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Preamble

This report represents phase three of a four-phasecprophe phases were {@) draft
the tables and synthesis report; (2) seek review, eatibin of thenformation, and comment from
provincial-territorial represeatives;(3) obtain home care funding andlisation datafrom
provincial and territorial officials; and finally, (4) finalize the document for distribution.

Phase onestarted in May 1998 to expand on work done by the Canadian Home Care
Association (CHCAJor the National Conference on Home Care held March 8-10, 1998. Carol
Donovan, Mirdle Dumont-Lemasson and Maggie Wylie of Health Canada developgutdjest
framework, coordiated thenformation cokection and prepared the draft synthegmrewith
tables.

Assistance in phase one was gisovided by senior policy analysts in Health Canada
Regional Offices who prepared updated descriptiopsafincial and territorial home care
programs by building on the work done by the CHCA and consulting with provincial and
territorial representatives as needed. Maggie Wylie of the Regional Director General’s Office in
Edmonton coordiated this wrk and was assisted by Jasvinder Chana and David Muddle. These
descriptions were used along with a variety of other sources to develop draft tables of comparison
to be used for this report as appendices. The senior policy analysts who gtadieyere Mary
Fulton, Patricia-Anne C6té, Chatte bhnson, Patrick Munoz, Aruna Sehgal, Denise C6té,
Genevieve Félix, Judith Wood Bayne and Sandra Parkins.

Phase twocommenced with presentation of the paper to the Fedevairial-Territorial
(FPT) Advisory Conmittee on Health Servicesaking Group on Continuing Care at iteeting
on October 30, 1998. Members were asked to review and comment on the document. All 12
jurisdictions responded and provided additional information and chtidn of the content. Other
provincial represetatives who had contributed to tRertrait of Canada: An Ovetiew of Public
Home Care Programfor the National Conference on Home Care (March 1998) also provided
comments. Based on these comments from members of the working group and others, the paper
was revised. Draft #2 was distributed for review to the working grougaemdbed 998. Once
again, comments were receiviedm all provinces and territories.

Phase threewas condated in reponse to FPT Advisory @amittee on Health Services
Working Group on Continuing Care members who requested that proiterciadrial funding
and utilization dta be obtained and included along with the other dateass in sectioid.0. A
table requesting this information was developed and distributed to provincial and territorial
representatives on Janu@§, 1999. Draft #3 of the paper represented revisions to draft #2 and
the expanded funding andliztion data in sectior?.O of the paper and appendix 7.0. Draft #3
was tabled at the meeting of thenking group on April 15, 199%®hase fourallowed for a final
round of revisions, French translation, production and distribution.
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Members of the Advisory Gomittee on Health Servicesaking Group on Continuing
Care and others who reviewed the paper and provided information on the various drafts are listed
below. A thank you is extended to all those who assisted. This review process has allowed for
constructive discussion on common characteristics and goals of honpragens across the
country.

Comments and questions can be addressed to Carol Donovan at (613) 941-9966
(e-mail: Carol_@novan@hc-sc.gc.ca). The faoke number i§613) 957-3233.

Participants from the FPT Advisory Committee on Health Services
Working Group on Continuing Care and other reviewers of the paper
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Newfoundland
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Department of Health and Community Services
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Prince Edward Island
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Nova Scotia
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Department of Health
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New Brunswick
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Family and Community Social Services Division
Department of Health and Community Services
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Background

Health Canada and the province of Nova Scotia jointly hosted the National Conference on
Home Care in Halifax on March 8-10, 1998. At the conference, there was much discussion among
the broad represéation of Canadians who were present on what is neededfter develop the
home care sector as part of the health care system across Canada.

As background information for the conference, the Canadian HomeASsweiation
(CHCA) prepared &ortrait of Canada: An Ovetiew of Public Home Care ProgramBhis
Overviewgave us snapshots of all provincial and territorial programs in one report. It has served
to introduce people interested in home care to the various approaches useéastthin
jurisdiction.

This progct expands on theverviewwork by making comparisons across provincial and
territorial home care programs on individual descriptagtdrs in an effort to view where
provinces and territories hold approaches aadtares in comwn, as well as where they are
different. Through these comparisons, a picture for the country emerges to show developments
that have been achieved by all jurisdictions collectively. Specific modelgpnoazhes to
services delivery are viewed within the context of the various practices across Canada.

This paper describes the status of home frare a national pergztive. The paper isot
looking to define a single national program. Rather, the intent is to provide caceuntate
information within the parasters of theroject, and also to make comparisons asndasities,
differences and unique practices emerging across jurisdictions. This may help the reader to find
ideas to enhance individual programs while eesipg diverse aproaches and unique local needs
for clients and providers.

Objectives of the Project

This progct has three specific objectives which atdrassed in this paper and appendices
1.0 to 8.0. The obftives are to:

1. update angrovide more dtailed information on the descriptions of provincial and
territorial home care programs;

2. make comparisons across provincial and territorial prograreadmof eight
descriptive factors; and

3. describe a picture of home care programs for Canada by presenting how provinces

and territories are similar and how they are different in thmggr@aches and
developments in home care.
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First, updatednformation describing provincial and territorial home care programs was
gathered on eagtrovince and territory. Second, it was then incoaped into a framewrk of
eight factors that were used as the basis of descriptive comparison of provincial and territorial
home care programs: organization and goverealegislationprograms and services; eligjiy;
assessment and case management; coverage; fundingliaationt data and arrent initiatives.

This work is represented in the tables of descriptive summariesébprovince and
territory, done foeach of the eight factofsund in appendices 1.0 to 8.0 of this report. The
information draws upon a variety of sources toatpdand add to tharovided by provincial and
territorial representatives who prepared Begtrait of Canada: An Ovetiew of Public Home
Care ProgramgMarch 1998). This current paper involved provincial and territorial
representatives in the review and clarification of the content where nigdsthprovince and
territory. A synthesis for Canada emergesash of the eight factors is discussed and
developments in the provinces and territoillastrate the status of the factor across tbentry.

Each home carprogram is unique within its provincial and territorial jurisdiction.
Although public information is available @ach, the aggregation of the data is difficult as
national standards for terminology andtstical rgporting in this sctor do not currently exist.
General observations are rarely true for all programs. However, efforts have been made to verify
the accuracy of the information provided in the paper. For additional information on specific
programs and pctices, contact the ministry or department in the jurisdiction concerned.

Limitations

This description and discussion of home care in Canada is limifgrddgoams funded by
provincial and territorial governments. Rate sector home care angoplementary services are
not included in the report. Additional work is needed to understand the publidtepniix of
home and community care services that are available to people. Please note that the Nunavut
government was not yet established when this document was prepared.

This paper focuses on the kind of services that are available. It does not present a
complete picture of the “quantity” of services that are inclddedlients under home care
programs and the ways this variable is controlled.

Due to the variety of terms used and the differing categories of services to which they
refer in the various jurisdictions, it can be difficult to make inter-jurisdictional comparisons. Every
effort has been made in this report to use terms theitdeec discussion of comparable services
from one jurisdiction to the next. Additionally, there Amgdtations on the availdhy of data and
certain figures are estimates.
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Definition of Home Care
In Canada, home care has been generally defined as:

“an array of services whichre&bles clients, irgpacitated in whole or in part, to
live at home, often with the effect of prevegtidelaying, or sulbguting for long-
term care or acute care alternatives.”

“Home care may be deliverathder numerous organizational structures, and
similarly numerous funding ardient payment méanisms. It mayddress needs
specifically associated with a medicahdnosis (e.g., diates therapy)and/or

may compensate for functional oeffs in the activities of daily living (g.,
bathing,cleaning, food preparation). Home care is a health program, with health
broadly defined; to be effective it may have to provide services which in other
contexts might be defined as social or edwrstl sewices (eg., home
maintenance, volunteer visits).”

“Home care may be appropriate for people with minor health problems and
disabilities,and for those who are atrly ill requiring intensiveand sophiscated
servicesand equipment. There are no upper or lower limits on the age at which
home care may be required, although as in other segments of the health system,
utilization tends to increase with agé.”

Generally, the purpose of home care programs is to provide:

« a substitution function for services provided by hospitals and long-term céiteefac

* a maintenance function that allows clients to remain independent in their current
environment rather than moving to a new and more costly venue; and

e a preventativéunction, which invests in client service and monitoring at additional
short-run but lower long-run costs.

All provinces and territories have developed definitions of home care specific to their
home care programs. Due to the diversity in range andtatiem (e.g. clinical pproach and

! Health CanadaReport on Home Cargprepared by the Federal/Provincial/Territorial Working Group
on Home Care, a Working Group of the Federal/Provincial/Territorial Subcommittee on Long Term Care), 1990,
p. 2.

2 Portrait of Canada: An Overview of Public Home Care Progrdprepared by the Canadian Home
Care Association in collaboration witAssociation des CLSC et des CHSLD du Qugkesbruary, 1998, p. 1.
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client profile) of services among programs, it is possible that persons, when referring to home care
programs in their regetiveprovinces and territories could be talking about different sets of
services and clients. For example, home care programsctbazed by an acute care orientation

are defined differently from those incorporating a broader range of services (i.e. post-acute, long-
term health care and home support services, including personal care and homemaking) into one
program (e.g. Saslkchewan, Manitoba, Quebec and Prince Edwardd}la

In New Brunswick, two programs provide the major part of home care services. The
Extra-Mural Program has both short- and long-term home care with a health services emphasis.
The separate Long Term Care Program emphasizes long-term iyopaetsand long-term
residential care services.

An understanding afachprovincial and territorial home care program and its definitions
is needed to have a common language for discussion of developmentsewctths s

A final note is to mention the combined health and social support servicesioiethat
is generally included in the definition of home care. In recent years, it appears that post-acute or
hospital substitution services have taken on greater emphasis relative to maintenance and
prevention services than was the case in the past. With hospital reforms such as consolidation,
shorter lengths of hospital stays, day surgety., the need for the provision of heavier acute care
in the home and community has increased. Generally, acute home care is still regarded by
provinces and territories as only one of several components of home care services. Diverse clients
with diverse needs, including long-term home care clients such as the frail elderly, stithase
to health care, personal care, homemaking and other social support services in thettirgne s
(but notlimited to this etting) to meet their needs and those of themilfaand voluneer
caregivers.

Jurisdiction for Home Care Services

In Canada, the jurisdictional responigip of providing home care services rests with the
provinces and territories. Publicly funded home care programs exist in every province and
territory in Canada. Sinaeachprogram has undergone its own unique development in response
to community needs, service delivery varies across the country.

This diversity of home care programs is both a strength éindtation to development in
this sector. While individual programs allow for specific and local responses to address needs, the
lack of common terminology, standards for service delivery and informaticectofi across
jurisdictions has limited the ability of individual jurisdictions to beniefim the development of
collective initiatives across the@antry. Some of the potential benefits for all jurisdictions of
collective work include enhanced reseattivity, examination of the cost-effectiveness of
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interventions, and enhanced information systems to support improved management and policy
decision making.

Home care is included in the fede@dnada Health Acas an “extended health care
service.” However, home care services are not publicly insured in the same way as hospital and
physician services. Provinces and territories provide and publicly fund home care services at their
own discretion.

