 123 and 124 spoke specifically about

new clientrate reinvestmentand meetingthe guideline of providing 3.36 direct care hours per
residentday.

Recommendation 123: The Ministry of Health provide furtherand more detailed public
information on how the additional revenue generated by the new residential care rate
structure is being spent and what improvements to care have resulted in each facility.

Recommendation 124: The Ministry of Health, together with Interior, Fraser, Vancouver
Coastal and Vancouver Island health authorities ensure that each health authority, at a
minimum, meetsthe ministry’s guideline of providing 3.36 daily care hours by 2014/15.

Since 2012, the Ministry of Health has been actively addressing the recommendations from this
report and has provided regular updates to the Office of the Ombudsperson, including the
purpose of and findings from this review.
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Seniors Advocate

Several reports released by the Office of the Seniors Advocate, includingtheirreports on
placement, drugs and therapy (April 2015), housing (May 2015) and residentto resident
aggression (June 2016), have highlighted concerns about residential care such as the proportion
of “light care needs” clients livingin care facilities that could be livingin assisted living or at
home, the need for more private rooms and staffing levels. With the publishing of the
Residential Care Facilities Quick Facts Directory in March of 2016, which includes a variety of
information about each care facility, many questions were asked about the variation in the
staffinglevels between facilities and about the ministry’srole in monitoringthem. Ministry staff
have been working with staff from the Office of the Seniors Advocate to betterunderstand
theirdata analysisand the concerns expressedintheirreports.

As mentioned earlier, the seniors advocate has suggested that all facilities could be brought to
a minimum average of 3.36 hours per resident day by health authority through the investment
of $83.5 million based on $30/hour for care aides (assumingall added staff are care aides).”*

Health Authorities

As part of thisreview process, the ministry asked health authorities a series of questions
related to quality, staffinglevelsand budget. One question asked was, “Is the clientrate
reinvestmentachievingidentified outcomes?” Four health authorities answered the question
and indicated that intended outcomes were achieved. Island Health prefaced the answer by
affirmingthat “no one investment (staffing, education, equipment) is solely responsible for
improving care and client outcomes.”

» InInterior Health, there were improvementsin nine of the ten interRAI quality
indicators ranging from 8% to 36%. There was no change in one of the indicators
(worsened pain).

» InlIsland Health, there were improvementsinwound care, painreduction and the
reduced use of restraints.

» In Northern Health, there was an increase inhours per residentday levelsto 2.8 hours
and 3.5 hours in residential care facilities and designated special care units respectively.

» InVancouver Coastal Health, there was an increase in hours per resident day levels
across all owned and operated as well as contracted facilities.

An unintended consequence highlighted by Interior Health was that the principle of
standardizationresultedin higherworkload costs at individual facilities when residents with
high complex needs were admitted.

237015 labour costs provided by the Health Employers Association of B.C. cite $34.27/hour on average for care aides,and

includes wages, premiums and benefits (source isdatareported in the Health Sector Compensation Information System).
Using this higher average cost, the estimate would increaseto $95.3 million.
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Health authorities concerns included:
» Lack of clarity on contracted site operating costs;

» Provincial policies are beingimplemented without additional funding (e.g., basic
wheelchairs);

» Cost of collective agreement negotiations; and

» Generous entitlements forvacation and sick leave in collective agreements.

Industry Associations

In additionto discussions with operators while visiting facilities, aconference call was held with
members from the B.C. Care Providers Association, the Denominational Health Association and
the B.C. Seniors Living Association. Discussion points included: 1) what was working well in the
existing system; 2) what innovations would assist inimproving care; and, 3) if government could
only make one change, what would have the greatestimpact?

Concerns included:

» The majority of intervieweesidentified the need toincrease fundingfor hours per
residentday. Many noted that the complexity of clientsis changing and that additional
fundingis not typically provided to address increased care requirements.

» There isa lack of consistency between health authoritiesin approaches to service
provisionincluding funding, staffing, training, policies and procedures, which impact
contracted service providers that operate inmore than one health authority.

» Direct care hours are defined differently—both withinthe same health authority and
across healthauthorities.

» Fundingis not keepingup withinflation/labour costsin negotiated collective
agreements.

» Policiesare beingimplemented withoutadditional funding(e.g., basicwheelchairs).
» Challengesattracting and retaining staff.

» Wanting to operate as a campus of care, but policies can intervene (e.g., first
appropriate bed).

» The lack of job readiness of new health-care graduates.
» “Rich” vacation and sick leave entitlements and impacts on staffing.

» Timing of notification on budget and unclear how annual lifts are calculated. Providing
an interim budget was identified as a best practice.

» Cost of capital to increase private sector investmentand residential care development.

» Inconsistentinterpretation of regulationsand licensing.
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» Affiliatesindicated challenges with being competitive with the for-profit providersinthe
request for proposal process for new beds as they have to pay union rates, the same as
health authority owned and operated facilities.

In addition to consultation with the industry associations, it is important to note that in May
2016, the B.C. Care Providers Associationissued two White Papers that explainthe concerns of
care providers and outline 32 options for review and consideration. Sixteen options are related
to fundingand 16 to new care models and innovation.?* InJanuary 2017, the B.C. Care
Providersissued theirfinal report, Strengthening Seniors Care: A Made-in-BC-Roadmap. While
the papers and final report do not focus solely on residential care services, they offerfood for
thought in several areas that have beentouched onin thisreport.

Finally, the ministry has heard concerns expressed about how the client rate structure for
residential care servicesis not aligned with other home and community care services where the
clientrate is based on an individual'sincome. For clients receiving eitherhome support or
assistedliving services, the maximumrate a clientwould pay (if theirincome is high enough to
warrant beingcharged the maximum rate) is the full cost of the service, which means those
individuals would be paying about the same amount as if they were to seek services from the
private-pay sector. However, this is not the case for residential care services. Currently, the
maximum rate is capped well below the actual cost of deliveringthe service.

Rethinking the Foundation

At the beginningofthis report, three key areas were identified forexamination—quality of
care, staffinglevelsand funding—to determine what, if any, changes needto be made in the
residential care system to ensure consistency, transparency and accountability across the
province in meetingresidents' needs, inremainingsustainable and in aligning with the
ministry's focus on patient-centred care in the community. Based on all the information
collectedto date, it seemsevidentthataction isrequiredin a number of areas and on a number
of levels.

Quality of Care

B.C. is now ina position to take advantage of the effortthat has beeninvestedinyears pastin
implementingthe interRAlI Minimum Data Set 2.0 assessmentinstrumentand to learnfrom the
information generated from the clinical data to improve care. While most facilities are already

** Sustainabil ity Through Innovation: Exploring Options for Improving B.C.’s Continuing Care Sector —White Paper on Funding

Part 1, April 2016 (Report P1). Sustainability Through Innovation: Exploring Options for Improving B.C.’s Continuing Care
Sector—White Paper on New Care Models and Innovation Part 2, April 2016 (Report P2).
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using such information to monitor quality, there are opportunities for the ministry to take a
leadership role in working collaboratively with service providers, including health authorities, to
develop province-wide goals and focussed quality initiatives. Focusing on resident outcomes
could be a key elementina new approach moving forward. Recentresearch indicates there are
13 main clinical areas to monitor.*® B.C. could also look to Ontario to explore how they have
incorporated monitoring of outcomes into their overall accountability mechanisms for care
providers.

Health authorities have identified anumberof quality of care initiatives being pursued, but
there are few of these that are consistentacross health authorities or the province. A co-
ordinated approach would benefitall.

Quality of Life

Quality of life isanother important factor that needsto be included in any quality improvement
work. For those seniorswho experience increasingly complex medical health care needsand/or
frailty, it is critical that they have access to well-coordinated and integrated services. However,
many of the medical conditions experienced by seniors are more about how they live with their
conditions, with a focus on quality of life, ratherthan cure; and, in some instances, particularly
in terms of frailty, are linked to the realities of an aging body.*® People living and managing
daily with complex chronic medical conditions, or experiencing frailty, are increasingly
dependent onothers to maintain theirhealth and well-being, and want more than medical
care. They want:

* As much freedom from the impact of their medical conditions as possible;

* To retainas much function as possible to engage in theircommunity, with continued
autonomy to shape theirown life and story; and

* To be able to take part in meaningful activities, maintain social and family connections,
and enjoy the here and now and the everyday pleasures of living.

Both the Office of the Seniors Advocate, in their April 2015 report Placement, Drugs and
Therapy... We Can Do Better, and the BC Care Providers Association, intheir 2017 report
Strengthening Seniors Care: A Made-in-BC-Roadmap, identify the importance of increased
access to programs provided by allied health professionals such as recreational therapy,
physical therapy and occupational therapy, as a means to achieving quality of life expectations.
The seniorsadvocate is currently engagedin a province-wide quality of life survey of residents
and their most frequentvisitorin residential care facilities, usingthe interRAl Self-Report

2% Estabrooks CA, Knopp-Sihota JA, Norton PG. (2013). Practice sensitive quality indicatorsin RAI-MDS 2.0 nursing home data.

BMC research notes, 6(n.i.), 460.
%6 See Atul Gawande's Being Mortal (2014)
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Nursing Home Quality Of Life Survey, with results expected within the 2016/17 fiscal year.?’
This work offers another opportunity for learning more about what isimportant to residents
and their families and could offerinsightinto how care providers could recognize and address
the things that give joy and meaningin the day of a resident.

Staffing Levels and Staffing Mix

There are some basic actions that could take place that may resolve some issues, such as
working with health authorities and service providersto confirmthe definition of direct care
hours per residentday as the standard across the province, and to collectsupporting
information. While this may seem challenging, consistency was maintained in the definitionfor
over two years while the ministry was working closely with the health authorities monitoring
and evaluatingthe impact of the residential care rate reinvestment. Inaddition, based on the
review to date, the ministry’s positionisthat it isappropriate to continue with B.C.’s original
target of an average of 3.36 hours per residentday, at a minimum, by health authority. Work
also needsto be done to explore if this standard should be revised to better reflect changing
residentneeds.

There will always be exceptions and variations may be necessary in some circumstances. For
example, special populations, such as younger adults with behavioural and cognitive challenges,
may require a different staffing mix with less nursing care time and more time from allied
health workers. Facilitiesinrural settings may have different needs as well that must be
accommodated.

Funding

There are a number of factors that would support consideration of moving toward a province-
wide funding model for residential care facilities. The B.C. Care Providers Association has
included thisas an option inits white papers, and cited the models from both Ontario and
Alberta. B.C. has beenindiscussions with both provincesand both seem willing to assist. The
ministry, workingin collaboration with the health authorities and service providers, could
develop a made-in B.C. version of a comprehensive funding and monitoring model that
incorporates variationin residentneeds, promotes the principles of transparency and
consistency, and aligns resources to meet not only the physical care needs of residents, but
theiremotional, social, psychological and spiritual care needs as well. As suggested by the B.C.
Care Providers Association, funding model components could include client case mix and other
cost categories. Building on this, the Province could explore anumber of fundingenvelopes
similarto what Ontario has established.

7 Office of the Seniors Advocate (2016, June). 2015-16 Annual Report of the Office of the Seniors Advocate.
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B.C. may want to considerthe key objectives of Alberta’s patient/care-based funding model,
which include:

» Achieve equityinfundingallocation by focusing on the equitable access and quality of
services for residents with similarneeds.

> Support consistency in access to care, standards of care, and the amounts paid for care
for residents with similarcare needs.

» Provide transparent, predictable funding consistent with the quantity, complexity and
quality of the services needed by residents.

» Enhance funding predictability forresidents, operators, decision-makers and other
stakeholders.

» Provide incentivesforimprovingefficiency and quality in longterm care service delivery.

Accountability

Accountabilityisa keyfoundational elementas well when tryingto ensure quality care is
provided to residents of care facilities. Again, the province may want to look to Albertaand
Ontario in the way they have structured theirreporting, monitoring and evaluation processes
related to resident need, funding, service delivery and operations across the residential care
sector, which happen at the facility level. Accreditationis another mechanism for accountability
and ensuring quality of care. As most facilities are accredited through a recognized accrediting
body currently, B.C. may want to standardize the requirements for accreditation.

Way Forward

The Province is fully committed to ensuringthe needs of residential care clientsare metin a
caring, holisticmanner that respectstheirdignity and autonomy, and resultsin betterclient
outcomes and promotes quality of life. Within the context of the current fiscal situation,
challenges exist that influence how this work may move forward, including the estimated
$113.7 million annual cost needed to fund a standard average of 3.36 hours per residentday, at
a minimum, by health authority and how to recruit the additional 1,511 FTEs needed. While
thereis still much more work to be done, this review offers many avenues for further
explorationand analysis.

Next Steps

Achieving a standard cross-province average of 3.36 hours per residentday (at a minimum) by
health authority would best be supported by a standard funding and monitoringapproach. The
funding approach shouldincorporate variables that impact staffinglevel and mix such as
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changes in workload resulting from residents movinginto and departing from facilities, and
changing resident needs overtime. Thiswork could be done in conjunction with defininga
small number of province-wide priority quality of care initiatives.

The actions set out in the followingtable are grouped into one of three categories (fundingand
staffing, quality of care and accountability), and will be carried out in collaboration with the
Office of the Seniors Advocate, other provincial ministries (e.g. ministries of Advanced
Education and Jobs, Tourism and Industry), health authorities, industry partners and other
stakeholders. The table includes the next steps required to move forward:

. Proposed
Category Action Timeline
Funding and 1. Finalize a report, in collaboration with the Canadian Institute for | May 2017
Staffing Health Information, to better understand the demand for home
health, assisted living and residential care services (including the
different profiles of clients using RAl assessment and service
episode data) given the changes taking place in the home and
community care system, and to inform required changesto
existing residential care service models.
2. Confirm the definition of direct care hours per resident day. July 2017
3. Establish a baseline for: hours per resident day, client case mix, | September
other identified residential care costs. 2017
4. Work with health authorities and industry to create and October 2017

implement an interim targeted process that would increase
hours per resident day for areaswith identified gaps until a
costing review has been completed and the funding model has
been updated to incorporate client complexity.

5. Move towards a province-wide standard residential care January 2018
funding model, with a lens to incorporate resident complexity
(using RUGsand case mix index from RAl assessments), quality
of care and flexibility.

6. Complete an analysis of percentage of casual and part-time June 2017
positions that can potentially be converted to regular full-time
positions in residential care facilities.

7. Develop an interim strategy toaddress immediate high-priority | June 2017
vacancies in residential care facilities.

8. Develop a health human resources plan to ensure supply of staff | November
will meet the needs of the residential care sector. The plan will 2017
include targeted recruitment activitiesand seat-planning in
post-secondary programs.
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Proposed
Timeline

Category Action
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Appendix A: B.C. Residential Care Program Overview

B.C. Residential Care Logic Model July 2016

Purpose To provide residential care services for those who can no longer be supported in their home and to
support residents and their family nearing the end of their life in a residential care facility

e Ministry of Health (MoH) funding, which is distributed and managed via the five regional Health Authorities (HAs)
Inputs * |n kind resources from MoH, HAs, other government bodies, associations, RC facility operators, not for profit groups

(Resources) | o Fees paid by residents and their families

* Funds raised by volunteer groups associated with specific Residential Care facilities

Legislation, Policy, Standards
and Communication

Assessment of Eligibility, Care
Planning and Service Delivery

Quality, Safety, Licensing,
Monitoring and Reporting

l

* MoH develops & updates legislation,
(CC Act, Hospital Act) policy (HCC
Policy Manual), eligibility, standards,
staffing and funding models &
reporting req.
e MoH develops Residents' Bill of
Rights incl. commitment to care;
rights to health, rights to
transparency & accountability
Key * MoH consults to gather input into
Activities legislation, policy, bill of rights, etc.
MoH maintains worker registry
Minister appoints a director of
licensing as the steward for all HA
Community Care Facility Licensing
* MoH communicates legislation,
policy and other info to residents,
families, public and RC program
MoH/HAs plan to meet current &
future population RC service needs

v

Health Authorities
RC facility operators
Residents, family & general public

v

Legislation, policy manual, staffing
Key & funding models, Resident Bill of
Outputs Rights, worker registry, plans, etc.

v

Legislation, regulations, policy and
standards of care provide increased
protection for the health, safety and
well-being of LTC residents

Registry for care aides & community
Short-term health workers serves & protects
Outcomes vulnerable residents in publicly
funded facilities

Residents, family members, public
and RC program are clear about
resident’s rights, eligibility, costs and
other aspects of residential care

v

Target
Group(s)

.

-

Long-term
Outcomes

.

.

.

.

HA plan for new/maintain existing
and manage RC services across HA
HA case manager assesses person,
eligibility to RC, facility & client rate
HA prioritizes access to services in
owned/operated & contracted facil.
Facility direct care staff develop care
plan with resident, physician, family,
etc. to identify resident’s abilities,
preferences, needs, supports
Facilities provide accommodation,
meals, health care, assistance with
ADLs, social/recreational activities &
supervision to meet resident needs
HA case manager & health profess.
review resident needs & make care
and placement changes as needed
Family physicians provide clinical
and care oversight, med. review.
Family and Resident Councils
engage residents to improve quality

Residents and family members

v

HA RC Plans, assessment reports,
prioritized placements, care plans
and plan revisions, services

v

Residents are able to enter or
transfer to the facility they prefer,
which has the necessary supports
Residents receive housing & a range
of other services that meet their
health, daily living & other needs
Family and friends of residents
receive ongoing support
Care is provided in a safe manner to
preserve residents’ comfort, dignity
and quality of life as their needs
change

v

Ll

Ll

HAs provide/contract RC
services

HAs issue licenses and conduct
inspections to ensure facilities
follow rules & provide safe care
Licensed/Regulated facilities
follow RC Reg's & Standards of
Practice & implement & monitor
to ensure guality of care
Patients/family discuss concerns
with facility and make a formal
complaint if not resolved

HAs investigate any complaints
and MoH/HAs post summary
inspection reports on websites
RC facility operators complete
accreditation as required by HA
MoH work with HAs to establish
Performance Management
frameworks & reports

v

RC facility operators
Residents, family & gen. public
All RC stakeholders

v

HA Plans, RAl measures,
contracts, licenses, inspection,
complaint, accred. reports, etc.

Inspections promote adherence
to rules & standards of practice
and promote safe delivery of
care

Patient and family complaints
are addressed & support RC
improve.

Accreditation leads to ongoing
guality improvement based on
best practices across Canada
Performance management
supports care ql.'lalllti,l' improvem.

v

# Delivery of high quality, resident-centred residential care to British Columbians in every region of BC

Primary content source: http://www2.gov.bc.ca/gov/content/health/accessing-health-care/home-community-care
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Appendix B: Summary of 2008 Research Findings

The following material is a summary of a review of the most recent and relevant research into residential
care staffing practices (2008), which was undertaken to inform the development of an evidence-based
staffing framework for residential care facilities. The review consisted of research pertaining to direct
care nursing providers and allied health staff, leadership and education-related structures, and non-
direct care services.

e Canadian researchers and professional organizations supportthe needfor a broad focus on
the factors impacting staff and resident outcomes, and reject the legislated focus on staffing
ratios and hours of care adopted insome jurisdictionsinthe United States.

e Researchin all jurisdictions emphasizesthe complexity of making staffing decisions. Staffing
decisions should be made following consideration of many variables and once made, they

should be evaluated to ensure the level and mix of staff resultin positive resident and staff
outcomes.

e Research supports the development of staffing frameworks that are evidence-based and
help those making staffing decisions to consider all important variables. An effective staffing
plan requires an understanding of the complexity involved in matching human resources to
residentneeds, and appropriately skilled individuals to develop these plans.

e Staff mixis justone factor impacting resident outcomes and staff job satisfaction.
Organizational structures, managerial practices, the work environmentand culture,
education and experience of staff, clinical leadership, and resident needs and complexity all
have an impact on resident outcomes and staff satisfaction and turnover.

e Research in alljurisdictions consistently shows that higherlevels of all types of staffing lead
to better resident outcomes. Most research studies specify the levels of staffingrequired to
avoid specificadverse events or improve specificquality of care outcomes. Onlythree US

studies address total nursing staff levels needed forquality care in residential facilities; the
recommended range is between 3.9 and 4.8 paid hours per resident day.

e Research suggeststhe higherthe proportion of professional staff, particularly registered
nurses, the better the quality of care as evidenced by residentand staff outcomes.

e Decisionsabout registered nurse and licensed practical nurses staff mix must considertheir

core competencies, the acuity and complexity of resident care needs, and the availability of
supports such as other health-care staff.

e Some evidence supportsthe need for a shiftin the way that organizations view cost. The
emphasis should be on the cost of outputs, such as nurse absenteeismand the results of
poor quality care, rather than the cost of inputs such as nurse to residentratios and nurse
skill level.
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Appendix C: 2008 Staffing Framework Principles and Components

The following material is taken from 2008 planning documents that describe the framework to support

residential care evidence-based staffing practice decisions and quality of care.

Framework Principles:

1.

The delivery of safe, competent care is based on havingthe appropriate numberand mix of
multidisciplinary staff and the competencies required to provide the care.

Sufficient nursing competencies are required to address the highly complex, unpredictable
care needs of residentsin care and to avoid situations where subtle changes in status that
are treatable are not identified until irreversible damage has occurred.

Sufficientallied health staff (regulated and non-regulated) are required as part of the
multidisciplinary teamto improve the functional status of residents and augment the direct
care nursing staff.

All staff work to full scope of practice.

While cost efficiencyisanessential element, achievinggood resident outcomes through an
evidence-based approachis central to making staffing decisions.

An evidence-based approach to staffingand resident outcome evaluation requiresinclusion
of structure and process indicators, not only staffing levels and mix.

Description of the Framework Components

Philosophy of Care

The philosophy of care specifiesthe valuesand beliefsaboutresidents andcare, and guides
how resident care needs are identified, how staff resources are determined and how staffis
organizedto provide care.

Resident Care Needs

Staffing decisions must be based on a clear understanding of the unique needs of residents
which in turn creates the demand for care by a multidisciplinary team. This includes resident
characteristics such asage and sex, as well as common physical, social, emotional and cognitive
problems; common acute and chronic medical diagnoses; admissions and discharges/deaths;
end of life care; functional status; ethnicity; family relationships and the care required to meet
basic human needs. Care needs vary in complexity, variability and acuity, thus affecting the
amount of time required to meet them. Staffing levels, staff mix and care processes should be
developed based on care needs, including at a minimum an RAlI MDS 2.0 assessment.
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Structure
Structure encompasses a broad range of variables that influence care processes and
outcomes. Theyare dividedintothe followingthree categories:

1. Stafflevel and mix — Residentcare needsis one factor that must be used to determine
the level, mix and type of disciplines needed to provide care. Staff mix, staffinglevels,
multidisciplinary team members, full-time versus part-time status, competencies,
education, experience and workload are other factors that must be considered before

making staffing decisions. Access to primary care (physician or nurse practitioner)
influences staff capacity to meetresidentneeds.

2. Structures to support care — There are many structure variablesidentified in the
literature that impact care processesand outcomes. Examplesinclude room size,
physical layout of a site, the needs of specialized client populations, availability of
technology, availability of clerical and support staff, unit geography/layout, availability
of equipmentand supplies, model of care delivery, contingency plans and availability of

clinical practice guidelines. These mustbe consideredin additionto resident care needs
when making decisions about staffinglevels and staff mix.

3. Leadership, culture and climate to supportcare — Organizational culture and climate,
management strategies, communication, control, autonomy, span of control and
governance are all variables that must be considered at the unitand facility levels when
making staffing decisions, as these factors influence both care processesand staff and
residentoutcomes.

Process

Process pertainsto activities undertaken by staff whendelivering care, such as assessing
residents; residentand family education; therapeuticcommunication; activitiesaimed at
improving functional, physical and cognitive status; monitoringresident status; discipline
specificand inter-professional practice; symptom managementand avoiding predictable
adverse events. Process examines actual services or activities provided to, or on behalf of,
clientsand is influenced by structure and resident care needs. Often clinical practice
guidelinesformthe basis on which indicators are defined and monitored.
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Outcomes

Outcomes are the relationships between structure, process and resident care needs that
determine resident, staff and system outcomes. Outcomes are commonly separated into
three areas: resident, staff and organization.

» Residentoutcomescan be grouped as adverse events, symptom management,
resident satisfaction with care and functional health outcomes (physical, social, and
cognitive functioning, mental health and self-care ability).

» Staff outcomesinclude staff illness and injury, retention, turnover, autonomy, optimal
use of competencies and job satisfaction.

» Organization outcomes include overtime, absenteeism, sustainable costs, continuity of
care and recruitment.

Evaluation
Evaluationinvolves:

» identifyingindicatorsthatreflectgood care and positive health outcomes for
residents;

» identifyingindicatorsthatreflecta culture and climate that retains staff;

» developingefficientsystemsforcollectingand analysing data, and reporting progress;
and,

» developingprocessesto manage change and achieve qualityimprovement.

The following diagramidentifies the framework components that are essential to support
evidence-based staffing decisions and are more likely toresultin high quality, safe resident care
and increased staff job satisfaction. It also identifies the contextual factors that have the
potential to affect all components of the model. These factors include resources [such as
financial, human, primary care (physicianand nursing practitioner), physical plant, equipment
and supplies], health needs of residents, and legislation, policy and standards. They also include
a qualityimprovement process that seeks to meetresidents'needsand expectations, and is
achievedthrough a structured process that selectively identifies and improves all aspects of
care and serviceson an ongoing basis.
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2008 staffing framework components to support evidence-based staffing decisions:
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Appendix D: 2008 Costing Assumptions - Assignment of Directand Allied
Health-Care Staff

The following information is taken from the 2008 Ministry of Health Costing Assumptions for the
Proposed Staffing Framework for Residential Care Facilities. At that time, the Residential Care Standing
Committee developed, as part of the costing assumptions, detailed staffing levels and staff mix to ensure
consistency in costing the first phase of implementation of the framework.

The staffinglevelsand mix set out below are evidence-based. However, they are not indicative
of actual staffing patterns to be used in each facility. Facilities will have the flexibility to develop
theirown staffinglevels and mix, with the exception that they must at least one registered

nurse for every 75 beds.

Direct Care

The total is 3.36 worked hours of care made up of direct and allied health care staff.

» Includesregistered nurses, licensed practical nurses and care aides.

» Registered nurses: Should be one registered nurse 24 hours/day, seven days/week as set
outin the table below.

Number of Beds | Number of Registered Nurses 24/7
0-75 1
76 =150 2
151 -225 3
226 -300 4

» Licensed practical nurses: Should be one licensed practical nurse for every 25 residentson
day and eveningshifts, none forthe night shiftin facilities with 75 beds or less, and one for
the nightshift infacilities with more than 75 beds, as set out in the table below.

Number of Licensed Practical Nurses 24/7
Days Evenings Nights

Number of Beds

0-25
26 -50
51-75
76 -100
101 -125
126 -150
151 -175
176 - 200
201 -225
226 —250
251 -275
276 -300

[HEY Iy
oo |a|lelevNlau|s|win|e
[HEY Iy

oo |a|lelevNlau|s|win|e
wlwmenNR R |lolo|lo
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» Care aides: Should be one care aide for every six residents on day shifts, and one care aide
for every eightresidents on eveningshifts—one to 37 residents on nights.

