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Executive Summary

Introduction

In recent years, in part due to Canada’s aging population, there has been a growing recognition
across the country of the need to provide appropriate and affordable health care services for
seniors. In addition, there has been an increasing emphasis placed on the provision of innovative
health care services for the elderly.

For the purposes of this study, “continuing care” represents the whole system or continuum of
services that address, over an indefinite and long-term period, the health, social and personal care
needs of seniors. These services include facility-based care as well as community-based or home-
based care delivered to individuals with demonstrated need. These services may be delivered for
a short term or over a relatively long and indeterminate period.

The objectives of this study were to:

1. gather documentation on recent initiatives in community-based and facility-based
continuing care for seniors in all provinces and territories

2. identify the features of best-practice models of continuing care

3. review information on recent initiatives to document the elements of best practice that
have been adopted

Methodology

Information was gathered using a comprehensive five-page mailed questionnaire. This
guestionnaire was designed and administered for the purposes of collecting descriptive information
regarding continuing care initiatives. It asked for a description of the program, its model, approach
and any formal and informal evaluation that may have been done. Also, opinions on the key
features which constitute a best-practice model were solicited.  Approximately, 1,000
qguestionnaires were distributed to the different regions based on 1996 population data from
Statistics Canada. Of the questionnaires mailed, 151 responses were received.

The report includes information only on agencies or programs who responded to the
survey. The qualitative responses express the views of the respondents and do not
necessatrily reflect provincial or territorial policy or actual developments in a particular
jurisdiction.



Features of Best-Practice Models

Six common features of best-practice models of continuing care identified by respondents
are, in ranked order:

. Consumer/Client Focus: the degree to which the client’s right to provide input into service
planning is recognized and the extent to which services are relevant to the client’'s needs

. Coordination and Integration : the ability to provide uninterrupted, coordinated service
across programs, practitioners, organizations and levels of service, over time

. Efficiency and Flexibility : achieving the desired results with the most cost-effective use
of resources as well as the degree to which the program, service, or organization is capable
and flexible

. Program Assessment and Evaluation : a measure of outcomes consisting of collecting
information to inform decision-making and assess the effectiveness of strategies and
programs

. Education : the level of staff competence and ensuring that the knowledge and skills of the
service provider are appropriate to the service being provided for the delivery of quality care

. Access : the ability of the individual to obtain services at the right place and at the right
time, based on respective needs

These features have been adopted or are in the process of being implemented by a majority of
respondents. Other features were identified by a low number of respondents.

Evaluation

The report also includes an analysis of evaluation methods. Over half (62%) of respondents
reported to have some method of assessment or evaluation in place. Three types of evaluation
were identified:

Client Satisfaction
. Overall Services Evaluation
. Efficiency and Effectiveness Measurement



Program Challenges

In the questionnaire, organizations were asked to identify the greatest difficulties and challenges
facing their programs. Seven challenges identified by respondents are, in ranked order:

. Resource Limitations were identified including lack of funding, staff and other program
resources. Over half of the respondents identified resource limitations as one of the major
challenges facing program development and delivery.

. Public Expectations are often greater than the program is capable of meeting. Clients
often have a very different perception of “entitlement” versus “need” which makes reductions
in hours or program services difficult to implement.

. Geographical factors were most often identified by the rural programs as a challenge to
program delivery. Weather conditions, large service delivery areas, and inadequate
transportation options make the delivery of programs difficult and impede the cost-
effectiveness of programs.

. Lack of Understanding Regarding Continuing Care can result in inadequate funding
support and a small client base. A lack of public awareness regarding continuing care
choices can make it difficult for some programs to attract a large client base.

. Increased Complexity of Needs and higher acuity levels were identified by questionnaire
respondents as a challenge to program development and delivery requiring programs to be
more complex and usually more costly.

. Resistance to Change is an added challenge in program delivery that must be addressed.

. Political Environment and Provincial Control of Programs and Services was identified
as well. Programs and services are subject to the changes in health and social services
budget pressures. Changes at the government level affect organizations and consequently,
the clients.

This is the final report of the Identification of Innovative Best-Practice Models of Continuing Care
for Seniors project. The information should be of assistance to planners, practitioners, researchers
and policy makers regarding innovative best-practice models of continuing care for seniors. It is
hoped that this report will aid seniors in achieving increased independence and a better quality of
life.
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1.0 Introduction

1.1 Background

For the purposes of this study, “continuing care” represents the whole system or continuum of
services that address, over an indefinite and long-term period, the health, social and personal care
needs of seniors. These services include facility-based care as well as community-based or home-
based care delivered to individuals with demonstrated need. These services may be delivered for
a short term or over a relatively long and indeterminate period.

In recent years, because of Canada’s aging population, there has been a growing recognition
across the country of the need to provide appropriate and affordable health care services for
seniors. In addition, there has been an increasing emphasis placed on the provision of innovative
health care services for the elderly.

The Canadian Home Care Association (CHCA) has been contracted by Health Canada to review
initiatives in various models of continuing care for seniors across the country and to identify best-
practice models for delivering high quality continuing care services for seniors in a cost-effective
manner.

1.2 Objectives
The objectives of this report are threefold:

1. To gather documentation on recent initiatives in community-based and facility-based
continuing care for seniors in all provinces and territories. These initiatives include
new approaches to the delivery of health and social care, as well as initiatives that
offer a multi-sectoral approach to support and care, addressing needs in the area of
health care, social support, housing and transportation.

2. To identify the features of best-practice models of continuing care.

3. To review information on recent initiatives to document the elements of best practice
that have been adopted.

The focus of the report is on models and programs of care rather than innovations regarding
specific procedures. The report includes a description and contact information for the initiatives
identified through the research as well as a description of the features of best-practice models of
continuing care for seniors.



1.3 Methodology

A comprehensive five-page mailed questionnaire was designed and administered for the purposes
of collecting descriptive information regarding continuing care initiatives (see Appendix | for a
sample). It asked for a description of the program, its model, approach and any formal and informal
evaluation that may have been done. Also, opinions on the key features which constitute a best-
practice model were solicited. Where available, documentation was requested. The questionnaire
was approved by the Federal/Provincial/Territorial Seniors Working Group on Continuing Care prior
to being administered. Due to the nature of questionnaires, it should be stressed that the
information included in this report is based on provider self-report, rather than a critical third party
review.

The names of key contacts in continuing care were suggested by experts in all provinces and
territories. These contacts include:

. Provincial and Territorial Ministries of Health and Social Services
. Home Care Programs

. Home Care Provider Agencies

. Long-Term Care Facilities and Nursing Homes

. Geriatric Centres

A list of respondents may be found in Appendix II.

The questionnaire was translated into French and the French version was sent to Quebec
organizations. All other organizations were advised that the questionnaire was available in French.

The questionnaire was pre-tested, sampling fifteen organizations representing home care
programs, regional health boards/authorities and long-term care facilities to ensure clarity of the
questions. Follow-up calls were made to these organizations to determine any difficulties in
understanding the questions as well as to predetermine the length of time required for
guestionnaire completion. Final minor revisions were made to the questionnaire based on this
follow-up. The responses to the pre-test formed the basis of the first draft of this report. Roughly
one-third of the pre-test questionnaires were returned, which was acceptable considering the length
and complexity of the questionnaire. However, almost all organizations commented that they
required significantly more time then was initially allotted to complete the questionnaire.

Following the pre-test, approximately 1,000 questionnaires were distributed by mail and fax.
Distribution was split by regions based on 1996 population data from Statistics Canada. Table 1-1
shows the distribution of questionnaires mailed to the various regions.



Province/Territory | Provincial Population % of Canada’s Distribution of
(thousands) Population Questionnaires
Newfoundland 563.6 1.86 19
PEI 137.2 0.45 5
Nova Scotia 947.9 3.13 31
New Brunswick 762.0 2.52 25
Quebec 7,419.9 24.40 244
Ontario 11, 407.7 37.67 377
Manitoba 1,145.2 3.78 38
Saskatchewan 1, 023.5 3.38 34
Alberta 2,847.0 9.40 94
British Columbia 3, 933.3 12.99 130
Yukon 31.6 0.10 1
NWT 67.5 0.22 2

Table 1-1: Distribution of Questionnaires by Population

In addition, assistance was received from New Brunswick to distribute additional questionnaires
beyond the budget limitations. As well, further funding was received from Health Canada to collect
additional responses. These responses have been added to this report. Of the questionnaires
mailed, 151 responses were received. Roughly 15% of the questionnaires mailed were returned,
which is understandable given the comprehensiveness of the survey and the length of time required
for its completion.

Data is tabulated in this report using one of two presentation methods: when data is quoted as:
“percentage of respondents” or “percentage of those surveyed”, thenit is the fraction out of the total
number of surveys. When it is quoted as “percentage of responses” then it is the fraction out of
the total number of responses. Due to multiple responses to some questions, the total number of
responses may be much greater than the total number of surveys.

Also note that some of the respondents submitted more than one survey,; these
respondents are only listed once in Appendix Il although the additional numbers are
reflected in the tables.

The Federal/Provincial/Territorial Seniors Working Group on Continuing Care reviewed the firstand
second drafts of this document and their comments have been incorporated into this final report.



The report is intended to assist planners, practitioners, researchers and policy makers regarding
innovative best-practice models for continuing care for seniors. It is hoped that this report will aid
seniors in obtaining increased independence and a better quality of life.

The report includes information only on agencies or programs who responded to the
survey. The qualitative responses express the views of the respondents and do not
necessatrily reflect provincial or territorial policy or actual developments in a particular

Jurisdiction.

1.4 Respondent Statistics

This section breaks down the distribution of the respondents to the questionnaire. Information has
been tabulated on two criteria: provider type and regional representation. Further information on
all the respondents may be found in Appendix I. Table 1-2 summarizes the distribution of
respondents according to the type of provider.

Type of Provider Number of Respondents
Regional Health Authority 38
Provincial/Territorial Ministries of Health and Social Services 7
Home Care Program 23
Home/Continuing Care and Facility Provider 83
Total 151

Table 1-2: Distribution of Questionnaire Respondents by Type of Provider



Table 1-3 summarizes the distribution of respondents over the various regions targeted in the
guestionnaire mailing (see Table 1-1 above). The table also breaks down the distribution between
organizations which service primarily urban or primarily rural areas.

Region Number of Respondents
Urban Rural Urban/Rural Mix Total
Newfoundland 4 4 8
Prince Edward Island 1 1 1 3
Nova Scotia 7 7
New Brunswick 4 7 1 12
Quebec 9 9
Ontario 15 3 18
Manitoba 6 11 17
Saskatchewan 3 3 3 9
Alberta 22 7 29
British Columbia 32 4 36
Yukon 1 1
Northwest Territories 2 2

Table 1-3: Regional Distribution of Questionnaire Respondents

When classifying the respondents according to their regional distribution, the geographical area
of the respondent was also examined. If the program served predominantly a rural or urban area,
it was classified accordingly. However, as the provincial Ministries of Health and Social services
for PEI, New Brunswick, and Saskatchewan provide services to the entire province, they could not
be classified as primarily urban or rural but were instead classified as a mix of both geographical
areas.

Note that respondents from both British Columbia, Alberta and Ontario were predominantly urban
based. Manitoba, on the other hand, is more strongly represented by rural regions.
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2.0 Best-Practice Models: Key Features

This section summarizes the key features that were identified by the questionnaire respondents.
The questionnaire was structured so as not to guide the respondents with prompted responses.
Instead, the questions were open-ended and responses were in their own words. Wherever
possible, in this and in following sections, the respondent’s wording has been maintained in the text
of the report.

Common themes emerged across the questionnaires and these have been grouped into the key
features included below. The degree of implementation of these concepts varied by organization
and by resources available. A section has also been provided that summarizes the distribution of
features identified by provider type, by per capita budget, by region, and by geographical area.

2.1 Consumer/Client Focus

The best-practice feature of Consumer/Client Focus is defined as the degree to which the client’s
right to provide input into service planning is recognized and the extent to which services are
relevant to the client’s needs. The goals and objectives for a client should include both his/her
desired outcomes as well as those of the professional.

This was stressed as the single-most significant best-practice feature with 60% of respondents
identifying consumer/client focus as a best-practice feature of continuing care services.

The respondents interpreted this feature as the requirement of the organization to respond to client
needs and feedback. This may occur either through an individual’s input into a care service plan,
or by the implementation of entire new programs in response to community needs and demands.
Without this focus, services may become outdated, redundant or ineffective. The incorporation of
this feature results in more compliance and satisfaction on the part of the client and the family.
Quiality of care is usually enhanced by clientinvolvement and empowerment. Furthermore, several
organizations have stressed the need for culturally sensitive service provision and have also had
to hire or train staff to acquire a sufficiently diverse linguistic background for the organization.

Implementing this feature requires some form of collecting and evaluating client feedback. This
can range from casual feedback such as listening to unsolicited verbal comments to more
structured methods such as formal questionnaires, quantitative evaluations, and focus groups. To
be effective, the evaluation program must be ongoing and the organization must be flexible enough
to respond to changes. More information on program evaluation is included in section 3.0.

11



2.2 Coordination and Integration

Coordination and integration is defined as the ability to provide uninterrupted, coordinated service
across programs, practitioners, organizations and levels of care, over time. Of the respondents
26% identified coordination and integration as a best-practice feature.

Some organizations have adopted this feature by increasing the number of “in-house” services they
provide. Most, however, prefer to specialize in an area and establish links to other professionals
for care that falls outside their capabilities. This may also allow for cost-sharing between the
disciplines in some cases. This feature is often measured by the reduction of duplication among
organizations and the degree of coordination of services with other health organizations. If one
organization is incapable of providing all services, it may make transdisciplinary or multisectoral
alliances to ensure seamless provision of services.

Coordination and integration allow services to be more consistent across regions and require good
communication between the different levels and disciplines of the health care sector.

2.3 Efficiency and Flexibility

Efficiency and flexibility were identified as a key feature of a best-practice model by 21% of
respondents. These respondents interpreted efficiency as a quantitative measurement of cost
against various performance indicators. Ongoing monitoring of these indices allowed for program
planning, adjustments, and improvements. Some organizations did not use a specific index but
instead implemented a streamlined administration, such as a single management system.

Efficiency is defined as achieving the desired results with the most cost-effective use of resources.
It also involves the degree to which the program, service, or organization is capable and flexible.
In general terms, this is the overall goal of a best-practice model.

Flexibility in the organization was also stressed, and was taken to be the ability to respond to
changing client demographics and needs; changing government policy and funding; and changes
in the health care sector. The system implemented has to be capable of responding to new
program demands or requirements in a timely fashion.