The Canada Health Acsets out the conditions for federal transfer payments for health
under the Canada Health and Social Transfer (CHST). By virtue of the mention of home care in
the Canada Health Ac¢tthe federal government includes financial support for home care as part
of CHST payments intended for health care services in provinces and territories.

From 1977 to 1996, under the previous Established Programs Financing arrangements, the
federal government provided dat per capita cash transfers to pinevinces and territories for
extended health care services, one of which is home care. However, in recent years, the main
focus of the federal approach has been assistance to home care consumers through tax credits and
deductions (e.g. the Disabllitinfirm Dependent, Medical Expense, and Care Giver tax credits).

The federal budget of February 1999 provided for increased funding under the CHST to
provinces and territories for health. Additional funds were dasgghto invest in health research,
health information systems, First Nations health services, rural and community health, prevention
and other health initiatives, many of which have the potential to build on the strengths of medicare
and contribute to the integration of home and community care services into the health care
system.

Home care is a priority for tagted researctunding through the existing three-year
Health Transition Fund at Health Canada. Provincial and national home care research and other
initiatives are currently under way in an effort to contribute to our understanding of the role of
this important sector of the health system in maintaining the health of Canadians. Research results
are expected to be released latet989 and in the following two years, thus contributing to the
needed evidence base for decisions in the home and communitecine as well as the health
system as a whole.

On an ongoing basis, the federal government contributes to home care services provision
through diectprograms for specific clients.eerans Affairs Canadzfers home care services to
clients with wartime or special-duty-area service when the service is not available to them through
provincial and territorial programs. linited home carg@rogram is offered jointly by the
Department of Indian Affairs and Northern Development and Health Canada, which have joint
responsitlity for on-reserve First Nations home care.
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Synthesis of Home Care Programs on Each of
Eight Descriptive Factors

In this secon, an interprovincial analysis feach of eight descriptive factors is presented.
Based on the information provided in appendices 1.0 to 8.0, the analysis shows commonalities and
differences among jurisdictions feach of eight descriptive factors.

Section 1.0: Organization and Governance

In all 12 jurisdictions, the ministries or departments of health and/or social/community
services have maintained control over home care budgets and funding levels. Quebec, Prince
Edward Island, Northwest Territories and Yukon have departments of Health and Social Services
responsible for home care. Newfoundland and New Brunswick have departments of Health and
Community Services which administer their home care programs. The remaining six provinces
(i.e. British Columbia, Alberta, Saskatchewan, Manitoba, Ontario and Nova Scotia) include home
care programs under the ministries or departments of Health.

Most provinces have deletgd reponsiblity for funding allecation and service delivery to
regional or local health authorities. However, in most cases the provincial and territorial
departments set overall policy guidelines and standards for regional service delivery, reporting
requirements and monitoring outcomes.

In recent years, there has been a tfengrovinces to alloate healtliunds using a
population needs-based funding model. Funding levelsedezrdined bypopulation needs-based
characteristics rather than on past service use. Another trend that is just begionipgignces
or regional health authorities to specify that community health budgets cannot be reduced, while
hospital acute care and institutional supportive budgets can be decreased to provide additional
funding for community budgets.

British Columbia, Alberta, Saskatchewan, Manitoba, Prince Edwarttlisla
Newfoundland and Northwest Territories have, over the last seven years, devolved the delivery of
home care services to local or regional health authorities. Across Canada, a total of 149 regional
health boards/authorities, district health boards and non-profit corporations are present. In
addition, Ontario delivers its home care services through 43 Community CeessACentres
(CCACs) and Quebec through its 146 Local Community Services Centres (CLSCs).

In New Brunswick, the Department of Health and Community Services has two programs
which work in partnership to administer home care services in the province. The Extra-Mural
Program (EMP) has regional service delivery units administered by eight Regional Hospital
Corporations. Management of the EMP and its regional service delivery units falls under the
Institutional Services Division of the department. A second program, the Long Term Care
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Program (home support services and long-term residential care), is administered through the
Family and Community Social Services (FCSS) Division.

The current home care program in Nova Scotia is administered by the Nova Scotia
Department of Health through Regional Home Offices in four regions. Resiityn§iiy the
delivery of home care has not been delegated to the regional level.

The Social Services Branch of the Department of Health and Social Services administers
the Yukon Home Care Program.

Section 2.0: Legislation

Six provinces have legislation a&¢d to home care services (i.e. British Columbia,
Alberta, Saskatchewan, Ontario, NBnnswick, Nova Scotia). In British Columbia, the
Continuing Care Actiddresses home care and residential care, while atterelate specifically
to residential care. In Alberta, ti@ordinated Home Care Program Regulation 232, 1281%
under thePublic Health Actand provides the legatied mandatéor Alberta’s Home Care
Program. Saskatchewan, Ontario, NBmnswick and Nova Scot@ach have two pieces of
legislation related to home care (see appe2diXor names).

Manitoba and Prince Edward Island have Orders in Council establishing their home care
programs. Quebec, Newfoundland, Yukon and Northwest Territories have guidelines or policies
governing the delivery of home care services in their jurisdiction but do not have specific
legislation governing home care.

Section 3.0: Services and Providers

All provinces have both acute and long-term home care servidégtiVacare services
may be included either under the acute home care program or asaesgoaram. Three
provinces (i.e. British Columbia, Manitoba, Ontario) have identified specific pediatric programs.
The Ontario and British Columbia programs include certain care services to children in the school
setting. Pediatric services are available in ofitevinces as part of existing programs.

All provinces offer aisnilar range of basic services: client assessment; casedination;
case management; nursing services; and home support, including personal care, homemaking,
Meals-On-Wheels and respite services. Other services, such as rehabilitation services (e.g.
physiotherapy, occupational therapy), oxygen therapy, respirology and specialized nursing
services are in development as part of home care in some provinces. Seven provinces have
contractdor oxygen therapy services (i.e. British Columbia, Alberta, &aslewan, Manitoba,
Ontario, New Brunswick, Nova Scotia). Social workeasph therapy and dietician services are
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offered as part of some home care programs. There éategremphasis placed on applying a
multidisciplinary approach to care in some jurisdictions. Overall service delivery models are
undergoing review and/or change in some provinces (e.g. British Columbia, Ontario, Quebec).

Four modelsappear to represent provincial and territorial home care programs:

1) Single-entry functions (i.e. assessment, case management, discharge planning) are
delivered by public employees or staff of publicly funded community agencies,
while professional services (e.g. nursing, occupational therapy) and home support
are contracted out (e.g. On@ri[Note that Ontario is currently undergoing a shift
toward Model 1 from Model 2.]

2) Single-entry functionplus someprofessional services (e.g. nursing, occupational
therapy, physiotherapy) are delivered by public employees. However, some nursing
services and home support services are aoted out eithgprovince-wide or in
certain regions (e.g. Nova Scotia; therapy services are contfactbe most part
throughout Manitoba and, in Winnipeg, most nursing services and a small portion
of home support services are caated to an agency).

3) Single-entry functionglus all professional services are delivered by public
employees (e.g. New Brunswick, Newfoundland, British Columbia, Alberta).
Home support services are cadted out by agency or client in most instances.

4) Single-entry functions, professional and home support services are mainly
delivered by public employees (e.g. Saskatchewan, Quebec, Prince Edwatd Isla
Yukon, Northwest Territories).

Contracting outfor home support services occurs in most of the provinces, the exceptions
being those in Model 4 above. For Quebec, however, actinig outfor home support is
currently done in Montreal and likely to increase in the future with impleatien by various
agencies of théconomie socialésocial economy) initiative and the changes in self-managed
care. In British Columbia, amalgamation of home support agencies with local health authorities is
encouraged.

Public agencies contracting dot nursing services from a péte or a nefor-profit
agency is practised to a differing extent in a favinces. The @ctice is most prevalent in
Ontario; however, private contractors are directlyoaotable to a publicly funded community
agency (e.g. CCACQC). In Alberta, nurses providing assessments and also those proeicking dir
care to clients are employees of the Regional Health Authoritid8gR There are a few
exceptions where the RHA contracts tartdirectnursing services (but not for assessment
services). However, the exceptions are not enough to warrant Alberta being regarded as using
model 2 as opposed to model 3 where diategorized laove. The efcts over the long term of
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the various contracting options/models in terms of quality, cost and effectiveness of services have
yet to be fully evaluated.

Most jurisdictions have developed some type of self-managed care program where persons
with disabilities ardunded to manage and pay for their own care requirements. The exceptions
are Saskatchewan, Nova Scotia, Prince Edward Island gpdjgtct with plan to expad) and
Yukon. Quebec has the largest number of self-managed care clients of all provinces (more than
6000). British Columbia, Alberta, Manitoba, Ontario, New Brunswick, Newfoundland and
Northwest Territories also have self-managed care programs.

In Ontario, a self-managed care program is funded by the province with a volwdemy s
organization (Centre for Independent Living in Toronto) serving persons withlidessb
determining eligible clients,onducting client needs assessments and assisting clients as needed to
manage their own care. The program is not part of the provincial home care program.

For the self-managed care process in New Brunswick, the type and amount of authorized
services is determinetirough a standardized assessment process. Some desiterfinancial
assistance from the provincial government to purchase their servieeydiom individuals and
agencies. In other cases, the Department of Health and Community Services makes requisitions
for services from various agencies for the client.

Case managers are generally registered nurses in four jurisdictions (British Columbia,
Alberta, Ontario, Northwest Territories), although there may be some situations where other
professionals conduct case manageraetivities (e.g. social arkers, occupational therapists,
physiotherapists). In British Columbia, most case managers are registered nurses with a Bachelor
of Science in nursing. In the other provinces and territories, the case manager role is generally
regarded as one that can be carried out by a variety of health professionals andlisited s
nurses for its performance.

Nursing services are delivered by nursing personnel with varying levels citenhal
preparation. In Sasitchewan, home careirsing services are delivered by Registered Nurses
(RN), Registered Psychiatric Nurses (RPN) and Licensed Practical Nurses (LPN). RNs can have
college or university preparation, while LPNs have a rioriged scope of college preparation.
The educationgirofile for LPNs can vary from one province to another, but when mentioned, it
is usually one year of training through a community college program. RNs provide services in all
provinces and territories. In several provinces (e.g.éelskwan, Manitoba, Ontario, Nova
Scotia), LPNs are also involved in delivering nursing services.

In most provinces, personal care is being shifted from the nuesitgrdo workers whose
positions hold a variety of names, such as Home Care Attendants, Home Care Aides, Home
Health Aides, Personal Support WorkerteAddant Outreach Wrkers,auxiliaire familiale et
socialeor Home Support Workers, Visiting Homemaker and Home Support Worker. While many
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different personnel designations may be allowed to provide personal care depending on the
province, LPNs are included among those who assume personal care in four provinces

(i.e. Saskatchewan, Manitoba, Ontario, Nova Scotia). For example, in Saskatchewan all types of
home care workers, including LPNs, are allowed to provide personal care; however, it is usually
done by home care aides.

In British Columbia, LPNs are mostly employed in residential care settings. If trky w
as a line staff member for a home support agency, they are paidtati@wer than the usual LPN
rate. They do not have a designation as LfN&ome support services provision. However,
LPNs may be employed as supervisors by the Home Support Agencies anddxerpeadthg to
LPN rates.