Each residentshould get 3.0 worked hours of direct care per day.

Not lessthan 20 — 25% of the direct care hours should be professional (registered and
licensed practical nurses) care.

» Ina 75 bed facility, each resident would receive daily:
o 19 minutesof registered nurse care (10%) based on a DC1 at the top step.
o 57 minutesof licensed practical nurse care (32%) based on a PC11 at the top step.
o 104 minutes of care from care aides (58%) based on a PC3 at the top step.
» Ina 25 bed facility, each resident would receive daily:
o 58 minutesofregistered nurse care (32%).
o 122 minutes of care from care aides (68%).

Allied Health Care

» Includesoccupational therapists, physiotherapists, social workers, dietitians, recreational
therapists, and activity workers.

» Each residentshould get 0.36 worked hours (22 minutes) of allied health care per day based
on a sevenday work week comprised of:

o 7 minutesof professional care based on an occupational therapist at the top step
(equivalentto 8.8 hours/day for all residentsin a 75 bedfacility).

o 15 minutes of care from activity workers based on a PC13 at the top step (equivalent
to 18.75 hours/day for all residentsin a 75 bed facility).

» Current occupational therapy/physiotherapy staffinglevels would not be reducedif a
facility has more than the target seven minutes/resident/day professional staffing level.

Benefits

e [ncludessick, vacation, severance and shift differential - cost at 26%
e Relieffactoris26% basedon 100% backfill
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Appendix E: 2009 Ministerial Directive

On Feb. 27, 2009, the Minister of Health Servicesissued a ministerial directive tothe health
authority board chairs re: Home and Community Care Quality and Performance Monitoring,
pursuant to the 2008/09 government letters of expectations. The directive included the
following home and community care deliverablesfor health authorities:

A: Quality and Consistency—Assisted Living and Residential Care Services
B: Quality and Consistency — Home Health Services

C: Access to Information on Home and Community Care Services

D. Access to a Continuum of Home and Community Care Services

E. Minimum Reporting Requirements

Directive A included six areas related to assisted livingand residential care including staffing,
education, facility conditions and capital investments, quality and safety monitoring protocols,
contract management process, and a monitoring and inspection process for extended care
hospitalsand private hospitalsunderthe Hospital Act.

A.1, which focussed on staffing, stated:

Achievement of average standard staffing levels, in worked hours per resident per day for
direct care (Registered Nurse, Licensed Practical Nurse, Residential Care Attendant) and for
clinical supportservices (Rehabilitation, Social Work, Activity and Pastoral Care) in
residential care facilities. (This is the initial focus of the implementation and evaluation.)
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Appendix F: Current State Analysis Methodology

Working closely with Ministry of Health and the Office of the Seniors Advocate, the residential
care environmental scanincluded:

» Key/Expert Interviews: Semi-structured interviews were held with industry contacts, health
authority staff and jurisdictional contacts in Alberta and Ontario to examine/discuss various
aspects of residential care.

» Document Acquisition and Review: Numerous documents were gathered and reviewedin
the course of the project. These included legislation, standards, policy, consultant reports,
internal communications, draft materials, statistical summaries and other sources.

» Health Authority Current State Questionnaire: Each health authority provided a written
response to the ministry. The results were analyzed and overview of the findingsis
presentedinthis report. The topics addressed include:

o Ensuring quality of care for residential care clients;
o ldentifying/supporting staffing care models that enable quality and safe care;
o Budgetedresidential care funding; and

o New modelsand innovation.

» Literature Review: A PubMed search was conducted for long-term care in conjunction with
budget, quality and staffing. The search terms for long-term care included “longterm care,”
“nursing home” and “residential care” (with qualifiers of “frail” or “elderly”). Of the 3,246
abstracts identified, 181 were selected and reviewed.

» Data Analyses: Data was provided by the ministryand the Office of the Seniors Advocate.
The data was analyzed using primarily descriptive statistical approachesto addressa range
of questions.

» Application of the Residential Care Staffing Framework Staffing Model: The model was
reviewed, appliedto current state data and projected staffingrequirements were
estimated.
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FACT SHEET: Pending ADM Approval
END OF LIFE CARE AND INITIATIVES

ISSUE

The planningand delivery of palliative and end-of-life care supports people’s choice of receiving

palliative and end-of-life care in their preferred location, including theirown home orin a home-like
. 1

setting".

KEY FACTS

e The Ministry of Health and health authorities provide a range of servicesto support people to
receive palliative and end-of-life care in the care settings that best meettheirneeds, including at
home, in hospital, in long-term care facilities, and in free-standing hospice residences.

e InBC,in 2014/15, there were 20,079 BC residents receiving some type of palliative care. Of those,
58 percentwere users of Pharmacare Plan P, and 55 percent accessed home care services’. In
2013/14, the most recent data available, an estimated 12,726° people were not identified as
palliative but may have benefited from a palliative approach to care.

e BC has beena leaderin promoting integration of a palliative approach to care. For example, since
2012, 1,098 out of 5,624 General Practitionersin the province (20 percent) have participated in the
General Practice Services Committee Practice Support Program End of Life Learning Module. The
Module isdesigned to improve identification of those in theirlast year of life, and to integrate the
palliative approach to care.

e OnlJune 17, 2016, amendments were made to the Criminal Code of Canada to allow medical
assistance in dying for capable adultsin certain circumstances. The Government of Canada,
through this legislation, committed to working with the provincesto facilitate access to palliative
and end-of-life care®.

e Palliative care will be an important component of the Ministry’s development of primary care
homes, linked with specialized services for people with complex medical conditions and frailty.
Earlier provision of palliative care islinked with better patient outcomes, as well as better
alignmentof a person’streatment choices with their personal goals of care.

e A numberof initiatives have beenimplemented in BCto improve palliative and end-of-life care:

o The After-Hours Palliative Nursing Service, operating since 2012, is a provincial telephone
service that provides palliative nursing support viatelephone to palliative clients living at home,
and their family members. From April 1, 2015 to March 31, 2016, the Service managed 544
calls, and forwarded 199 calls to the Palliative Response Nurse upon being assessed as requiring
more specialized support.” The majority of calls forwarded to the Palliative Response Nurse
resultedin patientsremainingin theirhome (79 percent).

e In2015/16, 1,400 general practitioners received $358,000 to help 3,568 patients with palliative
care planningthrough the Conferencing Fee Initiative and the Palliative Care Incentive for family
physicians.6

e QOver 96,000 clients have received benefits through the BC Palliative Care Benefits Program since
the program started in 2001. In 2015/16, $19.4 millionwas spent on medications and pharmacy’.

! Budget Speech 2015, pp.14-15

* Health System Matrix 7, Health Sector Information, Analysis and Reporting, Ministry of Health, April 2016

*End of Life Analysis, Matrix 6 2013/14 data, Health Sector Information, Analysis and Reporting, Ministry of Health, 2015.

* http://www.parl.gc.ca/HousePublications/Publication.aspx? Language=E&Mode=18&Docl d=8384014

® After-Hours Palliative Mursing Service, Year End Report, April 1, 2014 2015 — March 31, 2015 2016

 Workforce Analysed, Health Sector Information, Analysis and Reporting, Research and Evaluation 2015/16 data from October 1,2016
" PharmaNet Data, Health Sector Information, Analysis and Reporting, Ministry of Health, Retrieved October 2016, Health |deas
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FACT SHEET: Pending ADM Approval

e Establishedin 2013 by the Institute for Health System Transformation and Sustainability, the BC
Centre for Palliative Care isa provincial hub to support palliative and end of life care practices
based on evidence, education, and innovation to improve and support care for those living with
and dying from seriousillness and theirfamilies.

Provincial End-of-Life Care Action Plan Implementation

The Provincial Palliative Care Advisory Committee has made significant progress addressing the

followingthree key priority actions:

1. A populationneeds-based approach to planning palliative and end of life care services, including
by significantly expanding the availability of hospice spaces and supporting the Centre’s efforts to
raise the capacity of hospice societies to educate the publicabout advance care planning.

2. Improve the capacity to provide quality palliative and end-of-life care in residential care, and other
housingand care settings. The Ministry, in collaboration with the Centre, is workingto identify
leading practices and opportunitiesfor systemimprovementsto integrate a palliative approach for
all residents livingin residential care facilities.

3. Improve access to BC Palliative Care Benefits by ensuringa consistent streamlined process that
supports timely access to palliative care benefits for patients.

FINANCIAL IMPLICATIONS

e |n 2014/15, the Institute for Health System Transformation and Sustainability was provided
$2.125 millionin support of the BC Centre for Palliative Care to advance best practice palliative
care service delivery acrossthe province.

e A further $5 million was provided to the Institute for Health System Transformation and
Sustainabilityin support of the Centre to improve access to new hospice beds in communities
across BC, make improvements to current spaces, and to support initiatives and partnerships to
promote betterend of life care throughout the province.8

o With the release of the End-of-Life Care Action Plan in 2013, the followingfundingwas provided to
support hospicesin the province: $950,000 to Vancouver Hospice Society to allow the new hospice
home to become fully operational; $S3 million to the Peace Arch Hospital & Community Health
Foundation to support the expansion of hospice services, including 15 hospice beds at Peace Arch
Hospital; and $2 million for Canuck Place Children’s Hospice.

e |n2013/14, $40,000 was provided to both the North Thompson Valley Hospice House Society and
the Oceanside Hospice Society to help support end-of-life care services. In addition, $250,000 was
providedto St. Joseph’s Hospital Foundation to support four new hospice bedsin Comox.

e Since 2001, the Province has provided more than $40 million to Canuck Place Children’s Hospice.

e |n2014/15, $2.5 millionwas provided to Abbotsford Hospice Society.

e In2016/17, $1.746 millionwas provided to support hospice and palliative locationsin BC for
palliative and hospice care, and an additional $4 million was provided to Canuck Place Children’s
Hospice.

Approved by:

Sharon Stewart, obo Doug Hughes, Primary and Community Care Policy Division; July11,2017
Christine Voggenreiter, obo Teri Collins, Health Sector Information, Analysis & Reporting Division;
Gordon Cross, oboManjit Sidhu, Finance and Corporate Services Division; July13,2017

See Expansion of Hospice Spaces Fact Sheet
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BC Centre for Palliative Care

ISSUE
The BC Centre for Palliative Care (the Centre) was established in 2013, by the Institute for Health System
Transformation and Sustainability, through $2 millioninfunding provided by the Ministry of Health. The
Centreis a provincial hub to support palliative and end-of-life care practices based on evidence,
educationand innovation to improve and support care for those livingwith and dyingfrom seriousillness
and their families.
KEY FACTS
e (Canada as a country is falling behind onthe quality and availability of palliative care to adults,
according to international indicators of the Quality of Death Index - from 9" place in 2010 to
11" place in 2015, A palliative approach to care is oftenintroduced too late, or not at all.
e The Centre’svisionis for all British Columbians living with seriousillness to have equitable access to
compassionate, quality palliative care and resources from the time of diagnosis.
e In 2014, the Centre launched their strategic plan which focuseson three strategic priorities:
1. Improvingaccess to person-centred care for patientsand familiesliving with seriousillness;
2. Enablingexcellenceinintegration of the palliative approach to care, and increasing capacity
through innovation and evidence-based policy development; and
3. Mobilizingcitizen engagementinthe development of quality person and family-centred outcomes
within local communitiesand workplaces.
Centre Initiatives
Under the leadership of Dr. Doris Barwich, the Centre in 2016 is focusing on increasing capacity through
educationand support of leading practices associated with advance care planning, compassionate
communities, and palliative education networks as described below.
Advance Care Planning
The Centre is developingasuite of tools and resources for advance care planningfounded on best
practices which will be designed to increase publicawareness. Estimated date of completion of these
tools and resources is September, 2017.

In addition, the Centre is promoting best practices for health-care providers around seriousillness
conversations, encouraging practitioners to have more, better, and earlier conversations with individuals
facing seriousillnessto promote care that aligns with individuals’ goals. As part of this work, on
November7, 2016, the Centre co-sponsored events featuring Dr. Rachelle Bernackie, Associate Director
of the Serious Iliness Care Program, at Ariadne Labs at Harvard Medical School, to discuss potential for
system-wide improvements enabling conversations aboutseriousillnesswith patients and theirloved
ones.

Compassionate Communities Initiative

Working closely with the BC Hospice Palliative Care Association and other key community organizations,
the Centreis collaborating across the province to support and mobilize local community partnerships;
raise publicawareness about people who experience life-limitingillness and the shared responsibility to
support them; and engage and empower local communities and citizens with the knowledge, skills and
tools/resources that will help them provide care and support. In May 2015, the Centre hosted Dr. Allan
Kelleheartomobilize publicsupportfor the creation of Compassionate Communities. The Centre is
workingclosely with the national Compassionate Communities Initiative’.

' The Economist. (2015). The 2015 Quality of Death Index. [Report] Available at: http://www.economistinsights.com/healthcare/analysis/quality-death-index-
2015/tab/0
2Com,rmssx'orn:rr.‘_' Communities. (n.d.) Pallium Canada. [Website]. Available at: http://pallium.ca/compassionate-communities-2/
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Integration of the Palliative Approach to Care

The Centre is supporting a broad community of practice to develop, implementand sustain a provincial
strategy for education. Academic partners, educators and front-line providers are involved in craftinga
strategy for uptake of the palliative approach to care throughout BC. This will be accomplished by using

a competency framework to enable a consistent palliative approach in all care settings; creating an online
provincial repository of education resources; supporting revision and uptake of evidence-informed
practice guidelinesforsymptom management to be used throughout BC; and offering provincial

education events.

Research and Innovation

The Centreis also an important partner in research that supports integration and knowledge translation

of keyresearch findingsinto practice. Current projectsinclude: iGAP-improving advance care planning
(ACP)in general practice; iDECIDE-ACP for hospitalized patients; Participatory Research study with young
adults transitioning to the adult palliative care system; and support for knowledge translation activities

for NCARE: Peernavigationin rural settings.

FINANCIAL IMPLICATIONS

In 2014/15, the government provided $7.125 million to the Institute for Health System and Transformation
and Sustainability, in support of the BC Centre for Palliative Care to increase publicawareness on advance
care planningand to improve access to palliative care and to support integration of a palliative approach to
care incommunitiesacross British Columbia.

The BC Centre for Palliative Care, in partnership with local hospice organizations, a hospital foundation
and health authorities, distributed funding totalling $3.67 million toward 47 new hospice beds in 13
communities throughout the province.

$1.33 millionis beingused by the BC Centre for Palliative Care to fund provincial partnerships and
community-based projects that promote compassionate care closer to home.

e The $1.33 million breaks down as follows:

o Capital fundsto support hospice spaces initiatives and improvements that will provide alternatives
to hospice beds (e.g., day hospice, respite and supportive care centres - $440,000 (6
communities).

o The Centreissueda call to BC's community hospice societies for ‘seed grant’ funding requests.
Seed grants provide an opportunity for hospice societies to access up to $5,000 per project for
innovative educational and/oroutreach programs to improve publicawareness of palliative care,
and to furthertrain palliative volunteers. Seed grant fundingis being providedin three cycles, with
the firstand second cycle already allocated, and the third cycle will take place in 2017 for a total of
$350,000.

o $540,000 is directed towards partnerships in support of health care provider palliative care
education, addressingthe needs of people with seriousand terminalillnessesin rural or remote
settings, and supporting a palliative care community development model for First Nations’
communities.

o $2.125 millionissupportingthe BC Centre for Palliative Care’s work to advance best practice
palliative care service delivery across the province, includingincreasing publicawareness on
advance care planning.

o Announcements for hospice expansion and the improvementand innovation grants occurred in
January 2017.

Approved by: SharonStewart, obo Doug Hughes, Primaryand Community Care Policy Division; February 17,2017
Gordon Cross, oboManjit Sidhu, Finance and Corporate Services; February 22,2017

Page2 of 2 Page 188 of 358 HTH-2017-73839 S1



FACT SHEET: Pending ADM Approval

Provincial Expansion of Hospice Spaces
ISSUE

The previous Government committed to doubling hospice spaces in the province by 2020.

KEY FACTS

Hospice Spaces Baseline Measures

The baseline number of hospice bedsis 375 beds® (as of March 2015, and consisted of 87 acute/tertiary
palliative care unit bedsand 288 community hospice beds).

New beds to end of June 2017:
70 new beds have been added, including 53 community hospice and 17 acute/tertiary beds, for a total
number of 445 beds (currently 339 community beds and 106 acute/tertiary beds). Details regarding
new beds are as follows:
e 19 bedsin 2015/16:
o Island Health opened 8 beds (4 beds in Comox and 4 beds in Parksville)
o Northern Health Authority opened 1 hospice bed ineach location: Fort St. James;
McBride; Fort Nelson; Chetwynd; Mackenzie; Smithers; Kitimat; Massett; Queen
Charlotte City; Fort St. John and Prince Rupert
e 35 bedsin 2016/17:
o Fraser Health Authority opened 10 bedsin Abbotsford
o InteriorHealth Authority added 14 hospice beds (8 bedsin Kamloops, 4 beds in Kelowna, 2
bedsin Salmon Arm)
o Island Health added 6 hospices beds (4 in Campbell River, 2 in Sooke)
o Vancouver Coastal Health added 5 hospice beds in North Vancouver
e 16 bedsto date in 2017/18:
o InteriorHealth Authority opened 8 beds (3 in West Kelowna, 2 in Trail, and 1 bed in Grand
Forks, Nakusp, and Nelson)
o Vancouver Coastal Health opened 8 beds in Vancouver

s.13

'Government of BC. (2015). BC Palliative Population Needs Assessment: Hospice Palliative Care Beds and Home Based Palliative Care Services. Ministry of
Health, Victoria BC [Report].
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s.13
Summary

e Additional hospice spaces created, identified, and planned to date will resultin a total of 533
beds provincially and representa total increase of 45 percent over the baseline number of
hospice beds.

e 533 hospice beds are projectedto reach a bed to population ratio of 13 hospice beds per
100,000 adultsin 2020, ranging from 11 beds per 100,000 in FHA and Island Health to 21 beds
per 100,000 inIHA.

e |nternational bestpractice is 8 beds per 100,000 as a target hospice bed to populationratio.

e 206 additional hospice beds are required to meetthe commitment of 375 new beds.

FINANCIAL IMPLICATIONS
$.13,8.17

o The BC Centre for Palliative Care, in partnership with local hospice organizations, a hospital
foundation and health authorities, distributed funding totalling $3.67 million toward 47 of the new
bedsabove in 13 communities throughout the province.

o $1.33 millionisbeingused by the BC Centre for Palliative Care to fund provincial partnerships and
community-based projects that promote compassionate care closer to home.

o $2.125 millionissupportingthe BC Centre for Palliative Care’s work to advance best practice
palliative care service delivery across the province, includingincreasing publicawareness on advance
care planning.

o Announcementsfor hospice expansion and the improvementand innovation grants occurred in

January 2017.

Approved by:
Sharon Stewartobo DougHughes, ADM, Health Services Policy Division;
Gordon Cross oboManjit Sidhu, ADM, Finance and Corporate Services;
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Better at Home Program

ISSUE

Better at Home, managed by the United Way, provides seniors with access to simple, non-medical
home support servicesto helpthem remainindependentintheirown homesand connectedto their
communitiesfor as long as possible. Betterat Home uses a community development model and each
program is tailored to meetthe needs of local seniors, and is one of the pillarsinthe United Way’s
Provincial Healthy Aging Strategy.

KEY FACTS
e 67 core Better at Home program sitesare operatingin communities across BC; many serve more
than one community; 4 of these communitiesare on First Nations Reserves.

e Program sites were identified based on criteria such as the overall proportion of seniorsinthe area
and the number of seniors (e.g., isolated and vulnerable) likely torequire Betterat Home services.
Seniors’ organizations and other local and regional experts have helped guide the site selection
process.

e Servicesmay include light housekeeping, yard work, snow shoveling, grocery shopping, minorhome
repairs, transportation servicesand friendly visiting. Services are provided by local non-profit
organizations and delivered by a mix of volunteers, contractors and paid staff.

e Seniorsare charged afeeforservice on aslidingscale based on income. Eligible low-income seniors
are not charged for services. Local circumstances determine fee structures and services available.
Currently, 10% of seniors accessing Better at Home pay a full fee for services. As of March 2017,
Better at Home had delivered 394,605 services and 20,093 seniorsand elders were enrolled.

e Many sites have now reached service delivery capacity, maximized program efficiencies, and will not
be able to grow furtherwithout additional program funding. More than 40 community
organizations and individuals across BC have contacted United Way to request Betterat Home
programs for theircommunitiesand more than 1,700 seniors are waitlisted for services across 46
program sites.

e United Way has indicateditsinterestin and readiness for further program expansion beginningin
2017/18, whichwouldrequire an increase in the annual program budget.

Program Oversight

e Better at Home is guided by a provincial reference group comprising 14 subject matter expertsand
community partners/stakeholders from across the province including a Ministry of Health
representative. The reference group acts as a consultative body to the Better at Home program.

e Each program siteis guided by a local Advisory Committee, which provides advocacy and helps
support the integration of the Better at Home program into the community.

e Program coordinators from each program site submit regular reports to the provincial office for
performance monitoring.

Rural and Remote Pilot Project and Evaluation

e 6 sitesreceived fundingin April 2015, to pilottest new modelsfor Betterat Home service deliveryin
rural and remote communities. The United Way of the Lower Mainland’s Better at Home Rural and
Remote Pilot Project: Final Evaluation Report was released in March 2017. Findings state that:

o The Better at Home program had positive impactson seniors’ ability to live safely alone, reduced
social isolation and strengthened their connections with the community; and provided a safe
avenue for seniorsto expresstheirneedsand reduced the stigma in asking for help.

o Some rural communities did not have the volunteerbase required to run the program.
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o Limitedfundingand resources presented challengesin offeringa full basket of servicesin many
rural and remote communities and also limited outreach efforts.

o There were more female than male clients, many of them lived alone and many received partial
or full subsidies forservices.

o Transportation and food security are the biggest challenges facing seniors livingin remote
communities. Lack of access to transportation was a contributing factor to increased social
isolationamong seniorsin those communities.

Funded Program Sites by Health Authority

Fraser Health Logan Lake North Central B.C. (Fraser Lake, Fort St.
Abbotsford North Okanagan (Vernon) James and Vanderhoof)*

Burnaby Penticton Gitxsan First Nation

Chilliwack ShuswapRegion (SalmonArm) Granisle*

Delta South Okanagan (Osoyoos) Kitimat

Hope/Fraser Canyon Williams Lake Prince George

Langley Island Health Prince Rupert

MapleRidge/Pitt Meadows

Campbel | River

Quesnel

Mission

Comox Valley

Robson Valley (Valemount area)*

New Westminster

CowichanRegion (Duncan/Cowichan)

Terrace

Richmond

CowichanTribes (CowichanFirst Nation)

Vancouver Coastal Health

South Surrey/White Rock

Nanaimo

North Shore (North Vancouver)

Sto:16 Territory (Sto:10 First Nation)

North Island (Port Hardy)

Sea to Sky (Pemberton/Whistler)

Surrey-Newton

Oceanside (Parksville)

SquamishNation- Tsleil-Waututh Nation

Surrey-Whalley

Port Alberni

Sunshine Coast (Sechelt)

Tri-Cities

Powell River

Vancouver DTES/Strathcona/Chinatown

Interior Health

SaltSpringlsland

Vancouver Hastings-Sunrise

Arrow Lakes (Nakusp area)*

Southern Gulf Islands*

VancouverKerrisdale/Oakridge/Marpole

Ashcroft/Cache Creek

Victoria Esquimalt

VancouverKitsilano

Castlegar

Victoria (James Bay)

Vancouver Mount Pleasant

Central Okanagan (Kelowna)

Victoria Saanich

Vancouver Renfrew-Collingwood

Cranbrook Victoria West Shore Vancouver South
Creston Northern Health Vancouver West End
ColumbiaValley (Invermere area)* | Dawson Creek

Kamloops FortSt. John

*Better at Home rural/remote pilot site

FINANCIAL IMPLICATIONS

e The Ministry has provided $41 millionin fundingto the United Way ($15 millionin2011/12,
$5 millionin 2012/13 through the Provincial Health Services Authority, $2 millionin 2013/14,
$4 millionin2014/15, $5 millionin 2015/16, and $10 millionin 2016/17) to expand and operate
the Better at Home program.
e The platform commitmentof $10 million annually to the United Way to manage Better at Home
beginningin 2014/15* representsa cost pressure to the Ministry.

Approved by:

Sharon Stewart, obo Doug Hughes, Primary and Community Care Policy Division; July7,2017
Barb Lee, obo Gordon Cross, obo Manjit Sidhu, Finance and Corporate Services Division; July 11,2017

1Strong Economy Secure Tomorrow, 2013 Platform, p. 65
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SENIORS’ INFORMATION

ISSUE

The Ministry of Health (the Ministry) develops and disseminatesinformationabout government
programs, services and initiatives forseniors through a suite of print-based and web-based resources.
The informationis designed to help seniors and those who care for them make informed decisions
about care, to plan for healthy aging, and to understand how to navigate the system of care and
supports for seniorsin BC.

KEY FACTS

e In 2012, 32 percent of Canadian Internetusers aged 65 and overused social networkingsites, and
25.5 percent used the Internetto make telephone callsonline.’

e In 2012, 56 percent of British Columbiansaged 65 and over reported having used the Internetfor
personal non-business use inthe past twelve months from any location.?

e 1In 2012, 61.9 percentof Canadian Internetusers aged 65 and over used the Internetto search for
medical or health-related information.’

Background

The Ministry has made ensuringaccess to high quality information about programs and servicesfor
seniors a priority. However, thisis also an ongoing challenge, and has been identified asa major need
by many seniorsand experts—forexample, the Premiers’ Council on Agingand Seniors’ Issues
(2006); the Ombudsperson’s 2012 report on seniors’ care; and the Office of the Seniors Advocate’s
March 2015 report, B.C. Seniors Survey: Bridging the Gaps, which indicateslow awareness of seniors’
programs, especiallyamong low-income seniors, older seniors, and seniorsin the north.

SeniorsBC.ca Website
e Seniors, familiesand caregivers can easily access information about government programs,
services, supports and benefits forolderadults by visitingwww.SeniorsBC.ca. The website is
updated regularly to ensure accuracy and timeliness of information.
e The website providesinformation about provincial and federal government programs, services
and benefits forolder adults, including the following:
o Downloadable versions of resources such as the BC Seniors’ Guide, BC Elders’ Guide, Healthy
Eating for Seniors handbook, the My Voice advance care planningguide and workbook and
Elder Abuse Prevention Information kits;
o Promotion of eventssuch as World Elder Abuse Awareness Day (WEAAD), Seniors’ Week and
the International Day of Older Persons; and
o Linksto information and resources such as the Office of the Seniors Advocate website, the
new Aging Well section of Healthy Families BC.ca, which encourages olderadults to plan for a
healthy olderage, and Home and Community Care (e.g., care and support options; how to
access health care services; criteria for publicly subsidized services; accountability for health,
safety and quality of care; and how to have concerns and complaints addressed).

! Statistics Canada. Table358-0153 - Canadian Interet use survey, Intemnet use, by age group, Internet activity, sex, level of education and
household income, occasional (percent), CANSIM (database).