2.4 Program Assessment and Evaluation

Program assessment and evaluation is defined as a measure of outcomes against stated
objectives. This consists of collecting information to inform decision-making and assess the
effectiveness of strategies and programs. After the data is collected, it must be analyzed and
assessed to be put into an useful format.

Program assessment and evaluation were identified by 19% of respondents as a best-practice
feature and were interpreted in two ways by the respondents. Some respondents interpreted
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program assessment as the means through which consistent indicators for service, support, risk
and placement are achieved. Program assessment ensures that there is an appropriate
determination of need and that the services which are provided are most suited to those needs.
The majority of respondents, however, defined this feature in terms of the measurement of
outcomes relative to the resources consumed in order to make the best use of resources.
Respondents also stated that the overall program and the services provided should be regularly
evaluated.

Assessment methods vary according to the resources available from very casual and sporadic to
highly quantified and formalized procedures. The most effective processes are usually found when
evaluations are formalized and scheduled. Some areas that are included in the evaluation and
program assessment are the services provided; client satisfaction; program efficacy; and skills and
abilities of staff. Program assessment and evaluation were seen to be important to ensure
consistency and quality of services.

2.5 Education

Education is defined as the level of staff competence and ensuring that the knowledge and skills
of the service provider are appropriate to the service being provided for the delivery of quality care.

Education was identified by 11% of respondents as a best-practice feature. In addition to the
required skill level of providers, respondents included the necessary provision of ongoing education
and support by supervisors as integral to the best-practice feature. Staff competence also assists
in the avoidance of risks.

In addition to ensuring that the staff is competent, there are additional aspects that may require
training such as language and cultural skills; ensuring providers are familiar with the goals and
services offered by the program; and ensuring that the public is aware of the range of services
offered by the organization.

2.6 Access

Access is defined as the ability of the individual to obtain services at the right place and at the right
time, based on respective needs.

Access was identified by 11% of respondents as a best-practice feature. Respondents felt that
this feature requires complete accessibility of services and, specifically, single-point entry to the
services provided by the organization. Single-point entry is, in effect, “one-stop shopping” to the
services provided by the organization. It was identified as important in coordinating the efficient
and effective utilization of services and also for pre-screening cases. Efficiency is improved by
eliminating duplication and unnecessary care. Note that single-point entry does not imply single-
method entry: there may be a variety of ways to enter the system, but they are all managed through
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a single conduit. Other comments included the need to provide services at the right time and place.
Therefore, this feature includes timely access to services and the portability of some services.
Further, access to services should be based on identified need and the potential for a positive
outcome. Access to services must provide for a comprehensive range of services that are
coordinated and are allocated based on consistent criteria.

2.7 Other Identified Best-Practice Features
A very low number of respondents identified the following additional best-practice features:

. Communication: 1t is important that effective communication exist between providers and
recipients, between government and the private sector, and within organizations.

. Respite for Caregivers. Without funding for respite, family caregivers burn out and clients
are placed in higher cost facilities. If the client is to be cared for at home, it is essential to
provide structured respite for caregivers.

. Consistency. Organizations must be consistent in terms of application of policies as well as
in the provision of care.

. Information Management System: Such a system is necessary to assist with the
management of clients and resources.

. Level of Care Classification. Having a consistent care level classification allows for the
comparison of clients across service delivery components, by level of care.

. Case Management. Case management ensures that there is regular monitoring and review
of client needs and that, as needs change, care plans are adjusted to ensure that there is
a continuing match between the needs of the client and the care provided.

. Marketplace Competition: Respondents felt that a certain amount of marketplace competition
ensures the best quality of service at the best price. However, respondents felt that this
competition should be kept to a minimum.

. Research-Based Programs: Programs and projects should be research and evidence based.
Prior to a program’s implementation, research should be conducted to examine activities in
other communities and other methods of service delivery. The choices made by
professional practitioners in continuing care must be based on research-based principles.

. Equity: Resources must be distributed fairly among the community and among the program’s
clients.

14



. Innovation: As resources become increasingly limited in the face of rising demands,
continuing care programs need to be increasingly innovative in their methods of service
delivery.

. “De-institutionalization” of facilities: Long-term care providers must work to counter the
perception of institutional living: a sterile cold environment where residents have no choices,
freedoms, liberties or enjoyment of life. Institutions should be made more “home-like”.

2.8 Summary of Responses
Table 2-1 shows the distribution of key features as identified by type of provider.

Most respondents identified only those best-practice features that had already been
implemented as part of their program.

Key Feature Provider Type

Regional Provincial/Territorial Home Home/ Total

Health Ministries of Health and Care Continuing Care
Authority Social Services Program and Facility
Provider

Consumer/ 21 (40%) 5 (28%) 12 (41%) 52 (42%) 90
Client Focus
Coordination/ 9 (17%) 4 (22%) 8 (28%) 19 (15%) 40
Integration
Efficiency/ 8 (15%) 1 (6%) 3 (10%) 20 (16%) 32
Flexibility
Assessment/ 9 (17%) 2 (11%) 4 (14%) 13 (11%) 28
Evaluation
Education 2 (4%) 2 (11%) 12 (8%) 16
Access 3 (6%) 4 (22%) 2 (T%) 7 (6%) 16
Total 52 (100%) 18 (100%) [ 29 (100%) 123 (100%) 222

Table 2-1: Key Features by Provider Type

This table indicates that consumer/client focus is the most frequently identified best-practice feature
by all types of providers. It is almost always followed by coordination/integration. Access was
identified as a best-practice feature most often by the Provincial/Territorial Ministries of Health and
Social Services.
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Table 2-2 shows the distribution of key features by per capita budgets.

Key Feature

Per Capita Budget

$500-$1,000 $1,001- $2,501- $5,001- $10,000+ Total
$2,500 $5,000 $10,000

Consumer/ 14 (45%) 8 (35%) 10 (34%) 5 (28%) 17 (41%) 54
Client Focus
Coordination/ 7 (23%) 4 (17%) 6 (21%) 2 (11%) 5 (12%) 24
Integration/
Efficiency/ 4 (13%) 4 (17%) 5 (17%) 4 (22%) 5 (12%) 22
Flexibility
Assessment/ 4 (13%) 3 (13%) 4 (14%) 5 (28%) 7 (17%) 23
Evaluation
Education 1 (3%) 1 (4%) 1 (3%) 1 (6%) 5 (12%) 9
Access 1 (3%) 3 (13%) 3 (10%) 1 (6%) 2 (5%) 10
Total 31 (100%) 23 (100%) 29 (100%) 18 (100%) | 41 (100%) 142

Table 2-2: Key Features by Per Capita Budget

Many of the respondents were unable to provide a per capita budget figure. This was partly due
to insufficient data systems which prevented the separation of budget figures for the continuing

care program from the total organizational operating budget.

Client and consumer focus was the most frequently identified best-practice feature across all
budget ranges.

Education was only rated strongly as a best-practice feature by organizations in the upper budget

range.
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Table 2-3 shows the distribution of key features identified by region.

Region Key Feature

Consumer/ |Coordination/ | Efficiency/ | Assessment/ | Education | Access Total

Client Focus Integration Flexibility Evaluation
NF 4 (21%) 5 (26%) 3 (16%) 5 (26%) 1(5%)| 1(5%)| 19 (100%)
PEI 2 (29%) 1 (14%) 1 (14%) 2 (29%) 1(14%)| 7(100%)
NS 6 (50%) 3 (25%) 1 (8%) 2 (17%) 12 (100%)
NB 5 (29%) 1 (6%) 2 (12%) 3 (18%) 5(29%)| 1(6%)| 17 (100%)
QC 5 (63%) 3 (38%) 8 (100%)
ON 9 (32%) 6 (21%) 5 (18%) 4 (14%) 2(7%)| 2 (7%)| 28(100%)
MB 11 (42%) 5 (19%) 5 (18%) 2 (8%) 3 (12%)| 26 (100%)
SK 2 (50%) 1 (25%) 1(25%)| 4(100%)
AB 7 (16%) 7 (16%) 5 (11%) 1(2%)| 3 (7%)| 44 (100%)
BC 23 (46%) 7 (14%) 6 (12%) 7 (14%) 4(8%)| 3(6%)| 50(100%)
YK 1 (33%) 1 (33%) 1 (33%) 3 (100%)
NWT 1 (25%) 1 (25%) 1 (25%) 1(25%)| 4(100%)
Total 90 40 32 28 16 16 222

Table 2-3: Key Features by Region

While still scattered, it is apparent that client/consumer focus is considered the most significant
factor in almost all regions.

The key features of coordination and integration and program assessment and evaluation were also
highly ranked.
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Table 2-4 shows the identification of key features by respondents according to the geographical
area served.

Key Feature Geographical Area
Urban Rural Urban/Rural Mix Total
Consumer/Client Focus 62 (42%) 26 (40%) 2 (20%) 90
Coordination/Integration 27 (18%) 12 (18%) 1 (10%) 40
Efficiency/Flexibility 20 (14%) 11 (17%) 1 (10%) 32
Assessment/Evaluation 20 (14%) 6 (9%) 2 (20%) 28
Education 12 (8%) 3 (5%) 1 (10%) 16
Access 6 (4%) 7 (11%) 3 (30%) 16
Total 147 (100%) 65 (100%) 10 (100%) 222

Table 2-4: Key Features by Geographical Area

The best-practice features of client/consumer focus and coordination and integration were both
seen to be important in roughly the same proportion in urban or rural settings. The urban/rural mix
responses were more scattered.

The top two responses split with approximately the same ratio between urban and rural
organizations.

Urban areas identified education as a best-practice feature more often than the rural areas. It may

be that education is emphasized more in urban areas, as a significant proportion of the education
recommended was cultural or language training.
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3.0 Program Evaluation

As discussed previously, over half (62%) of the respondents reported to have some method of
assessment or evaluation in place. These methods ranged from infrequent or very casual (i.e.
waiting to hear a complaint from a client before acting) to detailed and quantitative evaluations (i.e.
outcome measurement). The following sections examine these methods more closely. In general,
three methods of evaluation were identified by respondents.

3.1 Client Satisfaction

Client satisfaction is perhaps the most valued measure. Of those respondents using an evaluation
method, 84% measure client satisfaction. Some systems are very informal with client satisfaction
measured by the number of complaints received over a given period. A large number of smaller
organizations determine client satisfaction by “talking to the clients”. More often, client satisfaction
is measured through questionnaires. Some methods are more rigorous, encompassing random
polling and focus groups. Some respondents attempt to gauge this with quantitative data such as
the number of client transfers to other facilities or weighted formulas combining complaints,
compliments and licensing non-compliance reports.

3.2 Overall Services Evaluation

Of those respondents using an evaluation method, 12% seek accreditation with provincially or
nationally recognized bodies and agencies in order to obtain a third-party evaluation of programs.
As part of the accreditation, some ongoing evaluation may also be required. Other organizations
(26%) stated that they have implemented a quality improvement program and use this formalized
structure to monitor the effectiveness of their programs. Several respondents (52%) use yearly
program reviews and evaluations, occasionally combined with internal or external audits, in their
evaluation process. These reviews also determine whether the programs and services meet all
currently applicable licensing, quality assurance and accreditation standards.

3.3 Efficiency and Effectiveness Measurement

Efficiency and effectiveness usually require some quantitative measures of performance which are
most often derived from some type of cost per unit of service formula that has significance to the
area of operation of the organization. The four most common measures identified were chart audits
(18%), readmission to hospitals (16%), length of stay (15%) and admission to long-term or acute
care facilities (14%). Other measures reported were costs per patient day, staff-to-client ratios, and
the number of problems (eg. number of issues raised in geriatric assessment). The measures of
interest seem to be dependent upon the focus of the organization. Not all organizations seek to
quantify the effects of their programs, whereas some have a far more structured and regular system
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for reporting these indices. Annual reviews and reporting are common methods (52%) for most of
these measures.

3.4 Summary of Evaluation Methods
Table 3-1 shows the proportion of respondents who have evaluation procedures in place, broken

down by region. Table 3-2 summarizes the proportion of organizations using evaluation methods
by provider type.

Province or Territory Percentage of Respondents Using an
Evaluation Method
Newfoundland 2 (25%)
PEI 2 (67%)
Nova Scotia 4 (57%)
New Brunswick 4 (33%)
Quebec 3 (33%)
Ontario 13 (72%)
Manitoba 7 (41%)
Saskatchewan 4 (44%)
Alberta 22 (76%)
British Columbia 31 (86%)
Yukon 0 (0%)
NWT 1 (50%)
Total 93 (62%)

Table 3-1: Regional Distribution of Respondents Using an Evaluation Method
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Type of Provider Percentage of
Organizations Using an
Evaluation Method
Regional Health Authority 19 (50%)
Provincial/Territorial Ministries of Health and Social Services 4 (57%)
Home Care Program 13 (57%)
Home/Continuing Care and Facility Providers 57 (69%)
Total 93 (62%)

Table 3-2: Distribution of Organizations Using an Evaluation Method by Type of Provider
British Columbia, Alberta, PEI, and Ontario respondents have largely implemented formal

evaluation methods. Home/Continuing Care and Facility Providers were the most likely to have
implemented a formal evaluation program.
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4.0 Program Challenges

In the questionnaire, respondents were asked to identify the greatest difficulties and challenges
facing their programs. From the questionnaires received, seven challenges emerged as the most
commonly identified.

4.1 Resource Limitations

More than half (62%) of the questionnaire respondents identified resource limitations as one of the
major challenges facing program development and delivery.

Inadequate funding was the most common form of resource limitation identified. As a result of
inadequate funding for continuing care services, a great deal of effort is expended by programs and
organizations in fighting for current and future funds. Establishing and operating programs during
health care cutbacks has been challenging in promoting the credibility and justifying the program’s
need. Limitations in terms of available staff to administer and deliver the program as well as
shortages of other program resources ranging from medical equipment to office supplies were also
cited as difficulties. Staff resources that are available are often stretched to the limit and many
programs are forced to rely on volunteers who are not always available.

4.2 Public Expectations
Of the respondents, 21% identified public expectations as a program challenge.

Increased public awareness and increased consumer activism, most notably in the seniors’ lobby
and the demands by the disabled, are putting pressure on continuing care for increased service
delivery and the delivery of more complex services. A number of the organizations identified public
expectations as a challenge to program delivery. Often the public expects a level of service which
the program is not capable of meeting. For organizations serving a diverse population, such as
Scarborough Community Care Access Centre, they not only have to face large demands for
service, but they must meet the demands of an extremely varied and multicultural population which
adds increased service pressures on the program.