Staff training is an important issue in home care. Examples of provinces with systematic
training programs for Personal Care Workers (depending on the province, also referred to by
several other titles, such as Home Support Worker, Home Care Worker, Home Care Aide,
Personal Support Worker) include: British Columbia, 22 weeks at a community college program;
Saskatchewan, pre-employmgnogram and a two year on-the-job program for Home Care
Aides; Manitoba, Home Care Attendant Certificaiten a recognized community college or
vocational shool; Ontario, Personal Support Worker training by community colleges and private
vocational shools; Quebec, 960 hours training from a community college; New Brunswick,
completion of the Home Care Worker Program at N.B. Community Collegeraila sertified
program; and Nova Scotia has a program under development. Since few programs have
mandatory congérctual training requirementsr Personal Care Workers, many workers have little
or no formal training in health or home care work.

In many provinces, homemaking and personal care are performed by the same workers
(e.g. Saskatchewan, Quebec, N@gwinswick, Nova Scotia, Prince Edward Island,
Newfoundland, Yukon, Northwest Territories). In British Columbia, Alberta, 8akkwan and
Ontario, this also applies for programs to persons who are physically disabled. For example,
Ontario has attendant car@sikers who perform homemaking and personal care. Generally, the
training requirement for homemakers is less than that of personal care workers. When
homemaking and personal care are performed by the same worker, personal care is usually the
priority for patient care over basic home cleaning.

Home care workers who are public employees are usually unionized. The situation varies
greatly when the employers are 1fiot-profit organizations or for-profit businesses. Unionization
appears to be increasing for not-for-profit and for-profit agencies (e.g. British Columbia, Alberta,
Nova Scotia).

Among home care employees, the unratpd vorkers (i.e. home support, personal care
workers, homemakers) are lower paid and have less training than other home care workers. In
Ontario, homemakers whose homemaking services are purchased by CCACs hésetedpro
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minimum wage. In British Columbia, temployment Standards Aaihd collective agreements
specify hours of work for home support workers. In Sadhkewan, collective agreements have a
salary ratdor employees completing the two-year on-the-job training program (“traiated)r

and a “trained ratefor those employees who have been hired after completing the pre-
employment training program for Home Care Aides. Both programs include components such as
personal care skills, commuaition skls, meal preparatin, special needs ik and other home
support sHis.

Generally, hospital or long-term institutional care workers are paid more than community
health care workers. Historically, this is partially due to the longstanding public funding and/or
subsidization of institutional care in Canada. Workers in home and community care have not
traditionally been publicly funded to any comparable extent.

With the recent shift iprovision of some hospital services (e.g. due to earlier discharge
and increases in day surgery) to home and community health care services, there has been an
impact on the wrkforce. For example, with more nurses required to work in community nursing,
there appears to be an overall negative impaciuoses’ wages and benefits. While wages and
benefits for nurses working for any individual employer may not be decreasing, as more nurses are
working in the community and becoming employed by for-profit companies rather than by
government or hospitals (e.g. Ontario, Nova Scotia), overall salaries and benefits for nursing are
decreasing.

The incentive for workers is to go to where the patgs are higher, thus leading to
difficulty in retaining workers in home and community care (and sometimes in the same province
if adjacentprovincial institutions require staff). In Quebec, this is partially addressed by the public
policy that workers doing the same function are paid at the ssmeagardless of the setting
where that function is performed (i.e. hospital, long-term caiityaar home).

Section 4.0: Eligibility

Provinces and territories haviengar basic requirementsr eligibility for home care
services:

» proof of residence in the province (and/or Canada) is provided,;

* acomprehensive needs assessment is ctediyrior to any service beipgovided;

* the care is a response to unmet needs (e.g. sufficient help froipndad friends is
not available in the home);

» the home is safe and suitable for service delivery; and

» consent of the client or legal representative is obtained.
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Proof of residence in the province providing the service is usually demmmtsty
documents showing proof of address, and a valid health care insurance caritityE$iddss
straightforward for persons trdimeg through the province, persons referred for care from
another province, and persons moving to the province who are in neetiedate home care
services (i.e. cannot wait three months for new health insurance card). Provinces usually do
provide needed services and insure them for these people. Howevalifyeligibhome care for
non-residents of the province is usualBtermined on a cad®y/-case basis at the discretion of the
host province without obligation to do so. British Columbia has specified a residency requirement
of 12 months for intermedie clients and three montlts extended care clients before a person is
eligible for these services.

For residents of most provinces, anyone may refer a client to the provincial or territorial
home care program for assessment for dligibln New Brunswick, the Extra-Mural Program
limits home care to individuals with a NeBvunswick health insurance number, a physician
referral (except for rehdibation services), an evaluated specific health need, aiithess
requiring home health care. For home support services and residential long-term care in New
Brunswick, clients and others can prepare requests for services without a physician’s referral.

Provinces and territories do not charge fees or apply an income test for professional
nursing care included as part of the home care programs. This is also true for certain other health
professionals such as physiotherapists and occupational therapists. Physician services are covered
under the provincial or territorial health care insurance plans.

Seven provinces have client income assessment arrange meérmésupport serces
Eligibility for services is primarily based on need; however, these provinces use an official income
assessment to determine the financial contribution of the client (i.e. payment ddfdesje
support services (e.g. British Columbia, Alberta, Sadkewan, NevBrunswick, Nova Scotia,
Prince Edward Island, Newfoundland). Quebec and Manitoba have no formal income assessment
process and do not charge fees. Quebec does have a policy whereby priority in service delivery is
given to low-income people or people with no other options for care. Manitoba gives priority to
people with no other options for care. Ontario, Yukon and Northwest Territories are the
remaining three of the five jurisdictions that do not have a formal income assessment process for
home support services.

Upper limit cost maximumir home support (i.e. personal care and homemaking
services) may apply to the individual care plan. They are usually based on the comparable cost to
care for this person in a long-term careilfizc Examples include: Albert&3,000 per month),
Nova Scotia ($2,200 per month), New Brunswick ($2,040 per month) and Newfoundland
($2,268 - $3,240 per month).

A maximum number of home support hours is also usedim# & servicegrovision.
Examples are: Quebec averaging 35-40 hours per week; Yukon at 35 hours per week; and
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Prince Edward Island at 28 hours per week. In Ontario, maximum home support hours through
CCACs are 80 in the first month and 60 per month thereafter. In addition, eligible clients can
currently add 30 hours per weekattendant services if needed. British Columbia has a
“guideline” of 30 hours a week at the highest level of care. However, certain clients may be
assessed to require additional hours per week and the care is provided.

People under 18 years old are covered for acute home care, but may not always be eligible
for long-term home care. Oftennfilly and social servicgsrograms have the resporiliip for
these people.

Section 5.0: Assessment and Case Management

Most provinces and territories are moving toward the development and use of
standardized home care assessment mechanisms. In addition, they are working to more closely
integrate assessment and case managdmmesitons to better r@end to the complexity of the
continuing care needs of clients. Provinces and territories appear to be focusing their public policy
efforts on eligillity determinatbn, assessment, care planning, case management, and resource
allocation.

Most provincial and territorial home care programs have a single paetets system,
where referrals of clients to receive services are rfradea variety of sources (e.g. the client,
the client’s physician, a faily member, awurse). With a few exceptions, a physician’s referral is
not normally required; however, most provincestaohthe client’physician once the client has
been assessed as needing services, especially medical services.

The role of the single point of access varies. There appear to be three general models:
(1) the single point ahiccesprovides referrals and admissions to programs/services (but no
follow-up on progress); (2) the single pointamfcesprovides referrals, admissioaad follow-up
on progress of clients (keeping track of their care plan and progress), regardless of services
needed by the client (e.g. home care, long-term residential care and other services), including
reassessment from time to time; and (3) the single poatadss does the referrals and
admissionsand case management, including providing the care.

The range of services to which access can be obtdineagh the single-entry system
vary regardless of which of the models is used. The basic range of services includes assessment,
care planning, admission to the home care program or to long-term chtiesgpermanent or
temporary) and referral to community services such as adult day-care, as needed. In some
provinces, the basic range plus specialized programs, such a#iteglah geriatric serviceand
specialized nursing services, are asocessiblelrough single point of entry.
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Most provinces and territories have moved toward a standardized assessment tool;
however, the tools vary from one jurisdiction to the next. In Winnipeg, Manitoba, work is nearing
completion on a trial run with the ScreeniAgsessment and Care Planning Auabed Tool
(SACPAT), an automated case management and alifmtriation system. It is proposed that this
tool might be further developed with Home Care Nova Scotia, which is currently testing the
SACPAT Il

Alberta has had the Alberta Assessment aaddthent Instrument in place sint@g88. A
home care classification systdéan use with home care clients is also used in Alberta. Aatidin
of these assessments is at the regional level in Alberta’s 17 RHAK.i$\under way to
reconceptualize and update the assessment and classiffrab@ss in Alberta. At the same time,
the long-term care system in the province is undergoing review.

Quebec uses the toalitil d’évaluation multiclientéleOntario is currently testing a
comprehensive standardized assessment tool called the Common Assessment Instrujnent (CA
In New Brunswick, the type and amount of authorized servicetésrdinedhrough a
standardized assessment process called the Single Assessor Model, whignitydeing tested
according to three aspts of theprocess: screening, assessment and autorfatedt.

Prince Edward Island has Cooraiad System Entry and the standardized assessment
process and tool (SAT), both based in Home Care. Together, they assist with client assessment,
planning, monitoring and access to a range of home care, regional and community services,
including the assessment for eligiilp and placement in long-term care fbiges.

The common characteristics of the assesspr@uess are an intake/screening phase, an
assessment component using general/standard criteria, and then a specialized planning component,
usually involving the client in the preparation of a care plan. The provinces and territories
implement and emphasize different parts, with differing degrees of flexibility when it comes to
individual cases.

Some jurisdictions add reassessment and discharge planning into the initial assessment
process. In British Columbia, long-term patients receive a marydagdview every year or
whenever their condition, and hence needs, change. For patieaitang post-acute home care
following hospital discharge, Ontario, Nova Scotia and Prince Edward Island plan to set
anticipated discharge datieem the home care program at the time of client intake into the home
care program. This pctice inorporates elements of discharge planning as early as possible in
services provision so that aded@ consideration is given to arrangeméotshe client following
post-acute care in the home.

Every province and territory uses screening and assessment information emphasizing the
care needs of the clients (i.e. needs-based assessment). The informal support available to the client
is also factored into the assessment process by most provinces and territories. Available informal
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support is generally regarded as important to assessing what client needs can bemilt by fa
caregivers and, also, the adequacy of both informal and formal services in assisting the client. For
example, Saskatchewan and Quebec use a géomrmala in assessment where Need for Home

Care Intervention equals) Functional Need minus (-) adequacy of Client’s Informal Support.
There is some variation among provinces in the method and weight put on these criteria.

Section 6.0: Coverage and Co-payment Charges

The client assessment and the consequent care plan determine services to be delivered and
the extent of public funding in full or in part. The assessment process itself and nursing services
are typically provided free of charge, while fees may apply to personal care and homemaking
services. There may also be direct charges or income tesfgayments to the client for
prescription drugs, medical supplies and/or adaptive equipment, particularly in long-term care in
the community. Income/means testing is done in some provincesiorthe what the client can
contribute. If the client wants services beyond those assessed for public coverage, the client pays
for them priately outof-pocket or with priate thrd-party insurance.