: Statistics Canada. Table358-0152 - Canadian Internet use survey, Internet use, by age group and household income for Canada, provinces and
census metropolitan areas (CMAs), occasional (percent), CANSIM (database).

3 Ibid., 1
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BC Seniors’ Guide and other publications

Many olderadults do not use the Internetto access information, and the Seniors’ Health Promotion
team and the Office of the Seniors Advocate continue to receive requestsfor printresources. Other
seniors embrace technology and increasingly make use of devicessuch as laptops, tabletsand e-
readers. To reach as many seniorsas possible, the Seniors’ Health Promotion team produces both
print and electronicversions of key publications such as the BC Seniors’ Guide, the Healthy Eating for
Seniors handbook and Elder Abuse Prevention Information kits, which are all available in English,
French, Chinese and Punjabi.

An updated 11th edition of the BC Seniors’ Guide was released earlierthisyear. In response to the
Office of the Seniors Advocate’s March 2015 Bridging the Gaps report, the 11" edition of the BC
Seniors’ Guide highlights programs and services of particular interestto seniors with lowerincomes.
In addition, a new free e-book version has been developed (in English only), and is compatible with e-
readers such as Koboand Kindle. E-books can also be read on tablets, laptops, desktop computers
and other devices. Free individual print copies of the BC Seniors’ Guide are available by calling the
Office of the Seniors Advocate, toll-free at 1 877-952-3181, or 250 952-3181 in Greater Victoria. PDF
and e-book versions can be downloaded at www.gov.bc.ca/seniorsguide.

Promotion and Distribution

In additionto the SeniorsBC.ca website and print material, information resources are promoted to

seniors and the publicin a variety of ways to increase access and awareness across the province.

Those avenuesinclude the following:

e HealthLinkBC.ca and 8-1-1;

e Office of the Seniors Advocate;

e Crown Publications Online Catalogue;

e HealthyFamiliesBCTwitteraccount;

e The Aging Well website (www.healthyfamiliesbc.ca/aging-well)

e BC PubliclLibraries;

e Community-based eventssuch as the BC Elders Gathering; and

e Other governmentand non-government partners, including Service BC, Service Canada, MLA
offices, health authorities, seniors’ groups and community agencies.

FINANCIAL IMPLICATIONS

e In 2014/15, the cost to reprint the BC Seniors’ Guide was approximately $65,000.

e The cost to complete the new (11") edition of the BC Seniors’ Guide in English, French, Chinese
and Punjabi was approximately $580,000 (including updating, editing, translation, printing, and the
e-book)in 2015/16.

Approved by:
Sharon Stewart obo DougHughes, ADM, HealthServices Policy Division; October30, 2016
Maria Furmek obo Manjit Sidhu, ADM, Finance and Corporate Services; November 2,2016
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PROVINCIAL APPROACH TO DEMENTIA CARE AND PRIORITIES

ISSUE

The Ministry of Health’s Provincial Guide to Dementia Care in British Columbia (May 2016) represents
a callto action for government, health authorities and community partners, identifying priorities and
actions designedto improve the quality of life and quality of care for people livingwith dementia,
including supports for families and caregivers.

KEY FACTS

e The Provincial Guide to Dementia Care in British Columbia (Guide) builds on the 2012 Provincial
DementiaAction Plan and responds to needs of the estimated 62,000" people with dementia
in BC.

e The impact of dementiawill continue to grow as the proportion of seniorsin BC increases.
Withinthe next 15 years it is anticipated there will be fewerschool age childrenthan people
over 65, and by 2022, itis expected one infive British Columbians will be over 65 years old.?

Provincial Guide to Dementia Care in British Columbia

e Developmentofthe Guide was informed by a review of dementia plansfrom around the world.
Input was sought from people livingwith dementia, their family and caregivers, the Alzheimer
Society of BC, health care professionalsincluding family physicians and geriatricians, and health
authority representatives.

e The Guide isstructured around the dementiajourney travelled by people with dementia, their
familiesand caregivers. This includes changes in the livingenvironment (e.g., need for family
and/or caregiver support to allow individuals to remain at home), and decisions about care such
as a move to residential care, or receiving palliative and end-of-life care.

e Aprioritygoal of the Ministry is to meetthe needs of olderadults with moderate to complex
chronic conditions, includingdementia. The Guide identifies actions that will assistthe ministry
and health authorities to redesign specialized services for this population.

e The Ministry will work with health authorities and community organizations, identifying
opportunitiesto address the priorities containedin the Guide.

e Prioritiesidentifiedinthe Guide are as follows:

1) Increase publicawarenessand early recognition of cognitive changes;

2) Support people withdementiato live safely at home for as long as possible and support
caregivers;

3) Improve quality of dementiacare inresidential care including palliative and end-of-life
care; and

4) Increase systemsupports and adoption of best practices in dementia care.

'The reported decreasein prevalence of Alzheimer’s and other dementias fromearlier years is primarily the result of
a changein the definition and notin the number of cases. The definition used for cerebral degeneration is now
specific to Alzheimer’s and other dementias, and excludes other causes such as obstructive hydrocephalus which
were previously included. The change in reported prevalence is alsodueto amendments to other reporting criteria
which were made in orderto standardize database sets and enable comparison across jurisdictions. Source: BC
Ministry of Health, Chronic Disease Information Registries, 2014/2015, Alzheimer’s Disease and Other Dementia
Measures Report.

* BC Ministry of Health, Primary and Community Care in BC: A Strategic Policy Framework, 2015, p. 27.
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e Work underway includes:
o The AlzheimerSociety of BC FirstLink® program is available throughout all health
authorities. Availability in Interior Health Authority includesthe North, South and
Central Okanagan, Central Interior, and Similkameenregions, with expansioninto the
Kootenay region underway. The First Link® program connects people with dementia,
family members and caregivers with support, education and information at any stage of
the dementiajourney (see Fact Sheeton First Link).

FINANCIAL IMPLICATIONS

e In March 2016, the Ministry renewedits license forthe P.I.E.C.E.S.™ dementiaeducation
program for a second three year term (2016 — 2019), renewingthe Ministry’s existing 2013 —
2016 license purchasedin March 2013 (at a cost of $91,956 for each three year term).

e Infiscal 2012/13, the Ministry provided fundingof $25,000 to each regional health authority for
P.I.LE.C.E.S.™ dementiacare training for health care providers, and a further $50,000 was provided
in the 2013/14 and 2014/15 fiscal years.

e The Ministry and the Provincial Health Services Authority have provided a total of $13.4 million
to the AlzheimerSociety of BC’s First Link® program to support individuals and families affected
by Alzheimer's disease and dementia. (See Fact Sheet on First Link).

Approved by:

Sharon Stewart obo DougHughes, ADM Primaryand Community Care Policy; February17,2017

Gordon Cross oboManjit Sidhu, ADM, Finance and Corporate Services, November 15,2016

Jack Shewchukobo Teri Collins, ADM, Health Sector Information, Analysis & Reporting Division; November 18,2016
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Executive Summary

Although many seniors will remain healthy and active

throughout their lives, the likelihood that a person
will require health services (and the amount of those

services), increases dramatically as we age — especially

for those over age 85. Seniors may require health
supports to manage increasing frailty or chronic
disease, including dementia, which can profoundly
impact their ability to maintain independence and
remain at home.

In 2012, the Ministry of Health released The
Provincial Dementia Action Plan for British Columbia’
to demonstrate government’s continued support
for people with dementia (major neurocognitive
disorder?) and their families. The plan committed to
specific priorities designed to improve the health
and quality of care for people with dementia — from
prevention through to end of life. The 2012 action
plan priorities included:

P PRIORITY 1: Support Prevention and Early
Intervention

P PRIORITY 2: Ensure Quality Person-Centred
Dementia Care

P PRIORITY 3: Strengthen System Capacity and
Accountability

Built around a system-wide approach, the plan
aimed to increase individual, family, community
and health service capacity to provide early, safe
and appropriate person-centred care. It supported
people living with dementia in British Columbia to
remain within their communities to the greatest
extent possible — reducing or delaying transition
to residential care — and recognized the important
role of family caregivers. The plan also supported

increased awareness of brain health strategies and
provided early access to support and information to
manage the physical, behavioural and psychological
symptoms of dementia.

Notable achievements arising from the 2012 action
plan include the following:’?

P Updated HealthLink BC, SeniorsBC, and Home and
Community Care websites and print resources
with information on brain health, planning for
healthy aging and living with dementia.

P Expansion of the Alzheimer Society of B.C's First
Link® dementia support program which connects
people with dementia and their care partners to
support services, education and information at
any stage of the journey.

> Health-care professionals are being provided with
dementia care training through the PLECES.™
Canada (Physical, Intellectual, Emotional health,
Capabilities, Environment, Social self) program,
which provides a systematic framework for
assessment and care planning using a person-
centred approach.?

P The 48/6 Model of Care for hospitalized seniors,
in use in hospitals and all acute inpatient care
settings, focuses on screening and assessment
in six key care areas and the development of a
personalized care plan within 48 hours.

1 www.health.gov.bec.ca/library/publications/vear/2012/dementia-action-plan.pdf

2 Dementiais not itself a disease but is caused by a variety of diseases including Alzheimer's disease. The Diagnostic and Statistical Manual of Mental
Disorders (DSM-5) now uses the term “major neurocognitive disorder” instead of ‘dementia’’ As well, the DSM-5 recognizes a less severe type of cogni-

tive impairrent, ‘mild neurocognitive disorder”
See details in Appendix A.

4 WWW.piecescanada.com
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» Afunding partnership between the Michael Smith
Foundation for Health Research, Brain Canada,
the Pacific Alzheimer Research Foundation, and
Genome BC supports a new British Columbia
Alzheimer's Research Award and the Djavad
Mowafaghian Centre for Brain Health.

Since release of the action plan, the Ministry of Health
launched its current strategic plan, Setting Priorities

for the B.C. Health System (2014).* This plan identifies
the need for continued improvements to dementia
care. This includes support and training for formal

and informal caregivers, and a more adequate service
framework for the different stages of dementia

(linked to the expansion of home and residential care
options). The accompanying policy paper, Primary and
Community Care in BC: A Strategic Policy Framework 8
identifies practical recommendations, including the
need to integrate dementia care planning into all
activities that support seniors care. This Provincial
Guide to Dementia Care in British Columbia (guide), sets
the direction for planning dementia care services and
supports in the province,

To meet current and future population and

patient health care needs, the guide provides a
comprehensive approach to the dementia journey -
from diagnosis to end of life. The aim is to reduce the
risk of dementia, and to improve the lives of people
living with dementia, their families and caregivers.
The priorities and deliverables outlined in this guide
are based on: consultation with interest groups,
including people living with dementia and caregivers;
best practices from research literature; analysis

of population health and resource use data; and
strategic guidance from Setting Priorities for the B.C.
Health System.

The Priorities:

PRIORITY 1: Increase public awareness
and early recognition of cognitive
changes.

GOAL: Increase healthy behaviours by promoting
brain health and improve access to early diagnosis,
intervention and community Support programs.

PRIORITY 2: Support people with
dementia to live safely at home for as long
as possible, including caregiver support.

GOAL: Improve supports that allow people with
dementia to remain at home and better support
transition to residential care when needed.

PRIORITY 3: Improve quality of
dementia care in residential care,
including palliative and end-of-life care.

GOAL: Strengthen standards for dementia care in
residential care to provide quality care for individuals
who cannot live at home.

PRIORITY 4: Increase system supports
and adoption of best practices in dementia
care.

GOAL: Improve health-care professional and
caregiver knowledge and ability to deliver safe, well-
informed dementia care using best practices.

One of the Ministry of Health's priorities is to better
meet the needs of older adults with moderate to
complex chronic conditions. This guide calls for
services that allow people with dementia to live
safely at home for as long as possible, with smooth
transition to residential care when needed. This
includes the ability to receive palliative and end-of-
life care in their home. Responsive service delivery

5 www.health.gov.bec.calibrary/publications/yvear/2014/Setting-priorities-BC-Health-Feb14.pdf

6 www.health.gov.be.ca/library/publications/year/2015/primary-and-community-care-policy-paper.pdf
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and flexible care models are needed to support
people with dementia to be cared for at home rather
than in emergency departments and acute care in-
patient beds.

As frailty is compounded by an increased prevalence
of dementia and other forms of cognitive decline,
this guide will support health authorities to meet
the needs of frail seniors and people with complex
chronic conditions.

The guide contains concrete actions for the ministry,
health authority staff, and communities to include

in their planning processes. Some actions will be

led by the ministry (e.g., working with educational
institutions to increase dementia care competency

among future health-care professionals) and others
by health authorities (e.g., incorporating dementia
friendly design into residential care homes). Health
authorities will be responsible for work plans with
actions that have targets and measures aligned to the
ministry policy papers (e.g., primary and community
care policy paper’). The list of deliverables and
implementation leads are provided in Appendix B.

A framework identifying provincial measures and
reporting requirements is being developed.

When implemented, the actions will help those
affected — people with dementia, their families
and caregivers — to live with continued meaning,
enjoyment and quality of life.

7 www.health.gov.be.callibrary/publications/year/201 5/primary-and-community-care-policy-paper.pdf
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Introduction

Dementia (major neurocognitive disorder) is a broad
term applied to a group of signs and symptoms

seen in a variety of diseases affecting the brain.
Dementia is not itself a disease but is caused by
diseases such as Alzheimer's disease. Impairment of
higher brain functions such as memory, thinking,
orientation, comprehension, calculation, learning
capacity, language, judgement and executive function
(a mental process that helps us plan, organize,
remember instructions and focus our attention)

are all possible outcomes of dementia.? Changes in
behaviour and mood are also common.

Dementia impacts roughly 62,000 British Columbians
and is expected to rise to 87,000 by 2024."° This
increase marks dementia as one of the biggest health
challenges for B.C, elsewhere in Canada and around
the world.

TABLE 1: PREVALENCE OF DEMENTIA IN B.C.
BY AGE GROUP, 2014/15

Age Group | 40-64 : 65-84 85+ . Total
(years) : :

Dementia
Prevalence by
Age Group

Dementia
Prevalence Rate
by Age Group

4740 ¢ 27835 | 29,142 © 61717

0.3% 39% ¢ 233% 2.4%

Distribution 8% 45% 47% 100%

of Dementia
Prevalence by
Age Group

The rising number of people with dementia correlates
to British Columbia’s aging population. Although
dementia is not a normal part of aging, the risk of
developing dementia increases with age. In 2014/15,
47% of those with dementia were aged 85+, followed
by 45% aged 65 to 84, and 8% had early onset under
the age of 65 (See Table 1)

Nearly a third of British Columbia’s population is

over the age of 50." By 2022, one in five British
Columbians will be over 65 years old.”? The impact
of dementia will grow as the proportion of seniors in
British Columbia’s population increases over the next
ten to fifteen years.”

The majority of care and support for people with
dementia is provided by caregivers such as family
members, friends and/or neighbours. In 2011,
caregivers in Canada provided over 400 million unpaid
hours looking after someone with dementia.™ This
support allows those living with dementia to remain
safe at home for as long as possible. However, the
demand placed on caregivers can affect their physical,
emotional and financial well-being. It is critical

that caregivers are supported to continue in their
caring roles.

The 2012 dementia action plan recognized the
important and unique needs of caregivers while
working to improve care for people living with
dementia. This guide carries forward that recognition
and approach by promoting a person-centred
philosophy of care. In dementia care, a person-
centred philosophy of care means the person with

8  The Diagnostic and Statistical Manual of Mental Disorders (DSM-5) now uses the term “major neurocognitive disorder” instead of ‘dementia!” As well,
the DSM-5 recognizes a less severe type of cognitive impairment, 'mild neurocognitive disorder”

9  Adapted from the Dementia Service Framework, Ministry of Health (2007)

10 Population Health Surveillance and Epidemiology, Ministry of Health, Dementia (age 40+ years), data extracted December 2015

11 Ministry of Health (February 2014). Setting Priorities for the B.C. Health System. p 21.

12 Ibid.

13 Ministry of Health (November 2012). The Provincial Dementia Action Plan for British Columbia. p 5.

14 Alzheimer Society of Canada (September 2012). A new way of looking at the impact of dementia in Canada. www.alzheimer.ca/en
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dementia is valued and treated as an individual with
unique qualities, strengths and abilities. Health care is
delivered in a culturally appropriate way that respects
the individual's cultural, linguistic and spiritual needs.
Person-centred care also respects the importance and
value of family and friends. This approach creates a
positive environment in which the person living with
dementia can experience relative well-being.

Our goal is to better meet the needs of older adults
with moderate to complex chronic conditions.
The guide calls for services that allow people with

dementia to live safely at home for as long as possible,

with smooth transition to residential care when
needed. This includes the ability to receive palliative
and end-of-life care in their home environment.

Responsive service delivery and flexible care models
are needed to allow this vulnerable population to

be cared for at home rather than in emergency
departments and acute care in-patient beds. The
guide supports health authorities in achieving
meaningful outcomes for people with dementia and
their caregivers that are effective and sustainable.
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Dementia Care, Achievements and Next Steps

The Provincial Dementia Action Plan for British Columbia
(2012) and related provincial strategies have set us

on the right course for improving the lives of people
with dementia.

Since the release of the 2012 dementia action plan,
the Ministry of Health launched its current strategic
plan, Setting Priorities for the B.C. Health System (2014).
This plan identifies the need to improve dementia
care. This includes support and training for formal and
informal caregivers, and developing a more adequate
service framework for the different stages of dementia
linked to the expansion of home and residential care
options. The accompanying policy paper, Primary and
Community Care in BC: A Strategic Policy Framework, '
identifies practical recommendations, including the
need to update actions from the 2012 dementia
action plan.

Over the last three years, we have seen more
evidence-based information and resources made
publicly available, as well as improved training of
health-care professionals. This Provincial Guide to
Dementia Care in British Columbia (guide), integrates
dementia planning into all activities that support care
for people with dementia.

To meet population and patient health needs
moving forward, the guide provides a comprehensive
approach to the dementia journey — from diagnosis
to end of life. It places the needs of people with
dementia, their families and caregivers first.

Method and Structure of the Guide to
Dementia Care

Development of the guide was informed by a review
of dementia plans from around the world. The review
identified key elements for moving forward:

P Theimportance of including the person with
dementia in decision making;

P Thevaluable role families and communities play in
supporting people to live well with dementia;

> The need to strengthen and enable the health-
care system to deliver person-centred dementia
care through education and research; and,

» Inclusion of targets and measures to
track progress.

These elements are fundamental to best practice
approaches in care and education methods. B.C's
guide combines these elements with the work being
done in communities, with provincial expertise, and
with the voices of people who live the experience

of dementia.

During the development of this guide, we heard from:

> People living with dementia, their families
and caregivers;

> Alzheimer Society of B.C,

P Health-care professionals, including geriatricians
and geriatric psychiatrists;

»  Primary care providers, including family doctors
and nurse practitioners; and,

P Health authority representatives.

15 www health.gov.be.ca/library/publications/year/2014/Setting-priorities-8C-Health-Feb 14 pdf

16 www health.gov.be.ca/library/publications/year/2015/primary-and-community-care-policy-paper.pdf
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We also received advice from an advisory committee.”

The guide is structured around the dementia journey
travelled by people with dementia, their families
and caregivers. This includes changes in the living
environment (e.g., need for family and/or caregiver
support to allow individuals to remain at home), and
decisions about care such as a move to residential
care or receiving palliative and end-of-life care.
These transitions often call for additional health care
and other support services. The functional decline
caused by the disease can also prompt significant
life and care-planning decisions, and decrease
quality of life for people with dementia, their families
and caregivers.

The guide’s first three priorities touch on transitions
along the journey. The fourth priority is focused on
improving system supports in terms of a skilled,
informed, collaborative and respectful health-care
workforce.’

There are a total of fifteen deliverables whose
achievement will require the collaboration of many
stakeholders. The ministry will be accountable

for leading some deliverables, health authorities
others, and some deliverables will be jointly led by

health authorities and the ministry. Deliverables and
accountabilities are summarized in Appendix B.

17 Refer to Appendix C for complete list of Guide to Dementia Care Advisory Committee members.

18 Workforce refers to all people (e.g, volunteers, housekeeping, health-care professionals, etc.) involved in the provision of assistance, care, information
or support services to people with dementia, their caregivers or families at home and in all health-care settings.
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PRIORITY 1: Increase public awareness and early recognition of cognitive changes.

GOAL: Increase healthy behaviours by promoting brain health and improve access to early diagnosis,

intervention and community support programs.

In national and international dementia plans
reviewed, raising public and health-care professionals’
awareness of dementia and reducing stigma came
out as top priorities. People's lack of understanding
about dementia can lead to the misconception that
behavioural and psychological symptoms of dementia
are a normal part of aging. People may not know

that risk factors such as smoking, type 2 diabetes and
hypertension (particularly in midlife) may increase the
risk of developing dementia. In addition, because of
the stigma attached to dementia, people may avoid
their doctors if they fear diagnosis or they may delay
accessing support in their communities.

Early diagnosis and intervention can improve the
quality of life for individuals with dementia and their
families and have been shown to be cost-effective
for the health-care system.’®? Yet, dementia remains
underdiagnosed. Many health-care professionals
lack the confidence and skills required to provide

an accurate diagnosis.?"?%2 Professionals may also
be unaware of the resources available following
diagnosis.?* Information on the medical support and
treatment available, along with earlier connection to
appropriate resources, helps allow for a better quality
of life for those diagnosed and their caregivers.

Community supports and awareness also positively
affect quality of life. If people with cognitive changes
or a diagnosis of dementia feel accepted in their
communities, they are better able to continue the
activities that give their life meaning. A diagnosis
of dementia does not mean enjoyment and value
in life are over. With early detection, connection

to community supports and overall community
awareness, people diagnosed with dementia

can live fulfilling lives and be active members of
the community.

Finally, quality of life can be enhanced by advance
care planning. By planning early and continuously
throughout the dementia journey, people

with cognitive changes and their families can
communicate wishes for their finances, health care
and end-of-life care before the decision-making
ability is lost. Planning will help ease the stress and
discomfort at end of life when wishes and beliefs
that have guided an individual through their life are
discussed and decisions are documented.

19 Report by the Comptroller and Auditor General. (July 2007). Improving services and support for people with dementia. National Audit Office: pp 7, 9.

20 United Kingdom Department of Health. (February 2009). Living well with dementia: a national dermentia strategy. www.gov.uk/government/uploads/

system/uploads/attachment_data/file/168220/dh_094051.pdf

21 Turner,§, lliffe, S, Downs, M, et al. (July 2004). General practitioners'knowledge, confidence and attitudes in the diagnosis and management of

dementia. Age and Ageing 33(5) pp 461-467,

22 Pimlott, NJ, Persaud, M, Drummaond, N, Cahen, CA, et al. (May 2009). Family physicians and dementia in Canada: part 2. Understanding the challenges
of dementia care. Canadian Family Physician 55 (5): pp 508-509.e1-7. www.cfp.ca/content/55/5/508.full pdf

23 Alzheimer Society of Ontario. (June 2014). People, partners & possibilities: transforming dementia care in the community. Pre-symposium survey:

synthesis of feedback.

brainxchange.ca/Public/Files/Primary-Care/ASO_Symposium_Survey_Synthesis_June-2014.aspx

24 Ibid.
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DELIVERABLES:

1.1

1.2

10

Increase understanding of dementia and
continue to expand community information
and support programs (e.g., dementia-friendly
communities) for people with dementia and
their caregivers.

Increase awareness of healthy behaviours
associated with risk reduction for certain types
of dementia, and promote brain health for all
ages while targeting midlife individuals.

1.3

1.4

Enhance the ability of health-care professionals
to detect and diagnose cognitive changes,
provide appropriate and culturally sensitive
treatment, and link people with dementia and
their families to information and community
supports such as First Link®.

Support and promote early advance care
planning for people with major cognitive
changes and their caregivers.
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PRIORITY 2: Support people with dementia to live safely at home for as long as

possible, including caregiver support.

GOAL: Improve supports that allow people with dementia to remain at home and better support transition

to residential care when needed.

Care at home?® with appropriate supports can reduce
or delay the need for unnecessary hospital and/or
residential care admissions. People with dementia
often stay longer in acute care (i.e., emergency
departments and inpatient hospital care) and this
can result in a decline in health.??” Thirty per cent

of seniors admitted to acute care are discharged

at a significantly reduced level of functional ability,
and are unlikely to regain their previous level of
independence.?® In addition, an acute care stay

may lead to premature admission to residential
care.? Dementia-specific care guidelines and

better management of existing conditions at the
primary care level are needed to reduce the risks of
unnecessary hospitalizations.3’ A focus on returning
the person with dementia to live safely at home, with
support if required, is essential.

Caregivers play a critical role in allowing people with
dementia to remain safely at home. However, as the
disease progresses and care needs increase, caregivers
may feel overwhelmed. This is especially true if the
person with dementia experiences behavioural and

psychological symptoms such as agitation, sleep
disturbance, psychosis or wandering. Caregivers
need access to a range of supports, including
flexible respite programs. Living well with dementia
applies not only to people with dementia but also to
their caregivers.

While the majority of people with dementia continue
to live at home (approximately 60 per cent), the
other roughly 40 per cent live in residential care,*!
with wandering a common trigger leading to

this transition.?? Changes in the brain can lead to
confusion and disorientation, which may result in
people with dementia becoming lost and putting
their safety at risk. Risk reduction through appropriate
home care services, support, education and
awareness can alleviate the stress and safety concerns
that accompany wandering.

25 "Athome"refers to living with cagnitive changes or major neurccognitive disorder and relying on caregiver support to remain at home, While resi-
dential care is home for those who live there, “at home” as used in this document means that residential care admission is deferred.

26 Donnelly, M, McElhaney, J, Carr, M. (November 2011). Improving BC's care for persons with dementia in emergency departments and acute care

hospitals.

27  Canadian Institute for Health Information (November 2012). Analysis in brief: health systern performance. Seniors and alternate level of care: building

on our knowledge.

28  Fraser Health. 2010. 48/6 model of care. https.//bcpsqge.ca/clinical-improvement/48-6/resources/

29 Donnelly, M, McElhaney, J, Carr, M. (November 2011). Improving BC's care for persons with dementia in emergency departments and acute care

hospitals.
30 lbid.

31 BC Ministry of Health, Chronic Disease Information Registries, 2013/14, Alzheimer's Disease and Other Dementia Measures Report.

32 Canadian Institute for Health Information (August 2010). Analysis in brief: types of care. Caring for seniors with Alzheimer's disease and other forms of

dementia.
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DELIVERABLES:

2.1

2.2

Review, modify and/or expand home care
services, including flexible respite programs
and supports for people with dementia and
their caregivers.

Review and enhance workplace policies for
people with dementia and caregivers.

2.3 Develop and implement a strategy to address
wandering that spans from prevention through
to the safe return of the individual.

2.4 Develop a care pathway for the identification,
management and care of people with
dementia, starting with diagnosis and including
transitions in care.

12
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PRIORITY 3: Improve quality of dementia care in residential care, including palliative

and end-of-life care.

GOAL: Strengthen standards for dementia care in residential care to provide quality care for individuals

who cannot live at home.