When program cutbacks or changes to traditional service delivery are implemented, programs often
face consumer resistance. Clients often have a very different perception of “entitlement” versus
“need” which makes reductions in hours or program services that much harder to implement.
Community perception that the program is not doing enough, coupled with a lack of alternative
programs in the community, is a challenge to many providers of continuing care services.
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Not only are consumers demanding more services, but they are demanding more involvement in
the planning and delivery of services. In turn, continuing care must also become more accountable
to consumers.

4.3 Geography
Geography was identified as a program challenge by 20% of respondents.

Geographical factors were most often identified as a challenge to program delivery by the rural
programs. Service delivery areas are often extremely large making the delivery of programs
difficult, as well as impeding the cost effectiveness of the program. These large geographical areas
can be very stressful to the workers who cover them. Weather conditions, poorly maintained roads
and long travel times are very stressful to providers. Many providers who deliver services in remote
areas often suffer from feelings of isolation and a lack of peer support. The large area for
supervisors to cover often means that staff are not adequately supervised which increases the
requirement for well-trained and educated staff. Such staff are often difficult to obtain in rural,
remote areas particularly when pay rates remain low and thus can not act as an incentive to attract
highly skilled workers to the rural program. As well, transportation, both for staff and for clients,
is often a difficulty in the smaller communities.

4.4 Lack of Understanding of Continuing Care

Of the respondents surveyed, 19% felt that lack of understanding regarding continuing care
constituted a program challenge.

There is a lack of understanding about what continuing care is on the part of Canadians and a lack
of public awareness regarding continuing care choices. This lack of understanding is seen at the
government level as well as at the program level. Many of the Community Care Access Centres
(CCACSs) in Ontario that responded felt that care in the community was undervalued. It is not
understood and is thus very under funded. Further, it was felt that there is a lack of government
support for the role of the CCACs whereas hospitals are still favored by both private and public
funding sources.

Respondents felt that there is a lack of understanding regarding community services on the part
of clients as well. For example, many seniors still seek nursing home placement prior to trying
community-based options for care. Participation in programs is difficult as clients often have a
preference towards accessing a program or service offered in a facility rather than in the
community.

One respondent from the private sector went one step further and identified a lack of understanding
of the private sector providers as a program challenge. This respondent felt that the private sector
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was often perceived negatively in the area of health care. It was felt that the government and other
funding sources had a preference for public providers rather than private providers of services.

4.5 Increased Complexity of Needs

The increased complexity of client care needs as well as the higher acuity levels of clients were
identified by 19% of questionnaire respondents as a challenge to program development and
delivery.

As clients require increasingly complex and more intense levels of care, the programs to meet
those needs become more complex and also more costly. People are now being discharged from
the hospital sooner which means that the care required is more complex, for a longer period of time
and thus, is more costly to provide. As well, people are living longer with multiple chronic
illnesses.

New and improved technology is having an impact on the role of continuing care by making
increasingly complex care possible. The complexity of services now delivered by continuing care
has implications for workers as well as for the growing cost and risks entailed. As increasingly
complex tasks are undertaken, the required knowledge of the continuing care workers must also
increase. This impacts not only the cost of continuing care but also the need to educate and
provide educational training programs for workers.

4.6 Resistance to Change

Dealing with resistance to change was identified as a program challenge by 16% of the
respondents. This resistance is felt both by clients as well as other organizations in the health care
system. When the continuing care program is required to make a change, often as a result of one
of the aforementioned challenges, the clients are often very resistant to what they see as a
decrease in service or a change in the delivery model. Clients are also resistant to the
implementation of program user fees. Consequently, the program or organization is often impeded
from undertaking new and innovative approaches to service delivery.

In addition, many community programs are now being required to form partnerships with new, often
powerful organizations and groups who have traditionally not viewed the continuing care sector as
an equal partner. The lack of understanding about the nature of continuing care services in the
community on the part of hospitals and other facilities makes the formation of partnerships very
difficult. Facilities can be reluctant to give up control to the community care sector and resist the
change of service focus from the facility to the community level.
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4.7 Political Environment/Provincial Control of Programs and Services

The political environment in which continuing care operates is also a difficulty. Of the respondents,
13% felt that program delivery was made more difficult by this factor.

Changes made to government legislation and regulations are only in effect for as long as the
initiating government stays in power. This impedes the ability of continuing care to become a fully
functioning and integral part of the health system. As a result, the programs and services are
subject to the fluctuations of health and social budget pressures. Changes at the government level
affect the organizations and consequently, the clients. Many organizations felt that governments
did not always consider the impact that their policies had on clients. This continuing process is
often difficult to manage successfully.

The provincial control of continuing care was also identified as a challenge for program
development and delivery. Some respondents from the private provider agencies in New
Brunswick felt that the provincial control of home care has resulted in a preference for the provision
of services by public providers. This preference is reflected in a lack of funding and lack of
cooperation from funding sources.

In addition, regional managers of both continuing care and home care programs, who sometimes
want to develop their programs in different ways, felt that trying to implement provincial programs
through regional structures was frustrating. Itis more difficult to respond to regional needs when
programs are developed provincially. It is also more difficult to get consumer involvement other
than from special interest groups.
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4.8 Summary of Program Challenges

Table 4-1 below shows the program challenges identified by region. Percentages are based on
the number of program challenges identified. Many respondents identified more than one program
challenge.

Region Program Challenge
Resources Geography Public Understanding Complexity Change Political Total
Expectations of Continuing of Needs Environment
Care

NF 4 (29%) 1 (7%) 3 (21%) 2 (14%) 2 (14%) 2 (14%) | 14(100%)
PEI 3 (50%) 1 (17%) 1 (17%) 1 (17%) 6 (100%)
NS 4 (33%) 2 (18%) 1 (9%) 2 (18%) 1 (9%) 1 (9%) | 11(100%)
NB 7 (39%) 6 (33%) 2 (11%) 3 (17%) | 18(100%)
QC 6 (43%) 1 (7%) 3 (21%) 1 (7%) 2 (14%) 1 (7%) | 14(100%)
ON 14 (52%) 1 (4%) 3 (11%) 2 (T%) 3 (11%) | 3 (11%) 1 (4%) | 27(100%)
MB 9 (39%) 4 (17%) 7 (30%) 1 (4%) | 1 (4%) 1 (4%) | 23(100%)
SK 4 (29%) 3 (21%) 1 (7%) 2 (14%) 2 (14%) 2 (14%) | 14(100%)
AB 11 (21%) 8 (15%) 7 (13%) 10 (19%) 6 (12%) | 9 (17%) 1 (2%) | 52(100%)
BC 30 (44%) 5 (7%) 7 (10%) 2 (3%) 12 (18%) | 7 (10%) 5 (7%) | 68(100%)
YK 1 (50%) 1 (50%) | 2(100%)
NWT 1 (20%) 2 (40%) 1 (20%) 1 (20%) | 5 (100%)
Total 94 30 31 28 28 24 19 254

Table 4-1: Program Challenges By Region

With the exception of the Northwest Territories, a lack of resources was identified most frequently
as a program challenge faced by respondents. Respondents identified the lack of resources in
terms of funding, qualified staff and infrastructure.

A number of the respondents from British Columbia operating continuing care programs, many of
which are located within a hospital, identified physical inadequacies with the building as a
challenge to the program’s operation. A lack of resources prevented upgrades of the infrastructure
or the movement of the program to a new environment.

Respondents from British Columbia also identified a lack of resources on the part of the client as

a program challenge. As clients can often not afford to pay privately for a continuing care facility,
they experience the “trauma of not having the choice of facility placement suitable to the individual.”
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Many of the Community Care Access Centres (CCACSs) in Ontario also identified the lack of funding
as a difficulty in terms of a lack of transfer of funds from the hospital to the community care
envelope. These respondents felt that adequate funds have not been shifted completely to the
community setting despite the restructuring and cutbacks to the facility setting which have occurred
in Ontario. In addition, respondents reported that adequate funding has not been given to other
community services in Ontario which would have helped to relieve the pressure on the CCACs.
The problem has been further exacerbated by unanticipated costs which have occurred related to
the creation of the CCACs. Resource allocation is not meeting shifting demands.

A number of the respondents from smaller programs, many of which can be found in New
Brunswick and Manitoba, also felt that the long wait between proposal submittal and funding
approval made program development and delivery very difficult.

New Brunswick, Saskatchewan, and Northwest Territories felt that geography was a major
challenge. Interestingly, Manitoba, the region with the most rural respondents (who might be
thought to be more affected by geography) did not mention this as a challenge.

Respondents in Manitoba, Alberta and Nova Scotia felt most often that a lack of understanding
existed in regards to the nature of continuing care. One respondent from Alberta felt that the
community does not see the continuing care unit as a place in which they would choose to live.
This continuing care program is working hard at changing the program’s image, de-institutionalizing
the facility, and making it more “home-like”.

The increased levels of client acuity and complexity of client needs was most often identified by
respondents from PEI and British Columbia. Some respondents in British Columbia linked this
difficulty to the challenge of the political environment of continuing care. Respondents felt that the
long-term care criteria for admission in British Columbia emphasized an illness versus a wellness
model. It was reported that admission to continuing care requires that clients in British Columbia
have a chronic health illness. People are therefore not admitted in a proactive, health promotional
approach and continuing care clients often have very complex health needs.
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5.0 Recent Initiatives

A number of continuing care programs and services for seniors are the result of new, often
innovative, initiatives. This section highlights some of the more unique programs and delivery
models on a provincial/territorial basis. Contact information for these programs appears in
Appendix 1.

5.1 Alberta

Assisted Living - Frail Elderly
The Good Samaritan Society

The Assisted Living - Frail Elderly program was designed to provide a residential care replacement
model for traditional, facility-based continuing care facilities. The Good Samaritan Society’s
Assisted Living Model is based on the Oregon Model developed by Karen Brown Wilson. Wilson’s
assisted living is based on the premise of “normalization” in environmental and social settings. The
principles of choice, independence, privacy, dignity and individuality in a “homelike” environment
drive the program’s operations. Three concepts guide delivery of assisted living: shared
responsibility, bounded choice, and managed risk.

Shared responsibility requires that the individual participates in determining care needs and how
those needs should be met. Everyone involved in the support and care for the person, including
the person himself, is responsible for realistically contributing to meeting the identified needs
according to their own resources.

Bounded choice recognizes that individual wishes and wants may be beyond available resources,
may not be in keeping with the social milieu of the community, or may place the individual or others
at risk. Therefore, residents in assisted living are made aware of the expectations and resource
limits to their new community before agreeing to move in.

Managed risk recognizes the individual’s right to live at risk and the importance of negotiation. A
managed risk agreement is discussed and completed when the individual’s behavior or choices are
considered not to be in his best interests or when someone else may be harmed because of them.
The intent of the managed risk agreement is to determine if there is a risk, the degree of the risk,
and to whom, and then to modify the behavior or the context of the situation in the least restrictive
means possible.

The program has proved to be very successful in translating principles and philosophy into a

physical structure and program delivery as well as in the development of a Canadian program from
an American model.
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Carewest Day Hospital Program
Carewest Day Hospital

The Carewest Day Hospital provides a unigue service in the Capital Region Health Authority. As
an integral link in the continuum of care, the Day Hospital serves older adults living in private
dwellings, group homes or lodges. The Day Hospital's mandate is to provide short-term,
comprehensive assessment, and rehabilitation and treatment services by an interdisciplinary team.

The goal of the program is to improve client functional ability and level of independence and to
support caregivers through counseling, education and access to resource information. Every
attempt is made by the Day Hospital to ensure that supportive links are established to ongoing
community services prior to discharge. When gaps in service or lack of services for clients are
noted, the Day Hospital works to either stimulate development of the needed service or develops
the service.

Carewest Regional Seating Services Program
Carewest Regional Seating Services

This program provides specialized wheelchair seating assessments and fabrication of components
where required. The program is based on the belief that appropriate seating can promote quality
of life by enabling optimal independence, skin integrity, respiratory efficiency, and comfort. The
program uses a team approach with clients therapists, technologists, vendors, the care provider
and the family all involved in the decision making about the seating system. Services are provided
to those over the age of 18 with a physical disability requiring a specialized seating system.

Capable Seniors
Carewest Planning Centre

Serving seniors who have chronic diseases and/or disabilities but are not cognitively impaired, this
program recognizes the individuality and competencies of clients. The program provides ongoing
continuing care, housing and hospitality to seniors whose needs can not be met in their existing
location. Services include both personal care and professional services. The program has been
successful in increasing input from both residents and families and has led to the development of
a “care team” concept and model.
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Companion Care
Carewest

The goal of Companion Care is to provide alternate options to living in a traditional, institutional
care centre. The program was developed to provide a care option for individuals who are no
longer able to remain independent in the community even with good utilization of available service.
Persons in this situation who do not require high levels of professional service or supervision have
the opportunity as Companion Care clients to live in family-type environments in private homes.
Companion care homes are operated by individuals who will serve as primary care providers
providing 24 hour a day physical, emotional, and social support.

The program increases the range of choices available to continuing care consumers. The care
options it provides are more flexible and focus on promoting client independence, autonomy and
life-satisfaction at a cost that is significantly below that of institutional care.

Companion Care has been designed to:

. provide a program that is more flexible and responsive in appropriately matching care
consumers and care providers in the areas of values, expectations, interests, needs and
capabilities

. provide a quality service that:

- supports care consumer independence and autonomy
- enhances care consumer well-being, self-esteem and life-satisfaction; and
- protects care consumer safety, security and privacy

. promote more efficient, effective use of existing acute and continuing care facilities and
community support services

. reduces the demand for government supported continuing care facilities

. providing these services at a public cost that is less than institutional continuing care.

Companion Care recognizes and seeks to strengthen the rights and abilities of continuing care
consumers to exercise their autonomy and independence to the highest level of which they are
capable. It acknowledges their right to access care, environments and services that:

. enhance their well-being, self-esteem and life-satisfaction

. enable them to make informed choices and accept the associated risks

. protect their safety, security, and privacy; and

. are based on a commitment to quality teamwork, open communication and personal and

professional integrity and accountability.