Provinces do not charge clients for professional nursing services. However, some
provinces have servidenits either in terms of the number lodurs of service to be provided or
they have set dollar maximums in public funds for these services. In some provinces, publicly
funded nursing services are not available 24 hours a day or on weekends as a standard part of
home care services. Clients requiring this level of care would remain in the hospital or other
facility where these services are available.

Public coverage for services of other health professionals (e.g. occupational therapists,
physiotherapists, social workerseggh therapists) varies with theovince, but is usuallymited.
Due to a variety of factors, there may be waiting lists for these services. For example, in New
Brunswick, all professional services (seven disciplines) provided by the EMP are insured health
services.

Seven provinces have some arrangement for income assessment of cligitte @y
for home support, homemaking and other non-professional services, particularly for long-term
care clients. At least two of these provinces (i.e. New Brunswick’s long-term care program and
Newfoundland) consider assets (excluding the client’'s home) as well as income in some way as
part of their financial assessment arrangements. In Newfoundland, this consideration applies to
home support andccess to falit y-based services, but does not apply to professional services in
the community. Alberta charges $5 per hour for home support services and considers client
income as well. British Columbia, New Brunswick and Nova Scotia apply any third-party
insurance the client may have to cover a portion or all of the costs of needed home care services.
Manitoba, Ontario, Quebec, Yukon and Northwest Territories do not have an official
income/means assessment process for home support services.
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Generally, there are charges, in whole or in part, for prescription drugs, medical supplies
and equipment. In a few provinces, these services are covered in the acute care program and not
necessarily in the long-term care program. At least two provinces, Ontario and New Brunswick,
issue drug cards to home care clients under certain circumstances. Often, there are provincial drug
programs for seniors and certain others which clients of the home care program can use for
coverage. In Quebec, home care clients are covered through the provincial drug program, and as
of 1998 specific supplies and equipment are covered for disabled people through a provincial
program.

Section 7.0: Funding and Utilization Data
7.0.1: Sources

National funding and dization datafor the home careestor are not collected on a
regular basis. The periodic publication by Health Canddéipnal Health Expenditures in
Canada does not include a specific expenditure catgdor home care as it does for physicians,
hospital and other categories of health expenditunedlaBy, other ®urces for national health
information, such ast&istics Canada, do not collenfarmation specifically on the home care
sector. Only ecently have national organizations attempted to develop a picture of this sector by
making efforts to obtain information in a consistent way for all provinces and territories so some
comparisons can be made. To date, these estipiagde a picture for a point in time and no
regular reporting on agreed upon definitions of sergategories has been developed.

Recently, Health Canada, Statistics Canada and the CHCA have attempted to collect
national information for the home carmector. Comparisons across the country remailnprary
because a variety obsrces, which capture similar but noaelly the same set of services, must
be used to develop the estimates. While it [gartant and useful to begin to learn what we can
from the various sources we have, cautioresassary in making and viewing comparisons until a
consistent national standardized data collection system is developed and maintained regularly so
that trends can be reported over time.

In this secon, currently available national sources of home cata dre compared to
learn more about home care in Canada. Having more tharateedrce providing dtafor the
same year is a new opportunity in the home cacéos to compare the consistency of information
across sources. Where greater consistencyporied data exister all or most of the sources,
confidence in thaccuracy of the data is increased. Such a comparison may contribute to
developing bettenformation and dta collection to be usddr decision making in the future.

To consider the status of nationaflarmation available on home camcsor funding and
utilization, four sources were consulted and compared for this report, including those at Health
Canada (which incorpate both home care expenditures aniization datafrom the Canadian
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Institute on Health Information and other sourcestiSics Canada (NationabPpulation Health
Survey, 1996-97) and CHCA. During the spring of 1999, provincial and territorial officials also
provided the mostecent data available gmovincial funding and tlization for use in this report.

Health Canada and the Government of Nova Scotia jointly sponsored the National
Conference on Home Care in March 1998. At the time, Health Canada releetsglielets on
Public Home Care Expenditures@anada, 1975-76 to 1997-9®hich provided preminary
estimates opublic home care expenditures for Canada. Home care expenditures by provincial,
territorial, municipal governments, Workers’ Compensation Boards and the federal government
(e.g. Health Canada’s home care programs for First Nationsetedavis Affairs home care
spending for eterans) were included. These expenditures included assessment, case management,
nursing, personal care services, physiotherapy, occupational therapy, homemaker services, and
meal programs. Excluded were home support services offered to individuals for reasons other
than health problems (e.g. social services). Also, drugs, medical equipment and supplies (e.g.
wheelchairs, assistive devices, hospital equipment for dialysis) were not included in théesstim

In recent years, CHCA has been collecting diatian provinces and territories on home
care expenditures. Its data, prepai@dhe National Conference on Home Care, were also
consulted for purposes of this report. To allow for comparisons, CHCA'’s proviemigbrial
expenditure categorie®forming most closely with Health Canada’s expenditategories
were used.

In consultation with the Federatvincial/Territorial Working Group on Continuing
Care, provincial and territorial jurisdictions provided their mesent data available danding
and utilizaton. The questionnaire usedtegoriesimilar to those of the Health Canadata to
allow comparisons of the sources. The expenditure categories included assessment, case
management, nursing, personal care services, physiotherapy, occupational therapy, homemaker
services, and meal programs. Excluded were home support services offered to individuals for
reasons other than health problems (e.g. social services). Drugs, medical equipment and supplies
(e.g. wheelchairs, assistive devices, hospital equipment for dialysis) were also not included in the
estimates.

The series of tables in appendix 7.0 of this report present provincial and territorial funding
and utilization @tafrom the various sources referred to in tl@stsn.

7.0.2: Funding Data

According to Health Canadath, wherprovinces and territories are compared as to the

portion of their public health expenditures a#ited to home cai@997-98), including national
funding sources for First Nationsteransprovincial and municipal home care services, the data
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show a range from 2% to 6% (Health Canada, 1997-98). The relative levels of proportional home
care expenditures are shown according to clusters of provinces and territories below:

 Manitoba, Ontario, New Brunswick, Nova Scotia, Newfoundland invested more than
5% of their health budget in home care;

+ Saskatchewan and British Columbia invested between 3% and 4%;

» Alberta, Quebec, Prince Edward Island and Northwest Territories invested between
2% and 3%; and

* Yukon invested less than 2%.

According to provincial and territorial sources, when provinces and territories are
compared relative to the portion of thpiovincial and territorial health expenditures
allocated to home care (excluding First Nations and other federal investmenpeytthi
changes slightly. The relative levels of proportional home care expenditures areasiconding
to clusters of provinces and territories below:

» British Columbia, Manitoba, New Brunswick and Ontario invested more than 6% of
their health budget on home care;

» Saskatchewan and Nova Scotia invested between 4% and 6%;

* Alberta, Quebec (3.3% for 1996-97) and Prince Edward Island invested between 2%
and 4% of their health budget;

* Northwest Territories and Yukon invested less than 2%; and

e Data were not availabler Newfoundland

With the exception of the Northwest Territories, provincial and territoaitd dhow that a
higher percentage of their health budget is devoted to home care services for all provinces and
territories than Health Canada data. The range of differences bgivesitces and territories is
greater afrom 1% to 8% than from 2% to 6% for the Health Canaata.dour provinces,
representing large differences in population and wealth, spend more than 6% of health
expenditures on home care.

Health Canada reports total public funding for home care has increased substantially over
the last seven years (from $1.02dn in 1990-91 to $2.096ilion in 1997-98), an average
annual ate of increase of almo$.%? Provincial and territorialada show that home care
expenditures reached more than $iibh in 1996-97.

When comparing the provinces and territories on groupings of level of per capita
expenditures for home care in 1997-98, the following relative levels of per capita spending

% Public Home Care Expenditures in Canada, 1975-1976 to 1997-98, Fact Stiealth Canada,
March 1998.



Provincial and Territorial Home Care Programs:
A Synthesis for Canada - May 1999 Page 26

according to clusters of provinces and territories emerge, as shown beleactioof Health
Canada and provincial and territoriatd surces:

Health Canada dat&997-98:

» Northwest Territories had the highest per capita spending at $216;

* New Brunswick, Newfoundland, Manitoba and Ontario showed per capita
expenditures for home care from $90 to $94;

» Nova Scotia reported per capita spending at $80;

» Saskatchewan, Alberta and British Columbia rarfgeith $53 to $69 per capita
expenditures;

* Quebec, Prince Edward Island and Yukon showed per capita expenditures of less than
$37.

Provincial and territorial ata,1997-98:

» The first group showed Manitoba, New Brunswick and Ontario with per capita
expenditures ranging from $98 to $124.

» The second group was British Columbia, $askewan and Nova Scotia with a per
capita range from $64 to $80.

» Northwest Territories, Alberta and Quebec allocated respectively a per caffith, of
$53 and $52 (only 1996-9'Ath were availabl®r Quebec).

* Yukon and Prince Edward Island spent around $33-34 per capita.

* No data were availabler Newfoundland.

The major differences between these two sources of data are the increase of per capita
with provincial and territorial ata and the relative position of the Northwest Territories and the
province of Quebec. In the Northwest Territories, this is primarily due to the inclusion of federal
allocationdfor First Nations in the Health Canadata. For Quebec, the department changed to a
new methodology for evaluating home care funding.

7.0.3: Uilization Data
Four national sources ohth are available to considqaublic home care service utilizati.

Utilization data estimatefor home care are more difficult to obtain than fundiatadand are
often incomplete. Note that the first threrisces listed below are administrative data, while the
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fourth is based on the self-reporting of survey respondents. Although the four sources have some
different assumptions, they nonetheless represent the status of natizatibntdata available
and are used to make some preliminary national comparisonsoditves are:

» Health Canada datanpublished dta,1998).

* CHCA data preparefibr the National Conference on Home Care, March 1998.

« Provincial and territorial atafor 1996-97 and for some provinces for 1997-98.

» Statistics Canada: National Healtbdlation Survey, 1996-97, which esatad the
number of people aged 18 and over who received governmepbdised home care
services $ource: Statiscs Canada, Catalogue 82-003, Summer 1998

The utilization ates are ngorted as the number of persons served by home care per 1000
inhabitants in the province or territory. Thdization rate can be usess one of many pertinent
indicators in understanding the capacity of a program to provide home care services. Contextual,
clinical and organizational factors should be taken into consideration for evaluating how home
care programs do eet the needs of people in a given community.

Some provinces can offer more or fewer units of servicedoh client depending on the
design of the program and the range of services. If the program is designed to respond to a
narrow range of clients and needs, it is likely that more services per dlidrg vequired and
fewer clients will usgrogram services. If the program responds to a larger range of clients and
needs (e.g. both acute and long-term care), usually there are more clients served and fewer
services per client.

Where patients are charged co-payments (or fees) for certain services (e.g. home help,
respite, personal care) which are counted in the utilizaats, the number of clients @cled as
served may appear to be greater than angitogram which pays the total cost of most services
in the program. lactual fact, the iization rates may beimilar.
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In Table 1 the utilization atesfor provinces are groupextcording to the four data
sources. Refer to appendix 7.0 for expanded tables.