When living safely in the community with home
support is no longer an option, people with dementia
may need residential care or other supportive care
models. Roughly 40 per cent of people with dementia
in British Columbia are living in residential care *
Residential care models need to incorporate standards
of care specific to the needs of residents with
dementia. The model needs to focus on respecting
and responding to the needs of the person in care,
their families and their caregivers.

Many people with dementia experience behavioural
and psychological symptoms such as agitation or
aggression. These symptoms may be a person’s way of
responding to their surroundings or communicating
an unmet need. Assessment and care planning
approaches should look to leading practices to
manage these complex health needs and behaviour
changes, while reducing inappropriate use of
antipsychotic drugs as treatment.

Physical design in residential care requires attention
as well. People with dementia are sensitive to their
psychosocial environment. Appropriate levels

of stimulation are needed to prevent individuals
from becoming more confused or agitated 3
Some research suggests that an inviting, home-
like environment can help to engage people with
dementia in household and social activities.?
Designing the physical space with this in mind will
improve their quality of life.

Quality of life when a person reaches end-stage
dementia is as important as during the earlier
progression of the disease. A “good death” sees the
person with dementia treated with dignity and
respect. However, people with end-stage dementia
do not always receive effective palliative care and
their pain is not always managed properly.?” Palliative
and end-of-life care for people with dementia should
address their physical, emotional, social, psychological
and spiritual needs as well as those of their families.
Care should be responsive to distressing symptoms,
with an emphasis on promoting dignity and quality
of life.

DELIVERABLES:

3.1 Incorporate dementia friendly design into new
and, where appropriate, existing residential
care homes to improve quality of life for people
with dementia.

3.2 Review and improve dementia-specific
standards of care in residential settings, with the
desired result of spreading those standards to all

health-care settings.

3.3 Promote a palliative approach to end-of-life

care for people with dementia.

3.4 Increase the capacity of the residential care
sector to provide appropriate assessment and
care for persons experiencing behavioural and
psychological symptoms of dementia, including
reducing the inappropriate use of antipsychotic

drugs as treatment.

33 BC Ministry of Health, Chronic Disease Information Registries, 2013/14, Alzheimer's Disease and Other Dermentia Measures Report.

34 Fleming, R, Purandare, N (November 2010). Long-term care for people with dementia: environmental design guidelines. International Psychogeriatric

22(7): pp 1084-1096.

35  Chatha, D, Wilkinson, SB. (May 2012). Fraser Health alternative care model-dementia (ACM-D) manual.

36 Ibid.

37 Sampson, EL, Gould, V, Lee, D, et al. (March 2006). Differences in care received by patients with and without dementia who died during acute hospital
admission: a retrospective case note study. Age and Ageing 35(2): pp 187-189.
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PRIORITY 4: Increase system supports and adoption of best practices in dementia care.

GOAL: Improve health-care professional and caregiver knowledge and ability to deliver safe, well-informed
dementia care using best practices.

As their disease progresses, people with dementia DELIVERABLES:
touch many parts of the health system, including 4.1
primary care (medical care from a physician or other

Increase and sustain consistent dementia
training for health-care professionals and
caregivers — including cultural competency
training - in all care settings.

health care professional who is the patient’s first
contact with the health system), the acute sector
(emergency departments and inpatient hospital
care), home care (services provided in the patient's
home) and residential care. A competent workforce

4.2  Work with educational institutions to increase
dementia care competency among future

, o , health-care professionals.
is required in all settings. However, focus groups

comprised of people with dementia and caregivers 4.3 Farticipate in the development of a national
identified a lack of training and understanding of strategy that will promote the spread and
dementia in acute care and residential care, and adoption of best practices in dementia care.

expressed concern about the quality of care received.

Practicing health-care professionals and future
practitioners need training on the diagnosis and
management of dementia. Cultural competency
training needs to be a component of this instruction
to promote respectful and responsive care. Training
and education that is evidence-based, person-centred
and integrated between care settings and health
professionals will support people with dementia to
get the care they need.

Participating in a national dementia strategy will foster
the adoption and spread of best practices, helping to
improve care to those living with dementia.
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Conclusion

The Ministry of Health worked with health authorities,
health-care professionals and other partners to
refresh priorities and actions around dementia

care and to build on the progress already achieved.
Aligning with the ministry's Setting Priorities for the B.C.
Health System, the guide provides a comprehensive
approach to dementia care. It aims to improve the
lives of those affected by dementia throughout the
dementia journey.

The guide has concrete actions for the ministry,
health authority staff and communities to include in
their own planning processes to improve the lives

of people living with dementia across the province.
Implementation by health authorities includes
ensuring work plans contain actions with targets and
measures aligned to the ministry’s strategic direction.

The person-centred approach will address issues at
transition points along the dementia journey:

P At diagnosis: through early recognition and
interventions to improve quality of life for people
with dementia and their caregivers;

P During early progression of the disease: through
improved home care services to support safety
and quality of life while living at home, and
reduce and/or delay hospital and residential
care admissions;

»  During changes in the living environment:
through quality care in all care settings, with
emphasis on residential care; and,

At end of life: through improved palliative and
end-of-life care that responds to peoples’ beliefs
and wishes.

Actions in the guide will also increase public
awareness and system supports. Education that
reduces stigma in the community and strengthens
health-care provider knowledge will help those
affected by dementia to get the appropriate care
and support they need earlier. In addition, increased
public awareness of ways to promote brain health
at all ages will help to reduce the risk of developing
certain types of dementia.

In collaboration with stakeholders, the Province will
continue to raise awareness of what it means to live
with dementia. It will work to meet the challenges
related to the increasing number of those affected.
Government is committed to helping those with
dementia, their families and their caregivers live with
continued meaning, enjoyment and quality of life.
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Glossary

ADVANCE CARE PLANNING: A process by

which a capable adult considers their beliefs,
values, and wishes for personal care and health care
in advance of a time when they may be incapable
of deciding for themselves. The advance care
planning process includes ongoing conversations
with close family/friend(s) and health care providers
and is an essential element to ensuring health care
treatments align with personal values and goals.

BEHAVIOURAL AND PSYCHOLOGICAL

SYMPTOMS OF DEMENTIA: Behavioural
and psychological symptoms of dementia include,
but are not limited to, agitation, depression,
apathy, repetitive questioning, psychosis, reactive
behaviours, sleep problems and wandering. One
or more of these symptoms will affect nearly all
people with dementia over the course of their
iliness. These symptoms are among the most
complex, stressful and costly aspects of care.
They can lead to poor patient health outcomes,
health-care problems and income loss for family
caregivers.*

CAREGIVER: Refers to family members, friends and/

or neighbours who provide unpaid care to people
with dementia.

COGNITIVE CHANGES: Changes in the brain (e.g,,

memory, attention, planning, decision making,
language) that are noticeable by the person
experiencing them or to other people who know
them well. The impact of the changes can be major
(severe enough to interfere with daily life) or mild
(not severe enough to interfere with daily life).

The BMJ 2015,350:h369
Adapted from the Dementia Service Fframework, Ministry of Health (2007).

DEMENTIA: A broad term applied to a group of

signs and symptoms seen in a variety of diseases
affecting the brain. Dementia affects memory,
thinking, orientation, comprehension, calculation,
learning capacity, language, judgement and
executive function (a mental process that helps us
plan, organize, remember instructions and focus
our attention).*

Dementia is not itself a disease but is caused by a
variety of diseases, including Alzheimer's disease.
The Diagnostic and Statistical Manual of Mental
Disorders (DSM-5) now uses the term “major
neurocognitive disorder”instead of ‘dementia’”
As well, the DSM-5 recognizes a less severe type
of cognitive impairment, "mild neurocognitive
disorder!

DEMENTIA JOURNEY: Refers to the journey

people with dementia, their families and caregivers
take as they progress through the stages of
dementia to end of life.

END-OF-LIFE CARE: Care that is an important part

of palliative care and usually refers to the care of a
person living with a progressive condition during
the last part of their life from the point at which it
has become clear that the person is in a progressive
state of decline.?

MAJOR NEUROCOGNITIVE DISORDER: The

term now used by the Diagnostic and Statistical
Manual of Mental Disorders instead of ‘dementia”’

Adapted from AVERT (United Kingdom) definition. www.avert.org/palliative-care.htm
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PALLIATIVE CARE: An approach that improves RESIDENTIAL CARE SERVICES: Occurin

the quality of life of people facing a life- facilities that provide a secure, supervised physical
threatening illness, and their families, through environment, accommaodation and care to clients
the prevention and relief of suffering by means of who cannot have their care needs met at home or
early identification, assessment, treatment of pain in an assisted living residence.®
and other problems (physical, psychosocial and RESPITE: Short-term services that allow the client's
spiritual).” principal caregiver a period of relief or provide the
PERSON-CENTRED DEMENTIA CARE client with a period of supported care to increase
Care that is centred on: independence.*
a. the whole person WANDERING: Movement that is associated with
b. remaining abilities, emotions and cognitive confusion or disorientation when the person with
abilities dementia is at risk for becoming lost. Wandering
c. the person within the context of family, is not the same as pacing, which is a common
marriage, culture, ethnicity and gender; and, behaviour in dementia.
Care that is centred within a wide society and its
values.*

41 Adapted from the World Health Organization definition. www.who.int/cancer/palliative/definition/en/

42 Adapted from The Canadian Alzheimer Disease Review (April 2003). Person-centred Dementia Care: A Vision to be Refined.
43 Adapted from definition in the 8C Home and Community Care Policy Manual, Chapter 8 (2014).
44 Ibid.
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Appendix A - Status of Dementia Action Plan
(2012) Commitments

ACTIONS STATUS

PRIORITY: Support Prevention and Early Intervention
Include information on brain health as an important element of healthy aging COMPLETE

in all health promotion information — online (SeniorsBC.ca) and in print : SeniorsBC.ca and BC Seniars Guide

(BC Seniors Guide). :

Support the expansion of community support programs, such as the . COMPLETE

Alzheimer Society’s First Link. Together with physicians, refer people with  Ministry of Health funding for First Link

dementia and their families to these services as early as possible
Provide increased access to information on managing the condition and daily : COMPLETE

lives, including abuse prevention information online and in print.  Protection from Elder Abuse/Neglect

i HealthLink BC

: Seniors Abuse and Information Line
Promote advance care planning to support people with mild cognitive COMPLETE
impairment and their families to plan ahead for future personal and health-  my Voice Advance Care Planning Guide
care decisions Speak Up BC

i Advance Care Planning Resources

PRIORITY: Ensure Quality Person-Centred Dementia Care

Implement evidence-based interdisciplinary dementia education, information, | COMPLETE

tools and resources for family physicians, clinicians and care providers. : Behavioural and Psychological Symptoms
. of Dementia (BPSD) Algorithm
i Purchase of PLE.CES.™ Canada License

Develop and implement clinical guidelines for the effective use of medications COMPLETE

to assist with the behavioural and psychological symptoms of dementia.  Best Practice Guideline for Accommodating
Work to reduce the use of antipsychotic medications across all settings . and Managing Behavioural and
wherever possible. : Psychological Symptoms of Dementia in

i Residential Care

 Call for Less Antipsychotics in Residential
i Care (CLEAR)

Provide people with dementia and their caregivers with an identified care IN PROGRESS
co-ordinator linked to an integrated health-care team, which includes family
physicians, caregivers and community health services.

Ensure provincial end-of-life care strategies and priorities include the unique IN PROGRESS
needs of people with dementia. :

PRIORITY: Strengthen System Capacity and Accountability

Increase the flexibility and number of options in housing and care models to -IN PROGRESS
provide a broader range of living environments with supportive care for those
who cannot live independently :

Work with health authorities to ensure hospitals and emergency departments COMPLETE
have strategies for seniors’care that reflect best practice, and address the i 48/6 Model of Care
needs of people with dementia and their caregivers :

Identify evidence-informed measures of quality dementia care and - IN PROGRESS
incorporate these in integrated health services planning and quality '
improvement activities, beginning with residential care services

Support research to improve outcomes for people with dementia and their COMPLETE
families in all care settings | BC Alzheimers Research Award
i Centre for Brain Health
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2012 Achievements

The 2012 dementia action plan identified three
priorities and corresponding actions. The plan
provided a whole-system approach to improving care
and support for individuals with dementia and their
families. This section lists accomplishments to date.

PRIORITY 1: Support Prevention and
Early Intervention

GOAL: Increase awareness of self-care strategies
for brain health and increase access to early
support and information to manage the physical,
behavioural and psychological symptoms

of dementia.

WHAT WE ACCOMPLISHED:

b  Updated HealthLink BC, SeniorsBC, and Home and
Community Care websites and print resources
with information on brain health, planning for
healthy aging and living with dementia.

» Information about dementia and a wide
range of other related topics is available on
HealthLink BC, including information about
the condition and specific types of dementia,
behaviour changes, caregiver support and
living with dementia.

» Seniors BC (www.seniorsbc.ca) and the
Ministry of Health's Home and Community
Care (www.gov.bc.ca’hcc) websites offer
user-friendly navigation, updated information
and enhanced ability to search for relevant
information.

» The British Columbia Seniors'Guide has been
translated from English into French, Chinese
and Punjabi. The new guide includes updated
information about brain health, physical
activity and wellness, how to access health
services, information on the First Link® program
and a range of other useful topics.

The Ministry of Health developed and distributed
an Elder Abuse Information Kit to increase
awareness about elder abuse. The kit helps older
adults learn how to prevent abuse, recognize
abuse when it happens, know how to respond
and know where to find assistance. The resource
was sent to over 600 seniors, ethno cultural and
First Nations organizations provincewide, and is
available in English, French, Traditional Chinese
and Punjabi.

Government has provided $13.4 million to the
Alzheimer Society of B.C. for First Link® since
2007. First Link® provides connections to learning,
services and support to over 12,500 individuals
diagnosed with dementia and their families
throughout British Columbia.

In April 2012, the ministry released My Voice:
Expressing My Wishes for Future Health Care
Treatment® a comprehensive advance care
planning guide and workbook to help people
prepare for their future health care. An online B.C.
workbook, Speak Up BC, is also available. Advance
care planning information, tips, brochures, videos
and the My Voice guide (English, Punjabi, and
Simplified Chinese Versions) are available at
www.gov.bc.ca/advancecare.

45 www.health.gov.bc.ca/library/publications/yvear/2013/MyVoice-AdvanceCarePlanningGuide. pdf
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PRIORITY 2: Ensure Quality Person-
Centred Dementia Care

GOAL: Improve health-care providers’ knowledge
and capacity to deliver timely, safe, person-centred
care to individuals and their caregivers through
evidence based information and interdisciplinary
care team approaches across all care settings.

WHAT WE ACCOMPLISHED:

P The Best Practice Guideline for Accommodating and
Managing Behavioural and Psychological Symptoms
of Dementia in Residential Care*® was developed to
support improved quality of care for people with
dementia in residential care. The guideline focuses
on the use of non-pharmacological interventions
and the appropriate use of antipsychotic drugs in
residential care settings. It offers evidence-based
guidance to assist physicians, nurses, health-care
professionals, family members and people with
dementia in assessment, care planning and care
decision making. An accompanying algorithm
provides a practical, user friendly online decision
support tool for health-care professionals and
caregivers to support assessment, problem
solving, care planning and evaluation. The online
algorithm helps health-care professionals and
caregivers provide dementia care that best meets
the needs of the person receiving care.

» Health-care professionals in residential care are
being trained with a dementia care program
developed by PL.E.CES.™ Canada (Physical,
Intellectual, Emotional health, Capabilities,
Environment, Social self)* through a joint project
between the Ministry of Health and health
authorities. PLE.CES. ™ provides a systematic
framework for detection, assessment and care
planning using a person-centred approach. As
more individuals are trained in PLE.CE.S. ™ and
related dementia care educational programs,

46 www.health.gov.be.ca/library/publications/vear/2012/bpsd-guideline. pdf

47 www.piecescanada.com

20

public and contracted residential care sites in
British Columbia will be better equipped to
provide individualized, appropriate and evidence-
based care to people who are experiencing

the complex behavioural and psychological
symptoms associated with dementia.

PRIORITY 3: Strengthen System
Capacity and Accountability

GOAL: Provide high-quality assessment and
treatment services and access to flexible community
care services and care options for individuals with
dementia to reduce or delay the need for admission
to residential care services.

WHAT WE ACCOMPLISHED:

P The 48/6 Model of Care for hospitalized seniors
is being used in hospitals and all acute inpatient
care settings. The 48/6 model focuses on
screening and assessment in six key care areas.
Inter-professional teams develop and implement
a personalized care plan within 48 hours of the
decision to admit a senior, based on screening
and assessment, and in collaboration with the
senior. The 48/6 approach was developed by
geriatric experts and representatives in each
health authority, along with the Ministry of Health
and the British Columbia Patient Safety & Quality
Council, to address essential needs early in a
senior's admission. The goal is to reduce the risk of
functional decline and to support independence.

b In December 2013, a new $7.5-million fund
to advance British Columbia’s research into
Alzheimer's disease was announced, with funding
provided by the B.C. Government,
Brain Canada, Michael Smith Foundation for
Health Research, Genome B.C. and the Pacific
Alzheimer's Research Foundation. Research is
vital to preventing, treating and finding a cure for
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Alzheimer's disease. The funding supports a new
British Columbia Alzheimer’s Research Award,
which will contribute to international efforts to
find a treatment or cure for the disease.

P OnFeb. 27,2014, the Djavad Mowafaghian Centre
for Brain Health opened in Vancouver, uniting
research and patient care under one roof. As a
partnership between the University of British
Columbia and Vancouver Coastal Health, the
centre will accelerate research and discovery
in neuroscience, psychiatry and neurology —
translating new knowledge into better treatment
and prevention strategies.

Much was accomplished within each priority of

the 2012 Provincial Dementia Action Plan for British
Columbia. This success was due to the collaboration
between the Ministry of Health, clinical experts,
health authorities and partners in dementia care
improvement, as well as better integration of primary
and community care services.

The Ministry of Health released Improving Care for
B.C. Seniors: An Action Plan in February 2012.% The plan
included concrete actions targeted at addressing
concerns expressed by seniors, their families and care
providers about seniors' care in British Columbia. It
was informed by the findings and recommendations
of the British Columbia Ombudsperson’s report,

The Best of Care: Getting it Right for Seniors in British
Columbia (Part 2)#°

Along with other strategies such as Healthy Minds,
Healthy People: A Ten-year Plan to Address Mental
Health and Substance Use in British Columbia®® and
The Provincial End-of-Life Care Action Plan for British
Columbia,®' we have built a solid foundation for
system-wide change. Renewed overall leadership

and integration of these programs and strategies
has led to better alignment of actions and policy
improvements, shared learnings and increased
momentum to sustain change.

We have also benefitted from the concerted efforts
of our partners in care. In order to continue to move
ahead with health system and health care culture
change, it is important that our communities and
partner organizations are engaged and empowered
to make differences that meet the needs of the
people they serve and represent.

We have witnessed a range of activities from our
partners and organizations involved in the lives of
people with dementia, including:

»  The British Columbia Care Providers Association’s
knowledge exchange Care to Chat speaker
series which brings in experts and leaders to
speak to the continuing care sector and other
stakeholders about emerging topics relevant to
seniors care, Their session titled “Debunking the
Myths and Misconceptions of B.Cs Continuing
Care Sector"included a look at whether the vast
majority of seniors moving into care were living
with dementia.

P The British Columbia Care Providers Association'’s
Best Practices Guide for Safely Reducing Anti-
Psychotic Drug Use in Residential Care®? shares
stories of excellence from residential care settings
across the province.

> The British Columbia Patient Safety & Quality
Council’s Call for Less Antipsychotics in Residential
Care (CLeAR) is a quality improvement project
designed to support interested teams from

48  http/wwwl.gov.be.ca/assets/gov/people/seniors/about-seniorsbe/pdf/seniorsactionplan.pdf

49 www.bcombudsperson.ca/images/pdf/seniors/Seniors_Report_Volume_2.pdf

50  www.health.gov.be.callibrary/publications/year/2010/healthy_minds_healthy_people pdf

51
52

www.health.gov.be.ca/library/publications/yvear/2013/end-of-life-care-action-plan. pdf

www.bccare.ca/wp-content/uploads/Anti-Psychatics-Guide-hr-06-05-13 pdf
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residential care facilities in British Columbia in
their efforts to manage the behavioural and
psychological symptoms of dementia and reduce
the inappropriate use of antipsychotics.

The Alzheimer Society of B.C's website
www.alzheimerbc.org offers a wandering package
toolkit with information on wandering and
locating devices, an identification kit and tips

for police. Toals, education and information
provide help for municipalities, professionals,
corporations and the public to develop dementia-
friendly communities. As well, the Alzheimer
Society of Canada has partnered with the
Canadian MedicAlert Foundation to improve

the MedicAlert® Safely Home® program, which is
designed to help identify the person who is lost
and assist in a safe return home.

vancouver.ca/files/cov/age-friendly-action-plan.pdf

Local governments across British Columbia have taken
steps to make their communities more age friendly,
with support from the Province and the Union of
British Columbia Municipalities. For example, the

City of Vancouver developed The Age-Friendly Action
Plan: A Safe, Inclusive and Engaging City for Seniors,**
which includes dementia awareness training and

information and active programming for people
with dementia.
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Appendix B — Guide to Dementia Care Deliverables,
Implementation Leads

PRIORITY 1: Increase public awareness and early recognition of cognitive changes.
LEAD

1.1 Increase understanding of dementia and continue to expand community informationand ~ : Ministry of Health
support programs (e.g., dementia-friendly communities) for people with dementia and :
their caregivers.

1.2 Increase awareness of healthy behaviours associated with risk reduction for certain types of Ministry of Health
dementia, and promote brain health for all ages while targeting midlife individuals. i

1.3 Increase the ability of health-care professionals to detect and diagnose cognitive changes, Ministry of Health
provide appropriate and culturally sensitive treatment, and link people with dementiaand
their families to information and community supports such as First Link®.

1.4 Support and promote early advance care planning for people with major cognitive changes Health Authority
and their caregivers.

PRIORITY 2: Support people with dementia to live safely at home for as long as posmble, including
caregiver support.

LEAD

2.1 Review, madify and/or expand home care services, including flexible respite programs and Health Authority
supports for people with dementia and their caregivers. :

2.2 Review and enhance workplace policies for people with dementia and caregivers. Ministry of Health

2.3 Develop and implement a strategy to address wandering that spans from prevention through Ministry of Health
to the safe return of the individual.

2.4 Develop a care pathway for the identification, management and care of people with : Ministry of Health
dementia, starting with diagnosis and including transitions in care. i develop & Health
i Authorities implement

PRIORITY 3: Improve quality of dementia care in residential care including palliative and end-of-life care.

LEAD

3.1 Incorporate dementia friendly design into new and, where appropriate, existing residential Health Authority

care homes to improve quality of life for those with dementia. :
3.2 Review and improve dementia-specific standards of care in residential settings, with the  Ministry of Health

desired result of spreading those standards to all health care settings. i develop & Health

¢ Authorities implement

3.3 Promote a palliative approach to end-of-life care for people with dementia.  Health Authority
3.4 |Increase the capacity of the residential care sector to provide appropriate assessment and Health Authority

care for persons experiencing behavioural and psychological symptoms of dementia,
including reducing the inappropriate use of antipsychotic drugs as treatment.

PRIORITY 4: Increase system supports and adoption of best practices in dementia care.

LEAD

4,1 Increase and sustain consistent dementia training for health-care professionals and : Ministry of Health and
caregivers — including cultural competency training — in all care settings. ¢ Health Authority

4,2 Work with educational institutions to increase dementia care competency among future  Ministry of Health
health-care professionals. :

4,3 Participate in the development of a national strategy that will promote the spread and - Ministry of Health
adoption of best practices in dementia care. é
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Appendix C — Guide to Dementia Care
Advisory Committee Members

The Ministry of Health wishes to thank members for their time, contribution and dedication toward improving
the health and quality of care for people with dementia.

Debbie Andersen, Seniors'Health Promotion Directorate, Ministry of Health

Elisabeth Antifeau, Interior Health

Simon Barton, Acute and Provincial Services, Ministry of Health

Monica Blais, Seniors'Health Promotion Directorate, Ministry of Health

Lisa Chu, Fraser Health

Brian Evernden, Policy and Planning for End of Life and Dementia Care, Ministry of Health

Fabio Feldman, Fraser Health

Chelsea Greczi, Fraser Health

Kelly Gunn, Northern Health

Maria Howard, Alzheimer Society of British Columbia

Dr. Suzanne Johnston, Northern Health

Jennifer Kennedy, Northern Health

Christina Krause, B.C. Patient Safety & Quality Council

Barbara Lindsay, Alzheimer Society of British Columbia

Deborah Lorimer, Vancouver Coastal Health

Dr. Katharine McKeen, Victoria Division of Family Practice

Marianne MclLennan, Island Health

Sarah Metcalfe, Fraser Health

Rebecca Morris, Alzheimer Society of British Columbia

Carrie Murphy, Fraser Health

Shana Ooms, Primary Health Care Services, Ministry of Health

Maria Przydatek, Alzheimer Society of British Columbia

Nancy Rigg, Eaglevision Consulting Ltd.

Holly Romanow, Policy and Planning for End of Life and Dementia Care, Ministry of Health

Valerie Spurrell, Ridge Meadows Hospital

Jennifer Stewart, Alzheimer Society of British Columbia

Elizabeth Stanger, Vancouver Coastal Health

Dr. Carol Ward, Division of Geriatric Psychiatry, University of British Columbia; and Interior Health

Susanne Watson, Northern Health

Dr. Michael Wilkins-Ho, Vancouver Coastal Health

Gerrit Van Der Leer, Mental Health and Substance Use Policy and Program, Ministry of Health

James Watson, Quality Assurance, Ministry of Health

Janet Zaharia, Policy and Planning for End of Life and Dementia Care, Ministry of Health
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FACT SHEET : Pending ADM Approval

Elder Abuse Prevention Initiative

ISSUE

Elder abuseis a serious social, publichealth and legal issue that undermines seniors’ independence,

dignity and sense of security, and can seriously impact a senior’s health. A coordinated and

multi-sector approach to elderabuse prevention, both within government, and with individuals and

community and provincial-level organizations has beenutlilzed.