These program principles, philosophy, goals, and strategies form the basis of the Program Logic
Model which guides the Companion Care program. The program has received very positive client
satisfaction ratings and has been seen to be a good alternative choice for those who are able to
participate in this option.
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Continuing Care Counsellor Program
Red Deer Community Health Centre

Implemented in 1996, the Continuing Care Counsellor works in both the facility and community
settings to provide counseling services to clients and/or families and caregivers in the continuing
care system, using a collaborative approach with members of the health team. Areas of
responsibility include client interventions, communication and liaison, and evaluation. The
Continuing Care Counsellor has been found to be extremely effective in dealing with client/family
related issues and is an effective part of the care team. The Counsellor has also been very
effective in reducing the workloads of other care team staff (i.e. home care case coordinators, long-
term care staff) by dealing with difficult family/client issues.

Fall Prevention Program
Mistahia Health Region

The Fall Prevention Program is a short term initiative by Mistahia Health Region. Operating until
March 31, 1998, the program was initiated in October, 1997 to increase the knowledge and strength
base of seniors regarding ways to prevent falls. The client base has been small, but enthusiastic
and the program has had success in focussing attention on the importance of prevention.

Holistic Model of Care
Beverly Centre for Long Term Care, Father Lacombe Adult Day Support Program

Both of these organizations use a holistic model of care which provides compassionate and holistic
care focusing on the quality of life as defined by the client. This model views the client as having
rights, responsibilities, and, above all, choices. Both organizations emphasize the independence
of the client and care plans are determined based on the perceived needs of the client. Focus is
also placed on the caregiver.

Maximum Access
Cold Lake Health Centre

Maximum Access is part of a demonstration project with Alberta Health, New Horizons and the
Federal Government. The purpose of the program has been to increase access to services and
programs for seniors by choices. Using a social model of care, rather than a medical model, the
program is aimed at allowing seniors to identify their own service needs as opposed to the health
care provider defining the senior’s needs.
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Native Heritage/Enrichment
Rosefield Centre

The Native Heritage/Enrichment program is aimed at allowing aboriginal medicinal
treatments/customs within the long-term care setting. All aboriginal seniors whose condition
warranted admission into the facility for twenty-four hour care are eligible to participate in the
program. Services provided include medicine man visits, sweet grass ceremonies, cultural cuisine,
cultural decor and an annual pow-wow. The program is based on the philosophy that healing
occurs in an environment that accepts and supports an individual’s culture and belief systems,
allowing inner peace and holistic health.

The program has resulted in greater cohesiveness within the entire community and between the
cultures. The residents are happier in their surroundings and native elders have felt honoured by
the opportunity to teach staff members their culture.

Provost Alternate Housing Project.
East Central Regional Health Authority 7

This project is based on a pilot project initiated in 1996 to explore alternative housing options to
meet needs of clients with lighter care requirements who could no longer be accommodated in the
decreasing numbers of long-term care beds. The proposal for the Alternate Housing Pilot Project
was based on the belief that the client must be free to exercise independence of choice and
decision making in the delivery of his/her health services and housing needs. The client’s health
requirements and housing choices should be met in such a way as to reflect the individualized
needs and to allow for responsible, negotiated risk-taking, as well as promoting the privacy and
dignity of the individual. Services are delivered within a group living environment, utilizing other
community programs to enhance quality of life and health status as well as maintaining and
promoting client independence.

Independence and choice are emphasized. Clients, who are able, are encouraged to make their
own beds and help out in the kitchen. Services are planned with the client and the family and
when, where, and how they are delivered is discussed and agreed upon. Clients participate in
recreation activities when they choose and are not pressured to do so if they decline. Meals are
offered with some flexibility and nursing visits and treatments are arranged based on the client’s
preference.

Both clients and families are very satisfied with the services received and with their opportunity for
input and choice. The project was successful in contributing to the downsizing of long-term care
beds and in the overall reduction of costs in the health care system. Although the number of clients
involved in the project to date are small, there are indicators of reduced reliance on institutional
living; delay or prevention of institutional placement; facilitation of discharge from hospital; and
assessment and referral to other community resources as a result of the program.
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Self Care Model
Population Health, East Central Regional Health Authority 7

The Seniors Wellness Program is a new program which was implemented in May, 1997. This
program is aimed at strengthening the community and improving the well being of seniors. The
strategy behind the program was to shift from a medical model which emphasizes “care of seniors”
to a self care model which encourages seniors to take control. Consequently, the seniors are
developing some innovative ways to address needs identified by their own community including a
safety program for seniors and a community kitchen.

Short Term Assessment and Rehabilitation (S.T.A.R.) Program
Peace Health Region

The S.T.A.R. program was developed in 1996 to provide a comprehensive interdisciplinary
assessment, and rehabilitation services in a continuing care setting for those individuals who no
longer require acute care services or permanent continuing care residency, but have short term
needs that exceed existing resources available through the Home Care program. The program
focuses on individuals who require convalescence from surgery or acute illness such as cardiac
rehabilitation or orthopaedic rehabilitation. It is also inclusive of individuals in an emotional,
financial or housing crisis. However, the program is available only to individuals aged 18 or older.

The program is intended to serve those individuals who are “almost home” and is based on the
model of:

. increasing time to provide a comprehensive and individual-centred assessment using an
interdisciplinary approach

. identification and utilization of resources to meet an individual’s needs while in the program

. promoting the effective and efficient use of acute and long-term care facility resources

. enabling individuals and families to make informed choices which promote quality of life

. managing services effectively and demonstrating accountability for the use of public funds

The program has proved successful both in terms of client satisfaction, but also in terms of
improved collaborative relationships and communication with other health disciplines involved in
the program. Marked cost savings have also been noted.
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Social Care Model - Cognitive Support Unit
Extendicare, St. Paul

Established within Westview Home, the Cognitive Support Unit provides an enhanced therapeutic
milieu for seniors in the facility with cognitive impairment. Implemented in 1996, this program is
based upon a social model of care and incorporates the philosophy that elderly, cognitively
impaired clients function best in a smaller, unstructured environment with individuals with similar
needs. The strategies and approach of the program are focussed on de-emphasizing structure and
providing an atmosphere of free-flowing activities. Emphasis is placed on tasks in which the
resident is both interested and capable of participating. Although the program did not make any
significant differences in the cognitive status of clients, staff have reported a decrease in
aggressive episodes between residents and towards staff, longer attention spans and less anxiety
on the part of clients, as well as improvements in overall client satisfaction levels.

Supportive Pathways Program
Carewest

This program is aimed at providing a client-centred approach to dementia care that includes
adapted living environments, focussed education for staff, and ongoing support for families.
Ongoing long-term services for clients with Alzheimer’s disease and other related dementias are
provided. Although the program managers have found it difficult to find good care models from
which to work, the program has been moving from a medical model to a more social model. As
well, both staff and family have reported satisfaction with the program.

Transitional Care
Allen Gray Continuing Care Centre

The transitional care program is designed to provide services to clients in the community who
require more services than Home Care can provide, but do not require acute care admission. The
target population for this program are the frail elderly with chronic conditions in acute exacerbation
such as Parkinson’s Disease, diabetes, pneumonia and those requiring wound management.

The Transitional Care program is a demonstration project which focuses on the provision of
services to seniors in a home-like atmosphere allowing them to recuperate and return to living in
the community. The majority of clients have expressed satisfaction with this program. The program
has also been successful in terms of cost avoidance as the provision of 24 hour care to deal with
the seniors’ health crises has proven to be more cost-effective than admission to a higher cost
acute care bed.
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Wedman Village Homes
The Good Samaritan Society

The purpose of Wedman Village Homes is to provide residential continuing care services to
individuals with Alzheimer's Disease or similar dementia as a replacement for facility-based
continuing care. The approach to care is a social model; the major premise being that the more
familiar the environment, the easier it is for someone with cognitive impairment to manage.

Wedman Village Homes was conceived as a non-institutional approach to Alzheimer’s care. This
residential care model “normalizes” the environment of individuals who have difficulty in interpreting
their world. The principles of care at Wedman Village Homes build upon an individual’'s remaining
life skills by encouraging them to perform familiar tasks in the home (eg. setting the table, doing
laundry, etc.). The low stress, familiar environment of a house setting allows for a blend of privacy
and socialization. The focus is on experiencing life as much as possible in the same manner as
it had been experienced prior to the onset of the disease. The small environment and consistent
staff allow the person to be “known” as an individual.

Care practices are tailored to the individual’s skills and personality. Within the approach to care,
activities are spontaneous and fitting the rhythm of a “normal” day. Assistance is given as needed,;
the approach individualized to the person’s situation at the time. There are no structured
therapeutic programs, but there are normal everyday and spontaneous activities supported by
creative staff to help the people who live there stay engaged with themselves, each other, and the
community around them. Trained staff pick up cues to problems and ask for help from experts
across the organization as the need arises.

5.2 British Columbia

Adult Day Program
Rocky Mountain Lodge

This program provides an opportunity for adults and seniors to participate in a social, health-related
program and provides respite to family caregivers. However, an additional goal of the Adult Day
Program is to introduce seniors to facility life. It is thought that this introduction helps with an easier
transition from home to facility placement should this move be planned for the future. Some of the
programs and activities provided include social events, educational programs, trips, bingo,
exercise, arts and crafts, family counseling, banking services, nutrition counseling, and medical
arrangements.

The program has been successful at allowing the individual to choose the degree of care they
receive while remaining independent in their own home.
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Community Busy Bus
Pleasant View Housing Society

This program is intended to provide transportation options to seniors and the physically disabled
for social recreation opportunities. The operation of this program has required a partnership model
to establish relationships with various groups and agencies who require transportation and who can
in turn assist with the operating costs.

Continuous Ambulatory Peritoneal Dialysis (CAPD)
Hawthorne Care Centre

This program was initiated in 1997 to provide facility placement for CAPD clients who are unable
to return to their homes following hospitalization. The program’s objectives are to reduce hospital
bed utilization through earlier discharge, to enhance facility service utilization by broadening skills
and education of R.N.s, to demonstrate positive client health outcomes by enabling the client to be
maintained on his/her treatment of choice, and to provide alternative living arrangements to CAPD
clients.

Although still in its early stages of development, the program has demonstrated significant cost
savings.

Foot Care
Durend Manor

A foot care program was recently initiated at Durend Manor to address the foot care needs of
seniors in the community. This program is based on the philosophy that prevention and health
promotion are major components of health care. Programs resulting in positive changes in health
habits play an essential role in enhancing functional health.

Grandfriends/Seniors Assisting and Guiding the Education of Students (S.A.G.E.S.)
Nelson & District Home Support

This program is intended to increase intergenerational program opportunities while providing an
appropriate volunteer program for seniors through which they can share their talents in the
community. Seniors work in seven different schools assisting students with school activities
including reading, math, baking, and crafts. The project provides an opportunity for younger and
older people to come together in a common bond of friendship.
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Heritage Village
Fraser Valley Health Region

Heritage Village provides residential and professional nursing care for seniors. The Multilevel Care
Facility Advisory Committee, formed as part of the planning process for Heritage Village,
researched the reasons behind seniors’ reluctance to be placed in a “nursing home”. It was
concluded that nursing homes were perceived as representing the worst aspects of institutional
living and resulted in a loss of liberty, choices, freedom and enjoyment of life by residents. The
vision of Heritage Village is that the resident is the centre of the healing circle and is thus the most
important person in the facility. All residents’ needs and choices are to be known and met by an
empowered staff, to the extent that this is possible within resources. All care and services are
resident-focussed and resident-directed. For those residents who can no longer speak for
themselves, the family or significant other is asked to be the “voice” in planning care and activities.
Values of respect, service, fun, cooperation, learning, integrity, and innovation are key.

The strategy undertaken by Heritage Village to achieve that philosophy began with a reevaluation
of the traditional organizational chart. It was noted that the client/resident did not even appear on
the chart but rather traditional organizational charts were headed by the Board and CEO who, in
fact, are farthest from the resident. Heritage Village redesigned its organizational chart into a circle
with the client at the centre and the Board in the outermost circle.

Dedicated teams were developed to work in specific “neighbourhoods” (units consisting of resident
rooms, bathing rooms, a utility room, kitchen, dining and activity area, courtyards, and decks).
Permanent lists of residents were assigned to providers to make the environment similar to a typical
family structure. Consequently, residents and their families quickly get to know their care providers.

Implementation of Reviews and Outcome Indicators
Capital Health Region

Although the program offered by Capital Health Region is still developing, program reviews and
outcome indicators are being implemented to improve efficiency and effectiveness. Standardized
reviews of client satisfaction are also being developed. Currently, client and community input is
gathered through questionnaires and feedback from clients and families, providers, and partner
agencies. Methods of improving the functionality of the placement system are also being
examined.
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Implementation of an Information System
Continuing Care - Okanagan Similkameen Health Region

The Continuing Care Division (CCD) of Okanagan Similkameen Health Region has recently been
able to work in partnership with the Kelowna General Hospital (KGH) to establish an integrated
information system. Three MEDITECH terminals were installed allowing linkage with the hospital
information system. Access to the MEDITECH system has allowed KGH staff to complete on-line
referrals to CCD; has enabled CCD nurses to reduce the amount of time spent on hospital liaison
tasks; has provided more timely and easier access to patient information; and has allowed e-mail
access to all staff. CCD now has access to client information on-line. Referrals are also performed
on-line. Movement is now being made towards having clinical charts on-line.

The implementation of this project has greatly enhanced the timeliness and accuracy of the client
information being passed between the home and the hospital. This project has proven to be a
successful, innovative effort to link up health service organizations.

Mobile Outreach to Caregivers
Trillium Lodge

The aim of this project is to support informal caregivers in the community. Ongoing services
include counseling, home visits, a resource library, support groups and volunteer services.
Episodic services provided include educational workshops, guest speakers, and an annual trade
fair. The program has been very successful with caregivers in the area.

Seniors One-Stop Information and Referral Centre
Nelson and District Home Support

This centre was designed by seniors, for seniors, and is intended to assist seniors in remaining in
their own homes with a variety of referral, information, and assistance services. Services include
telephone and information referral, a handy person’s registry, support group information, pension
information, income tax clinics and podiatry clinics. The program has been a success in saving
resources in the health care system by providing non-direct health care assistance and by acting
as a single source of information.

Spiritual Model of Care
Tabor Home Society

The Intermediate Care Home offered by Tabor Home Society is unique in that it is very strongly
based on a spiritual model of care. The program was driven by the needs of local Mennonite
Brethren (although people of all faiths are now served) and is based on the recognition of God as
the source of all life and hope. The program has been a success in that there have been many

38



quality of life successes wherein residents became happier, more active and embraced their faith
to help them cope with life changes.