Table 1:

Utilization rate levels of provincial and territorial home care programs: number of

clients perl000 resident®y sources of reference, 1996-1997 (juiicsiibns where
data are available)

Number of clients | Statistics Canada Canadian Home Health Canada Province/
per 1000 residents Care Association Territory
30 and over Saskatchewan Quebec New Brunswick, Quebec
Quebec New Brunswick
British Columbia
251029 British Columbia | Ontario Ontario Ontario
Manitoba Saskatchewan Saskatchewan Saskatchewan
Ontario British Columbia
Nova Scotia Manitoba
20to 24 New Brunswick Manitoba,Alberta, Alberta, Manitoba
Alberta British Columbia P.E.l Alberta
19 and less Quebec Nova Scotia Nov&cotia, Yukon | Nova Scotia
N.W.T. Yukon, P.E.I.

Similar rankings are shown among fber data surces above for Ontario and Alberta.
Quebec, Nova Scotia and Saskatchewanian@sfor three @ta ®urces. The exception is
Statistics Canada data.

Disparities appear between datanses for New Brunswick and Quebec. However, data
confirm that the number of clients served per 1000 inhabitants is consistent among all four data

sources for Ontario and Alberta.

According to three of the four sources, the highat& of utlization is reported for

Quebec, Ontario and Saskatchewan. The lowespasted for Nova Scotia.
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Table 2shows percentages of clients receiving acute, long-term and “other”
services for provinces that have theagadavailable.

Table 2: Percentage of acute, long-term, and other cliedi896-97 (jurisdctions where
data are available)

Province/ Acute Care Long-Term Others Total
Territory Clients Care Clients

B.C. 56.4 34.5 N/A 90.9
Alta. 41.0 52.0 7.0 100.0
Sask. 22.9 70.5 6.6 100.0
Que. 211 63.7 15.2 100.0
N.B. 53.3 46.6 N/A 99.9
P.E.I 20.0 75.0 5.0 100.0
Y.T. 16.6 73.7 9.6 99.9
Canada 33.0 58.0 8.7 99.7

Five provinces and territories did not hawsalavailable on clients by service caigy
British Columbia, Alberta, Saskatchewan, Quebec, Beamswick, Prince Edward Island and
Yukon reported dta as closely as possible to the definitipravided; however, services included
in each catemry may vary slightly (see notes with corresponding tables in appendix 7.0, table 6).

The percentage of long-term care clientele represents the majority of the case load for all
provinces reporting except for British Columbia and New Brunswick. On a national basis, one
third of the clientele has acute needs and two-thirds use long-term services.

Finally, according to ataprovided by six provinces (appendix 7.0, table 7), the number of
clients served by type of service revealed that for Canada, 38.8% of the cliectaed
professional nursing services, 27.4 % home support services, 26.5% therapies services
(i.e. occupational therapy, physiotherapyeegh therpy, social work and others), and 7.2%
other type of services such as Meals on Wheels or transpartdépending on services included

in the home care program.

Additional data are needed to assist decision makers to evaluate the capapitygohan
to provide services. Decision making on the quantity and type of services needed in relation to
assessed client needs and potential client outcomes measures are examples of applications that

would be bettemformed if more dta were available.
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Table 3combines data on per capitanding and utization from jurisdictions where these
data are available andperted.

Table 3: Levels of provincial and territorial per capita home care funding and utilization,
1997-98 (for jurisdctions where data are available)

Levels Per capita Utilization rate
(Number of clients/1000 inhabitants)
Group 1 ($98-124) (30 and over)
(highest) Manitoba, New Brunswick, Ontario QuebBec, New Brunswick, Ontario,
British Columbia
Group 2 ($64-80) (25 to 29)
British Columbia, Saskatchewan, Noya Saskatchewan, Manitoba
Scotia
Group 3 ($61-52) (20 to 24)
Northwest Territories, Alberta, Quebg¢c Alberta
Group 4 ($33-34) (19 and less)
(lowest) Yukon, Prince Edward Island Nova Scotia, Prince Edward Island,
Yukon

The relationship between funding andizdtion is consistent amongth surces for
provinces such as Sagkhewan, NevBrunswick, Ontario, Yukon, Alberta and Prince Edward
Island. Generally, there is a €lat relationship between per capita spending ailizbtibn rates.
Lower per capita funding levels correspond to lowdization rates. Medium per capitanding
levels correspond to mediumilization rates, and son. For Manitoba and Nova Scotia, the level
of utilization rates is not as high as th&inding levels relative to other provinces. Quebec shows
the highest utilizationate and lower per capitanding.

These differences are dependent on many other factors that could be taken into
consideration in funding andiligation, such as cost of service units, cost per client, range of
services provided, provider (e.g. professional, non-professional or both), duration, intensity level
of service delivery, and eliglty. Clearly, development of ongoing nationafoarmation and data
collection in the home care sector is needed if we are to beiderstand this aspt of the health
care system.

* For Quebec, per capita for 1997-98 data were not available
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Section 8.0: Current Initiatives

Within individual jurisdictions as opposed to nationally across jurisdictions, there appear
to be five major trends emerging from current initiatives being undertaken by the provinces and
territories with regard to home care:

1. Provinces are investing significant resources for the establishment of health
information networks to faldate the collection and transmission of timely
accuratenformation (e.g. Alberta, Saagtchewan, NeviBrunswick,
Newfoundland) for home care, and also between home care andaittuess

2. Provinces and territories are developing and/or reviewing standardized provincial
and territorial assessment instruments and care coordination tools (e.g. British
Columbia, Alberta, Saskatchewan, Manitoba, Ontario, Quebec Bxewswick,

Nova Scotia, Prince Edward Island, Newfoundland, Northwest Territories).

3. Provinces are either in the process of developiraraauntability framewark for
the health system including home care and/or they are attempting to apply
accountability mechanisms to thiescsor through the development of performance
measures and the evaluation of outcomes (e.g. British Columbia, Alberta,
Saskatchewan, Manitoba, Ontario, NBmnswick, Prince Edward Island,
Newfoundland).

4, Within their respective jurisdictiongrovinces and territories are making a
concerted effort to develop standards for the services provided under their home
care programs and for new clagsfions of verkers who are charged with
delivering these services (e.g. Saskatchewan, Ontario Bxewswick, Nova
Scotia, Northwest Territories)

5. Provinces and territories, for the most part, are promoting the increased
integration of direct services (e.g. British Columbia, Saskatchewan, Manitoba,
Quebec, New Brunswick, Nova Scotia, Prince Edward Island, Newfoundland,
Yukon, Northwest Territories).

In addition, a number of specific initiatives in various jurisdictions are worthy of note.
Although some of these initiatives may already exist in other jurisdictions, they either have
recently been developed (within the last year or so) in the named jurisdiction or they are unique to
that jurisdiction. Thetatus of recent developments, influences andent priorities folactivity
are sometimes reflected in thesarent initiatives. Some examples are:

» Prince Edward Island has established a Provincial Geriatrician position. This position
is being shared with Veterans’ Affairs Cangd8%).
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* Nova Scotia has developed a Program Risk Management Strategy.

« The New Brunswick long-term care program (FCSS) has developed standards for
home support services, which are currently under revision.

e The New Brunswick Extra-Mural Program, in partnership with the New Brunswick
Healthcare Associatn, is working on home health care standards.

* Quebec has developed the “social economy” not-for-profit enterprises in home care
domestic support.

» Ontario is working with CCACs to identify bestgatices and iproveaccountability
mechanisms.

» Ontario has had a new Personal Support Worker training program available through
community colleges and private vocationdi@als since fall 1997.

* Manitoba has a new Supportive Housing Initiative.

« Saskatchewan isarking with Sasktchewan Municipal Affairs, Culture and Housing
to encourage collaborative relationships between housing authorities and District
Health Boards.

» The CHOICE (Comprehensive Home Option of Ingtgd Cardor the Elderly)
Program has been implemented in Alberta.

+ Alberta has implemented a pecj to determine outcome measui@scontinuing care,
including home care.

« British Columbia has undertaken aaségic review of continuing care services. A
report was released in early 1999.

* Newfoundland is implementing a computerized Client and Referral Management
System.

Synthesis for Canada

The previous sections of thisp@t gave dtailed accounts of public home care program
organization, funding and services delivery in the provinces and territoriese€tianshighlights
some overall similarities and differences identifircbtigh that analysis. Together, they provide a
picture of home care programs and services for Canada.
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Similarities
Home care programs in the provinces and territoriesaefome irportant similarities:

* Responsibility for home carefalls under jurisdiction of departments/ministries of
Health. In some provinces and territories, respditgilbor health is combined with
social or community services. For example, in Quebec, Nova Scotia, Yukon and the
Northwest Territories, it is the Department of Health and Social Services. In New
Brunswick and Newfoundland, it is the Department of Health and Community
Services.

« There is common base of servicesncluding nursing, personal care and
homemaking services, available in all provinces and territories.

* A diverse clienteleis served when factors such as age, health status, medical and
social needs and duration of services are considered. Clients requiring long-term care
services represent approxtely two thirds of those served.1897-98, nearly one
million Canadians or 3% of th@opulation eceived home care servidesm provincial
and territorial programs.

» There is a set dfimilar basic requirements for eligibility for home care services
applied based on possession of provincial and territorial health insurance, residence in
the jurisdiction, assessment of unmet needs, safety considerations in the home and
obtaining client consent.

» Provisions are in pkefor coordination and integration of servicesincluding single
point of access, comprehensive needs assessment, case management and access to
long-term institutional care, including for respite purposes. Single point of &tgss
is more comprehensive in British Columbia, Alberta, Saskatchewan and Manitoba in
that admission to a broader range of services, such as adult day centre services, Meals
on Wheels and special rehabilitatiprograms, can be arranged through this process in
addition to the basic home care services.

* Thecase managemenrfiunctions are under the resporig§pof public employees.

» There is increasingtandardization within individual jurisdictions with respect to
both the processing of demand (e.g. by a standardized assessment tool) and
management of service information (e.g. by provincial information systems) in home
care. British Columbia has gone a step further to implement management of a single
data banKor both home and institutional care using the same functional alassifi
system.

* Professional nursing services are provided without charge to clientbowever,
limitations may apply to client eligliby, intensity andduration of care provided. Most
provinces have co-payments and/or some form of income assessment for home
support services.

* Provinces have invested in the home care sectdespite government fiscal
constraints in recent years. Health Canada data showuhlt home care
expenditures in Canada have more than doubled in the last seven years to over
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$2 billion (1990-91 to 1997-98). The average annatd of increase has been almost
11%. Eight of twelve jurisdictions have@eded 3% of their health spending

allocated to home care. Amling to provincial sources in British Columbia and
Manitoba, the percentage reached more than 7% of total health spending in these
provinces for 1997-98. During the past few years, provinces and territories have
implemented controls on eligibility, services delivery #uodget allcations inorder to
control the growth in expenditures and to manage growing expectations and demands
for home care services from the hospitadter and the public.

Theregionalization process that has occurred in most provinces over the last several
years has given more flexibility to regional or localhauities to decide upon funding

and priorities for home care services. At the same time, it has contributed to diversity
of regional programs within some jurisdictions.

Training of unreguited vorkers,division of tasksbetween unregated and

regulated wrkers andecruitment of professional and other home care workers are
issues in most provinces.