KEY FACTS

e Elderabuse (includingneglect) isdefined asa single or repeated act, or a lack of appropriate
action, that causes harm or distressto an older person. It can take place ina senior’'shome, a care
facility and in the community, and ofteninvolvesa personina position of trust or a situation of
dependency. The abuse can be physical, emotional, verbal, financial, sexual, spiritual, or neglect.

e Between4-10% of seniorsin Canada (8% in BC') experience some form of abuse.? However,
research suggests that olderadults are often reluctantto report abuse, and so the prevalenceis
likely much higher.

e AsofJuly1, 2016, 17.9% of BC's population is overthe age of 65, compared to 16.5% nationally.>
The proportion of people aged 85 years and olderis 2.3%.

e Between2011 and 2016, the number of people aged 85 and oldergrew by 19.4%.

e With BC's aging population, elderabuse is expected to rise and increase demands on the health,
justice and financial systems, as well ason caregivers, families and communities.

e In Healthy Minds, Healthy People: A Ten-Year Plan to Address Mental Health and Substance Use in
British Columbia, a commitment was made to implement “a coordinated provincial initiative to
preventelderabuse.”.

e The paradigm underlyingthe approach to addressingelderabuse is one of multi-
sector collaboration, awareness and engagement building, trainingand inspiring the publicto take
action to reduce elderabuse and effecta societal change inattitudes.

e A multi-sector Council to Reduce Elder Abuse (CREA), was establishedin 2013 to facilitate multi-
sector collaborationin addressingelderabuse and to galvanize society to commit to taking action
(collective and individual) to prevent elderabuse. CREA members include individual seniors and
executive level representation fromthe health, legal, financial, policing, and caregiving sectors, as
well as senior-serving organizations, and Aboriginal and ethnocultural communities.

e Withingovernment, the Ministry of Health works with key ministries (partial list below), the health
authorities and the PublicGuardian and Trustee.

e The Ministry of Justice provides programs and services for victims of elder abuse (e.g., VictimLink
BC helpline; Understanding and Responding to Elder Abuse E-Book and a webinar for support
workers; information resourcesin multiple languages, and website); isresponsible forsome of the
relevantlegislation (e.g., Adult Guardianship Act); and, through the PublicGuardian and Trustee,
protects the legal, financial and personal care interests of adults who require assistance.

e The Ministry of Advanced Education developed and made publicly available, elderabuse prevention,
identification and response modules for entry into practice in the health, legal, financial and social
services areas and for continuing education / professional development.

! Seniors First BC. Fact Sheets on Abuse of Older Adults
http://seniorsfirstbc.ca/resources/fact-sheets/fact-sheets-abuse-older-adults/

? National Seniors Cou ncil, Report of the National Seniors Council on Elder Abuse, 2007, p.5,
http://www.seniorscouncil.gc.ca/eng/research _publications/elder abuse/2007/hs4 38/hs4 38.pdf
? B.C. and Other Provincial and Territorial Populations: 1971-2016 (July, 1)
http://www.bcstats.gov.bc.ca/StatisticsBySubject/Demography/PopulationEstimates.aspx
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FACT SHEET : Pending ADM Approval

e Examplesof Ministry of Health involvementto date include the following:

o Providedsecretariat support to CREA, and developed and disseminated information and

awareness buildinginitiatives to promote healthy, active aging.

o Proclaimed World Elder Abuse Awareness Day on June 15 as the Province has done every

year since 2006.

o Printedand distributed 31,000 Elder Abuse Prevention Information kitsin English, French,
Punjabiand Traditional Chinese and distributed kits widely across the province ( digital
versions available at SeniorsBC.ca).

Significantly expanded the elderabuse resource section available online at SeniorsBCwebsite.

Updated the Elder Abuse Prevention Series available online at HealthLink BC.

Implemented consistent, province-wide procedures forconsent to care facility admission.

Worked with the BC health authorities, Community Living BC and Providence Health Care

Society (the designated agencies), which have the mandate to receive and respond to reports

of abuse or neglect of adults.

o Supported BC Association of Community Response Networksinitiativesto provide extra
support for prevention and education activities, in collaboration with local stakeholders, to
reduce elderabuse and neglectinthe province. The Networks now existin 157 communities
around the province.

o Developedanonlineinteractive course for anyone who acts in a caregivingor service-
providing capacity and is in contact with an adult (e.g., a meal provider, receptionist, health
care assistantand physician), withinany setting, to build awareness about recognizing,
preventingand respondingto the abuse of adults. This brief course covers key definitions and
the differenttypesof abuse, providesa scenario ina health care settinginvolvingan adult
with multiple vulnerabilities, advises how to respondto suspected abuse, and obtain more
information, and offers a certificate upon successful completion.

o o o O

FINANCIAL IMPLICATIONS

e The Ministry provided $4.7 millionin fundingto the BC Association of Community Response
Networksto support practices to raise awarenessand reduce or preventelderabuse in
communities.

e This fundingincluded $ 650,000 for Community Capacity Building Grants, which providedup to a
maximum of $50,000 per project, to support community-based awareness building, enhanced
training, and improvedresponse to elderabuse.

e The Provincial Health Services Authority provided a grant of $850,000 in 2012/13 to the BC Centre
for Elder Advocacy and Support to expand the capacity and hours of its Seniors Abuse and
Information Line (SAIL).

e |n2016/17, the Ministry provided $250,000 in fundingto Seniors First BC (formerlythe BC Centre
for Elder Advocacy and Support) to support services related to the Council to Reduce Elder Abuse
($50,000) and to operate the SAIL line ($200,000).

Approved by:
Sharon Stewart, obo Doug Hughes, Primary and Community Care Policy Division; July5,2017
Gordon Cross oboManjit Sidhu, Finance and Corporate Services Division;June 21,2017
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FACT SHEET

Community Response Networks

ISSUE

As part of its effortsto support and respond to elderabuse and neglect (see Fact Sheet-Elder Abuse
Prevention Initiative), the Government of BC is investingin the operations and expansion across the
province of Community Response Networks (CRNs).

KEY FACTS

e Based on available Canadian data, it is estimated between 4 and 10 percent of olderadults in Canada
experience some type of abuse.' One inevery 12 seniors (8 percent) in BC experiences abuse. 2

e A CRNis a network of individuals, groups and agencies from diverse sectors (e.g., First Nations,
justice, health authorities, not-for-profit, and police) that work togetherat the community level to
promote a coordinated community response to adult abuse and neglect. The CRNs jointly assistin
identifyingcommon themes, barriers and issues that require work at the regional, provincial and
sometimesnational levels.

e CRNs arose out of the Adult Guardianship Act (Part 3, Support and Assistance for Abused and
Neglected Adults). Until 2003, communities were provided with modest funding from the adult
guardianshipimplementation budget through the Public Guardian and Trustee of BC to support the
development of CRNSs.

e The BC Association of Community Response Networks (BCCRN), established in March 2003, isthe
provincial coordinating body for the provincial CRNs offering expert mentorship and ongoing
support to the CRNs. It provides a support structure for local CRNs and small project funding,
materials, training, and support personnel forthe CRNs. It maintains a website (www.bccrns.ca),
holds monthly provincial learning events by teleconference with the CRNs, and has beeninvolvedin
numerous elderabuse awarenessand prevention activities.

e InFebruary 2012, as part of Improving Care for BC Seniors: An Action Plan, the Ministry of Health
(the Ministry) allocated $1.4 millionto BCCRN for the operations and expansion of CRNs across the
province.? In 2015, BCCRN was provided with a further $2.6 million to continue expanding the CRNs’
reach.”

e Asof February 2017, there are 66 CRNs (includinga provincial Francophone CRN) active in 157 BC
communitiesand over 1,000 community organizations connected to CRNs, with new communities
continually beingadded.’ Every region of the province is being served, supported and assisted by a
team of 15 Regional Mentors. The local CRNs are run by volunteers.

e Since 2012, grant fundingfrom the Ministryis assisting BCCRN in developingthe infrastructure to
support the expansion of CRNs including: updating and expandingthe BCCRN website (e.g., up-to-
date information and contacts for each CRN, and lists of programs and servicesavailablein
communitiesaround the province); developinginformation managementtoolsand governance
policies; holdingteleconferences and webinars for stakeholders; providing “It's Not Right —
Neighbours, Friends and Families” bystanderengagement workshops to prevent elderabuse and
other workshops (to train volunteers and community members to help locate and identify high-risk
seniorswho are in need of assistance); developing First Nations Protocols; recruitingand training
mentors; and evaluating the effectiveness of CRN activity.

* National Seniors Council, Report of the National Seniors Council on Elder Abuse, 2007, p.5, link:
http://www.seniorscouncil.gc.ca/eng/research publications/elder abuse/2007/hs4 38/hs4 38.pdf
?BC Centre for Elder Advocacy and Support, Fact Sheets on Abuse of Older Adults: Fact Sheet #1 http://site.bcceas. ca/wp-content/uploads/FACT-SHEETS-

ENGLISH-LONG. pdf
8 Province of BC News Release 2012HLTH0019-000220 — March 2, 2012

4 Province of BC News Release 2015HLTH0045-000896 — June 18, 2015
: BCRN Fact Sheet Accomplishments since March 2011 — Highlights dated October, 2016
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e The work of the BCCRN and the CRNs supports the Ministry’s priorities, including care for the frail
elderly, response tothe Ombudsperson’s Report on seniors’ care, and healthy, active aging in age-
friendly communities.

e The BCCRN, through the CRNs, has helped communitiesto understand their role in preventing abuse
and neglect, and ensuring the safety of seniorsintheir homes, residential care and neighbourhoods.
Increasing the number of CRNs around the province, and supporting greater collaborationamong
organizationsinvolvedin addressing elderabuse is buildinglocal capacity for prevention, recognition
and response.

e Additionally, enhancing BCCRN capacity complements the developmentof the provincial Better at
Home and other non-medical home support programs, as the CRNs provide support and trainingto
service providers, who are in seniors’ homesand are well placed to detect possible elderabuse. The
CRN mentors are participating in Better at Home activities, and are inviting Better at Home
coordinators to participate on CRNs in theircommunity.

e BCCRN developeda World Elder Abuse Awareness Day (WEAAD) Guide for the CRNs that includes
information about WEAAD, how to build community support and raise awareness about WEAAD,
including a focus on intergenerational activities. It has also posted elderabuse prevention awareness-
building materials on its website for individuals and communities to use in support of local WEAAD
events, and activitieson June 15 of every year.

e |t has chosen four additional campaigns to focus on: October 1, National Seniors Day; November,
Crime Prevention Week; December 3 International Day of People with Disabilities; and March,
National Fraud Prevention Month, and has developed awareness packages for these.

e BCCRN has hired a consultantto prepare intergenerational materials foruse in CRN communities.

e More than 100,000 people attended CRN workshops, events and projects in 2015/16.°

The Ministry provided grant funding of $350,000 in 2013/14, and again in2014/15 (total $700,000)

to BCCRN on behalf of the Council to Reduce Elder Abuse for a grant program to enhance elder

abuse prevention, and response capacity incommunitiesand provincial agencies.?

FINANCIAL IMPLICATIONS
Since 2011/12, the Ministry has provided BCCRN with $4.7 million: $1.4 million fiscal 2011/12;
$350,000 in fiscal 2013/14; $350,000 in 2014/15; and, $2.6 million 2014/15.

Approved by:
Approved by SharonStewart obo Doug Hughes, ADM Primary and Community Care Policy; February 17,2017
Maria Perri oboManjitSidhu, Finance and Corporate Services Division;July6,2017

® Ibid.
7 Province of BC News Release 2015HLTHO045-000896 dated June 18, 2015.
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EXECUTIVE SUMMARY

Following a tragic fire at a seniors’ residence in Quebec where thirty-two people were killed
and fifteen others were injured, British Columbia (BC) is reviewing the fire safety provisions in
residential care facilities and registered assisted living residences.

The Ministry of Health (the Ministry) established a Fire Safety Working Group with
membership from the Ministry, the Office of the Fire Commissioner and the Office of Housing
and Construction Standards to develop an inventory of facilities and residences without full
sprinkler systems and to develop a methodology for the review of fire safety provisions in
these buildings. The goal was to determine what additional protective measures are in place,
as well as to assess the potential risks and the means by which any risks could be mitigated.

In March 2014, there were 359 residential long-term care facilities in BC. Of these, 12 had
partial sprinkler systems and nine had no sprinkler systems. There were 209 registered seniors
assisted living residences in BC. Of these, there are only five residences currently operating
without full sprinkler systems. Five residences have partial sprinkler systems. The result of the
initial review was that less than six percent of residential care facilities and less than six percent
of assisted living residences in BC have partial or no sprinkler systems. During assessment one
assisted living residence was determined to have full sprinklers. Since the completion of
assessments, one residential care facility and one assisted living residence have ceased
operating. These three were removed from the project.

The Ministry's Capital Planning Branch contracted VFA Canada Corporation (VFA), which is a
specialized agency for facility fire safety assessments, to conduct on-site assessments of all
seniors residential care facilities and registered seniors assisted living residences that did not
have full sprinkler systems.

The VFA assessments confirmed that many residential care facilities and assisted living
residences have some fire safety deficiencies recommended for remediation. VFA
recommended identifying the people at risk and documenting proper procedures on fire safety
plans.

There were several recommendations for addressing deficiencies including having appropriate
fire safety plans, installing full sprinkler systems, fire-rated doors, additional smoke detectors
and visual alarms, and replacing outdated or aging fire safety equipment. It was also advised
that night staffing levels be reviewed in residential care.
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The Fire Safety Working Group developed an Action Plan to address the issues found during
the assessments. The Ministry and the Office of the Fire Commissioner will write jointly signed
letters to owner and operators of the assessed facilities and residences requiring them to
provide a plan to address required fire safety deficiencies. The Ministry will monitor progress in
the completion of the remediation actions.

BACKGROUND

Following the tragic fire at Résidence du Havre Seniors’ Residence in L'Isle-Verte, Quebec in
January 2014, where thirty-two people were killed and fifteen others were injured, BCiis
reviewing the fire safety provisions in residential long term care facilities and registered
assisted living residences. The Résidence du Havre had a partial sprinkler system; however, in
the section of the building that burned, there were no sprinklers. In Quebec, only buildings
where residents have no mobility are currently required to have sprinklers. Sprinklers are not
mandatory where residents are independent or semi-independent. It is not clear whether The
Résidence du Havre would be considered to be a residential care facility or an assisted living
residence under the BC definition in the Community Care and Assisted Living Act and the
Residential Care Regulation.

For the purposes of this report, a person is considered ambulatory if the person does not
require assistance to evacuate during an emergency and:

e iscapable of independent mobility;

e does not require assistance to use or access a mobility aid;

e iscapable of following directions under emergency conditions; and,

e iscapable of self-evacuation without direction and within time frames considered
necessary for safe evacuation in an emergency situation.

This report is a culmination of a cross-ministry review of all residential care facilities and
assisted living residences without full sprinkler systems in place to determine fire safety status
of these. A Fire Safety Working Group was established to provide advice on a risk assessment
process for both private and publicly funded long-term care Residential Care Facilities and
registered seniors Assisted Living residences in BC that have been identified by health
authorities as having either no sprinkler system or a partial sprinkler systems as part of their
fire safety plan, equipment and approach. The Fire Safety Working Group included
representation from the Ministry, the Office of the Fire Commissioner and the Office of
Housing and Construction Standards. The result of the initial review was that less than

six percent of residential care facilities and less than six percent of assisted living residences in
BC have partial or no sprinkler systems.
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GUIDING LEGISLATION AND REGULATION FOR FIRE SAFETY:
The Fire Services Act

Under the Fire Services Act (FSA), the Fire Commissioner is responsible for the administration
and enforcement of the FSA and the BC Fire Code. To assist the Fire Commissioner in the
enforcement of this legislation, Local Assistants to the Fire Commissioner (LAFC) are
appointed within each municipality and in unorganized areas. In most cases, the LAFC is the
fire chief and other fire service members of that community.

The LAFC acts under provincial authority and is accountable to the Fire Commissioner rather
than to local government. The LAFC is responsible to: investigate fires; report fires; create
preliminary fire reports; and, enforce provincial fire safety legislation. The FSA empowers an
LAFC to enter premises to inspect for fire hazards and conditions that would hinder escape
from fire. For further information, please see Appendix 1.

BC Building Code

The BC Building Code (BCBC) applies to the construction of buildings; including extensions,
substantial alterations, buildings undergoing a change for occupancy, “green” building
specifications, and upgrading of buildings to remove an unacceptable hazard. It applies the
core concepts of the National Building Code, combined with elements specific to BC's unique
needs.

The BCBC is a provincial regulation for new construction, building alterations and change of
use, establishing minimum standards for safety, health, accessibility, fire and structural
protection of buildings but does not apply retroactively to existing buildings.

The BC Fire Code is a provincial regulation for the ongoing use of existing buildings and
facilities, establishing minimum standards for health, safety, and fire protection.

Operators of residential care facilities and assisted living residences must comply with all
applicable laws of BC and Canada, including the BCBC and the BC Fire Code.

Fire sprinklers are one of the many important fire safety features in buildings. Other fire safety
features include: dividing buildings into fire resistant compartments to limit the spread of fire,

fire alarms, smoke alarms or detectors, reduction of distances to exits and fire resistive
construction.
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Residential Care

The BCBC has required sprinkler systems in residential care facilities since 1998. Under the
2012 Building Code, residential care facilities are categorized as a Group B, Division 2
occupancy. Facilities with six or fewer persons in care, as determined by the Community Care
and Assisted Living Act (CCALA), are categorized as Group C (Residential) provided the
occupants are ambulatory; live as a single housekeeping unit in a dwelling unit with
accommodation for not more than ten persons; there are interconnected smoke alarms
installed in each sleeping room; emergency lighting is provided; and, the building has
sprinklers throughout.

The 2012 BCBC introduced a middle ground between “care and treatment” (Group B

Division 2) and residential (Group C) occupancies: “Treatment” is now Group B Division 2 and
“Care” is Group B Division 3. All of the facilities assessed were constructed prior to the

2012 amendments to the BCBC. These facilities are assumed to be compliant with the Building
Code which was in place at the time of construction, and are not legally required to upgrade to
meet the requirements of the 2012 Building Code with respect to automatic sprinkler systems.
The decision on whether or not a renovation, alteration or repair of a building requires
upgrading the building to comply with the current BCBC (as per Div. A, Part 1, Article 1.1.1.1.) is
normally the responsibility of the local building official.

For any new construction, the profile of the residents would determine which occupancy
classification the Residential Care facilities would have. As per the 2012 BCBC, both Group B
Division 2 and Group B Division 3 require automatic sprinkler systems.

In addition to meeting the requirements of the BCBC, residential care facilities must
incorporate the specific design and construction provisions outlined in the Residential Care
Regulation. The provisions related to fire safety include requirements for signalling devices,
mobility and access, signage and fire safety requirements over and above what is required by
the BCBC.

Assisted Living Residences

The 2012 BCBC requires that any new assisted living residence or any assisted living residence
undergoing substantial renovation must comply with the 2012 Building Code. It is important to
note that Building Codes are not retroactive and apply only to new construction and to major
renovations.

The residences assessed for this project were all built prior to 2012. Prior to the 2012 changes,
assisted living residences were considered as “Class C Residential Occupancy”, which meant
that sprinkler systems were not required. However, many assisted living residences were
developed in partnership with BC Housing and have sprinkler systems as well as some
additional protective features.
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The Community Care and Assisted Living Act

The Community Care and Assisted Living Act (CCALA) provides the legislative authority for the
Director of Licensing, the Assisted Living Registrar and Medical Health Officers to exercise
certain powers and to carry out mandated duties and responsibilities. The Act also empowers
the Lieutenant Governor in Council (Cabinet) to make requlations. These regulations include
the Residential Care Regulation, Assisted Living Regulation, and the Community Care and
Assisted Living Requlation.

The regulations, and associated policies and standards establish minimum health and safety
standards for licensed residential care facilities and registered assisted living residences.
Residential Care Facilities

Most residential long-term care facilities are licensed under the Community Care and Assisted
Living Act (CCALA) and the Residential Care Regulation and provide care and supervision to a
person in care as defined in the Community Care and Assisted Living Regulation. Facilities that
provide residential care to three or more persons must have a valid community care facility
license, whether they receive funding from a health authority or other agency, or whether the
client pays privately for their accommodation and care.

A number of the facilities which were assessed in this project are requlated under the
Hospital Act and, therefore, not subject to the Residential Care Regulation. These are
sometimes referred to as “private hospitals” or “extended care facilities”.

Residential care facilities typically provide 24/7 professional care and supervision in a
protective, supportive environment, for people with complex care needs who are not able to
live independently. Complex care includes a mix of ambulatory and non-ambulatory persons.

Assisted Living Residences

Registered Assisted Living residences are also regulated under the CCALA. Residences are
considered assisted living (AL) residences if they provide housing, hospitality services, and one
or two prescribed services under the Community Care and Assisted Living Regulation to three
or more adults. Prescribed services for seniors typically include regular assistance with
activities of daily living and medication services. Both publicly subsidized and private-pay
assisted living residences that meet the definition of an assisted living residence under the
CCALA are required to be registered with the provincial assisted living registrar.

Assisted living is a semi-independent form of housing for people who need regular assistance
in one or two areas of their daily living. Assisted living residents are expected to be able to
make decisions on their own behalf and to function safely in a semi-independent environment.
This includes the ability to recognize an emergency and summon help or to follow directions.
In the context of fire safety, this means residents are expected to be able to evacuate
independently, without requiring assistance from staff. When residents lose these abilities, it is
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expected that planning will be initiated to relocate residents to settings which can safely meet
their needs, such as licensed community care facilities.

ROLES AND RESPONSIBILITIES
Owners and Operators of Community Care Facilities

It is the role of the owner/operator to provide a safe environment for persons who are
accommodated in community care facilities. The owner/operator must comply with the
CCALA and its regulations, as well as with all other relevant statutes of BC and Canada.

Owners and operators are held accountable through routine inspections under the Fire Service
Act (FSA) and the CCALA.

Ministry of Health
Residential Care

The Community Care Licensing team is part of the Quality Assurance Branch of the Health
Services Policy and Quality Assurance Division responsible for the development and
implementation of legislation, policy, and guidelines to protect the health and safety of people
being cared for in licensed community care facilities. The Branch provides provincial
stewardship for the operation of the community care licensing programs under the CCALA.

The Director of Licensing is appointed by the Minister to carry out specified duties, holds
explicit powers under the CCALA, and has an overall stewardship role for the provincial
community care licensing program.

Assisted Living

The Assisted Living Registrar is appointed by the Minister under the CCALA which outlines his
or her authority, powers and duties. The Assisted Living Registry is part of the Quality
Assurance Branch of the Health Services Policy and Quality Assurance Division responsible for
protecting the health and safety of assisted living residents by:

e registering all assisted living residences in BC, whether they are publicly subsidized or
private-pay;

e establishing and monitoring health and safety standards, policies and procedures;

e investigating complaints about the health and safety of residents living in assisted living
residences and ensuring resolution of all substantiated complaints; and,

e inspecting residences if there is a concern about the health or safety of a resident.
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Assisted Living Residences

An amendment to the BCBC that is applicable to assisted living residences was introduced in
2012. The BCBC now requires that any new assisted living residence or any assisted living
residence undergoing substantial renovation must comply with the 2012 Building Code. It is
important to note that Building Codes are not retroactive and apply only to new construction
and to major renovations.

The residences assessed for this project were all built prior to 2012. Prior to the 2012 changes,
assisted living residences were considered as “Class C Residential Occupancy”, which meant
that sprinkler systems were not required. However, many assisted living residences were
developed in partnership with BC Housing and have sprinkler systems as well as some
additional protective features.

Health Authorities

Medical Health Officers (MHOs) are employed by the regional health authorities and are
appointed under the Public Health Act. MHOs have explicit duties under the CCALA such as
issuing licenses, inspecting licensed facilities and investigating complaints that an unlicensed
facility is being operated. The MHO delegates these duties to be carried out by Licensing
Officers on a day-to-day basis.

Licensing Officers and Licensing Nutritionists inspect, license and monitor all licensed
community care facilities in the province.

Office of the Fire Commissioner

The Office of the Fire Commissioner is the senior fire authority in the province with respect to
fire safety and prevention. Services include administration and enforcement of fire safety
legislation, training of Local Assistants to the Fire Commissioner, fire loss statistics collection,
fire investigation, fire inspection, response to major fire emergencies, and advice to local
governments on delivery of fire protection services, public fire safety education and fire fighter
certification.

Office of Housing and Construction Standards

The Building and Safety Standards Branch of the Office of Housing and Construction
Standards is responsible for governance of the regulatory system for the design, construction
and occupancy of buildings in BC. This work includes the development and production of the
BCBC and BC Fire Code, promoting BC's interests in national building and fire code standards,
and working with stakeholders to balance safety, economic and social priorities.
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METHODOLOGY

The Ministry established a Fire Safety Working Group with membership from the Ministry, the
Office of the Fire Commissioner and the Office of Housing and Construction Standards which
met weekly to develop an inventory of facilities and residences without full sprinkler systems
and to develop a methodology for the review of fire safety provisions in these buildings. The
goal was to determine what additional protective measures were in place, as well as to assess
the potential risks and the means by which the risk could be mitigated.

VFA conducted site assessments which were provided to the Ministry. The Office of the Fire
Commissioner and the Ministry reviewed the assessments. The result of the review is this
summary report.

SPRINKLER STATUS

The Ministry collaborated with industry stakeholders, Health Authority Community Care
Licensing programs and assisted living residence operators to develop an inventory of
residential care facilities and assisted living residences to determine which of these had full,
partial or no sprinkler systems. The vast majority, 94 percent, of residential care facilities and
assisted living residences in BC have full sprinkler systems in place.

Residential Care Facilities by Sprinkler Status

In March 2014, there were 359 residential long-term care facilities in BC. Of the total number of
residential care facilities assessed, 9 had no sprinkler systems and 12 had partial sprinkler
systems. It isimportant to note that not having a full sprinkler system does not mean the
facility is not in compliance with building codes and fire safety requirements, as noted
previously. With the closure of one facility, there are currently only 11 long-term residential
care facilities with no sprinkler systems in BC and nine residential care facilities with partial
sprinkler systems.

Residential Care Facilities by Sprinkler Status as of May 2014

Residential Care Facilities by Sprinkler
Status

m # full
# partial

M # unsprinklered

338

Note: One facility has closed since the inception of this project. The total number of facilities is now 358.
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Assisted Living Residences by Sprinkler Status

As of March 2014, there were 209 registered seniors assisted living residences in BC. Of these,
there are only five currently operating that do not have full sprinkler systems. Five residences
have partial sprinkler systems. In addition, three of the five residences with partial sprinkler
systems are in a campus of care, which means that there may also be licensed residential care
beds and/or independent living units at the same address. As noted previously, it is important
to note that not having a full sprinkler system does not mean the residence is not in
compliance with building codes and fire safety requirements.

Assisted Living Residences by Sprinkler Status as of May 2014

Assisted Living Residences by Sprinkler Status

5 5

m # full
# partial

M # unsprinklered

198

Note: One residence has closed since the inception of this project. The total number of residences is now 208.
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FACILITY AND RESIDENCE ASSESSMENTS

The Ministry's Capital Planning Branch contracted VFA Canada Corporation (VFA), which is a
specialized agency for facility fire safety assessments, to conduct on-site assessments of all
seniors residential care facilities and registered seniors assisted living residences that did not
have full sprinkler systems.

In total, VFA conducted site visits to 18 residential care and 12 assisted living residences. Their
purpose was to conduct a fire safety assessment of each facility or residence and to report the
results to the Fire Safety Working Group, including recommendations for upgrades. Three
other residential care facilities were not assessed on site by VFA at the time of this review as
they had been recently assessed by VFA for a previous project. A total of 21 residential care
facilities and 12 assisted living residences were assessed during this project.

During assessment, one assisted living residence was determined to have a full sprinkler
system. Since assessments were completed, one facility is no longer operating as a residential
care facility and one residence is no longer operating as an assisted living residence. These
three were removed from the assessment process.