Therapeutic Activation Program
Senior’'s Therapeutic Activation Program

The purpose of this program is to provide a recreational focus program for senior clients with
mental health problems. It is designed to facilitate the achievement of optimal improvement and
maintenance of health well-being and personal independence by enhancing cognitive, social,
emotional, and physical aspects of daily living.

The program has been successful in allowing clients to function at their maximum ability while
providing freedom of choice for participation in programs in a very cost-effective manner.

Transitional Care
Northcrest Care Centre

This program was initiated in 1998 to provide a cost effective, short term alternative to acute care
hospitalization that better meets the needs of the client target group. The program is aimed at
seniors who are medically stable and no longer require acute care services but do need further
short term care and intervention to regain function and return to their pre-hospital setting. The
Transitional Care Unit (TCU) provides a multidisciplinary assessment and ongoing treatment for
patients who meet admission criteria. These patients may be waiting placement or require longer
term rehabilitation with a goal of returning home. The TCU is also expected to reduce readmission
to acute care, to decrease the number of clients who are placed in Intermediate Care facilities or
Extended Care beds because of premature assessment of their long term care needs, and to
demonstrate an integrated model of care that involves the family physician, community and allied
health care professionals in decision making and case management for the individuals who are
referred to the TCU.

The program is based on a co-management model which ensures effective collaboration in the
interest of optimal client care and ensures an efficient system which avoids duplication of roles or
activities. Initial feedback indicates a high level of client satisfaction; however, the program is still
quite new and will continue to be evaluated.

VISTA
Victoria Innovative Seniors Treatment Agency (VISTA)
VISTA is an innovative program for older adults experiencing day-to-day problems with the misuse

of alcohol and/or prescription drugs and elder abuse issues. VISTA believes that physical, social,
behavioral and spiritual factors interact in the experience of wellness. VISTA provides a senior
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specific rehabilitation service delivered with dignity and respect through the maintenance of a
holistic perspective, support of a variety of therapeutic methods, and a commitment to self-
determination, personal responsibility, and confidentiality.

VISTA promotes wellness within a threefold service mandate:

Outreach - VISTA counsellors will visit clients at home to provide a comprehensive assessment of
problems and strengths including elder abuse concerns and development of a personalized
treatment plan which will include counseling, advocacy, information, problem solving and client
specific support.

Residential Component - VISTA offers a limited residential component to complement the outreach
service.

Community Development - VISTA counsellors provide consultative services, conduct educational
workshops, and cooperate with prevention and self-help initiatives.

The length of both the outreach and residential components are determined by individual client
needs.

Young and Elderly Sharing School Project
Slocan Community Hospital and Health Care Centre

Young and Elderly Sharing School Project is an intergenerational project. As part of this project
a grade 5/6/7 class from a local elementary school attended regular school classes three days per
week in the intermediate/extended care wing of the Slocan Community Hospital and Health Care
Centre. The objectives of this project were:

. to encourage long-lasting, significant relationships between seniors and students by
providing opportunities for the two groups to interact in meaningful ways;

. to link the school and health systems in a way that is beneficial to the people in both the
systems;

. to impact positively on the residents’ health by providing opportunities to participate in an

empowering way through storytelling, assisting students with schoolwork, and by
participating in any or all of the students’ activities.

The major findings from this project were that the seniors and students became one community and
valued each other for the difference each person made in each other’s life.
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5.3 Manitoba

Block Care
Parkland Regional Health Authority

The purpose of block care is better client care in conjunction with more efficient use of resources.
The program is based on the approach that by grouping individuals requiring care, a greater
number of people can be serviced with the same resource base. This method of care has been
found to have greater efficiency in the deployment of the work force and greater cost savings.
Clients benefit because the workers are in the area for a longer period of time than if they served
only one individual and are therefore able to respond to needs as they arise. Service is also more
flexible for individuals.

Continence Promotion Program
Riverview Health Centre

A new program initiated in 1998, the Continence Promotion Program is a two phase-project.
Initially, the purpose of the project was to develop and implement a program, focusing on the
promotion and management of urinary and fecal incontinence for all clients of Riverview Health
Centre. The purpose of the second phase will be to extend continence promotion services to
clients living throughout Winnipeg.

The specific objectives of the project include all of the following:

. to provide continence rehabilitative services to all inpatients and day hospital clients at
Riverview Health Centre;

. to develop a continence resource library accessible to both the staff of Riverview Health
Centre and the general public;

. to provide education on continence promotion and management to clients, families, health
care professionals, and students;

. to conduct and support research initiatives regarding continence promotion and
management;

. to develop a continence support group(s) for clients and families living with urinary and/or

fecal incontinence.

This program meets the Centre’s philosophy of patient focused care.
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Night Respite Program
Riverview Health Centre

The Night Respite Program is to be initiated in April, 1998 to provide relief for caregivers living in
the community whose family members have difficulty sleeping and/or require care during the night.
The Night Respite Program will provide professional care for eight clients three nights per week
between the hours of 8:00 pm to 8:00 am. The program offers all of the following services:

. initial assessment of the client

. assistance with limited personal care activities

. development of an individualized care plan in collaboration with each client, family, and
Continuing Care Coordinator

. ongoing evaluation and monitoring of the client and care plan

. provision of an evening snack and light breakfast

. provision of quiet activities and socialization opportunities

. coordination of transportation to and from the program

. daily phone call reminders to each client and caregiver

. referral to other agencies and services as required

. family and primary caregiver support and referral

. intervention aimed at facilitating rest and sleep

. education for clients, family and the larger community

. dispensing medication for clients as required.

The program will continue to be evaluated through research to determine its effectiveness.

Supportive Housing
Lions Club of Winnipeg

Offered by the Lions Club of Winnipeg, Rimmer House is a new concept in supportive housing for
seniors with early to middle stage Alzheimer Disease and other memory disorders. This twelve unit
supportive housing option is the first demonstration project of Manitoba Health’s Supportive
Housing Services.

Rimmer House was developed in response to a number of needs in the community. Its purpose
is to provide alternative housing for twelve individuals who were previously maintained in hospitals;
or were living in the community at risk, in private residences with home care assistance; or were
residents in inappropriate housing facilities with inappropriate or inadequate services.

The objective of this project is to create a viable community alternative to institutions and people’s
own homes in order to provide increased access to needed quality care services while encouraging
greater participation and control in service provision, and ensuring respect for the individual in a
stable, safe environment that promotes independence. Residents participate in meal service,
laundry, cleaning and other homemaking skills, as well as in specialized programming that provides
mental, physical, social, spiritual, music, and art activities.
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Rimmer House is based on a social model rather than a medical model. Although cost savings
are still being evaluated, successes have been noted in terms of high satisfaction from staff,
families and clients, as well as providing more opportunity for clients to be as independent as
possible.

5.4 New Brunswick

McAdam Outreach for Seniors
Wauklehegan Manor Inc.

McAdam Outreach for Seniors, originally known as Project Outreach, began as a seven month
program designed to initiate and develop a program of services to assist area seniors and disabled
adults to maintain themselves in their own homes as long and as safely as possible. The main goal
of the program was to enlist and train a force of volunteers, under the direction of a paid
coordinator, to carry out the various services. Built on a philosophy of community care and ongoing
training, the program currently offers homemaker services, meals on wheels, wheels to meals,
whirlpool baths, telephone reassurance, a Lifeline emergency response system, a Red Cross
Equipment Loan Cupboard, foot care clinics and a nutrition program.

Positive Aging
Harvey Outreach for Seniors

Harvey Outreach for Seniors is a home support group which has been recognized for its innovative
approach. Harvey Outreach focuses on “positive aging”--a philosophy which encourages seniors
to look at what they can do as opposed to what they can not do. By focusing on activities to keep
the frail elderly active, these seniors are able to stay in their own homes as independently and for
as long as possible.

Harvey Outreach provides innovative services for seniors in a rural community, as well as a number
of outlying communities. Harvey Outreach believes that loneliness is one of the biggest issues
facing the senior population and one of the factors which inhibits seniors’ ability to “think young”.
To combat this, Harvey Outreach has implemented the Wheels to Meals program. Seniors are
taken to a central location in the community for a noon meal one day a week. Every other week,
some form of entertainment or activity is planned after the meal. Harvey Outreach is working to
develop innovative, cost effective programs to make the lives of seniors more active and
independent.
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Psychogeriatric Team
Fredericton Mental Health Centre

The aim of the psychogeriatric team is to address the mental health needs of seniors through
counseling, education, therapy, further referral and other appropriate interventions. This program
is unique in that it uses a team approach. The team leader (a part-time psychologist) does minimal
management and case conferencing and acts as a liaison with the Mental Health Centre’s
Executive Director. For the most part, there is team collaboration on education, case assignments,
intervention issues and priorities. Team building days are a new initiative being implemented as
well. The team has also begun to use computers which are helping to manage the information
better.

Staff Pay Incentives
Maritime Riley Home Care Inc.

Maritime Riley Home Care Inc. believes that the key to the successful provision of home care
services rests with the competence of the staff providing the care. Consequently, Maritime Riley
Home Care Inc. believes that challenging, motivating and rewarding employees is important. Not
only is extensive staff education and training provided, but staff are also rewarded for performance
and achievements. As a result, both staff and clients are satisfied.

5.5 Newfoundland

Continuing Care Service Coordination - Single Entry Model
Health and Community Services - Central, Eastern, St. John’s and Western Regions. Health
Labrador Corporation.

These organizations coordinate the continuing care services that they offer. Programs are
organized under a single philosophy and assessment and placement process. This process
provides for entry to a delineated range of services from a single coordinating point for assessment
and placement in the continuing care system. The focus is placed on the needs of the client rather
than on the needs of the service providers. Under this model, clients are placed in the appropriate
service consistent with assessed needs and along the continuum of care using a standardized
assessment. This process also emphasizes:

. the rights of individuals and their families to be responsible for their own decisions, to
participate in their care plan and to accept or refuse any service

. the right of individuals receiving services to have their physical, psychosocial and spiritual
needs considered when decisions are being made which will affect them directly or indirectly

. the right of individual agencies to ensure that the needs of an individual appropriately match

the services and resources that can be made available through their agency
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5.6 Northwest Territories

Senior Citizens’ Home Repair Program
Department of Health and Social Services

This program is designed to assist senior citizens who own and occupy their home to repair and/or
improve the condition of their present dwelling. The objective is to improve the living conditions
of senior citizens so they can remain independent in their own homes as they age. The assistance
comes in the form of a grant not exceeding $7,500.

Seniors’ Independent Living Strategy
Department of Health and Social Services

This strategy was developed to assist seniors in accessing affordable housing. It recognizes that
while housing shortages affect people of all ages, seniors, in particular, require special attention.
This strategy enhances the commitment to support individuals staying in their own communities as
they age and to promote the independence of seniors through the utilization of other support
programs such as home care. Under this strategy, subsidized rental housing is constructed for
senior citizens with the rent set at zero.

Seniors’ 1 800 Information Line
Department of Health and Social Services

This line is intended to provide access for seniors to get information and have questions and
concerns answered. The information line is intended to be a one-stop point for seniors, elders,
families, care providers, and community workers to access information and obtain needed referrals.
In the Northwest Territories, seniors are 60 years of age and over and elders are 50 years of age
and older.

5.7 Nova Scotia

Alternative Living Programs
Cape Breton Community Housing Association

The mandate of the Cape Breton Community Housing Association is to provide quality, community
based support and outreach programs for adult mental health services consumers in a non-
institutional environment. There are two alternative living programs operated by Cape Breton
Community Housing Association: 1) Supervised Apartments in which 1-2 residents share a home
and 2) Small Options in which 3 residents share a home. Hours of supervision can range from 2
hours a day in a Supervised Apartment to 8 to 24 hours a day in a Small Option Home.
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Community Outreach
Cape Breton Community Housing Association

Community outreach, which includes home care and a life skills program, is based on the belief that
a continuum of care aids in the prevention of the “revolving door syndrome” from the community
to a facility. Client-centred planning with outcome measurements is also conducted to achieve
optimum levels of independence. Each resident has an individual plan of care developed to meet
his or her needs in the rehabilitation process.

Development of Standards
Shannex Health Care Management

One of the major recent initiatives undertaken by Shannex Health Care Management has been the
development of standards including the first complete set of Shannex Manuals to guide the work
processes. Many of the programs participated in national accreditation with the Canadian Council
on Health Services Accreditation (CCHSA). As well, Shannex redesigned its performance
appraisal process with a focus on performance evaluation based on CCHSA standards and
behaviourial aspects of the job.

Eden Alternative
Scotia Nursing Homes Ltd.

The aim of this program is to promote a quality environment for clients and continuing education
for staff in a more client-focused facility. Eden Alternatives strives for a more home-like
atmosphere through pet therapy programs, horticultural therapy, the promotion of personalized
living space, as well as promoting and maintaining interaction among the client, staff, family, and
community. The promotion of spiritual well-being is also a large component of this program.

Group Homes
Cape Breton Community Housing Association

The aim of these homes is to provide a home environment for adults living with chronic mental
illness. By living in a group home, independent living and community integration are encouraged.
Ongoing care is provided in the areas of physical and mental health, supervision of medications,
social and spiritual well being, community integration, daily living skills development,
independence, counseling, encouragement, and support. The group homes are licensed to provide
services for up to nine residents in a caring learning environment and are staffed on a 24 hour
basis.
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Medication Assistance Program
Northwood Homecare

In 1996, Northwood Homecare developed a Medication Assistance program in response to the
reduction in the hours of professional-level home care covered by the provincial plan. This
reduction left many seniors to administer their own medication. Northwood Homecare now
contracts the Northwood pharmacy to dispense client medication in weekly batches of clearly
labeled bubble packs that guide the person through their medication administration hour by hour,
day by day. This program costs the client and the system much less than daily in-home nursing
assistance.

Sheltered Workshop
Skyline Enterprises

The Sheltered Workshop program is designed to provide meaningful employment for physically and
mentally challenged adults of all ages who are residents of the Adult Residential Centre. The
program includes classes in ceramics, knitting, and other crafts, as well as the operation of a thrift
shop and craft store which sells the products produced by the program participants. The program
concentrates on being client centred and on promoting independence and choices.

Staff Training Programs
Northwood Homecare

Northwood Homecare has developed a certificate home support worker course for all its employees
to ensure that it meets the growing need for home support with the highest possible level of service.
The three-step course is free of charge and is extremely comprehensive including training in body
mechanics and lifting techniques, precautions regarding HIV, disposal of needles, food preparation,
and safety.