Increased activity iminovation andievelopmentalinitiatives in the provinces and
territories are responding to emerging issues and needs in the homectarelis the
medium to long term, this workilhinfluence adjustments of the variopsograms to
meetbroader health system challenges. Examples include expansion of research
activity in the sector; establishmentgrbgrams targeting the needs of specific client
groups; development of standardized assessment instrumetiatsases and

information systems; and expansion of the study and uselofiology for service
delivery, safety and security of clients at home.

Differences

Theregulatory status of home care programs varies from one jurisdiction to another.
Professional home care and homemaker sepategories often falinder different
legislative, regulatory, administrative and/or policy arrangements. In most cases, there
is no legislation specifically governing home care.

There are differences among provinces and territories in the policies and
arrangements for charges to client&nd/or assessing client contributions for home
support services (i.e. personal care and homemaking). Examples of differences (which
may vary with the kind of home support services provided) include formal income
testing (and certain assets in some cases), giving priority access to low-income clients
(without formal income testing), charging a flate petour, and applying any third-

party insurance the client may have to cover a portion or all of the costs of needed
home care services. More detailed information and study on thecsalg needed.
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» Therange of professional service§.e. nursing and therapy services) available varies
among provinces and territories. These services are generally fewer in rural and
isolated areas. Speech th@radietician and social work services are less available
than other professional services in home care programs. Ontario’s program has the
broadest range of professional services included.

» Themodels of service deliveryeflect a diverse mix gsublic and private sector
workers in the provision of publicly funded services. Examples areatsdskvan
where home care workers are public employees, and Ontario where service delivery
has changed over the past few years from a public and not-for-profit model to open
competitive model where either for-profit and not-for-profit agencies can eteigp
contracts to deliver home care services.

* The variation among jurisdictions in the developmerdatdbases and information
systemscontributes to the difficulty in obtaining various kinds and levels of data on a
national basis or for sstted inte-provincial and -territorial comparisons. If such
information is desirable, further consideration is needed to develop more consistent
data across jurisdictions.

» Althoughlevels of fundingfor home care have been increasing in most jurisdictions,
the actuafunding levels vary depending on the province or territory, ranging from $24
to $124 per capita. This may have implionsfor utilization in terms ofaccess and
range of services available. More data are neededderstand uization and to
determine idedunding levels relative to client mix, service mix and integration with
other sectors of the health system.

* Finally, it is worthy of note that there are variationpaticy in certain areas such as
client access to services, equitypiovision of services, service standards and quality,
client obligation to pay for publicly funded services, obligation famifamembers to
provide care, to name a few, and these issues remain a consideration in all provinces
and territories.

Conclusion

While all provinces and territories have home care programs, there is considerable
variation among them. Although variation is netessarily undesirable in a country as diverse in
population and geography as Canada, much can be learned from the experiences in other
jurisdictions. This report provides a comparison of provincial and territorial home care programs
on eight factors related to organizatj funding and services delivery. A picture of thess of
home care for Canada emerges.

While provincial and territorial home care programs have existed in some provinces since
the early 1970s, this report shows that all programs are currently in a period of growth and new
development relative to other sectors of the health system. This alone accounts for some of the
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variation among jurisdictions that are described in the report. At the same timesatesdhat

home care is responding to changing demaedsrding to client need and overall health system
change. A more in-depth understanding of home care programs across the country may assist in
the policy, planning, programing and research developments whichua@er way. One of the
important conditions to support this process tovearcessible, comprehensive and integrated

home care services is the development of systematic informatioratandallection in home care

so that inter-provincial and -territorial comparisons can be made and included as part of decision
making in the broader health system.
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Appendix 1.0: Organization and Governance

B.C.

The home care program began in 1978 as part of the Continuing Care program. Devd
to the health authorities for the delivery services was implemented April 1, 1997 throJ
“Better Teamwork Better Care” initiative. The Ministry of Health, Acute and Continuing

Care regional teams work to suppeatch of the five macro regions of the province and fo

facilitate communication between the Ministry and the region.

British Columbia has 11 Regional Health Boards, 34 Community Health Councils (CH
and 7 Community Health Service Societies (CHSSSs), all of which are generally referrg
“health authorities.” The Ministry of Health allocates funding for health services to the
authorities, but continues to set overall policy guidelines and standards for service pf
The Ministry continues to retain ultimaaecountability for ensuring the highest standard
care by delegating authority and reporting requirements.

[ution
gh the

Cs)
dto as
health
pvision.
5 of

ALTA.

The Home Care Program was established by the Government of Alberta in 1978. Initi
only individuals with a medical condition requiring professional health sendcegsed

assistance but, in 1984, the program was expandacctimmodate the increasing need fir

support services and palliative care. Community care and support services are finan
the department of Alberta Health; however, these programs and services are adminis
delivered by the 17 Regional Health Authorities.

ally,

ted by
ered and

SASK.

A comprehensive program of home care was first introduced in Saskatchewan in 197
by 1984 all “home care districts” were operational. At that time, the program was the
responsibility of the Department of Social Services; in 198&daine the respondity of

the Department of Health. The program is currently the responsibility of the Communif
Care Branch of Saskatchewan Health. Until April 1, 1994 home care programs in the
of the province were delivered by 45 non-profit incorporated home care boards. Sincq

these services have been amalgamated with services for which District Health Board$

(DHBs) are responsible. There are 32 District Health Boards in Saskatchewan compr
both elected and appointed members which serve different geographic areas. In the 1}
portion of the province, non-profit corporations provide home care services in collabo
with two DHBs and one health authority.

The role of the health department's Community Care Branch with respect to the homsg
program is to provide overall direction by developing provincial objectives, policies,
procedures and standards in consultation with DHBSs; provide consultative/advisory s
monitor outcomes of home care programming; promote communication/liaison.
Saskatchewan Health provides guidelines and standards for the delivery of services
allocates funding using a population needs-based funding formula that was implemen
1994-95.
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MAN.

The Manitoba Home Care Program was established in 1974. The Home Care Progral
provides comprehensive community care and also ensures coordination of admissior
facility care when living in the community is not a viable alternative for a client. Manitd
Health is responsible for policy and overall program standards for home care.

Responsibility for the delivery and operational management of home care services ar
service delivery standards rests with 12 Regional Health Authorities (RHAS) througho
Manitoba. Home care is a core service which RHAs must deliver in their respective rg

m
to
ba

d for
it
Pgions.

ONT.

The first home care demonstration program was funded in 1958. Following a series o

pilots,

home care was formally established by the Government of Ontario in 1970. The
establishment of 43 Community Care Access Centres (CCACs) was completed in J
1998. These CCACs consolidated the services formerly provided by 38 home care

uary
ograms

and 36 placement coordination services. These CCACs act as a single point of acceps for a
wide range of community services and programs, coordinate and plan delivery of seryices to

support clients and caregivers, and coordinate and assist clients with applications an
admissions to long-term care facilities.

CCACs are governed by independent, incorporated, non-profit boards of directors. The

boards are accountable through service agreements to the Ministry of Health. The Mi
of Health sets broad guidelines and policy for CCACs, including guidelines for Reque|
Proposal for home care services, medical supplies and equipment.

nistry
5ts For

QUE.

In Quebec, publicly funded home care services are the responsibility of the Local Community

Services Centres (CLSCs) that were established in 1972. These CLSCs (146) are lo
public organizations managed by boards.

The Ministry of Health and Social Services sets overall policy and plans for services
province. Eighteen (18) Regional Health and Social Services Boards are responsible
planning, budget allocations and coordination of health and social services, including
home care services, in their respective areas, but not for the delivery of these service
Note: 38% of the 146 CLSCs (55) are merged with other types of institutions.

al

n the
for the
he

S.

N.B.

The New Brunswick Extra-Mural Hospital (NBEMH) was founded in 1981, and was
Canada’s first government funded home-hospital program. It was designated as a Ho
Corporation under thhlew Brunswick Hospital Aetnd its services were insured by the
province. In 1996, the status of the NBEMH changed to that of the current Extra-Mura

S pital

Program (EMP). Management of the existing service delivery units devolved to the reaining

8 Regional Hospital Corporations (RHCs). The 8 RHCs manage hospital facilities,
community health care centres and the Extra-Mural Service Delivery Units.

The Institutional Services Division of the Department of Health and Community Servig
sets overall policy, plans for and provides funding to eight hospital corporations whicl
deliver programs and services. The EMP provides acute care substitution, some honi
support, and some long-term health care services.
The Family and Community Social Services Division (FCSS) administers long-term hd

eS

(S

me

support services and also long-term residential care under the Long Term Care Progfam. The

Nursing Home Division provides some of the long-term residential care.
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N.S.

The comprehensive Home Care Nova Scotia program was implemented June 1, 199%,
replacing the Coordinated Home Care Program which had been established in 1988. [The

current program is administered by the Nova Scotia Department of Health through R

ional

Home Care offices in the provinces four health regions. Four Regional Health Boards|have

been established, and service delivery in the areas of public health, mental health an
dependency has been transferred to them but not home care. The date for transfer o}
service has not been established.

drug
this

P.E.Il.

Prince Edward Island’s home care program, the Home Care Support Program (HCSP

, was

implemented in 1986 and underwent a substantial review process in 1996. The Depajtment

of Health and Social Services is responsible for establishing the program’s philosophy
mission, goals, objectives and policies, as well as program content and development,
standards, evaluation and staff education. Five Regional Health Boards can tailor prg
content and development to the unique features and needs of each region. These bo

gram
ards are

responsible for the financial management, strategic planning and operation of the prodgram, as

well as the delivery of home care services.

NFLD.

Home care services were introduced in 1975. Since then, they have been developed
regions throughout the province. Home care service delivery is managed through Reg
Health and Community Service Boards which have the flexibility to design the content
their programs to meet the unique needs of their region. The Department of Health ar
Community Services is responsible for policy direction, allocation of resources to the
and program monitoring.

in various
ional

of

d
region

Y.T.

The Social Services Branch of the Department of Health and Social Services adminig
Yukon Home Care Program. It was implemented in 1988.

ters the

N.W.T.

The Coordinated Home Care program was first implemented in Yellowknife in 1978. 4
then, it has been expanded to include the various communities throughout the region.

ince
The

program is planned and delivered by Regional Health and Social Services Boards. TLe
three

Department of Health and Social Services sets policy directions and transfers funds

Community Services and Hospital Boards and 10 Regional Health Boards.
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Appendix 2.0: Legislation

B.C.

Continuing Care Act(1992)- residential care, home support, adult day centres, family

care

homes, group homes for disabled persons, short stay assessment and treatment cenjres.

Hospital Act- professional and insured services, acute, rehabilitation, palliative and
extended care services which are insured services under the provincial health care irf
plan.

Community Care Facility Act applies to licensing of community residential care facilit

surance

esS.

ALTA.

Coordinated Home Care Program Regulation 232/9frovides legislated mandate for
Alberta’s Home Care Program. Falls underPoblic Health Act

SASK.

Health Districts Act(1993)- provides authority for not-for-profit district health boards tg
plan, administer and deliver home-based services.

Home Care Act (is expected to be repealed in the near future as it applied to former
profit home care boards.)

non-

The District Health Boards (DHBS) act in accordance with these Acts and with provingial

policies.

MAN.

The Home Care Program was established throu@rder-in-Council of provincial
Cabinet. There is no legislation governing the program.

ONT.

In 1995, changes were made to the regulations undéfethigh Insurance Actand the
Homemakers and Nursing Services Ast that it is no longer necessary for a physiciar
authorize provision of home care. The recipient does, however, require medical supe
by a physician in some cases (e.g. medical orders).

to
[vision

QUE.