The assessments of the residential care facilities were completed on April 1, 2014, and the
assisted living residence assessments were completed on May 2, 2014. The terms of the
contract required immediate notification of any urgent fire safety issues. No urgent fire safety
issues were brought to the attention of the Ministry by VFA. In reviewing the VFA assessments
the Ministry identified four issues in residential care facilities and two issues in assisted living
residences that needed further follow up or clarification. These were related to storage of
combustible materials, a blocked exit door, and bars on some service area windows of one
facility. The Ministry contacted these facilities and residences or the local fire authority
requesting that these issues be addressed. In these cases, the identified issues have been
resolved or are in the process of being resolved.

KEY FINDINGS AND RECOMMENDATIONS

The assessments confirmed that the residential care facilities and assisted living residences
had some fire safety deficiencies recommended for remediation. Identifying the people at risk
and documenting proper procedures on fire safety plans were noted as paramount to fire
safety. The installation of additional protective and preventative measures was recommended
for implementation in the short term, and periodic assessments conducted by internal and
external bodies were highly recommended.

It was noted that increased awareness for owners, operators and staff of high-risk areas
(resident rooms, kitchens, boiler rooms, electrical and incoming gas areas) is needed to ensure
the safety of seniors in care.
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Fire Safety Plans

Many facilities and residences assessed did not have complete and/or up-to-date Fire Safety
Plans (FSP) in place. FSP provide a thorough analysis and operations approach to meet the
needs of residents and staff in the event of an emergency. As the fire safety plan details how a
facility has assessed their risk and client population, and plans to manage operations/
evacuations in an emergency, the lack of a FSP prevents an accurate assessment of the risk
level. Due to the great variation between jurisdictions in how fire inspections are conducted
and recorded, it was not clear whether FSPs are routinely reviewed during annual fire
inspections.

Residential care facilities and assisted living residences that are not located in municipalities
receive their inspections under local bylaws, with the exception of Vancouver, which falls under
the Vancouver Charter.

Out of 20 residential care facilities assessed:

e Seven had a current, complete FSP;

e 10 had either an incomplete, or outdated, FSP; and,
e Three had no FSP.

Of the 10 assisted living residences:

e Sixhad a current, complete FSP;

e Three had either an incomplete, or outdated, FSP; and,
e One had no FSP.

Key Findings: Residential Care

Most residential care facilities had lower staffing levels for night shifts than during day and
evening shifts. It is recognized that routine activities such as meals, bathing, and recreation
activities are not needed during the night shift, which will naturally result in a lower staffing
component. It is also recognized that with lower staffing components there is less assistance
available to non-ambulatory persons in the event of an emergency. Plans for emergency
evacuation are to be described in facility FSPs.

Recommendations for Residential Care

It was recommended that staffing levels at night in residential care be reviewed.

In addition, there were several recurring deficiencies/issues noted (number of facilities with
each in brackets):

e Install visual alarms at exit doors missing to assist people with hearing impairment (19)

e Replace electrical outlets in or near the kitchen that were not GFCI (ground fault circuit
interrupter) (16)
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Repairinadequate fire stopping at floors/wall penetrations to maintain fire separation (12)
Remove masking tape or paint covering fire ratings on doors and door frames, and ensure
that fire rated doors are in place where required (12)

Replace missing fire and smoke detectors in some areas (8)

Install fire-rated doors in stairwells, water heater rooms or other doors (5)

Ensure laundry room is contained within a fire compartment (3)

Install missing fire dampers on door grille and/or machine room (3)

Conduct periodic inspections on fire safety equipment (3)

Ensure inspection tags on fire extinguishers are current (3)

Key Findings: Assisted Living

There were no key findings specific to Assisted Living; however, all Assisted Living Residences
assessed had a low level of understanding regarding fire safety risk areas.

Recommendations for Assisted Living

There were several recurring deficiencies/issues noted (number of residences with each in
brackets):

Install visual alarms at exit doors to assist people with hearing impairment (7)

Install missing fire and smoke detectors in some areas (6)

Install fire-rated doors in stairwells, water heater rooms or other doors (6)
Repairinadequate fire stopping at floors/wall penetrations to maintain fire separation (5)
Ensure inspection tags on fire extinguishers are current (5)

Remove masking tape or paint covering fire ratings on doors and door frames, and ensure
that fire rated doors are in place where required (3)

Install missing fire dampers on door grille and/or machine room (3)

Ensure laundry room is contained within a fire compartment (2)

Conduct periodic maintenance on fire safety equipment not performed (2)

Replace aging alarm system or panel (2)

ACTION PLAN

The Ministry and the Office of the Fire Commissioner are committed to enhancing the safety
of seniors in care and will undertake the following actions to address the findings of this
review:

e Aletter will be sent to all residential care facilities and assisted living residences
providing them with a template for use in creating a comprehensive FSP in consultation
with the local fire department or other requlatory authority.

Page 12

Page 241 of 358 HTH-2017-73839 S1



e The Office of the Fire Commissioner will issue an Advisory Bulletin to local fire
authorities regarding the requirements for, and importance of, FSPs.

e The Director of Licensing and the Office of the Fire Commissioner will write to the
assessed residential care facility operators outlining findings of the assessment of their
facility requesting that they work with the local fire authority to remedy the issues
found. The letter will require the facility to report back to the Ministry within 30 days of
the date of the letter with their plan to address the issues noted. The Ministry will
monitor the progress of the facilities in completing required mitigations.

e The Ministry will follow up with facilities that do not currently have a FSP to request
they complete a plan, and submit a copy so the Ministry can work with the OFC to
assess the risk level.

e Ajointly signed letter will also be sent to the local fire authority requesting that they
work with the facility and the Office of the Fire Commissioner to reduce the risk to
persons in care. The letter will request the fire authority to report back to the Ministry
within 30 days of the date of the letter with their plan to address the issues noted.

e The Assisted Living Registrar and the Office of the Fire Commissioner will write to the
assessed assisted living residence operators outlining findings of the assessment of
their residence requesting that they work with the local fire authority to remedy the
issues found. The letter will require the residence to report back to the Ministry within
30 days of the date of the letter with their plan to address the issues noted. The Ministry
will monitor the progress of the facilities in completing required mitigations.

e Ajointly signed letter will also be sent to the local fire authority requesting that they
work with the residence and government to reduce the risk to residents. The letter will
request that the fire authority report back to the Ministry within 30 days of the date of
the letter with their plan to address the issues noted.

e The Director of Licensing and the Office of the Fire Commissioner will jointly write to

residential care facilities that have been identified as having low night staffing and
request that they review and remedy this situation.

e Stakeholders will be consulted to ensure transparency.

Some facilities and residences have taken action to address identified deficiencies:

e Oneresidential care facility has completed the clean-up of items stored in the attic.

e Oneresidential care facility has installed most of the needed sprinklers and will install
those in remaining 4 rooms in 2015.

e Oneresidential care facility re-installed missing fire doors.
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e One local fire authority clarified that bars installed on lower level windows at a
residential care facility were located in a service area where there were no personsin
care and did not pose a risk to fire safety.

In addition:
e Oneresidential care facility has ceased operation.
e One assisted living residence has ceased operation.

Page 14

Page 243 of 358 HTH-2017-73839 S1



APPENDIX 1 BCFIRE SAFETY LEGISLATION

The British Columbia Fire Code (BCFC) applies to all existing buildings and facilities, and to
building construction or demolition sites.

The BCFC contains references to the British Columbia Building Code (BCBC) for the design,
construction and installation of many fire protection features. Some BCBC requirements are
most readily applied to new buildings and their retroactive application to existing situations as
prescribed by this Code could result in some difficulty in achieving compliance. It is the intent
of the BCFC that an equivalent level of safety be achieved rather than necessarily achieving
strict conformance to the BCBC. The application of the BCFC to the upgrading of existing
facilities should be based on the judgment of the enforcement authority, who must deal with
each case on its own merits.

The BCFC states that the owner or the owner's authorized agent is responsible for carrying out
the provisions of the Code. However, the owner is expected to communicate with the authority
having jurisdiction that is in a position to assess the relative significance of variances from the
BCBC requirements. Such authority may then determine that upgrading measures are not
necessary, on the basis that the existing arrangement represents an equivalent level of fire
safety. The Fire Services Act (FSA) and BCFC allow discretionary judgment on the part of the
enforcing officials, along with appropriate rights to appeal.

Under the FSA, the Fire Commissioner is responsible for the administration and enforcement
of the FSA and pursuant BCFC. To assist the Fire Commissioner in the enforcement of this fire
legislation, Local Assistants to the Fire Commissioner (LAFC) are appointed within each
municipality and in unorganized areas. In most cases, the LAFC is the fire chief and other fire
service members of that community.

The LAFC acts under Provincial Authority and is accountable to the Fire Commissioner not
local government. The LAFC is responsible for:

* Investigating fires

* Reportingfires

» Creating preliminary fire reports

+ Enforcing provincial fire safety legislation

The FSA empowers an LAFC to enter premises to inspect for fire hazards and conditions that
would hinder escape from fire. The FSA [and BCFC] do not make the inspection of a property
by a LAFC, Office of the Fire Commissioner Inspectors, or Fire Commissioner mandatory. The
word "may", used in both the FSA [and BCFC] is defined in section 29 of the Interpretation Act
as "is to be construed as permissive and empowering". The Fire Commissioner or inspectors
have a duty or obligation to consider each complaint, but they do not have a requirement or
obligation to enter and inspect every time they receive a complaint.
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The FSA requires that a municipality provide for a reqular system of inspection of hotels and
public buildings. This does not apply to areas outside of a municipality. “Inspection” is not
defined in the FSA and the requirement for the inspection to be “regular” is also undefined.
The municipality has the authority to choose who carries out the inspection, such as a
“municipal fire inspector” or "bylaw enforcement officer”. The administration of the reqular
system of inspection stays at the municipal level which largely depends on the local resources
and other local factors.

The FSA and BCFC place no obligation on a municipality to inspect for matters within the
BCFC. The BCFC does not place an obligation on a municipality to enforce the BCFC.

\\Level\CAVERY$\SharePoint Drafts\1014025 - FINAL DRAFT Fire and Life Safety Report.docx
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FACT SHEET

Resident to Resident Aggression

ISSUE
Residents with cognitive impairment, such as dementia, may exhibit physical aggression as part of
theirdisease process, and this behaviourmay be directed towards other residents.

KEY FACTS

e Over60%’ of people livingin residential care settings have dementia, and approximately 90% of
people withdementiaexperience behavioral and psychological symptoms of dementia, such as
aggression, agitation, and psychosis (delusionsand haIIucinations)z.

e Residential care facilities balance the need to keep people safe with the human need for social
interaction, freedom of movementand the routine of everydaylife, including recreational
opportunity and shared meals.

e Community care facilities licensed underthe Community Care and Assisted Living Act (CCALA) and
designated extended care and private hospitalsregulated underthe Hospital Act are responsible
for reporting instances of aggression between personsin care to health authorities. Under each
Act, definitionsand reporting requirements differsomewhat.

e The Ministry receives quarterly reports from the health authorities on a number of data
elements, including aggression between personsin care in facilities licensed under CCALA.

e The data receivedisthe numberof confirmedincidents by type of care (i.e., child day care,
child/youth residential, mental health and long term care). Only confirmed incidentsin licensed
adult community care facilities, and designated extended care and private hospitals are reported
in the tables below.

CCALA - Long Term Care

On December 1, 2013, the Residential Care Regulation (CCALA) was amended to add a reportable
incident of “aggression between personsin care.” The amendment ensured that aggression between
personsin care would be reported as a separate incident, as previously these were included under
the broader category of “aggressive or unusual behaviour” (behaviorbya personin care towards

another person in care that causes an injury that requiresfirstaid, emergency care by a medical
practitioner or nurse practitioner, or transfer to a hospital).

Health Authority # Confirmed Incidents # of Facilities
Fraser 33 64

Island 423 217

Interior 31 26

Northern 7 2

Vancouver Coastal 117 47

TOTAL 611 356

All information has been provided by health authority Community Care Facility Licensing (CCFL) programs for calendar year 2015

Hospital Act — Extended Care and Private Hospitals

e Underthe Hospital Act Regulation, extended care and private hospitals designated underthe
Hospital Act, facilities are required to report “serious adverse events” to the Minister. A
"serious adverse event" means an incidentthat:
a) Took place in a hospital or private hospital;
b) was the likely cause of, or likely significantly contributed to, severe harm to or the death of

a patient;

! https://www.cihi.ca/en/quick-stats

? https://www.alzheimers. org. uk/site/scripts/documents_info.php?do cument! D=1191
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c) was not expected or intended to occur; and
d) was not caused by or related to an underlying medical condition of the patient.

Health Authority # Confirmed Incidents # of Facilities
Fraser Not collected 26
Island 172* 22
Interior 6 5
Northern 2 2
Vancouver Coastal 3 21
TOTAL 183 (30*¥) 76

All information has been provided by health authority Community Care Facility Licensing (CCFL) programs for the period of January 1to
September 30, 2016* Island Health numbers include events with no harm, if excluded there arel19.** This count reflects total events where no

harm occurred.

e In October, 2012, the Ministry released the Best Practice Guideline for Accommodating and
Managing Behavioural and Psychological Symptoms of Dementiain Residential Care, A Person-
Centred Interdisciplinary Approach. This guideline supports interdisciplinary, evidence-based,
person-centered care for those experiencing behavioural and psychological symptoms of

dementia.

e Health authoritiesare increasingawareness and training for staff on the care of people with
complex physical and cognitive/mental health needs, and behaviour changes. The P.I.E.C.E.S.™
training program, available across all health authorities, provides staff with strategies to
manage the behavioral and psychological symptoms of dementia. The P.I.LE.C.ES.™ program
works to reduce the risk of aggressive behaviours between patients. As of December, 2015,
over 1,500 health care providers had received P.I.E.C.E.S.™ training across 226 facilities
(residential care and tertiary mental health settings).

e The Ministry’s recentlyreleased Provincial Guide to DementiaCare inBC, identifies priorities
to improve the quality of dementiacare in residential care facilities, as well as increasing
system supports and best practices in dementiacare. Prioritiesinclude:

o Standards of care that will guide the transition to residential care, should it be needed.

o

Steps to enhance dementia-specificquality standards of care in residential care.

o Increase and sustain consistent dementiacare training for health care professionalsand
caregivers—includingcultural competency training —inall care settings.

FINANCIAL IMPLICATIONS
N/A

Approved by:

Sharon Stewart obo DougHughes, Health Services Policy Division; November 4, 2016
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Call for Less Antipsychotics in Residential Care (CLeAR)

ISSUE

The Call for Less Antipsychoticsin Residential Care (CLeAR), led by the BC Patient Safety & Quality
Council (the Council), isa voluntary, provincial quality improvementinitiative aimed at reducing the
inappropriate use of antipsychoticmedications for residents with the behavioural and psychological
symptoms of dementia (BPSD).

KEY FACTS

e According to the Canadian Institute for Health Information, 28.0% of long-term care residentsin
BC were prescribed potentiallyinappropriate antipsychoticsin 2015/16. While the BC average
continuesto decline, itremains consistently higherthan the national average, which is currently
23.9%."

e CLeAR Wave 1 ran from October 2013 — December 2014, with48 Action & Improvementteams
participating. CLeAR Wave 2 supported 40 Action and Improvement teams from September 2015
to December 2016.”

e |nadditionto the Council’sfocused work with care homes, over 250 individuals and care home
teams accessed CLeAR virtual learning sessions, communications and resources.

CLeAR: A Model for Improvingthe Quality of Care

Participating care homesreceived support from the Council to improve the quality of care through:

e Expert faculty support on the clinical issues related to BPSD;

e ImprovementAdvisors who provided coaching and guidance on quality improvementstrategies
to helpsitesidentify and test new approaches to address BPSD;

e |nteractive regional workshopsto provide teams with quality improvement knowledge, skills and
tools;

e (Coaching and support with data collectionand analysis; and

e Regular educational virtual learning sessions for all participating care homes.

Evaluation Findings§

Finding 1: Decreased Use of Antipsychotic Medication
A total of 1001 residents had theirantipsychotics reduced or discontinued.

Finding 2: Positive System Level Impact

Through analyses of CIHI Inter-RAl data for all care homesin BC, CLeAR Wave 2 care homesshowed a
statistically significant decrease in the percentage of residents on antipsychotics without a diagnosis of
psychosis. While both CLeAR and non-participating care homes both decreased their percentage of
potentially inappropriate antipsychotics overthe course of the initiative, the reduction was greaterin
the CLeAR group of care homesthan the non-CLeAR group.

Finding 3: Improvements In Best-Practice Management For Residents With BPSD

To support the decrease inantipsychotic medications, CLeAR teams also focused on improving
non-pharmacological approaches to address the needs of the residents with BPSD. CLeAR teams
reported an increased inquiryinto underlying causes of BPSD and increased use of recreation
therapy.

* Canadian Institute for Health Information. (2014). Your Health System. Retrieved February 2017, from
https://yourhealthsystem.cihi.ca/hsp/indepth?lang=en#/indicator/008/2/C9001/

* Forty-four care homes joined CLeAR Wave 2 in the spring of 2015, including 19 health authority owned/operated sites and 25 contracted sites. Sites
ranged in size from 34 to 260 residents, and were spread across five health authorities. Four of these care homes transitioned from Action and
Improvement teams to Organizational Partners during the initiative, meaning they no longer reported data to the Council.

* Reichert & Associates was contracted to evaluate CLeAR Wave 2 at the end of the initiative.
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Finding 4: Enhanced Teamwork And Communication In Workplace And Workflow

CLeAR care homesimproved care by strengthening theirteamwork, communication, and culture.
CLeAR care home leads (N=51) reported:

e Apositive changein care home’s culture duringthe CLeAR initiative (88%);

e Respondentsfeltlike they were more a part of a team (73%); and

e Communication between health care providersimproved during CLeAR (69%).

Finding 5: Improved Resident Care Planning

CLeAR has increased team awareness and consideration of the residents’ personal history and

background when developingcare plans:

e 56% of teams reported that residents/family members are more regularly involvedin developing
care plans;

e 75% reported usingthe care plans more often intheir daily work.

Finding 6: Improved Quality of Life
76% of CLeAR team leads agreed that the quality of life for residents had improved.

Finding 7: Sustainability

e 96% of CLeAR teams indicated that the processes and outcomes of the CLeAR initiative would
likely be sustainedintheir care homes.

e Building capacity for qualityimprovement was identified as the most valued impact of having
support from the Council.

Buildingon CLeAR’s Successes

10 CLeAR teamsrecently completed the Council’s Action Series entitled Improving Patient Outcomes

through Effective Teamwork and Communication, along with other care homes, clinical teams and

care teams.

e The Ministry of Health has signalled preliminary supportfor CLeAR Wave 3, and has provided
directionto focus on the care homeswith the highest rates of antipsychotics.

e The Council is actively engaging with stakeholders and planning for a launch in 2017.

FINANCIAL IMPLICATIONS
N/A

Approved by:
Sharon Stewart, obo Doug Hughes, Primary and Community Care Policy Division; July7,2017
Christine Voggenreiter, obo Teri Collins, Health Sector Information, Analysis and Reporting Division, July 12,2017

N Fifty teams, including 287 people, are participating in the Action Series from across the province.
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Large Scale Staff Replacement

ISSUE

Local mediareports have claimed that mass turnoverthrough the change from one contracted
service providerto anothernegativelyinfluences the quality of services provided to residentsin
residential care facilities.

KEY FACTS

e The Ombudspersonlaunched an investigation of seniors’ care in 2008, and publiclyreleased The
Best of Care: Getting it Right for Seniors in British Columbia (Part2) on February 14, 2012. This
report resultedin 176 recommendations on seniors’ care.

e One of the recommendations outlined by the Ombudsperson’sreport is as follows: “The Ministry
of Health works with the health authorities to develop safeguards to ensure that seniorsin
residential care are not adversely affected by large-scale staff replacement.” (R170)

e To addressthis recommendation, the Ministry of Health developed anew policy (Policy 6.K, Large-
Scale Staff Replacements) whichis includedinthe Home and Community Care Policy Manual to
ensure that the quality and safety of client care is maintained during a large scale staff replacement.

e large scale staff replacementisdefinedinthe policy as mass staff turnover through the change
from one contracted service provider to another, or through a change in ownership.

e Health authorities must ensure service providers plan and manage the change process for clients
where a service provideris planninga large scale staff replacement, consistent with the following
requirements:

o Ensure that maintenance of the quality and safety of the client’s care is the priority
throughout the process;

o Provide the clientwithinformation about the upcoming change;

o Offerclientsand families an opportunity to meet with service provider staff to identify the
key concerns inthe changeover in staff; and

o Ensure that the staff replacement does not happen until all clients are informed, and have
had an opportunity to have theirconcerns heard.

e The policy was introduced on April 1, 2015 and appliesto all publicly subsidized residential care
facilities, both health authority owned and operated and contracted.

e To furtherenhance the reportingrequirements set out by the above noted policy, an
amendmentwas made to the Residential Care Regulationon July 18", 2016, requiring licensees of
community care facilitieslicensed underthe Community Care and Assisted Living Act to give
written notice about operational suspensions, changes, reductions, expansions, sales, leases or
transfers to:

o A medical health officer,

o The personsincare,

o The contact persons of the personsincare, and

o The parents or representatives of the personsin care.

FINANCIAL IMPLICATIONS
N/A

Approved by:
Sharon Stewart, OBO Doug Hughes, Health Services Policy Division; October 30,2016
Kevin Brown, Executive Director, Health Sector Workforce Division; November 17,2016
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Sale of Retirement Concepts

ISSUE

Retirement Conceptsis a large provider of Residential Care, Assisted Living, and Independent Living
servicesin British Columbia, many of which are providedina Campus of Care environment.
Retirement Conceptsis in the process of sellingits shares for most of these operationsto a unique
limited liability partnership. Retirement Concepts will continue to manage the affected residences
and facilities on behalf of the new owner.

KEY FACTS
e Retirement Concepts (RC) owns and operatesindependentliving, assisted livingand complex
care facilitiesin British Columbia (BC), Albertaand Quebec. In BC, 24 sites are operated in all
regional health authorities (HAs), except Northern Health. Twenty-three sites are
licensed/registered underthe Community Care and Assisted Living Act (CCALA); one site is
licensed underthe Hospital Act.
o RetirementConceptsoperates 15 Registered Assisted Living Residences, 13 of which are
part of the proposed sale.
o RetirementConceptsoperates 17 Residential Care Facilities, 16 of which are part of the
proposed sale.
e FEach of the residences and facilities will be owned by a unique limited liability partnership that
will be operated by Retirement Concepts.
e The new ownership group has indicated there will be no changes to the management, staffing
and operations of the residences as a result of the sale.
e The sale was completed February 15, 2017, and the applicable licenses/registrations
certificates have been processed.

Approval of Sale to Foreign Investors

e The federal government has exclusive jurisdiction for matters of international trade, under
various trade agreements entered into by Canada and under the Investment Canada Act.

e The People’sRepublicof Chinais a member of the World Trade Organization and is eligible to
make larger investmentsin Canada, as providedins. 14.1 of the Investment Canada Act. As
the proposed sale was overthe $600 millionthreshold setout in the Investment Canada Act,
the proposed investmentwas reviewed by the Federal Minister.

¢ Inmaking a determination as to whethera proposedinvestment “...is likely to be of net benefit
to Canada....”, the Federal Ministeris obliged to considerthe economic/financial factors set
out in section 20 of the Investment Canada Act; any other considerations are not withinthe
purview of the Federal Minister under the Investment Canada Act

e There isno statutory requirement for Canada to consult with a province respectinga proposed
investmentunderthe Investment Canada Act; as a matter of practice, good government, and
courtesy, the federal government will consult with a province if a proposed sale to a foreign
corporation or other legal entity could have a negative effect on,among other things, a health
care program operated by that province.
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Residential Care Regulations
e Section9(3) of the Residential Care Regulations sets out the requirementsforthe sale of a
facility. Alicenseeisunable to sell, lease or otherwise transfer control without providing
the medical health officerat least 120 days’ notice AND the medical health officermust be
satisfiedthat operations will continue for at least 12 months from the date of sale, lease or
transfer and that the new purchaser, lessee ortransferee is qualified tobe a licensee.

FINANCIAL IMPLICATIONS
e N/A

Approved by:
Sharon Stewart obo DougHughes, ADM Primaryand Community Care Policy; February17,2017
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ADVICE TO MINISTER

CONADENTIAL
ISSUES NOTE

Ministry: Health Sale of Retirement Concepts
Date:July 24,2017
Minister Responsible: Adrian Dix

BACKGROUND REGARDING THE ISSUE:

e OnJune 13, 2017, a Globe and Mail a reporter contacted the Ministry of Health to inform
the ministry that Chinese media were reporting Anbang’s chairman Wu Xiaohui had been
detained by authorities.

e Anbang, a Chinese insurance-holding company, owns Cedar Tree who recently
purchased 23 of 25 facilities owned by Retirement Concepts (20 in BC, 2 in AB and 1 in
Quebec). The sale was subject to federal approval. Under the Investment Canada Act
(ICA) it is the Federal Minister that is responsible to approve the sale to a non-Canadian
if over $600m (increases to $800m in 2017).

e There is no statutory requirement for the Government of Canada to consult with a
province respecting a proposed investment under the ICA; however, consultation is
routinely conducted as a matter of policy.

e Factors are purely economic/financial considerations, any other considerations (e.g. care
implications) are not within the purview of the Federal Minister.

e Through provincial Ministry of International Trade, Ministry of Health staff were contacted
to provide an outline of the legislation and licensing process.

e B.C.’s Assisted Living and Residential Care regulations outline requirements of
applicants for registration or licensing when there is a change in ownership. These
regulations are in place to protect the health and safety of residents and persons in care

irrespective of ownership.
$.13,8.14,5.17

e Under the partnership agreement, Retirement Concepts retains a minority stake and will
continue to manage the day-to-day operations of all of the facilities. Retirement Concepts
committed that there is to be no change to staffing plans, the quality of care provided to
residents, or to policies, procedures and other operating standards.

e The complete terms of the transaction are not available due to confidentiality agreements
both at the federal level with Investment Canada and between Retirement Concepts and
Cedar Tree.

e Retirement Concepts provides assisted living and residential care services through

contract with the health authorities.
$.13,5.17
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e Following the approval of the sale, on March 1, Vancouver Coastal Health was given six-
month’s notice by Retirement Concepts to end their contract with us for 20 Assisted
Living (AL) units (housing 21 residents) at the Terraces on 7" in Vancouver by
September 30, 2017.

e The Terraces is one of two facilities that were not part of the federally approved sale and
is still owned by Retirement Concepts.

o After significant media attention, Retirement Concepts rescinded their notice and worked
with Vancouver Coastal Health to find a solution to allow residents to stay until the
original agreement end date of March 2019.

e In response to concerns raised about Retirement Concepts and other providers suddenly
ending contracts in the future the Board of Directors of the BC Care Providers struck an
Assisted Living Tenancy Task Force to review this matter and provide recommendations
to prevent future sudden terminations and evictions.

ADVICE AND RECOMMENDED RESPONSE:

o The federal government has exclusive jurisdiction for matters of international
trade.

e The ministry’s role is the health and safety of persons in care — regardless of
ownership. That is our number one focus and what we will work to ensure.