In addition, Northwood Homecare supports its staff members with ongoing courses and 24-hour on-
call access to case managers and nursing supervisors. Northwood Homecare also conducts quality
circle meetings with staff, and is creating a home care workers’ support network. In addition to
providing educational and peer support to employees, Northwood Homecare instituted a new pay
scale in 1996 that makes its workers among the highest paid in such a traditionally underpaid
industry. By improving the quality of life for staff and compensating them well, there has been a
significant decrease in staff turnover. The resulting continuity of care means clients receive high
quality care.
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5.8 Ontario

Community Link/Aging in Place
VHA Health and Home Support Services

The purpose of the Community Link/Aging in Place program is to promote wellness, quality of life,
and aging in place for tenants in seniors’ apartment buildings. The services provided by this
program include ongoing information and referral, advocacy, supportive visiting, resource centre
services, and health promotion programming.

Under this program, a Services Coordinator, hired to work on-site in a large Hamilton Wentworth
Housing Authority building, works with both a team of homemakers assigned to the building as well
as a multidisciplinary team of other service providers. All residents are welcome to access the
services of the coordinator for information, referral, visiting, social and safety programs. This
enhanced community-linked homemaking service with an on-site coordinator recognizes the
interdependence of biological, social, psychosocial, and functional factors which place the frail
elderly at risk.

This program is broader than supportive housing which limits services to specific clients in a
building. The advantages of this model of service delivery are that all tenants are eligible to access
the program; the program provides an anticipatory model of care which is the cornerstone of
maintaining optimal health for seniors in the community and reduces the need for the more
expensive health care system; the program removes the silos of existing funding by pooling them
to provide the program; the program effectively links existing resources rather than adding another
layer of administration; and it provides for both paid and volunteer services within the building,
utilizing tenants as volunteers. This model is operating successfully in four seniors’ housing
authority buildings in Hamilton-Wentworth.

Fit to “Really” Live
Institute for Positive Health for Seniors Inc.

Fit to “Really” Live is an education and training workshop developed by the Institute for Positive
Health for Seniors Inc. (IPHS) for people who work to assist older, inactive adults in their daily
living. This program is aimed at training caregivers to motivate and help frail senior adults to regain
strength and flexibility though physical activities.

As a new program initiated in 1998, Fit to “Really” Live is still facing the challenges of inadequate
funding. However, this program has encouraged other community groups to launch similar projects.
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Information and Referral Services
Toronto Community Care Access Centre, Community Care Access Centre Niagara, Scarborough
Community Care Access Centre

Resource Centres have been established to house information and referral centres. Reference
material, information packages, pamphlets and computerized resources are offered to all residents,
regardless of whether they are admitted to the Home Care program or not. These services are
designed to assist in the development and enhancement of community access.

Partnerships
Community Care Access Centre of Waterloo Region, Community Care Access Centre of Peel,
Community Care Access Centre London Middlesex

The initiative to form partnerships is a common theme in Ontario. For example, Scarborough
Community Care Access Centre (CCAC) has moved to develop partnerships with other community
agencies and hospitals to participate in joint planning and shared service initiatives. The CCAC
in Peel has established partnerships with hospitals through its involvement with Quick Response
Teams, Respite Care programs and Hospital to Home initiatives.

Physical Activity Programs
Centre for Activity and Aging

The Centre for Activity and Aging (CAA) was established in 1989 as a research institution. The
mandate of the CAA is to investigate the interrelationship of physical activity and aging. CAA is
also mandated to translate research findings into strategies to maintain the aging population in
independent lifestyles and to maintain or improve the functional levels for those living in a more
dependent environment.

The CAA offers 16 in-house physical activity programs for its 400 participants. Most programs are
held three times a week and run for the entire year. The CAA has assisted with the development
of other community physical activity programs in low income housing, in urban and rural
communities, and in First Nation Communities.

Some of the training and education programs include:
The Senior’s Fitness Instructors Course (SFIC), a leadership course designed to teach adults to

become fitness instructors, has had over 500 participants to date with the majority of these
participants over 55 years of age.
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The Long-Term Care Physical Activity Workshop is an education training program for people
working with the frail elderly whether it be in a facility or at home.

The Home Support Exercise Program (HSEP) promotes specific exercises for the frail, homebound
elderly and introduces home care personnel to the implementation and maintenance of an exercise
program for their clients.

The Restorative Aides Education and Training Intervention was developed with the input and
direction of two local long-term care facilities. Components of this 36 hour course include transfer
and mobility training, a safe and effective eating program, and a communication and aging module
for both staff and residents.

Physical activity programs offered at the CAA include strength training, power walking, an arthritis
exercise program, an osteoporosis exercise program, and a T’ai Chi program.

Despite a lack of core funding, the CAA has successfully worked with communities to provide self-
sufficient physical activities programs for independent older adults and has successfully
implemented physical activity programs in long-term care facilities.

Request for Proposal
Ontario Community Care Access Centres

A recent initiative common to all Community Care Access Centres (CCACs) is the Request for
Proposal (RFP) system. Although the home care programs contracted for services in the past, the
province is moving towards a more open competition model for best quality and best price. In three
years, all direct services, except for case management, must be awarded through a RFP process.
Exemption is made if only one provider exists in the area and meets the requirements. RFPs with
similar guidelines are also required to contract for medical supplies and equipment.

This year and in the next two years, only a percentage of contracted services will be open to tender
so that those providers with a long history of service will have time to adjust to the increased
competition. Providers will be competing on new volumes as well as a portion of the current market
share.

RFPs will be used in order to purchase best quality of service delivery at best price. They help to

provide a standardized process for contracting services by the CCACs as well as for ensuring
quality requirements for service delivery.
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Shared Care
Community Care Access Centre of District of Thunder Bay, Community Care Access Centre for
the Eastern Counties

Shared Care is designed to provide flexible, frequent homemaking support in the most efficient
manner possible. Shared Care is offered in residences with a high proportion of seniors and
provides ongoing homemaking services through full-time homemakers available in the building at
all times. With this program, homemaking services are scheduled around the time required for
specific needs (i.e. one hour allotted to get up, dress and have breakfast, one-half hour required
later in the day for cleaning). In this manner, homemaking can be scheduled in blocks as short as
15 minute periods. This increases the frequency that the client can be seen. Clients can now be
seen for 15 minutes in the morning for help with a small task and still have time left for personal
care and laundry later in the day. Shared Care is a very efficient, cost-effective and flexible means
of delivering services.

5.9 Prince Edward Island

Seniors Assessment Program
PEI Health and Community Services Agency

The Seniors Assessment Program was developed and carried out in concert with a provincial
review and restructuring of services to seniors. The overall goal of the program is to enhance and
coordinate the assessment and delivery of services to seniors in PEI. This tool is intended to
identify the needs for service, support, or linking across the regional services. It identifies personal
risks that could impact on the health and well being of the client and provides discussion regarding
opinions and interventions. This program is proactive in that it identifies risks to prevent problems
before they occur. There are six components to the Seniors Assessment Program: geriatric
assessment, seniors assessment, healthy aging, health reform, cost effective and accountable
planning, and partnerships.

PEI Adult Day Care Program Needs Review
PEI Health and Community Services Agency

In order to help informal caregivers in their role, three main types of respite care have developed:
institutional respite, in-home respite, and centre-based respite care. To date, centre-based respite
care programs, better known as adult day care programs (ADCP), have received limited attention
compared to institutional and in-home respite care programs. Adult day care programs, however,
may be a viable alternative for both the dependent elders and their families who are caring for them
while living in a small community. Adult day care programs are cost-effective programs which allow
the informal caregiver a day off to rest or complete tasks they have not been able to do, and at the
same time allow a day of activity and socialization for the dependent elder participant.
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Although there are four models of adult day care programs, it has been identified that small
communities generally extract different parts of each model to form a more general “mixed model”
in an effort to care for a variety of individual needs in the community. During the development
stage of an adult day care program, a variety of issues need to be taken into account, including:
the facility, staffing, services to be provided, criteria for entrance, and the cost to be bourn to the
participant.

A student in the Masters in Health Administration Program at Dalhousie University has completed
a study of the types of Adult Day Care Programs across Canada, and has developed a “how to”
manual for small community groups preparing a proposal or for researching such a need for P.E.I.
This work will be distributed to the P.E.I. Regional Home Care offices and any interested community
development groups in P.E.I.

PEI Integrated Mental Health Response for Seniors
PEI Health and Community Services Agency

The goal of this project is to provide a protocol for early assessment, diagnosis and intervention
to seniors in order to earlier identify and diagnose depression and dementia, including Alzheimer’'s
Disease and other related disorders that negatively affect cognition in seniors. This will help to
determine the care and support needs; and to direct seniors and families to the education, planning
and support resources in their region and across the province.

This proposal is the result of the development and implementation of a screening and assessment
process for the P.E.l. Health and Community Services Home Care and Long Term Care sectors.
The implementation of a single or coordinated system entry, using the SAST!
Community/Continuing Care 1997 (copyright), has identified a need to develop additional
specialized screening and diagnostic protocol.

The incidence of depression, polypharmacy confusion, and dementia (including vascular, frontal
lobe, multiple drug use and interactions as well as Alzheimer’s Disease), has been targeted as a
large area of focus that requires a concerted effort from many sectors to earlier identify, diagnose,
and assist seniors, families, and caregivers (both formal and informal) to provide earlier support,
education and care planning.

The outcome clearly hoped for is early identification of seniors in need of assessment, diagnosis
and intervention, and to work collaboratively with these seniors, their families, and related
organizations to provide aresponsive, integrated, and coordinated approach between government,
voluntary and private sectors.

1 Seniors Assessment Screening Tool, Seniors Assessment Program, 1994-97, Veterans Affairs Canada

and P.E.I. Dept. of Health and Social Services.
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5.10 Quebec

Caregiver Support
CLSC Frontenac

A mutual support and assistance group for caregivers has been established. The lack of help for
caregivers had been a difficulty identified by the CLSC respondent. Family and volunteer
caregivers, and health providers, are imperative to the effective delivery of services for seniors.

Day Centre (Centre de Jour)
Henri Bradet Day Centre

The Henri Bradet Day Centre is targeted to seniors who have lost some autonomy due to physical,
cognitive, psychological and/or social reasons. The primary purpose of the program is to enhance
the client's and family’s quality of life through an interdisciplinary, therapeutic approach using
preventative and educational activities.

The Henri Bradet Day Centre is not based on a medical model but rather is based on the belief that
seniors are generally happier, more self-fulfiled and more content in the home environment. They
have the right to receive support services within the limits of available resources which enable them
to live at home as long as possible.

Further, the program is based on the philosophy of mutual respect between individuals, be it staff,
clients, or students/volunteers. Programs and services are organized to meet individual needs,
maintain dignity, and have the objective of fostering a sense of self-esteem, self-worth and the
healthy acceptance of limitations. The Day Centre recognizes the demands made on caregivers
and seeks to collaborate with them and other community resources to provide support and a sense
of community, and to provide the best possible quality of life for both the client and the caregiver.

5.11 Saskatchewan

Adult Day Program
Anderson Lodge

The Adult Day Program operated by Anderson Lodge was established in 1991 to provide services
for adults that will prolong and enhance their ability to remain as well and as independent as
possible. Aimed at mobile adults, this program focuses on the provision of emotional and spiritual
care in addition to physical care, the provision of nourishment, and the provision of relief to the
caregiver. Although still facing the challenges of limited space and a lack of washroom facilities,
the program has been successful in both providing relief to the caregiver and in preventing/delaying
institutionalization.
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Multidisciplinary Care Planning
Parkland Health District, East Central Health District

A common theme in the questionnaires received from Saskatchewan was multidisciplinary care
planning. By using this approach to the provision of services for seniors, better placement for long-
term care has resulted. Accessibility to services has increased and there has been a decrease in
waiting lists. Overall, client satisfaction has also improved.

Seniors Health and Continuing Care Program
East Central Health District

The Seniors Health and Continuing Care program was initiated in November, 1997. The purpose
of this program is to provide a client-centered, team approach to the provision of care coordination,
long-term care, home-based services and support services. Although still in the initial stages of
development, a leadership team has been organized with representation from various community
groups and clients. As well, a senior staff committee with representation from all areas of the
program has been established.

Single Point of Entry
Battlefords Health District

A major initiative of Battlefords Health District has been to combine all the continuing care services
(home care, long term care facilities, coordinated assessment units) into one program area to
ensure a single point of entry for consumers. In addition, this combination of services facilitates
service integration and promotes intersectoral involvement.

Some of the resulting benefits from this movement to a single point of entry have included a more

efficient use of institutional beds, some reduction in acute care bed utilization, and better
coordination of continuing care services.
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5.12 Yukon

Social Model of Service Delivery
Department of Health and Social Services

The Yukon Home Care Program attempts a multi-disciplinary, team approach in its delivery of
Home Care Services. This approach allows all components to be part of one program. Rather
than using a model which is primarily medically based, the program is based on more of a social
model. One of the unique features of the Yukon Home Care Program is its use of social workers
to their fullest potential. Social workers act as intake workers for all long-term and palliative care.
By using this structure, social workers can get involved before a crisis situation arises rather than
after the fact.
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6.0 Summary

This is the final report of the Identification of Innovative Best-Practice Models of Continuing Care
for Seniors Project. Revisions have been made to the report as requested by the
Federal/Provincial/Territorial Seniors Working Group on Continuing Care. Based on the
information obtained, the report should be of assistance to planners, practitioners, researchers and
policy makers regarding innovative best-practice models for continuing care for seniors. Itis hoped
that it will aid seniors in obtaining increased independence and a better quality of life.

Responses to the questionnaire have revealed six major themes as features of best-practice
models of continuing care: consumer and client focus, coordination and integration, efficiency and
flexibility, education, assessment and evaluation, and access. These elements have been found
to have commonality across organizations and either have been adopted or are in the process of
being implemented.

Respondents have identified seven major challenges to program development and delivery: a lack

of resources, the lack of understanding of continuing care, public expectations, geography, the
impact of the political environment, increasing complexity of needs, and resistance to change.
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Appendices

| Sample Questionnaire

INNOVATIVE BEST-PRACTICE MODELS OF
CONTINUING CARE FOR SENIORS

The Canadian Home Care Association (CHCA) has been contracted by Health Canada to review
initiatives in various models of continuing care for seniors across the country and to identify best-
practice models for delivering high quality continuing care services for seniors in a cost-effective
manner.

For the purposes of this study, “continuing care” represents the whole system or continuum of
services that address, over an indefinite and long-term period, the health, social and personal care
needs of seniors. These services include facility-based care as well as community-based or home-
based care delivered to individuals with demonstrated need for care, for a short term or over a
relatively long and indeterminate period.