The guidelines for home care services are defined by the Ministry of Health and Soci
Services in two official documents: Thbme Care Service€l979)document was replac
by Policy on Primary Home Care Servic€$994) The Ministry’s focus on clients and its

il
bd

policy regarding health and wellness contribute equally to the objectives to reach cerfain

population groups.

The Act Respecting Health and Social Servicgection 80)gives the mission and servic
requirements at CLSCs. The specific home care services to be insured or paid for by
funds are not specified in legislation.

a)

g

public

N.B.

Bill 85, an Act to Amend theHospital Act(1992), of April 16, 199@ertains to the Extra;

Mural Program. The specific home care services to be insured or paid for by public f§inds are

not specified in thédospital Act the health insurance legislation of the province. The
Family Services Actlso relates to home care.

N.S.

Homemaker Services A¢1981)
Coordinated Home Care Adi1990)

P.E.l.

The 1986 Home Care Support Program was implemented thro@tlenin-Executive-

Council. Currently, no Act or legislation governs the program.
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NFLD.

There is no legislation for home care, but there is legislation governing licensed home
support agencies.

Y.T. There is no legislation governing the delivery of home care services. However, legislgtive
authority for the home care program and its services is derived froviukum Health Act
Home care program philosophies and policies reflect the principles of the Act.

N.W.T. | There is no legislation for home care.
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Appendix 3.0: Services and Providers

3.1 Range of Serees

Legend:

V. service available 0: service not available  NA: information not available OT: occupational therapy PT: physiotherapy
3.1RANGEOF | Assessment - Care Home suppart Nursing® Rehabilitation Social work Speech Respiratory
SERVICES: coordination, Case Personal care OT/ PT therapy services
PROVINCE/ management including meals
TERRITORY programs and

respite
B.C. v v v Limited to home- | very limited 0 In some health
bound clients authorities, but
only. Includes not through home|
nutrition. support services.
ALTA. v v v v plus nutrition v v
SASK, 4 v including home | ¢ plus OT; PT; mental v in some districts 0 v insome
maintenance laboratory health, dietician districts
program if safety in some counselling in
issue districts some districts

® Where mentioned, the range of services included under laboratory services was not specified.

® District Health Boards are responsible for establishing volunteer services (e.g. friendly visiting, security calls, transportat



Provincial and Territorial Home Care Programs

Appendix 3.0: Services and Providers Page 44
3.1RANGEOF | Assessment - Care Home suppart Nursing® Rehabilitation Social work Speech Respiratory
SERVICES: coordination, Case Personal care OT/ PT therapy services
PROVINCE/ management including meals
TERRITORY programs and

respite
MAN. v 4 4 v v Social work v Onavery | ¢ province-wide
needs are limited basig  home oxygen
incorporated into concentrator
care plans where services
appropriate to
support the overall
plan of care.
ONT. v v including v plus v plus dietician | v/ v in publicly | v/
referral to other laboratory funded
community support schools and
services and health- client's
related programs. homes.
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3.1RANGEOF | Assessment - Care Home suppart Nursing® Rehabilitation Social work Speech Respiratory
SERVICES: coordination, Case Personal care OT/ PT therapy services
PROVINCE/ management including meals
TERRITORY programs and

respite
QUE. v v House cleaning | ¢ plus v exceptinfew | ¢ plus Community 0 v exceptin
mostly offered laboratory CLSCs developrient Montreal and
outside public Quebec where
program. specialized
Meals on Wheels hospitals
ambulatory
programs exist
N.B. v v v both v OTand PTin | ¢ inLong Term v in acute v province wide
acute and acute and long- Care Program and long-ferm in acute program
long term term care, plus (FCSS) and inEMP  care progjlam and long terrh
dietician in acute acute care program. Sub-
care contracting of
equipment only.
N.S. v v v 0 0 0 v
P.E.l v v v OT inlocal referral to regional referral to 0
programs; referrall resources regional
to regional resources
programs for PT

! Freecoverage for disabled persons, poor and frail elderly; other recipients referred to the 75 new government-supported gmirgpthiseservice
with a fee per hour income testeBn{reprises d’économie sociale en aide domest)dueals on Wheels are run by a non-profit organization outside the home
care program. Referrals are made by the home care program. Adult day-care centres are administered by public nursire feowet S@d.

Community organizers are part of home care programs and are supporting volunteer organizations, inter-sectoral init@talesoandntration.
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3.1RANGEOF | Assessment - Care Home suppart Nursing® Rehabilitation Social work Speech Respiratory
SERVICES: coordination, Case Personal care OT/ PT therapy services
PROVINCE/ management including meals
TERRITORY programs and

respite

NFLD. v v (limited) v 0

Y.T. 4 v OT and PT are| v (A large part of Referral to
part of the home program) regional
care teamin services
Whitehorse;
referral to
travelling team for
outlying
communities

N.W.T. 4 v 0 - (referral to 0 - referral 0 - referral 0
regional services)
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3.1 Range of Senees continued

Additional notes:

Saskatchewan: Volunteer services are part of homepcageam (e.g. visiting, security checks, transaiion).

Ontario: Provides of enterostomal therapy, medical trateanunder specified circumstances (provided by Ministry of
Health), and arranges admission to long-term caittizecand admission to adult d@yograms (planned for
1999).

Manitoba: Program options or components include Self-ManagaiyFHslanaged Care, Group Shared Care, Community

Intravenous Therapy Program, Home Oxygen Therapy Program, Dialysis Program and Terlhaitved zare.
Home care provides assessment and referral to Adult Day Programs, supportive housing, chronic care and personal
care homes. There is also a Medical Supplies and Equipment Program.

British Columbia: Adult day-care centres are funded through the contiaautg cardudget. British Columbia has a self-managed
care program called “Choice in Support for Independent Living.” Home support services indliatigepeare.
Community home care nurses provid@rated IV program in some health authorities.

New Brunswick: New Brunswick manages adult day-care under timdyF@nd Community Social Services Division Long Term
Care Program.

Manitoba and Ontario (as of April 1999) manage adult day-care under the home care program.
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3.2 Models of Serice Delivery:

3.2MODELS OF Delivered by public employees Contracted out Self-managed care

SERVICE DELIVERY : (including employees of regional health

PROVINCE/ authorities or publicly funded agencies)

TERRITORY

B.C. All professional services Home support services only (includes|not-  Yes. “Choice in Support for Indepenglent

for-profit and for-profit organizations). Living” program since 1994
Some home support agencies have
amalgamated with the Health Authoritied.

ALTA. Always professionals doing assessmeny, Mainly home support (personal car¢ and Home support services only
reassessment and discharge planning; homemaking). Yes, plus Guardian Managed Care
sometimes professional services For professional services, there arela few  (dependent adults or children whg cannot

exceptions where some RHAs contract put  manage their own care but have legal
for direct nursing care (but not for guardians)
assessment services).

SASK. Usually professionals doing the While DHBs have the authority to No
assessment, reassessment, discharge contract out services, all services|are
planning and the majority of professional directly delivered by the DHB excepfin a
and non-professional services few exceptional circumstances.

MAN. Professional and non-professional Therapy services are contracted for [the Yes. Self-managed care and family-
services (except for a portion of servicels ~ most part throughout Manitoba. In managed care for non-professional|services
in Winnipeg). All assessment and care Winnipeg, most nursing services and a only
planning. small portion of home support services|are

contracted to an agency. Back-up servides
are also contracted in Winnipeg.
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3.2MODELS OF
SERVICE DELIVERY :
PROVINCE/
TERRITORY

Delivered by public employees
(including employees of regional health
authorities or publicly funded agencies)

Contracted out

Self-managed care

ONT.

Some professional and non-professiong
services. In the year 2000, it is
anticipated that only professionals doing
assessment, reassessment and dischar|
planning will be employees of CCACs.
CCACs are publicly funded, transfer

payment agencies which contract with
service providers to provide direct serv
through a Request Fordprosal process.

The RFP requirements are based p
factor. There is a 3-year time frame fpr

and not-for-profit organizations.
ce Professional/homemaking/personal
support services are contracted out.
By the year 2000, only case managers \
be CCAC employees. All nursing

and all home support servicedvbe
contracted out.

| A Request for Proposal process (RFP)
was introduced in 1997 for all providprs.
imarily province wide. It is not funded by/@r
e on service quality. Price is a secqndary

implementation. It is open to all for-pijofit

services, some home health allied services

Self-managed attendant care for g
withlidisgalprogram is now available

operated by the CCACs. The C¢
Independent Living assist with

administration of the program and cli

with self-managed care as needed.

dults

bntres for

PNtS

QUE.

All professional services.
Personal care and home support to high
risk clients (health and social services).

Contracting out for home support

region and for respite hours (for profit
and non-profit agencies)
Contracting out for house cleaning,
mostly for the elderly, under the
Corporations d’économie sociale en aide
domestique.

services for disabled persons in M¢ntreal

Yes (applies to around 7000 clients &
legal representatives of physically
mentally disabled persons)
Home support services financed
Respite care: monetary allocation is of
to family

\nd/or

ered
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3.2MODELS OF
SERVICE DELIVERY :

Delivered by public employees
(including employees of regional health

Contracted out

Self-managed care

services

PROVINCE/ authorities or publicly funded agencies)
TERRITORY
N.B. All professionals services Home support and Meals on Wheels gre In a number of cases, the client recg¢ives
contracted. financial assistance from the governmentjto
purchase services directly from individualg
or agencies. For alternative family living o
adult foster care, clients may be eligible tq
receive up to $68 per day residential or
$2,040 a month for home support serviceq
according to an assessment of their income,
assets to the level of assistance needed
(Provincial Long Term Care Program).
N.S. Case management functions, including Approximately 75% of nursing serviges No
intake, assessment, service planning, and 100% of home support service$ are
resource allocation and authorization of provided through contracts with not-for-
service are performed by Home Care profit agencies.
Nova Scotia staff. Approximately 25% o
nursing services are delivered by publig Home oxygen services are provided
employees. through contracted vendors.
P.E.L All professional and non-professional Physiotherapy, dietician therapy and No
services speech therapy are arranged through
regional resources or may be contracteg
out across regions.
NFLD. Intake, assessment, care planning, case Home support services Yes
management, discharge planning by
professional staff.
Y.T. All professional and non-professional None No
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3.2MODELS OF
SERVICE DELIVERY :

Delivered by public employees
(including employees of regional health

Contracted out

Self-managed care

services

PROVINCE/ authorities or publicly funded agencies)
TERRITORY
N.W.T. All professional and non-professional None

Yes
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3.3 Types of Provider
3.3TYPES OF Case Management Nursing care Personal care Home making
PROVIDER :
PROVINCE/
TERRITORY
B.C. Registered nurse, mostly Registered nurse, many B.SE. Home support workers: No licencirg Same as previous se¢tion on
B.Sc. prepared. prepared. requirement. personal care.
Sometimes social 22-week community college
workers, PTs or OTs program/provincial curriculum.
Occasional: Licensed practical nurses
(LPNs) who are paid as Home Support
Workers. LPNs may act as Home Suppoit
Agency Supervisors.
In B.C., home support includes personal
care and homemaking.
ALTA. Registered nurse Registered nurse Home support aide Same as in previous segtion.
No requirement
SASK. Degree/diploma in Registered nurse, registered Registered nurses, registered psycHiatric Home care aides: trajning as in

health, social services,
education or related are
or considerable
experience in assessme
and interviewing
techniques.

psychiatric nurse, licensed

h practical nurse (Only

registered nurses may perfor

ht nursing assessments and d
nursing needs).