+ Retirement Concepts continues to manage the day-to-day operations of all of the
facilities. It is important to remember that this is a business that has been
operating in B.C. for a number of years providing quality care to seniors.

e The company has assured residents that no changes are being made to the day-to-
day operations, to staff or leadership team or the level and quality of care that
residents are accustomed to receiving.

e The Seniors Advocate has said that we need to let the process transpire, and has
also pointed out that we have legislation in place that allows the health authorities
and the Registrar to continue to monitor these facilities.

o« B.C.’s Assisted Living and Residential Care regulations outline requirements of
applicants for registration or licensing when there is a change in ownership. These
regulations are in place to protect the health and safety of residents and persons
in care and to ensure that the purchasing company or individuals is able to meet
the needs of patients and provide quality care.

e Medical Health Officers and the Assisted Living Registrar monitor care provided in
these facilities and can require:

o Reports on the operation of licensed facilities,

o Results of any investigations, or investigations of complaints,

o Inspection of books, records or premises in connection with the operation,
o Require an audit of the operations of a community care facility, and

o Specify policies and standards of practice.
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o Health authorities have used these powers in situations where facilities have
not been in compliance.

e Last year the ministry also took step to make amendments to the Act to allow
provide better protections for seniors including which permit the inspection of a
residence at any time it is feltthere is a risk to the health and safety of a resident,
and increased oversight protections for incidences of senior’s abuse.

Communications Contact: Reviewer:
Program Area Contact:
File Created:
File Updated:
Minister's Office Program Area Deputy HLTH Communications
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FACT SHEET
FIRST LINK®

ISSUE

The AlzheimerSociety of BC’s First Link®/ Premierlien® program connects individuals, families, and
caregivers affected by Alzheimer’s disease and other forms of dementiato community supports and
servicesas soon as possible afterdiagnosis.

KEY FACTS

e |n2014/15, there were an estimated 62,0001 people withdementiain BC. The impact of dementia
will continue to grow as the proportion of seniorsin BC increases over the next 10 to 15 years.

e In 2014/15, the prevalence of dementiain British Columbians aged 40+ was 2.40 percent, up from
2.35 percent in 2013/14.%

e The AlzheimerSociety of BC (ASBC) provides education and support services for individuals,
families, and caregivers affected by Alzheimer's disease and other forms of dementia. ASBC funds
dementia-related research and training, and offers client services through resource centres across
BC, a toll-free DementiaHelpline, and programs such as First Link®.

e First Link®is a proactive early intervention program. Physicians and other health care professionals
refer patients and theirfamiliesto First Link® to ensure that they are able to find and receive
appropriate support as soon as possible after diagnosis. Self-referral isalso available.

e ASBC providesFirst Link® clients with introductory and follow-up phone calls, information about
dementia, dementia education programs and support groups, referralsto other community and
health care services, a bi-monthly First Link® bulletin, and tips for both day-to-day living and
planning for the future.

(Source: AlzheimerSociety of BC, 2015/16 annual First Link data, date received April 28, 2016)

o There are currently over 12,500 people participatinginthe First Link® program.

o In2015/16, 1,927 people were referredto First Link® by a health care provider(an increase of
33 percentover the previoustwo years),and 1,937 self-referrals (individual/family) were
received. Since beginning tracking of self-referralsinJanuary 2015, ASBC reports 50 percent of
First Link® referrals are made by an individual or family member(as opposed to a formal
provider).

o Forformal referrals, the top three sources to First Link® are assessment clinics/specialists (73
percent), followed by GP/Primary Care (11 percent), and Home and Community Care (8
percent).

o Closeto 5,000 familiesreceive regularoutreach calls from First Link®, and the First Link®
Bulletinissentto 9,382 families and health care professionals every two months.

o First Link®is available throughoutall health authorities. AvailabilityinInterior Health Authority
includesthe North, South and Central Okanagan, Central Interior, and Similkameen regions,
with expansioninto the Kootenay region underway.

! The reported decreaseinprevalence of Alzheimer’s and other dementias from earlier years is primarily the result of a
changeinthedefinition andnotin the number of cases. The definition used for cerebral degenerationis now specificto
Alzheimer’s and other dementias, and excludes other causes such as obstructive hydrocephalus whichwere previously
included. The changein reported prevalenceis alsodue to amendments to other reporting criteria which were madein
order to standardize database sets and enable comparison acrossjurisdictions. Source: BC Ministry of Health, Chronic

Disease Information Registries, 2014 /2015, Alzheimer’s Disease and Other Dementia Measures Report.
? Ibid.
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e Support for First Link® is included in the Ministry of Health’s Provincial Guide to Dementia Care in
British Columbia, which calls for enhanced linkages between people with dementiaand their
families through information and community supports, such as First Link®. This deliverable builds
on the 2012 Provincial DementiaAction Plan which called for expanded community support
programs such as First Link®.

e Prioritiesidentifiedinthe Guide will be incorporated into design of specialized care services for
people with complex medical conditions and frailty.

e Services provided under First Link® are consistent with the Ministry of Health’s 2014 Setting
Priorities for the BC Health System (Priority 3, Implementa provincial system of primary and
community care, which callsfor improved dementiacare including supportand training for formal
and informal caregivers).

FINANCIAL IMPLICATIONS

e The Ministry and the Provincial Health Services Authority have provided a total of $13.4 million
to the AlzheimerSociety of BC First Link® Program to support individuals and families affected
by Alzheimer’s disease and dementia.

o In 2007, the Ministry provided $1 millionto ASBC to pilot dementiacare initiatives, includinga
prototype of First Link® in Greater Victoria.

o The Ministry provided ASBC with funding of up to $1 million peryear from 2010/11 to 2013/14
to expand First Link® to more communitiesacross BC in all five regional health authorities. In
2013/14, the Ministry provided an additional $4 million to ASBC to further expand First Link®.

o The Provincial Health Services Authority (PHSA) provided $2 millionto ASBCin 2012/13 to
support First Link®.

o In2015/16, the Ministry provided $2.7 millionto ASBC to support First Link®.

e The Ministry and ASBCare discussinga sustainable funding modelfor the First Link® program to
ensure its continued support to people with dementiaand their caregivers throughout the
dementiajourney.

Approved by:

Sharon Stewart obo DougHughes, ADM Primaryand Community Care Policy; February17,2017

Gordon Cross oboManjit Sidhu, ADM, Finance and Corporate Services; November 16,2016

Jack Shewchukobo,Teri Collins, ADM, Health Sector Information, Analysis & Reporting Divison; November 10,2016
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ADULTS WITH DEVELOPMENTAL DISABILITIES

ISSUE

In December2011, a committee of Deputy Ministers reviewed the operations of Community Living BC
(CLBC), and related linkages to relevant government ministries to consider concerns expressed by
individuals with developmental disabilities and their families.

KEY FACTS

e A cross-ministry team, that includes representatives from Social Developmentand Social
Innovation, Children and Family Development, Education, Health and CLBC, has beentasked
with developingan action planfor deliveringon 12 recommendations provided by the Deputy
Ministers. The goal of this team isto develop anintegrated service delivery system that will
provide a longterm sustainable care system for individuals with developmental disabilities
and their families.

e CLBC has primary responsibility for providing supportive community supports, personal care
assistance and staffed residential settings foradults with developmental disabilities. Health
authorities (HAs) provide home and community care servicesi.e. Health Services Community
Living (HSCL), to this specialized population as outlined below:

o Specialized nursingand rehabilitation services forassessment, care planning, caregiver
training, and minordirect care;

o Community nursing services for episodicand end-of-life care;

o Medical consultant and clinical consultant services for expertadvice on care needsand
service planning;

o Dental hygiene services, dietary, and in some cases, speech-language therapy;

o In-hospital supportsin a hospital settingunlessthissupportis included within the
provisions of the service provider’s contract with CLBC;

o Specialized assessmentand care planningfor behavioural and psychiatric needs, through
Developmental Disabilities Mental Health Services (DDMHS); and

o Access to added fundingto support clients with high intensity health care needs.

e Health Authority clinical staff use a standardized assessment process (interRAI Home Care) to
informand guide comprehensive care and service planning. HAs work in partnership with CLBC to
assess clients’ health care needs, develop appropriate care plans, and provide teaching to
caregivers.

e To improve understandingamong organizations responsible for supporting this population, a
Provincial Cross Ministry Working Group developed Guidelines for Collaborative Service Delivery
for Adults with Developmental Disabilities (GCSD, released in 2010).

e The Ministry of Health (the Ministry) and HA leads were active participants in the working groups
established by STADD from 2012/13-2013/14. In 2012/13, the business processes, and
performance measures were developed forthe earlyimplementationsites, launchedinlate 2013
and early 2014.

e Foursites (Courtenay/Nanaimo, Surrey, Kamloops/Merrittand Prince George/Haida Gwaii)
focused on supporting youth ages 16-24 years, while the fifth site (Burnaby) focused on aging
adults with developmental disabilities. In the fall of 2015, a review of the Older AdultSite in
Burnaby was conducted. As a result of the review, it was recommended that the older adult site
close and that effective January 1, 2016, CLBC facilitators would take on the role of
providing transition supports for older adults. CBLC was also asked to incrementallyimplement
the navigator function throughout the province for older adults.
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e The benefits of the earlyimplementationsitesinclude supporting youth transition to
adulthood earlierthan at the point of transition (age 19).

e In 2012/13, the Ministry, in collaboration with CLBC, developedathree year aging action plan
for adults with developmental disabilities.. The action plan includes three major
priorities/goals: provide access to early information and early planning; assess and redesign
health services and supports as individuals move through the transitions associated with
aging; and forecast future demand for services and supports for aging adults. The action plan
deliverablesforyearone (2013/14) and year two (2014/15) have beencompleted. In 2017/18,
the Ministry will work with CLBC to develop a forecast model to identify health care service
requirements.

e |n 2014/15 and 2015/16, the Ministry led the Added Care Funding (ACF) working group which
included participation by HAs. The focus for this work was aimed at buildinga common
understanding of the issuesthat arise related to achieving consistency in provincial practice

through the GCSD.
5.13,8.17

FINANCIAL IMPLICATIONS

e There could be significantresource implications associated with this work. Additionally, any new
approach will require consultation and approval by seniorexecutive inthe Ministry and HAs.

Approved by:
Sharon Stewart obo DougHughes, ADM Primaryand Community Care Policy; February17,2017
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Monitoring Seniors’ Services Report

ISSUE

Publicreporting on seniorsand seniors’ issuesisa key part of the Office of Seniors Advocate’s
mandate. Monitoring Seniors’ Services Report, published January 27, 2016, was the first annual
report to the publicon key seniors’ services. On December 13, 2016, an update to thisreport was
released. The report presents 2015/16 data highlightingareaswhere seniors’ needs were met, where
improvements were needed, and where there were opportunitiesforimprovement. The findings
from the latestreport are listed below.

KEY FACTS

REPORT FINDINGS FOR THE 2015/16 REPORT;

e Atotal of 92 percentof seniorsreport having a regular physician.

e Approximately 52,000 British Columbiansare livingwith a diagnosis of Alzheimer’s oranother
dementia, leaving 4 out of 5 seniors aged 85 and over with no diagnosis of dementia.

e There were 451 incidents of seniors missing or wandering from residential care facilitiesin
2015/16. Allwere found, with no fatalities occurring.

e The populationover the age of 75 has increased by 4 percentin the past year, but the number of
home support hours is trendingdown in 2 out of 5 health authorities (Island Health and
Vancouver Coastal), while the number of clients has increasedin 3 out of 5 (Interior Health,
Fraser Health and Northern Health).

e The number of clients of all ages receiving professional home care services has increased 2.3
percent inthe past year.

e There are 918 individuals onthe waitlistfora total of 4,408 subsidized assisted living units.

e There has beenlessthan a1 percentincrease in the numberof subsidized assisted living units
since 2012.

e The number of residential care bedsin the province has increased by 3percent since 2012, but
the population over85 has increased 21 percent duringthat time.

e 74 percentreported residential care beds are in single rooms.

e The number of seniors placed within the 30-day target window has decreased from 64 percent to
57 percentin 2015/16.

e 16 percentof licensedresidential care facilities did nothave an annual inspection within the last
year.

e In2015/16, 418 incidents of aggression between residents were reportedinlicensed residential
facilitiesin BC.

e In2015/16, the PublicGuardian and Trustee received 1,590 referrals regarding financial abuse,
neglect, and self-neglect. Referralsincreased over the last year by 7 percent.

e BetweenOctober and December 2016, low income single seniorsreceived $1,491.92 per month
in federal and provincial income supports, an increase of about 7 percent from the same quarter
of 2015. The Seniors Abuse and Information Line received 1,463 callsrelated to elderabusein
2015, and nearly 30 percent of these calls reported the abuse had been going on for 5 or more
years.

Program Information

e Home support providesclients with specifichelp with daily personal care activities, such as
bathing, dressing or toileting. Home support is part of the Home and Community Care Program,
and is delivered by community health workers paid for by the health authority. Clients may pay a
co-paymentamount based on income.
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o The total number of home support clientsin BC increased by 2 percentoverall over 2014/15.
Specifically, in 2015/16, the total number of clientsincreasedin 3 health authorities Interior
Health, Fraser Health and Northern Health) and decreasedin 2(Island Health and Vancouver
Coastal).

o Notethat all home support clientsinclude Choice in Supports for Independent Living clients
and clientsreceiving short-term home support.

e Home Care-Professional Services are provided on a short-term basis only, to address health
issues post-discharge from hospital or an episodicillnessorinjury. Unlike home support, there is
no client co-payment for professional services. These servicesinclude 1) Nursing (registered
nurse); 2) Physical therapy; 3) Occupational therapy; 4) Nutritional services (registered dietician);
and 5) Social work (registered social worker).

o The total number of clientswho received professional home care servicesin BC increased by
2.3 percent over 2014/15. Specifically, the numberof clientsincreasedin 4 health authorities
(Island Health, Interior Health, Fraser Health and Vancouver Coastal) and decreasedin 1
(Northern Health).

e Residential care facilities offer seniors 24-hour professional supervision and care in a safe and
secure environment. Residential care facilities here referto those that receive publicfunding,
includingthose that are owned and operated by health authorities, and those that are operated
by private for-profitand private not-for-profit organizations.

e Assistedlivingisa housing option that provides seniors with enhanced supports to maintain their
independence. Assisted living residences are regulated rather than licensed as is the case for
residential care facilities. In BC, three versions of assisted living exist: Subsidized registered
assisted living, private pay registered assisted living, and private assisted living (non-registered).

FINANCIAL IMPLICATIONS
N/A

Approved by:
Approved by SharonStewart obo Doug Hughes, ADM; March 27,2017
Heather Richards obo Teri Collins, ADM, Health Sector Information, Analysis and Reporting Division; March 20,2017
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Medical Assistance in Dying

"-ISSUE
Medical asmstance in dymg (MAID) is Iegal in Canada, Wlth federal legislation in place since
June 17, 2016, when Bill C-14 An Act to amend the Criminal Code and to make related amendments to
other Acts (medical assistance in dying) received royal assent, ending the prohibition on MAID in
Canada. The Federal legislation allows for both practitioner-administered (intravenous) and
self-administered (oral) MAID, when specific eligibility criteria are met and safeguards are followed.

KEY FACTS B
Exemptlons from Crlmmal Liability

¢ Physicians and nurse practitioners (NP) who assess persons for eligibility and provide MAID.
Pharmacists who dispense drugs for the purpose of MAID.

e Persons (e.g., a registered nurse or social worker) who aid a physician/NP to provide MAID.
e Persons {e.g., a family member or friend) who aid a patient to self-administer.

Eligibility for MAID - Is limited to persons who meet all of the following criteria:

e Eligible for health services funded by a government in Canada.

» At least 18 years of age, and capable of making decisions with respect to their health.

e Have a grievous and irremediable medical condition (i.e., a serious and incurable illness/
disease/disability; advanced state of irreversible decline in capability; intolerable physical or
psychological suffering that cannot be relieved by means that are acceptable to the person; and,
natural death is reasonably foreseeable).

e Have made a voluntary request for medical assistance in dying that, in particular, was not made
as a result of external pressure.

e Give informed consent to receive medical assistance in dying after having been informed of the
means that are available to relieve their suffering, including palliative care.

Safeguards for MAID - Before providing MAID, the physician/NP must ensure the following:

e A written request must be signed and dated by the person {or their proxy, if person is unable to
sign) before two independent witnesses, who must also sign and date the request.

e The person must be informed they may withdraw their request at any time, in any manner.

e Two independent physicians/NPs must assess the person’s eligibility for MAID, and confirm in
writing that the person meets all of the eligibility criteria.

e There must be 10 clear days between the day of the signed request and the day on which MAID is
provided, unless death or loss of capacity to provide informed consent is imminent.

* Immediately before providing MAID, the person must be given an opportunity to withdraw their
request, and must provide express consent to receive MAID.

¢ All necessary measures must be taken to provide a reliable means by which the person may
understand the information provided to them, and communicate their decision.

Implementation of MAID in BC

e The Minister of Health made amendments to the Medical Practitioners Regulation, Nurses
(Registered) and Nurse Practitioners Regulation, and Pharmacists Regulation under the Health
Professions Act, to give regulatory college Standards for MAID the force of provincial law.

e BC's Additional Safeguards - in BC, the prescribing physician or NP must: 1) Receive the drugs
directly from the dispensing pharmacist and return any unused drugs to the pharmacy; and 2) Be
present with the patient for MAID (including for self-administration) until death is confirmed. This
approach ensures the patient is capable of providing consent, the management of any possible
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adverse events, proper disposal of any unused medications, and emotional support for the

patient and others present. .
Amendments were made to the Drug Schedules Regulation to allow NPs the ability to prescribe J
certain drugs which may be used for MAID under BC’s drug protocol.

A provincial approach to privileging physicians for health authority-based MAID was developed

and implemented.

A revised physician payment schedule was approved by the Medical Services Commission in

June 2017, following development by the Section of General Practice and approvals from Tariff
Committee and the Board of the Doctors of BC.

Processes and policy were put in place to ensure individuals receiving MAID are able to access

required pharmaceuticals and supplies as insured benefits.

The Provincial MAID Working Group (Ministry of Health, Ministry of Justice, BC Coroners Service,

health authorities, and regulatory colleges) meets regularly to provide advice and guidance

related to the implementation of MAID from a service delivery and operational perspective.
Sub-committees of the MAiID Working Group have developed drug protocols (including the

prescription form and guidance document), a nursing clinical decision support tool and education
resources, standard provincial forms for data collection, and indicators for oversight/monitoring.

On July 20, 2016, regulatory changes came into force to provide the BC Coroners Service with the
authority and responsibility to collect and report on deaths resulting from MAID. The role of the

Coroners Service is to ensure compliance with federal/provincial laws and regulations, and to

gather information about MAID deaths for aggregate reporting.

The Coroners Service chaired the first BC MAID Review Panel on February 22,2017; release of a

report from the Panel to the Chief Coroner is pending. )
Health authorities have delivered education sessions for physicians, NPs, and registered nurses. ’
The Ministry maintains an active role in federal/provincial/territorial discussions, including issues
pertaining to reporting and oversight.

In January 2017, the federal government initiated three independent reviews into com plex issues
currently excluded from MAID: 1) mature minors; advance requests; and, 3) mental health as the

sole underlying medical condition.

Access and Care Coordination of MAID in BC

MAID Care Coordination Services are in each heaith authority to ensure reasonable access.

The Ministry continues to assist health authorities and regulatory colleges with policy questions
and working through issues as they arise, and is aware of areas of concern (i.e., resistance to
MAID in some hospice and palliative care settings, physician compensation, and patient transfers
from denominational facilities). There continues to be media attention in these areas.

Demand for MAID in BC has been higher than expected. As of May 31, 2017, a total of 435"
persons had received MAID (Vancouver Island - 186; Vancouver Coastal - 115; Fraser - 54;
interior - 66; Northern - 14).

FINANCIAL IMPLICATIONS -
N/A

Approved by:
lan Rongve, Hospital, Diagnostic and Clinical Services Division; July 5, 2017 )
Nancy South, obo Teri Collins, Health Sector Information Analysis and Reporting Division; July 10, 2017

Y Source —BC Coroner’s Service
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Polypharmacy

ISSUE

Polypharmacy is the use of multiple medications by an individual. Itisa problem when the benefits of
using multiple medications are outweighed by the negative effect of the sheernumber of
medications. It is more likely to occur inthe elderly.

KEY FACTS

e Polypharmacy israpidly increasingin affluent populations worldwide, posing anincreasing
challenge for patients, theirfamilies and care providers. 1,2

e Polypharmacyislinkedto heightened risks such as adverse drug reactions, non-adherence,
functional and cognitive decline, and falls.?

e Althoughan identified specificthreshold forthe number of medicationsto define polypharmacy
has not beenvalidated, itis known the risk of drug-related problems increases with the number of
medications used. “Five or more medications are often a prompt for a medication review.

e |na studyconducted in 2008, 27% of Canadian seniors reported taking 5 or more medicationson a
regular basis; for people olderthan 85 years, 41% reported taking 5 or more medications.”

e OnJanuary 28, 2016, a representative fromthe Pharmaceutical Services Division attended the «xd
National Stakeholder Meetingto Increase Safe and Appropriate Medical Therapy for Older Men
and Women Across Canada.” The meeting was organized by a research group, Canadian
Deprescribing Network (CaDeN), from Université de Montréal and was funded primarily by a
Canadian Institutes of Health Research grant. CaDeN is composed of a core working group, and 5
sub-committees. Each is workingtoward 2 overarching goals:

o Reduce harm by curbing the prescription of inappropriate medications by 50% by 2020.
o Promote health by ensuringaccess to safer pharmacological or non-pharmacological
therapies.

e The Ministry of Health supports activitiesaimed at optimizing the use of drugs. Thisincludes
healthcare professional education activities on polypharmacy provided by the Doctors of BC, the
Therapeutics Initiative (Tl), and the CLeAR initiative. The Ministry, through PharmaCare, also
providesfunding for pharmacists to conduct medication reviews.®

e The Doctors of BC's Shared Care Polypharmacy Risk Reduction Initiative aims to reduce risks of
polypharmacy (confusion, falls, adverse drug reactions) in the elderly by providing physicians with
tools and strategies to reduce medications for improved safety and quality of life.” Itis being
implementedin 3 phases, focusing on prescribingin the following care settings:

1) residential care (currently underway);
2) acute care and transitions (currently underway); and
3) community-based/primary care (planned).

' Schuling J et al. Deprescribing medication in very elderly patients with multimorbidity: the view of Dutch GPs. A qualitative study. BMC Family Practice

2012; 13:56. www.biomedcentral.com/1471-2296/13/56/

? Hockey D. Carry on prescribing: who is responsible for co-ordinating patients’ medication. The King’s Fund blog, Nov. 29, 2013,

www. kingsfund.org.uk/blog/2013/11/carry-prescribing-who-responsible-co- ord inating- patien ts-medication

* Frank C, et al. Deprescribing for older adults. CMAJ 204; DOI:10.1503/cmaj.131873.

“Viktil, K et al. Polypharmacy as commonly defined indicator of limited value in the assessment of drug-related problems. Br J Clin Pharmacol 2007;
63:187-195. http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2000563/

* Reason B etal. The impact of polypharmacy on the health of Canadian seniors. Family Practice 2012; 29: 427-432. DOI:10.1093/famprac/cmr124
http://fampra.oxfordjournals.org/content/early/2012/01/05/fampra.cmr124

¢ (see “Pharmacy Medication Management Services” Fact Sheet).

" http://www.sharedcarebc. ca/initiatives/polypharmacy
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e InSeptember2014, Tl published its 90th Therapeutics Letter on “Reducing polypharmacy: A logical
approach”® ®? and describes 7 steps that health professionals, patients and their families can
employ to become adeptat de-prescribing. This work is funded by the Ministry.

e InJune 2013, the BC Patient Safety and Quality Council invited residential care homesto joina
“Call for Less Antipsychotics in Residential Care” (CLeAR) initiative *°. This voluntary quality
improvementinitiative offered support through resources, improvement coaching, an opportunity
to collectivelylearnand problemsolve, as well as development of new strategies to improve care
for residents and theirfamilies. From October 2013 to December 2014, many care homes
achieved a steady decline inantipsychoticuse that led to evidence of residents’ improved health.
Based on the success of CLeAR, the Council initiated asecond wave for BC residential care homes
in October 2015.

e PharmaCare Medication Review Services - PharmaCare reimburses pharmacists for conducting
Medication Reviews, aone-on-one appointment between a patientand pharmacist where
medicationinformationis gathered, validated, summarized and reviewed. " Patients who have
taken at least 5 different medications in the previous 6 months and demonstrate a clinical need
for service are eligible forthe service.

FINANCIAL IMPLICATIONS
N/A

Approved by:

Daryl Conner, obo Manjit Sidhu, Finance and Corporate Services Division; October7,2014
Randi West, obo Carolyn Bell, Health Sector Planning and | nnovation Division; October 9, 2014
Mitch Moneo, Pharmaceutical Services Division; July 5,2017

® http://ti.ubc.ca/letter90

° Tl also has a podcast on polypharmacy at: http://www.ti.ubc.ca/2014/09/02/therapeutics-letter-90-red ucing-p olypharmacy-logical-approach/# and
polypharmacy is often included as a topic in the educational sessions they provide to physicians and pharmacists.

A full report on CleAR is available in The Journey Towards Dignity & Resident-Centered Care: Summary Results from the Call for Less Antipsychotics in
Residential Care .

" Factsheet - Pharmacy Medication Management Service, February 2017
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Office of the Seniors Advocate

-_OVERVIEW e
The Office ofthe Semors Advocate {OSA) has been in place since March 31, 2014. Now in its third year
of operation, the Advocate continues to travel the province widely to consult with seniors, their
families, stakeholder groups and service providers. The focus for the office has been on monitoring
seniors services, providing information and referral, analysing systemic issues and providing
recommendations for improvements. The current staffing level is 14 FTEs.

-ACTIVITIES

Snapshot of OSA Activities during 2015/16

Visited 45 communities to further OSA’s Communication, Qutreach and Engagement with seniors,

their families, stakeholders, and service providers including:

e 99 Stakeholder meetings where the subject matter touched all 5 seniors service areas of the OSA
mandate.

e 22 Site Visits that included residential care facilities, adult day programs, and hospitals around the
province.

e 13 Town Hall meetings where the Advocate consulted with seniors and their families in various
locations around BC.

* Promoting awareness of seniors services and connecting individuals with agencies to resolve
complaints continues with over 9,000 incoming calls annually, and over 16,000 unlque visits to the
OSA website annually.

OSA Released 4 Reports and a Directory in 2015/16

e Seniors Housing: Affordable, Appropriate, Available Report (May 2015) - focuses on housing as a
major determinant of seniors’ health across a continuum from independent homes, assisted living
and residential care. The report discusses a range of issues related to the cost to seniors of various
forms of housing and how government impacts these costs as well as how available certain types
of housing are to seniors. In addition, the report takes a deep look into how appropriately assisted
living and residential care is being utilized. The report makes a number of recommendations
designed to improve housing for seniors across the continuum.