Please take the time to fill out this questionnaire which has been designed to gather documentation
on recent initiatives in community-based and facility-based continuing care for seniors in all
provinces and territories. These initiatives include new approaches to the delivery of health and
social care, as well as initiatives that offer a multi-sectoral approach to support and care,
addressing needs in the area of health care, social support, housing and transportation. We are
interested in models and programs of care rather than innovations regarding specific procedures.
We also want your opinions about the features of best-practice models of continuing care (e.g.
quality, client focus, cost effectiveness, etc.)

The final report will include a description and contact information for the initiatives identified in the
research, as well as a description of the features of best-practice models of continuing care for
seniors. We encourage you to participate and to share this questionnaire with your colleagues so
that innovative programs and models are not overlooked.

Please answer the following questions and return the questionnaire, along with any additional
material you may wish to send, to Pamela Martin, CHCA, either by fax or by mail. If you would
prefer to receive this questionnaire in electronic format, please contact the CHCA. If you have
more than one program that you wish to highlight, please complete one questionnaire per program,
photocopying the original questionnaire as many times as required.

Thank you very much for your contribution to this project.

Aussi disponible en francais.

57



1. Your organization, its address, phone and fax numbers, e-mail address, and a contact person
for your continuing care program(s):

Organization:
Contact Person for Continuing Care Program(s):

Address:

Phone #: Fax#:

E-mail Address:

2. Name of your continuing care program for seniors:

3. Brief description of your continuing care program for seniors:

A) Starting date:

B) Purpose of the program:

C) Target population (age, condition, etc.):

D) Services provided (Note: please indicate if the services are ongoing or episodic):

E) Funding sources (e.g. Client pay/government subsidy):
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4. Please provide the following information regarding resources and clients served by your
continuing care program:

A) Annual budget for the program:

B) Number of seniors served by your program in a twelve-month period:

C) Resources required annually to deliver the program (staff, equipment, etc):

5. How did you determine the need for the program?

6. Describe the model (philosophy, values) upon which the program is based:

7. Describe the approach (strategies, organizational structure) taken by the program to achieve this
philosophy:
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8. Who was involved in planning your program?

9. Describe the successes in the program’s development (successes may include such
achievements as client/community involvement, multidisciplinary/multisectoral involvement,
creative ways to obtain funding, etc.):

10. Describe the difficulties (difficulties may include the lack of client/community involvement, lack
of support from other organizations/sectors, etc.) in the program’s development:

11. Describe the successes (successes may include such achievements as client satisfaction, cost
savings, etc.) in the program’s delivery:

12. Describe the difficulties (difficulties may include client dissatisfaction, unforeseen hurdles in
the program’s implementation, etc.) in the program'’s delivery:

13. How do you evaluate program outcomes against stated objectives?
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14. How do you obtain client/community input into ongoing program development?

15. Based on your experience, what do you feel are the key features of best-practice models in
continuing care? For each feature, please briefly explain why it is important to the model.

16. How does your program reflect the features of “best-practice” models in continuing care?
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17. Please provide any documentation you are able to share regarding your program, including any
evaluations that have been done as well as program objectives, descriptions, etc.

Thank you for taking the time to complete the questionnaire. Please return it, along with any
materials about your program that you wish to share, by fax or mail to:

Pamela Martin, Special Projects Officer
Canadian Home Care Association
17 York Street, Suite 401
Ottawa, ON K1N 9J6
tel: 613-569-1585
fax: 613-569-1604
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Il Respondents

Alberta

Allen Gray Continuing Care Centre
Daphne Daniels

7510 89 Street

Edmonton, AB T6C 3J8

Tel: 403-469-9606 x 229

Barrhead Long Term Care Facility
Martha Winchell

5336-59 Avenue

Barrhead, AB

T7N 1L2

Tel: 403-674-4506

Fax: 403-674-3003

Beverly Centre for Long Term Care
Sharon Cornick

1729-90th Avenue S.W.

Calgary, AB

Tel: 403-253-8806

Fax: 403-252-7771

Carewest

Companion Care

Carole Marshall

1011 Centre Avenue West
Calgary, AB T2E 0A3

Tel: 403-267-2972

Fax: 403-267-2995

Carewest

Supportive Pathways Program
Marlene Collins

6909-14 St. SW

Calgary, AB T2V 1P8

Tel: 403-258-7661

Fax: 403-258-7676

Carewest Day Hospital
Ruthella Graham
6909-14 St. SW
Calgary, AB T2V 1P8
Tel: 403-258-7659
Fax: 403-258-7681



Carewest, Glenmore Park
Denise Pacentrilli
6909-14 St. SW

Calgary, AB

Tel: 403-258-7667

Fax: 403-258-7676

Carewest Planning Centre
Capable Seniors

Janet Feuchlowanger

Dr. Vernon Fanning Centre
722-16 Avenue NE
Calgary, AB T2E 6V7

Tel: 403-267-2905

Fax: 403-230-6969

Carewest Regional Seating Services
Miriam Winstanley

722-16 Avenue NE

Calgary, AB T2E 6V7

Tel: 403-230-6926

Fax: 403-230-6969

Cold Lake Health Centre
Lakeland Regional Health Authority

Linda Grant, Head Nurse/Heather Armstrong,

Coordinator

314-25 Street

Cold Lake, AB T9M 1G6
Tel: 403-639-3322

Fax: 403-639-2255

Drumbheller District Health Services
Kathy Augey

Box 4500

Drumheller, AB

Tel: 403-820-7259

Fax: 403-823-5076

East Central Regional Health Authority 7
Home Care Program

Allison Lavers

4703-53 Street

Camrose, AB T4V 1Y8

Tel: 403-679-2900

Fax: 403-679-2929

East Central Regional Health Authority 7

Provost Alternate Housing Project

Myrna Frizell, Community Health Coordinator
#22, 810-14th Avenue

Wainwright, AB TOW 1J7

Tel: 403-842-4077

Fax: 403-842-3151

Extendicare, St. Paul
Steve Krim

4614-47 Avenue

St. Paul, AB TOA 3A3
Tel: 403-645-3375
Fax: 403-645-4290

Father Lacombe Adult Day Support Program
Dijana Vidra

332-146 Avenue S.E.

Calgary, AB T2X 2A3

Tel: 403-256-4641

Fax: 403-256-1669

Good Samaritan Society
4225-107 Street
Edmonton, AB T6J 2P1
Tel: 403-436-2720

Fax: 403-438-2395

Good Samaritan Society

Dan Wold, Program Manager, Assisted Living
Programs

Wedman House

10525-19 Avenue

Edmonton, AB T6J 6X9

Tel: 403-431-3600

Fax: 403-431-3795

Innisfail Health Centre
Carole Sim

5023-42 Street
Innisfail, AB

Tel: 403-227-7800
Fax: 403-227-4160

Mistahia Health Region
Betty McNaught

9728 Montrose Avenue
Grande Prairie, AB
Tel: 403-538-3981
Fax: 403-532-2477
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Newell Adult Support Program
Brooks Health Centre

Bag 300

Brooks, AB T1R 1B3

Tel: 403-501-3278

Fax: 403-362-6039

Peace Health Region
Cheryl Bacon

Box 6178

Peace River, AB T8S 1S2
Tel: 403-624-7260

Fax: 403-618-3405

Population Health, East Central Health
Authority 7

Seniors Wellness

Sharon Leibel/Dawn Bailey

4615-56 Street

Camrose, AB T4V 4M5

Tel: 403-679-2980

Fax: 403-679-2999

Red Deer Community Health Centre
David Thompson Health Region

Roy Koshy

Mental Health Consultant, Home Care
2845 Bremner Avenue

Red Deer, AB T4R 1S2

Tel: 403-341-2130

Fax: 403-346-2610

Rosefield Centre
Ruth Hampton
5023-42 Street
Innisfail, AB T4G 1A9
Tel: 403-227-6221
Fax: 403-227-7801

Two Hills Health Centre
Val Sebree

Box 160

Two Hills, AB TOB 4KO0
Tel: 403-657-3344

Fax: 403-657-2508

Two Hills Health Centre - Adult Day Support
Program

Tammy Shapka

Box 160

Two Hills, AB TOB 4K0

Tel: 403-657-3344

Fax: 403-657-2508

Wedman Village Homes

The Good Samaritan Society

Joyce Johnson, VP Continuing Care Services
200-9405-50 Street

Edmonton, AB T6B 2T4

Tel: 403-431-3600

Fax: 403-431-3795

British Columbia

Broader Horizons

Nelson and Area Health Council
Mary Audin

905 Gordon Road

Nelson, BC V1G 3L8

Tel: 250-352-2911

Fax: 250-352-7242

Capital Health Region
Susan Frizzell

841 Fairfield Road
Victoria, BC

Tel: 250-413-2303
Fax: 250-361-2089

Capital Health Region, Aberdeen Hospital
Paul Bingham

Manager, Facility Placement and Coordination
1450 Hillside Avenue

Victoria, BC V8T 2B7

Tel: 250-595-4321

Fax: 250-370-5612

Cariboo Health Continuing Care
Sue Graf

523 Front Street

Quesnel, BC

Tel: 250-992-4360

Fax: 250-992-4152
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Centennial Park Lodge
11861-99 Avenue

Surrey, BC V3V 2M3
Chilliwack Community Services
Lurline Ketler-Raposo

45938 Wellington Avenue
Chilliwack, BC V2P 2C7

Delta View Habilitation Centre
Jane Deviji

9341 Burns Drive

Delta, BC V3W 3N3

Tel: 604-596-8842

Fax: 604-596-8858

Durend Manor

Golden and District Health Council
Margaret Creighton

Box 1260

Golden, BC

Tel: 250-344-2514

Fax: 250-344-2511

Family Care Home
Heather Benn
3704-1654 Street
Vernon, BC V1T 3X8
Tel: 250-542-0758

Frazer Valley Health Region, Chilliwack
General Hospital

Heritage Village

Lona Munck, Program Manager

7525 Topaz Drive

Chilliwack, BC V3R 3C9

Tel: 604-858-1833

Fax: 604-824-1037

Hawthorne Care Centre

Shannon Trevor-Smith/Deb Sutherland
211 Hawthorne Care Centre

Port Coquitlam, BC V3C 1W3

Tel: 604-941-4051

Fax: 604-941-5809

Inglewood Care Centre
Oriel Morrison/Hazel Jamieson
725 Inglewood Avenue
West Vancouver, BC V7T 1X5
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Tel: 604-922-9394
Fax: 604-922-2709

Kinsmen Retirement Centre
Pat Kasprow, Administrator
5410-10th Avenue

Delta, BC V4M 3X8

Tel: 604-943-0155 x 301
Fax: 604-943-0947

May Bennett Home
Isabelle McCullock
965 Highway 33 West
Kelowna, BC V1X 1Y8
Tel: 250-763-6277
Fax: 250-763-6262

Moberly Park Manor
Linda Nixon

711 West First Street
PO Box 1570
Revelstoke, BC

Tel: 250-837-3147
Fax: 250-837-5720

Mcintosh Lodge Care Facility Ltd.
Sandra A. Cuthbert

45586 Mclntosh Drive

Chilliwack, BC V2P 7W8

Tel: 604-795-2500

Fax: 604-795-5693

Mountain View Lodge

Castlegar and District Hospital
Linda Moorlag

Director of Patient Care Services
709-10th Street

Castlegar, BC VIN 2H7

Tel: 250-365-7711

Fax: 250-365-2298

Mountain View Lodge
Marilyn Garcia

975 Murray Street
PO Box 717

Lillovet, BC

Tel: 250-256-7854
Fax: 250-256-7134
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Nelson and District Home Support
Mary Audin, Program Coordinator
Katie Hill, Volunteer Coordinator
905 Gordon Road

Nelson, BC V1G 3L8

Tel: 250-352-2911

Fax: 250-352-7242

Noric House intermediate Care
Mary Napier

1400 Mission Road

Vernon, BC V1T 9C3

Tel: 250-545-9167

Fax: 250-545-4980

Northcrest Care Centre
Mae Quon-Forsythe
6771-120th Street
Delta, BC V4E 2A7
Tel: 604-597-7878
Fax: 604-597-7805

Okanagan Similkameen Health Region
Continuing Care

Alice Mah Wren

1340 Ellis Street

Kelowna, BC V1Y 9N1

Tel: 250-868-7707

Fax: 250-868-7809

Parkholm Lodge
Virginia O’Brien

9090 Newman Road
Chilliwack, BC V2P 3Z8
Tel: 604-792-7121

Fax: 604-792-0262

Parkholm Lodge Adult Day Care
Carolyn Fryling

9090 Newman Road

Chilliwack, BC V2P 378

Tel: 604-792-7121

Fax: 604-792-0262

Peace Lutheran Care Centre
Ruby Johnson

9907-110 Avenue

Fort St. John, BC V1J 259
Tel: 250-785-8941

Fax: 250-785-2296

Pleasant View Housing Society
Judith Ray

7530 Hurd Street

Mission, BC V2V 3H9

Tel: 604-826-2154

Fax: 604-826-8671

Rocky Mountain Lodge
Joan West

20-23rd Avenue South
Cranbrook, BC V1C 5V1
Tel: 250-417-3503

Fax: 250-426-4817

Seniors’ Therapeutic Activation Program
Joan West, Manager

20-23rd Avenue South

Cranbrook, BC V1C 5V1

Tel: 250-417-3503

Fax: 250-406-4817

Slocan Community Hospital & Health Care
Centre

Sue Davis

Box 129

New Denver, BC VOG 1S0

Tel: 250-358-7787

Fax: 250-358-7117

Tabor Home Society
Jean Pearson

31944 Sunrise Crescent
Abbotsford, BC V2T 1N5
Tel: 604-859-8715

Fax: 604-859-6695

Trillium Lodge

Isobel Gemmell

Station 4, 102 E. Island Highway
PO Box 940

Parksville, BC V9P 2G9

Tel: 250-954-0596

Fax: 250-954-0594

Valley Home Support Society
Denise Moore
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203-31549 South Frazer Way
Abbotsford, BC V2T 1T8
Tel: 604-855-0776

Fax: 604-855-0779

Victoria Innovative Seniors Treatment Agency
(VISTA)

Marilyn Wright, Program Coordinator

2251 Cadboro Bay Road

Victoria, BC

Tel: 250-370-6638

Fax: 250-598-3486

Manitoba

Burntwood Regional Health Authority
Linda Sundevic

867 Thompson Drive South
Thompson, MB R8N 174

Tel: 204-677-7212

Fax: 204-677-6517

Churchill Regional Health Authority
Karen Rees

Town Complex

Churchill, MB ROB OEO

Tel: 204-675-8327

Fax: 204-675-2445

Gilbert Plains Health Centre
Joan Gryba

100 Cutforth Street

Box 368

Gilbert Plains, MB ROL 0XO0
Tel: 204-548-2161

Fax: 204-548-2516

Grandview Personal Care Home
Melodie Powell

Box 130, 308 Jackson Street
Grandview, MB ROL 0YO

Tel: 204-546-2769

Fax: 204-546-2207

Home Care Program
Isobel Salvail, Program Manager
Box 2560

Steinbach, MB ROA 2A0
Tel: 204-326-1363
Fax: 204-326-6520
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Interlake Regional Health Authority
Gerry Hamm

436-1st Avenue North

Stonewall, MB ROC 270

Tel: 204-467-5257

Fax: 204-467-5237

Lions Club of Winnipeg Housing Centres
Mary Janzen

320 Sherbrook Street

Winnipeg, MB R3B 2W6

Tel: 204-784-1240

Fax: 204-784-1241

Nor-man Regional Health Association
Continuing Care

Genevieve Haitsma

Regional Coordinator

204-143 Main Street

Flin Flon, MB R8A 1K2

Tel: 204-687-1752

Fax: 204-687-1662

Parkland Regional Health Authority
Ted Ems

Box 1028

Swan River, MB ROL 1Z0

Tel: 204-734-6605

Fax: 204-734-5629

Riverview Health Centre
Pat Johnston

1 Morley Avenue
Winnipeg, MB R3L 2P4
Tel: 204-478-6258

Fax: 204-284-9446

Ste. Rose General Hospital
Kathy McPhail

Box 60

Ste. Rose du lac, MB ROL 1S0
Tel: 204-447-2131

Fax: 204-447-2250

Ten Ten Sinclair
Managing Director
Milton Sussman

1010 Sinclair Street
Winnipeg, MB R2V 3H7

Tel: 204-339-9268
Fax: 204-663-1016

New Brunswick

Centre de Bénévolat de la Peninsule
Acadienne Inc.