» Annual Report (August 2015) - provides a detailed summary of the activities of the OSA for
2014/15 and includes a detailed breakdown of the contacts made by the public to the Advocates
information and referral telephone line. This includes details on the annualized volume of 8,000
phone calls for information and referral and visits to the website.

e Caregivers in Distress - More Respite Needed Report (September 2015) - looks at the home and
community care system in BC and analyzes data to find who the distressed caregivers are, why
they are distressed, what supports are available to them and if they are accessing these supports.

* Monitoring Seniors Services Report (January 2016) — this report, published annually, fulfills the
statutory obligation of the Advocate to monitor key services to seniors. The first report was issued
in January and work will continue to update information for the next review period.

e Residential Care Facility Directory (March 2016) — this directory of all publicly subsidized
residential care facilities in the province will be produced annually with updated information. It
contains standard information on each facility in the province.

" Looking Ahead

The OSA continues to have a strong public profile. The OSA website continues to attract
approximately 2,500 to 3,000 unique visitors per month. The office also maintains its own Twitter and
Facebook accounts with a sizeable collective social media presence which continues to steadily build.
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The Advocate is continuously engaged in outreach activities and will continue a busy schedule of
attending town halls, presentations, conferences and stakeholder meetings in the months ahead. _ )

2016/17 Reports released to date and Reports in Development

o Annual Report (06-2016) - provides a detailed summary of the activities of the OSA for 2015/16
and includes a detailed breakdown of the contacts made by the public to the Advocates
information and referral telephone line. This includes details on the annualized volume of over
9,000 phone calls for information and referral and visits to the website.

e Resident to Resident Aggression Report (06-2016) - examines the reported incidents of resident to
resident aggression and discusses patterns and commonalities in incidents across health
authorities. Factors such as facility size, type, configuration, location, resident RAI profile, use of
physical restraints and drugs are among the factors examined.

s Listening to your Voice: Home Support Survey (09-2016) — presents results from the
comprehensive home support survey cond ucted last year. This report provides a summary of the
collective voice of almost 10,000 home support clients and their family members who responded.

e Making Progress: Placement, Drugs and Therapy Update (11-2016): The progress report highlights
some improvements are being made in the provisions of rehabilitative therapies to seniors in
residential care, as well as the use of antipsychotic medications. Data also shows the premature
placement of seniors into residential care is also declining.

o Monitoring Seniors Services Report (12-2016) — this report, published annually, fulfilis the
statutory obligation of the Advocate to monitor key services to seniors. This is the second report
issued and work will continue to update information for the next review period.

e Moving in the Right Direction: HandyDART Survey Results (02-2017) — this report highlights the _
results of a province-wide survey of almost 7,500 HandyDART users in the province. The survey )
highlights that, while 91% of users are satisfied with the service when they receive it, aimost 1/3 '
of respondents say it is not meeting, or only moderately meeting, their transportation needs.

o Residential Care Survey (ends early 2017): volunteers are currently surveying seniors living in over
300 residential care facilities across BC. The results of the survey will provide a road map for
improvements of quality of care and services provided to residents and their families in resid ential
care. Results of the survey will be posted publicly on the Office of the Seniors Advocate’s website
in 2017.

e Home Support Review Report - will review home support system and recommend changes to the
home support program to better meet the needs of seniors to maintain their independence and
prevent/divert emergency department admissions and acute care stays and prevent or delay
admission to residential care. The results of the province-wide home support survey will be
incorporated into the review.

e Review of PharmaCare Report - will focus on the gaps that exist in terms of coverage of listed
drugs, i.e. excess dispensing fees and drug charges and the financial impact on seniors. The report
will highlight the role that pharmacists and physicians play. Differences in formularies between
the community/residential care and hospital sites will be examined as they affect the discharge of
seniors from acute care to either residential care or the community.

e Residential Care-the Residents Voice Report - will use the results of the province-wide residential
care survey of 27,000 residents in facilities that receive public funding to recommend changes to
residential care. Surveys will be done between May 2016 and February 2017, with the results
being incorporated into the review this fiscal. )

o  Hospital Referral and Discharge - will examine the process of the emergency department and look
at what variations exist across the province. The focus will be on what patterns exist that indicate
greater likelihood of discharge versus in-patient admission as well as re-admission. Thereisa
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hypothesis that a more systematic approach to assessment, better training and awareness of
community supports and a more rigorous and standardized discharge process will result in fewer
admissions to acute care beds from the emergency department and fewer re-visits/admissions to
the emergency department.

e Transportation Report - will look at the broad range of supports for seniors transportation also
incorporating the results from the 2016 HandyDart survey,

In addition to the development of these reports, the OSA will continue to provide information and
referral to seniors by phone, email and letter.

Approved by:
Isobel Mackenzie, Seniors Advocate; July 26, 2017
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Home Health Monitoring

ISSUE

The Home Health Monitoring initiative, funded by the Strategic Investment Fund, will provide a
common platform and operational services, based on clinical monitoring protocols developed by the
Province, that can be used by health authoritiesin BC to deliverlocally-administered Home Health
Monitoring programs for at-risk individuals living with moderate to high complexity chronic and mental
health conditions.

KEY FACTS

e The Strategic Investment Fund has allocated $52 million to the Home Health Monitoring (HHM)
initiative. To date, approximately $34 million has been allocated to individual projects within the
initiative.

e Under the terms of the Strategic Relationship Agreement between TELUS and the Province, the
Strategic Investment Fund “isaimed at strategic, ambitious IT projects that hold the promise of
making significantimpactsin the lives of BC citizens”.

e To date, 4 health authorities have been approved for funding:

o Home Health Monitoring for Chronic Heart Failure Patients (Island and Interior Health)

o Phase 2 of Home Health Monitoring (Island Health): The Island project has been expandedto
include patients with COPD.

o Tecd4Home (Vancouver Coastal Health): To determine whetherhome health monitoring can
improve outcomes health for destabilized heart failure/COPD patients who needed
hospitalization and are now beingsent home for convalescence and reduce healthcare
utilization costs.

o Paramedicine (BC Emergency Health Services/Provincial Health Services Authority):
Community paramedics will provide home health monitoring support to 1,500 seniorsliving
at homein rural and remote communities.

e Health authorities, the Ministry of Health, and TELUS are actively collaboratingto develop clinical
protocols and technology solutions to support the ongoing use of HHM to support patients ina
home and/or community setting.

e The evaluation of the Chronic Heart Failure project inIsland and Interior Health found
improvements in client management of symptoms, reduced use of acute care resources, and
significantlevels of overall clientand clinician satisfaction with HHM.

e The main actions/initiatives required to achieve the vision for HHM in BC are:

o Development of additional clinical protocols;

o Expansionof HHM to all health authorities;

o Moving HHM from a project model to an operational model; and

o Developmentofan appropriate fundingmodel to support HHM in operational mode
(Strategic Investment Fundingisintended to be used to support project costs).

e The current authorization for accessing Strategic Investment Fund funds for HHM expires at the
end of March 2018. The Ministry of Healthis working with the participating health authoritiesand
Telusto presentarenewed plan for achievingthe HHM visionand a request for an extension tothe
Strategic Management Committee of the Strategic Investment Fund. The presentationisscheduled
for September2017.

FINANCIAL IMPLICATIONS
N/A
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Approved by:
lan Rongve, Hospital, Diagnostic and ClinicalServices Division; July 6,2017
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Raising the Profile Project

Building links between
Community-Based Seniors’
Services and the Health System



m The MOH Funding for this Project

How can the Community-based
Seniors’ Services Sector be
integrated with the MOH’s
strategic plan for seniors’ care?
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March 2017 Action Plan from the MO

While it is not the governments role to provide
for all quality of life considerations, there are
many existing community supports that can and
should be engaged to support the care of
seniors from a holistic perspective along with
health care services...This requires us to rethink
some of our healthcare practices in the
healthcare system concentrated on
interventions and cures.
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Challenges to Collaboration

from the Health System Perspective

Lack of awareness of the range of programs offered by
Community-Based Seniors’ Services (CBSS) sector and the
increased focus on health prevention and promotion.

CBSS can also be difficult to navigate in larger centres, and
many services not available in smaller and even larger
communities.

These services are not part of the “core” mandate of health
system and when the gov’t expectation is to reduce costs
these are often the first services to go.

Uncertainty about the quality of the programming provided
by the CBSS and their limited capacity to evaluate results.
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Challenges to Collaboration

from the CBSS Perspective

Community-based seniors’ services, particularly non-profits,
increasingly see people with higher needs and are keen to
develop innovative programs in response to changing
needs...but lack of long term stable funding makes this
challenging.

Committed to working more closely with the health
system...but have difficulties in establishing stable
relationships, essential to building effective partnerships.

CBSS are often expected to rely on volunteers to provide
services in situations where there is not enough paid staff to
support the volunteers and/or where the use of volunteers is
not possible.
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Why address these challenges? And why now

Rapid growth in the aging population and the
evidence that healthcare costs and utilization can
be better controlled with more attention on health
promotion and prevention (i.e. upstream
intervention to reduce downstream utilization)

The tie to the “core” mandate of the health system
Is that these upstream interventions improve health
outcomes for older adults living with chronic
conditions and those at risk of frailty.

Page 276 of 358 HTH-2017-73839 S1



Looking at the Research Evidence

Longitudinal Study of Aging in Beijing evaluated the impact
of health deficits (e.g., diseases, cognitive function, etc.) and
protective factors (e.g., marital status, socioeconomic status,
social and recreational activities, etc.) on health status and
mortality in Chinese seniors. The authors found that for
seniors at risk of frailty, possessing more protective factors
was associated with lower risk of decline in health and
mortality of from 13 to 25 percent. wangetal. 2014)

The relationship between health and income inequality is
well established including in areas such as: diabetes, heart
attacks, falls and self-reported mental health (), 2015)

Page 277 of 358 HTH-2017-73839 S1



Long Standing Partnership

Between the City of Kamloops and Interior Hea

Began in 2008 and focused primary prevention for people at risk or with a
chronic condition.

Located at the municipal recreation centre, it is 10 - 12 week program:
includes exercise, mental health support and nutritional counselling.

Funding for staff from Interior Health(IH): facility space provided by the City.

Physician referral needed to participate: clinical services provided by IH
multi-disciplinary team and exercise program provided by City.

Subsidy available to reduce costs to participants and many opportunities for
people to stay connected after the program ends.

Evidence of improvement in mental health and reports of reductions in
emergency room visits.
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A Newer Partnership in a Smaller Communit

Port Alberni and surrounding area:

Echo Sunshine Club is a seniors’ club supported by Parks and Rec. staff
offering twice weekly exercise classes for seniors with mobility problems.

Integrated Community Services (an Island Health Outreach Program)
provides seniors with free passes to these exercise classes.

Better at Home provides transportation to seniors who need it to access
the exercise program.

Goal of Partnership: To support low-income and rural seniors with chronic
health and mobility challenges to access programming.
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A Structured Wellness Model

TAPS (Therapeutic Activation Program for Seniors), Creston

TAPS is a wellness program utilizing a model similar to an adult day program. It
fills a gap in the health care continuum, serving seniors who are isolated and

unable to independently access community programs, but who don’t qualify for
health authority adult day programming.

Participants are interviewed prior to starting the program, provided with
transportation, and usually attend 2 or 3 days a week. The typical day includes a
nutritious lunch, a physical activity and an educational/recreation activity.

Interior Health provided funding a number of these programs up until about

2005 when they were phased out. The Creston program is the only one to
survive.

“Suddenly I have a life... | now know people...The exercises helped a great deal. | do
activities | don’t do at home, and | get hugs which is very important when you’re
alone.” participant
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An Emerging Model...

but no Sustainable Fundinc

A number of newer programs for people with higher needs, who do not qualify for home
and community care (HCC), but who require more structured programming.

Mt. Waddington: combined community and HCC adult day program initiated by the
Division of Family Practice...on-going funding not secured

Parkgate Community Services: adult day care program for seniors with early
dementia...referrals from case managers, long wait list

Campbell River: volunteer run senior centre for higher needs seniors, supported by
the city and with chair exercise provided by Parks and Recreation

Richmond: 2 programs that don’t have funding to continue: Wellness Connection
Program funded by VCH from 2008 to 2014 at Minoru and Music Work Program
where funding was provided to the West Richmond Community Centre for one year
through New Horizons.

West Vancouver Activity Centre, Keeping Connected Program is the exception. It supports
over 500 seniors, who are struggling with some kind of a loss who can’t access
programming on their own, with more than 15 different weekly programs, including
telephone reminders, one to one support, various kinds of exercise options, transportation
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A Fraser Health Authority Initiative

CARES, Community Action and Resources Empowering Seniors

Family physician identifies patients who are at risk of frailty.
A health care provider completes a Comprehensive Geriatric
Assessment that generates a Frailty Index (Fl).

A wellness plan is developed that focuses on the goals the senior
identifies as most important to their health and quality of life.

A volunteer wellness coach from Self-Management British
Columbia paired with the senior to help them achieve their goals
by tracking their progress, providing encouragement and
motivation, and connecting them with community resources.
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Resulfs reported are based on 39 CARES participants
who completed the Comprehensive Geriatric Assessment
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There was a statistically significant decrease in the frailty
index (F1) score in seniors participating in CARES.
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Examples of Successful Integratio

A small regional health system in Germany invested in heavily in
health promotion and prevention for people living with chronic
health conditions, including funding to support seniors to access
physical activity programming and connect to community-based
services. Over five years, the region realized significant health
improvements and cost savings.

Restorative care is a multi-disciplinary model for delivering
home health services which includes educational and
rehabilitation resources to support seniors to better manage
their health challenges, improve their functional capacity and re-
engage with community. Resulted in increased independence for
seniors, reduced use of health services and lower costs overall
costs.
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What Would a More Connected Wellness-Orient

Future for Seniors Look Like?

Access to services in the seven core areas in every community:

(1) Nutritional Supports, (2) Wellness Programs, (3) Physical
Activities, (4) Recreation, Education and Arts Programming;

(5) Information and Referral; (6) Transportation and (7) Affordable
Housing.

Primary Care and Home and Community Care Staff would know
about these services and “prescribe” them as appropriate.

There would one person from health authority in each community
whose primary responsibility would be the bridge between the
health system with the CBSS sector.

CBSS sector would be recognized as a sector provincially. There
would have resources to support capacity building of programs
and services that have a proven track record, are cost effective
and result in health improvements.
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RESIDENTIAL CARE BEDS, ASSISTED LIVING UNITS AND HOME SUPPORT SERVICES
(Information provided by health authorities July 2017)

SUMMARY:
Number of current or anticipated Request for Proposals (RFPs) for residential care and/or assisted living:

e Fraser Health— one Request for Expressions of Interest for 35 new residential care beds to be
awardedin August

Interior Health—no RFPs

Northern Health— no RFPs for residential care beds due to open in near future

Island Health— three RFPs for total of 140 to 162 new residential care beds

Vancouver Coastal Health— 11 Request for Quotations (RFQs) for residential care beds

Plans for Residential Care and Assisted Living bed stock:

e Fraser Health— 35 new residential care beds (via Request for Expressions of Interest mentioned
above)

e |Interior Health—no RFPs

e Northern Health—currently in planning process utilizing service delivery models and projections

e |sland Health—three RFPs for total of 140 to 162 residential care new beds

e Vancouver Coastal Health— 279 net new residential care beds out of the 1,382 bed rejuvenation
project

Proportion of home support services by health authority for contracted (including for-profit and not-for-
profit) versus owned and operated:

e Fraser Health— estimate of 70% contracted and 30% owned and operated

e |Interior Health— estimate of 18% contracted and 82% owned and operated

e Northern Health— 100% owned and operated, except occasional use of contracted service due
to increased demand or staff shortages

e |sland Health- 53% contractedand 47% owned and operated services

e Vancouver Coastal Health— 100% contracted within the Richmond and Vancouver Health
Service Delivery Areas (HSDA) and 10-15% contracted and 85 —90% owned and operated in the
North Shore/Coastal GaribaldiHSDA

s.13,5.17
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Beds and Facilities by Owner Type March 2017 Update

Beds and Facilities by Owner Type Report (as of March 31, 2017)

Providers without bed number (0 or Null) are excluded

% Assisted Living Units by Owner Type as of
March 31

% Residential Care Beds by Owner Type
as of March 31

Health

ity

Total Total

IHA 2605 2452 762 0| 5819 IHA 6 419 506 0 931
44.8% 42.1% 13.1% 0.0% 0.6% 45.0% 54.4% 0.0%

FHA 1796 3450 3326 0| 8572 FHA 0 619 774 0| 1393
21.0% 40.2% 38.8% 0.0% 0.0% 44.4% 55.6% 0.0%

VCHA 1951 1743 3114 8| 6816 VCHA 30 173 657 0 860
28.6% 25.6% 45.7% 0.1% 3.5% 20.1% 76.4% 0.0%

VIHA 1712 1769 2013 0| 5494 VIHA 0 371 608 0 979
31.2% 32.2% 36.6% 0.0% 0.0% 37.9% 62.1% 0.0%

NHA 1033 131 20 0| 1184 NHA 147 35 108 0 290
87.2% 11.1% 1.7% 0.0% 50.7% 12.1% 37.2% 0.0%

BC 9097 9545 9235 8| 27885 BC 183 1617 2653 0| 4453
32.6% 34.2% 33.1% 0.0% 4.1% 36.3% 59.6% 0.0%

Last Updated: May 12, 2017
Project: 2017_0213
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Beds and Facilities by Owner Type March 2017 Update

Beds and Facilities by Owner Type Report (as of March 31, 2017)

Providers without bed number (0 or Null) are excluded

% Facilities with Residential Care Beds by % Facilities with Assisted Living Units by

Owner March 31 Owner Type as of March 31
To Be Health
Determined Authority

Total Total
IHA 46 50 10 0 106 IHA 1 23 16 0 40
43.4% 47.2% 9.4% 0.0% 2.5% 57.5% 40.0% 0.0%
FHA 16 40 33 0 89 FHA 0 16 16 0 32
18.0% 44.9% 37.1% 0.0% 0.0% 50.0% 50.0% 0.0%
19 15 35 1 70 1 5 13 0 19
VCHA VCHA
g 27.1% 21.4% 50.0% 1.4% E 5.3% 26.3% 68.4% 0.0%
21 43 23 0 87 0 13 19 0 32
VIHA VIHA
24.1% 49.4% 26.4% 0.0% 0.0% 40.6% 59.4% 0.0%
22 2 4 0 28 6 1 10 0 17
NHA NHA
78.6% 7.1% 14.3% 0.0% 35.3% 5.9% 58.8% 0.0%
BC 124 150 105 1 380 BC 8 58 74 0 140
32.6% 39.5% 27.6% 0.3% 5.7% 41.4% 52.9% 0.0%
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Residential Care Facilities by Category as of March 31, 2017

Percentage of Publicly Subsidized Facilitiesin BC with Residential | Health Authority Private for Private Not for
Care Beds by Owner Type Owned Profit Owned Profit Owned
43% 47% 10%
Interior Health Authority
46 50 10
18% 45% 37%
Fraser Health Authority
16 40 33
28% 22% 50%
Vancouver Coastal Health Authority
19 15 35
24% 49% 26%
Vancouver Island Health Authority
21 43 23
79% 7% 14%
Northern Health Authority
22 2 4
33% 39% 28%
British Columbia
124 150 105

Planned Residential Care Net New Beds by Health Authority — Next 18 Months
(Information provided by health authorities November 2017)

March 2018 September 2018 March 2019 Total
38 - Awarded to 4 0 0 38
FHA proponents, 3 for-profit
and 1 NFP
VCHA 0 0 0 0
0 83 (Kamloops and 160 (Salmon Arm, 243
HA Penticton) — 18 with Williams Lake,
NFP, 65 with for-profit | Cranbrook)—all beds
with for-profits
NHA 0 0 0 0
VIHA 0 0 0 0
TOTAL 38 83 160 281

Pagelof 3

Page 354 of 358 HTH-2017-73839 S1



Page 355 to/a Page 356
Withheld pursuant to/removed as

s.13:s.17



MINISTRY OF HEALTH
INFORMATION BRIEFING NOTE

CIiff # 1093465

PREPARED FOR: Honourable Ravi Kahlon, Parliamentary Secretary for Sport and
Multiculturalism, and Honourable Anne Kang, Parliamentary
Secretary for Seniors - FOR INFORMATION

TITLE: September 20, 2017 Meeting: Ethno-Cultural and Indigenous Seniors in
British Columbia.

PURPOSE: To provide information for Parliamentary Secretaries Ravi Kahlon and
Anne Kang in preparation for meeting with Mrs. Buncy Pagely and
Mr. Raj Singh Pagely scheduled for September 20, 2017, to discuss the
needs of ethno-cultural and indigenous seniors in BC.

BACKGROUND:

Mrs. Buncy Pagely, Chair of the Multicultural Working Group for the Office of the Seniors
Advocate, requested a meeting with Parliamentary Secretary, Ravi Kahlon to discuss the
needs of ethno-cultural and indigenous seniors in British Columbia. Given the nature of the
request, it was suggested that Parliamentary Secretary Anne Kang also attend the meeting
scheduled for September 20, 2017. Mrs. Buncy Pagely has been a very active volunteer,
serving as a board member of the College of Dieticians of BC, the College of Registered
Nurses of BC, as a member of the Aboriginal Advisory Panel in the Capital Health Region
and is sole proprietor of Pagely Consulting-Coordinating. She was also the recipient of the
Queen’s Golden Jubilee Commemorative Medal for her work as a health care educator and
has received the Women of Distinction Lifetime Achievement Award for her 45 years of
community service.

Mr. Raj Singh Pagely (attending meeting) is a retired teacher and business person who
served as a member of the Multicultural Advisory Council from 2005-2011. Mr. Pagely was
a founder of the first Indian Field Hockey Team in Victoria, a former member with the
Commonwealth Nations Multicultural Committee, the Smart Heart Educational Awareness
Programs for the Multicultural Communities of BC and has served as the community health
liaison with the Saanich Peninsula Health Association for the Peninsula First Nations.

Mr. Pagely has been the recipient of the Honorary Citizen Award for the City of Victoria.

The Pagely’s are very busy, community-minded people, both are founding members of the
first Umbrella Association of Multiculturalism organizations in BC, AMSA, now called
AMSSA (The Affiliation of Multicultural Societies and Service Agencies) and have become
involved in establishing the Inter-Cultural Association of Victoria.

DISCUSSION:

The Office of the Seniors Advocate of British Columbia produced the report, Priorities for
BC Seniors September 2016 which highlights the foundational richness of Canada’s
indigenous and ethno-cultural diversity of backgrounds reflected in the seniors’ population.
The report presents the following recommendations specific to culturally-sensitive care
provision':

! The Office of the Seniors Advocate. 2016. Priorities for BC Seniors. Accessed Electronically,
https://www.seniorsadvocatebe.ca/app/uploads/sites/4/2016/10/Council-Of-Advisors-Federal-Submission.pdf
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e Through its mandate on multiculturalism, the Federal government should consider
explicit expectations in its provision of Federal transfer payments to provinces.

e [Initiatives include supporting the training of care providers in relation to different
cultural norms, attitudes, beliefs and values.

e Governments must also work together to ensure that culturally appropriate
patient-centred care across all sectors of the health system is the norm.

e Culturally sensitive care must consider food, religion, customs and cultural traditions
that will improve patient well-being that, in turn, will lead to faster healing times and
more optimal use of health care resources.

Section 3 of the BC Multiculturalism Act states that it is the policy of government to:

“(g) recognize the inherent right of each British Columbian, regardless of race, cultural
heritage, religion, ethnicity, ancestry or place of origin, to be treated with dignity, and

(h) Generally, carry on government services and programs in a manner that 1s sensitive and
responsive to the multicultural reality of British Columbia.”

The ethnicity of British Columbians is widely varied. The scheduled release of the
“Immigration and Ethno-cultural Diversity, Housing, Aboriginal Peoples’ Report in
October 2017, is highly anticipated as a significant source of current information about
ethnicity and culture. Presently, the most accurate information which reflects the ethnicity
of British Columbia’s population is available from, The 2006 Mandatory Census — by
selected ethnic origin, The 2011 Census by Metropolitan Area - By count, percentage
distribution and relative ratio of total, immigrant and recent immigrant population by major
city, and The 2011 Census by Metropolitan Area - Visible minority population and top three
visible minority groups, selected census metropolitan areas, Canada.

Within BC, the Provincial Health Services Authority has developed an Indigenous Cultural
Safety Training Program designed to increase knowledge, enhance self-awareness, and
strengthen skills of those who work directly and indirectly with Indigenous people. Health
authorities have made cultural safety training a priority for employees, physicians,
contractors, students, community support professionals, and volunteers to complete the
training. Health Authorities work in partnership with agencies and ethnic groups to deliver
culturally appropriate care in areas of significant diversity, i.e. — China Town Care Center in
Victoria, BC.

ADVICE:

Awareness of cultural diversity is an essential element in the design and delivery of seniors
care across British Columbia. For diversity to bring strength, it must be valued and integrated
into care practices and philosophy. The report recommendations support the need for
education and policy leverage the diversity in the seniors’ population in British Columbia.

Program ADM/Division: Sharon Stewart, Primary and Community Care Policy

Telephone:250 216-9748

Program Contact (for content): Kathy Chouinor, Ministry of Health

Drafter: Kathy Chouinor, Strategic Advisor, Seniors Services, Primary & Community Care Policy
Date: September 18, 2017

20f2

Page 358 of 358 HTH-2017-73839 S1



Sihgh, Jasmyn H

From: Kang, Anne S-17

Sent: ’ Manday, September 18, 2017.3:35 PM

To: . Singh, Jasmyn HLTHEX - ' N
Subject: - RE: Senior's Guide in Farsi )

Hi Jasmyn,

Bowinn is the MLA of Vanco uver Londsdale, which has a high population of Fari spea'kers. Do we have any Senior's

Guide in Earsi? Or, would the _‘m'infst_ry cons?derincreaSEUg- the -aifa'ilability of translated guides?

" Thanks for looking inte this,
Anne Kang -

From: Ma, Bowinn
Sent: Friday, September 15, 2017 856 P
Tox.Kang, Anne 517

Subject: Senior's Guide In Farsi:

T A e i e e s e L o B s PV e e hat

HkAnne,

I'm woridering if the Senlor’s-Gui;ie'can e transtated to F_a,rs_i. Arelyou able to find out?
In vour servica,

Bawinn Ma, MLA

North Vancouver-Lonsdale
SkvexwiiTmesh-ylh Tembew & sallbwatadt tamage

Cffice:G04-981-0033 |-Direct: 604-921-0042 | 5-221'W. Esplanade Ave; Narth Vaneotver; BE, v7i) 513 | BawinManitA, ca
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. o : 7
l'-'ro_m: ' Kang, Anrie ® _
Sent: . Saturday, July 22, 2017 3:05 M
To: Singh, Jasmyn PREM;EX
Subject: Wednesday meeting
RiJasmyn,

‘Min. Dix has spoken to me about a possible Wedn’e‘sd_ay meeting and a schedule withrthe agenda, That way | can be
better informed of which Part-of the meeting ('should be part of and when to arrive in Victoria,

Keep in touch~ _ :
Tharnks for setting up the meeting :}

Anne Kang.

Sent from my'iPhone
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