Johanne Landry
Directrice

111 boul. St. Pierre Ouest
Caraquet, NB E1W 1B9
Tel: 506-727-1860

Fax: 506-727-1867
Fredericton Mental Health Centre
Psychogeratric Team

John Harvey

Victoria Health Centre

65 Brunswick Street

Fredericton, NB

Tel: 506-453-2131

Fax: 506-453-8766

Harvey Outreach for Seniors
Bev Weeka and Trudy Donahue
Harvey Station, NB EOH 1HO
Tel: 506-366-3017

Fax: 506-366-2927

Kent Senior Home Care Inc.
Jacqueline Beck

P.O. Box 192

Rexton, NB EOA 2L0

Tel: 506-558-4281

Fax: 506-876-8105

Le Havre Communautaire Inc.
Monette Richard

C.P. 118

Richiburte, NB EOA 2MO

Tel: 506-523-6790

Fax: 506-523-1992

Maritime Riley Home Care Inc.
Linda Riley

1216 Sand Cove Road

Saint John, NB E2M 5V8

Tel: 506-672-1943

Fax: 506-633-0168
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McAdam Outreach for Seniors
Dottie Tracy

Wauklehegan Manor Inc.
McAdam, MB EOH 1KO

Tel: 506-784-6308

Minto Services to Seniors, Inc.
Sharon Elliott-Thompson

P.O. Box 142

Minto, NB EOE 1J0

Tel: 506-327-6406

Fax: 506-327-9017

New Brunswick Extra Mural Program

Sandra Tingley

Department of Health and Community
Services

P.O. Box 5100 Carleton Place

Fredericton, NB E3B 5G8

Tel: 506-444-4406

Fax: 506-453-2958

Plaster Rock Meals on Wheels/Outreach
Valorie Briggs

P.O. Box 594

Plaster Rock, NB E0J 1WO0

Tel: 506-356-8332

Fax: 506-356-6041

Queen’s Central Community Board Services
Brenda Dykeman

Young’s Cove Road, NB EOE 1S0

Tel: 506-488-2599

Fax: 506-488-3037

V.O.N. Edmunston

Nicole Aube

55 Emmerson Street
Edmunston, NB E3V 1R9
Tel: 506-739-6318

Fax: 506-739-8732

Newfoundland
Avalon Health Care Institutions Board
Gail Downing

86 Highroad South
Carbonear, NF AlY 1A4
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Tel: 709-5596-2015
Fax: 709-945-5158

Health and Community Services - Central
Region

Dennis Brothers

143 Bennet Drive

Gander, NF A1V 2E6

Tel: 709-256-7969

Fax: 709-651-3556

Health and Community Services - Western
Region

Lisa Hoddinott

PO Box 156

Corner Brook, NF A2H 6C7

Tel: 709-637-5628

Fax: 709-637-5160

Health and Community Services - Eastern
Region

Home Support to Seniors Program

E.E. Lundrigan

Assistant Executive Director, Community
Health Client Services

PO Box 719

Bay Roberts, NF AOA 1GO

Tel: 709-786-7919

Fax: 709-786-0058

Health and Community Services - St. John's
Region

Ann Crowley

Continuing Care Manager

20 Cordage Place

St. John’s, NF A1B 4A4

Tel: 709-738-4927

Fax: 709-738-4832

Health Labrador Corporation
Theresa Dyson

Postal Station K

Happy Valley-Goose Bay
Labrador, NF AOP 1EO

Tel: 709-896-2611

Fax: 709-896-5415

Northwest Territories

Baker Lake Hospice Society
Baker Lake, NWT X0C 0AOQ
Tel: 867-793-2857
Fax: 867-793-2006

Department of Health and Social Services
Government of Northwest Territories

Dianne Mercredi, Consultant, Residential
Care Mary Jane Stewart, Consultant, Home
Care

Box 1320

Yellowknife, NT X1A 2L9

Tel: 867-873-7925/7403

Fax: 867-873-7706

Nova Scotia

Cape Breton Community Housing Association
Joan Crawley

Executive Director

93 Byng Avenue

PO Box 1292

Sydney, NS B1P 6K3

Tel: 902-539-0025

Fax: 902-562-5746

Nightingale Nursing Services
Geraldine Kempt

8 Edward Street

Dartmouth, NS B2Y 2P1

Tel: 902-465-9777

Fax: 902-469-9250

Northwood Homecare Limited
Sherry Shortliffe

2615 Northwood Terrace
Halifax, NS B3K 3S5

Tel: 902-425-2273

Fax: 902-421-6313

Scotia Nursing Homes Ltd.
Carol Bell/Sandra MacDonald
125 Knowles Crescent
Beaver Bank, NS B4G 1E7
Tel: 902-865-6364

Fax: 902-865-3582
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Shannex Health Care Management Natalie Diduch

M. Nette P.O. Box 215

6080 Young Street, Suite 602 St. Catharines, ON L2R 6S4
Halifax, NS B3K 5L2 Tel: 905-684-9441

Tel: 902-454-7499 Fax: 905-684-8463

Fax: 902-453-5412

Skyline Enterprises

Monika Wohlmuth

129 Scotia Terrace

Beaver Bank, NS B4G 1E7
Tel: 902-865-3956

Fax: 902-865-3582

V.O.N. Truro Branch
Jane Simm

201 Willow Street
Truro, NS B2N 479
Tel: 902-893-3803
Fax: 902-895-6559

Ontario

CCAC for the District of Thunder Bay
Donna Choma

Program Coordinator

1139 Alloy Drive, Suite 216

Thunder Bay, ON P7B 6M8

Tel: 807-345-7339

Fax: 807-345-8868

CCAC for the Eastern Counties
Denise Paquette

PO Box 329, Hwy 34 South
Alexandria, ON KOC 1A0

Tel: 613-525-1213

Fax: 613-525-3534

CCAC of London and Middlesex
Frances Ellett

50 King Street, 3rd Floor
London, ON N6A 5L7

Tel: 519-663-5332 x 2353

Fax: 519-432-1645

CCAC Niagara
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CCAC of Peel

Val Hendrickson and Marilyn Highfield
2207 South Millway, Suite 202
Mississauga, ON L3R 3R6

Tel: 905-608-1177

Fax: 905-820-3368

CCAC of Perth County
653 West Gore Street
Stratford, ON N5A 1L4
Tel: 519-273-2222
Fax: 519-273-2847

CCAC in Renfrew County
Ann Lemke

7 International Drive
Pembroke, ON KOA 6W5
Tel: 613-732-7007

Fax: 613-732-3522

CCAC Scarborough

Julie Foley

Executive Director

181-3050 Lawrence Avenue East
Scarborough, ON M1P 2V5

Tel: 416-229-5814

Fax: 416-229-1274

CCAC of Waterloo Region
Kevin Mercer

Executive Director

Box 1612, 99 Regina St. South
Waterloo, ON N2J 4G6

Tel: 519-883-2210

Fax: 519-883-2298

CCAC of York Region

Joan Philips

1100 Gorham Street, Unit 1
Newmarket, ON L3Y 7V1
Tel: 905-895-1334 x 610
Fax: 905-853-6297

Centre for Activity and Aging
Nancy Ecclestone

University of Western Ontario
London, ON N6A 3K7

Tel: 519-661-1603

Fax: 519-661-1612
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Hair on Wheels Professional Hair Services
Diane Perkins

19-1404 Rosenthal Avenue

Ottawa, ON K1Z 8H9

Tel: 613-729-9212

Institute for Positive Health for Seniors, Inc.
Gabriel Blouin

43 Bruyére Street

Ottawa, ON K1N 5C8

Tel: 613-562-6314

Fax: 613-562-6318

Sisters of Charity of Ottawa Health Services
VON, Ambulatory and Outreach Programs
Barbara Schulman

43 Bruyére Street

Ottawa, ON K1N 5C8

Tel: 613-562-6344

Fax: 613-562-4260

Ottawa Carleton CCAC

Christina Vocado Marchant

1223 Michael Street North, Suite 410
Gloucester, ON K1J 772

Tel: 613-745-5525

Fax: 613-745-6984

Toronto CCAC

Anne Wotjak

Manager Acquired Brain Injury/Strategic
Planner

250 Dundas Street West, Ground Floor, Unit
5

Toronto, ON M5T 272

Tel: 416-229-1011 x 2502

Fax: 416-506-9442

West Parry Sound CCAC
D. Kernahan

50B Seguin Street

Parry Sound, ON P2A 1B4
Tel: 705-746-9352

Fax: 705-746-4812

VHA Health and Home Support Services
Susan Hall

393 Rynall Road West

Suite 302

Hamilton, ON L9B 1V2
Tel: 905-389-1970
Fax: 905-389-2449

Prince Edward Island

Corrigan Lodge, Inc.
Noreen Corrigan

28 Hemlock Cr.
Sherwood, PE C1A 8E3
Tel: 902-894-7837

Home Care/Long-Term Care

PEI Health and Community Services Agency
Betty McNab

Consultant

16 Garfield Street, P.O. Box 2000
Charlottetown, PE C1A 7N8

Tel: 902-368-6130

Fax: 902-368-6136

Southern King’'s Health Region
Sandy McLean

PO Box 820

Montague, PE COA 1RO

Tel: 902-838-0950

Fax: 902-838-0774

Quebec

Henri Bradet Day Centre
Mona Beck

6465 Chester Avenue
Montreal, QC H4V 278
Tel: 514-483-1380

Fax: 514-483-4596

CLSC-CHSLD des Maskoutains
Carmen Messier

2650 rue Morin
Saint-Hyacinthe, QC J2S 8H1
Tel: 514-778-2572

Fax: 514-778-1799

CLSC Frontenac

Georges Rouleau
17, rue Notre-Dame Sud
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Thetford Mines, QC G5G 1J1
Tel: 418-338-3511
Fax: 418-338-1668

Saskatchewan

CLSC de Matane
Micheline Lavoie

349 Saint-Jérome
Matane, QC G4W 4G2
Tel: 418-562-5741
Fax: 418-562-9236

CLSC-CHSLD du Marigot
Jean-Pierre Fraser

1351 Boul. Des Laurentides
Laval, QC H7M 2Y2

Tel: 514-668-1804 x 220
Fax: 514-668-4988

CLSC NDG/Montréal-Ouest
Roz Shrier

2525 Cavendish Blvd.

Suite 285

Montreal, QC

Tel: 514-485-7811

Fax: 514-485-6406

CLSC Pierrefonds

Héléne St. Marseille

3675 Boul. Des Sources

Suite 201

Dollard-des-Ormeaux, QC H9B 2K4
Tel: 514-626-2572

Fax: 514-684-5492

CLSC Sainte-Foy-Sillery
Louisette Truchon

3108 chemin Sainte-Foy
Sainte-Foy, QC G1X 1P8
Tel: 418-651-2572

Fax: 418-651-5192

CLSC Samuel-de-Champlain
Madeleine Chevrier

5811 boul. Taschereau, bureau 100
Brossard, QC J4Z 1A5

Tel: 514-445-4452

Fax: 514-445-5535

Anderson Lodge
Karen Delong

76



150 Independent Street
Yorkton, SK

Tel: 306-786-0731

Fax: 306-786-0726

Battlefords Health District

Cathy Barnardo

Acting Director of Continuing Care
1092-107 Street

North Battleford, SK S9A 171

Tel: 306-446-6591

Fax: 306-446-4114

East Central Health District

Ken Wersch

Vice President, Seniors Health and
Continuing Care

P.O. Box 5027

Yorkton, SK S3N 374

Tel: 306-786-0104

Fax: 306-786-0151

Fort Qu’Appelle Indian Hospital Inc.
Box 300

Fort Qu'Appelle, SK SOG 1S0

Tel: 306-332-5611

Fax: 306-332-5033

Parkland Health District
Linda Berg

P.O. Box 427
Spiritwood, SK S0J 2MO0
Tel: 306-883-4258

Fax: 306-883-3300

Pipestone Health District
Box 970

Grenfell, SK SO0G 2B0
Tel: 306-697-4000

Fax: 306-697-2686

Saskatchewan Health

District Programs Division

Community Care Branch, Program Support
Roger Carriere, Director

3475 Albert Street

Regina, SK S4S 6X6

Tel: 306-787-5020

Fax: 306-787-7095

Yukon

Yukon Territorial Government
Department of Health and Social Services
Kathryn Secord

H4B, Box 2703

Whitehorse, YK Y1A 2C6

Tel: 867-667-3607

Fax: 867-393-6328
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