Supervisor: Bachelor degree
diploma in public health
nursing and 3 years’
experience in community

nurses, licensed practical nurses c4n

perform personal care; however, it i$

m usually home care aides who do thig.

pfine Training for Home Care Aides:

Completion of home care core

or components of an approved training
program is required within 2 years of
employment.

nursing.

previous section.
There are also training
requirements for indivlduals
preparing meals, peiforming
home maintenance and
providing volunteer sejvices.
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3.3TYPES OF Case Management Nursing care Personal care Homemaking
PROVIDER :
PROVINCE/
TERRITORY
MAN. Registered nurse, socia Licensed practical nurse Licensed practical nurse Home support worker
worker, sometimes (combination of training and/or
physician, occupational experience)
therapist or home
economist
ONT. Mainly by registered Registered nurse Personal support services are provided by  Assistance with homerhaking is
nurses but other Licensed practical nurse homemakers for services accessed fhrough provided by homemakers for
professional staff have CCACs. Personal support services ar services accesgedhtiro
been used successfully. provided by attendants for services in CCACs. The primary tagks
supportive housing programs and attenddnt  undertaken by attendants felate
outreach services. A training program for to the provision of persona
personal support workers has now been support, but a limited amofint of
implemented (510-520 hours, including homemaking may be providgd.
160 clinical hours).
QUE. Registered nurse, socia Registered nurse Auxiliaire familiale et social®r home Auxiliaire familiale et social®r

worker, OT, depending
on the client profile.

support worker
(960 hours of post-community college
training). Not mandatory.

home support worker

Aide ménageérer domestic helf

(training on the job) in the

entreprises d’economie social

[¢)
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3.3TYPES OF Case Management Nursing care Personal care Homemaking
PROVIDER :

PROVINCE/

TERRITORY

N.B. EMP: The primary Registered nurse Registered nursing assistant (one-yedr Homemakers
service provider in any training through community college).
discipline may act as Home support worker, personal care
case manager. worker and visiting homemaker are
For home support equivalent workers. An individual who has
(FCSS), usually social completed either the Home Care Workgr
workers are case Training Program provided by N.B.
managers. Community College or a similar certified

program is considered to have the minimpm
training requirements for a qualified homg
support services worker. Some clients
under the age of 65 receive services from
an attendant care worker.

N.S. A degree in either Health  Registered nurse Registered nurse Home support worker
or Social Science or an Licensed practical nurse Licensed practical nurse
accepted and approved Home support worker
equivalent of training
and experience, plus fiv¢
years of related
experience.

P.E.L Registered nurses for Registered nurse Licensed nursing assistants in two r¢gions.  Licensed nursing assistants in
post-acute care. Very Licensed nursing assistants |n Also, certified visiting homemakers, two regions. Also, certlfied
limited case management two regions visiting homemakers.
for continuing care
sector.

NFLD. Professional, Registered nurse Home support worker

multi-disciplinary

Home support worker
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3.3TYPES OF Case Management Nursing care Personal care Homemaking
PROVIDER :

PROVINCE/

TERRITORY

Y.T. Professional selected Registered nurse Home support worker Home support worker
upon client’s profile

N.W.T. Usually registered nurse]  Registered nurse or could bg Home support worker Home support worker

or occupational therapis

certified nursing assistant

Certified nursing assistant
(Personal care and provider requirements
are defined differently according the
regional board requirements)

Certified nursing assistant
Homemaker
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Appendix 4.0: Eligibility

for
ine of

=

PROVINCE/ Eligibility requirements Ages of Income testing Limits/Guidelines to services

TERRITORY [The symbol (v) refers to basic require mentscommon to clients and/or fees provision
all provinces and territories as follows. The client has: accepted
1. Proof of residence in province or territory and a valid
health insurance card for the jurisdiction where services
are being delivered
2. Unmet needs from family and community
3. A suitable home to provide care
4. An assessment as needing care
5. Consented to treatment]

B.C. v Residency: must be a landed immigrant or a Canadian For home Yes - for horpe Community home care nursing
citizen. Minimum of 12-month residency for intermediate support (nust  support, respife and acute care clients has a guide
care level clients and minimum 3-month residency for be age 19 or residential cgre. 2 weeks of service, including fnedical
extended care clients to access home support, residential care, older) supplies.
respite services, adult day centres. Nursing: {ll Home Support guidelines:
Access to Home Support Services: client has presence of a ages 40 hrs/month
chronic illness for a minimum of 3 months. Intermediate care-Level I:

Access to Direct Care Services of community nurses reqdires 46 hrs/month
a physician's order as part of hospital discharge. Hospital Intermediate care-Level 2:
liaison staff may be employed by health authorities to 64 hrs/month.
facilitate discharge. Community home care nurses may mgke Intermediate care-Level 3:
an assessment visit without a physician order. 98 hrs/month.
Extended care: 120 hours per month g
30 hours per week.
Guidelines are not maximum limits
and clients may have care
requirements that exceed the
guideline.
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PROVINCE/ Eligibility requirements Ages of Income testing Limits/Guidelines to services
TERRITORY [The symbol (v) refers to basic require mentscommon to clients and/or fees provision

all provinces and territories as follows. The client has: accepted
1. Proof of residence in province or territory and a valid

health insurance card for the jurisdiction where services

are being delivered

2. Unmet needs from family and community

3. A suitable home to provide care

4. An assessment as needing care

5. Consented to treatment]

ALTA. v Residency: Inter-provincial agreements exist for residepts Al Yes - for homd Services up to $3,000 per month (i.e.
of British Columbia and Saskatchewan living in certain support accordjng equivalerititp fhacement rates).
communities bordering on Alberta. to the size of the There are allowances for a highe[ dollar
Client does not require 24-hour services provision. family and the amount per month for people awgiting

annual income [plcement or receiving peative care.

SASK. v Residency: Inter-provincial agreements exist for residepts Al Yes - for home
of Manitoba and Alberta living in certain communities support including
bordering on Saskatchewan. personal care,

respite, home
maintenance and
meals.

MAN. v All residents of Manitoba across the life span may accgss All No Upper cost limit based on a fornjula
home care for assessment for eligibility for home care Priority is givehto  for equivalent level of institutiongl
services. Anyone may refer a client to the Manitoba Homg people with ng care. Service limits based on client risk
Care Program for assessment for eligibility. other options fof and safe-care.

Home oxygen program: basic home care program criteria|plus care. Exceptions can be made for clignts
specific medical criteria. waiting long-term care placement, short-
term need and terminal care. r
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PROVINCE/ Eligibility requirements Ages of Income testing Limits/Guidelines to services
TERRITORY [The symbol (v) refers to basic require mentscommon to clients and/or fees provision

all provinces and territories as follows. The client has: accepted

1. Proof of residence in province or territory and a valid
health insurance card for the jurisdiction where services
are being delivered

2. Unmet needs from family and community

3. A suitable home to provide care

4. An assessment as needing care

5. Consented to treatment]

ONT. v Residency: All No Homemaking (includes personal
Eligible if living in the area of a CCAC. support): Thgh CCACs, maximum
Eligible for professional services if needs are not met by of 80 hours per month in first momth,
hospital outpatient service. 60 hours per month thereafter.
Eligible for homemaking and personal care if there is a nged Nursing: maximum of 4 visits pelf day
for assistance with personal care and/or there is a risk thit the or dollar equivalent up to 28 hours per
person will require institutional care without the service. month.

Through Attendant Outach for

adults with disabilities120 hours per
month. These can be combined for
those who need high levels of
assistance with personal support.
For palliative or complex care, the
dollar equivalent for the hour of
nursing per day can be exchanged to
purchase longer blocks of nursing.
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sector.

Clients must use coverage from other public programs if
applicable.

Definition of “home”: According to Ministry of Health and
Social Services policy, home includes private long-term
residential care facilities and alsésidence d’accueibr
foster home arrangements where supplementary services
may be required.

services, priority if
given to low-

income people angl

those with no oth
option for care
The exception is
for disabled
persons under
65 requiring long-
term intensive
supportive care, fo
whom no income

PROVINCE/ Eligibility requirements Ages of Income testing Limits/Guidelines to services
TERRITORY [The symbol (v) refers to basic require mentscommon to clients and/or fees provision

all provinces and territories as follows. The client has: accepted

1. Proof of residence in province or territory and a valid

health insurance card for the jurisdiction where services

are being delivered

2. Unmet needs from family and community

3. A suitable home to provide care

4. An assessment as needing care

5. Consented to treatment]
QUE. v Non-residents: pay full cost or are referred to private All For home suppprt Priority given to emergency and

er

priority is applied.

situations, including situations wher
family support is needed.

Home support maximum is 40 hour

per week. It can be more depend

crisis
D

»]

ing

on client needs (e.g. certain disqbled

persons) and may vary from one
region to another.
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PROVINCE/ Eligibility requirements Ages of Income testing Limits/Guidelines to services
TERRITORY [The symbol (v) refers to basic require mentscommon to clients and/or fees provision

all provinces and territories as follows. The client has: accepted
1. Proof of residence in province or territory and a valid

health insurance card for the jurisdiction where services

are being delivered

2. Unmet needs from family and community

3. A suitable home to provide care

4. An assessment as needing care

5. Consented to treatment]

N.B. v Specific criteria established for some services. All No charges for $2,040 per month for home supp
Extra-Mural Program: Physician referral except for acute care or Iqng-  (FCSS)
rehabilitation. term health Up %68 per day for residential
Services are needed from one of the health professionals services. services.
employed by the EMP (long- or short-term). Long-term
Drugs covered if no private insurance. supportive and
Long Term Program: Home support and long-term residerftial residential cafe is
care. income tested
Health care if needed. according to

income and assets
excluding the
client's home.

P.E.l v Clients must be medically stable All For home suppoft Maximum of 4 hours/day up to 28
Non-residents pay the full cost of services excluding services (i.e. hours/week
administrative costs personal care an

respite) r
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—

PROVINCE/ Eligibility requirements Ages of Income testing Limits/Guidelines to services
TERRITORY [The symbol (v) refers to basic require mentscommon to clients and/or fees provision
all provinces and territories as follows. The client has: accepted
1. Proof of residence in province or territory and a valid
health insurance card for the jurisdiction where services
are being delivered
2. Unmet needs from family and community
3. A suitable home to provide care
4. An assessment as needing care
5. Consented to treatment]
N.S. v Specific criteria for each level of service All There are no feds Acute home care services:
for nursing up to a maximum of $4,000 per montl|
services. Based or]  Chronic home care services: equivflent
the recipient's to facility picement cost ($2,200 per
income and family | month)
size, there may be h
minimal fee
assessed for home
support, personal
care or home
oxygen services.
NFLD. v All Income test for Health care supplies provided free fd
home support acute care.
services (personal] Oxygen, health supplies, orthotics,
care, household equipment and medications for long
management and term care determined on means tes}.
respite). A maximum range of $2,268 to $3,24
monthly for home support services.
Government is the payer of last resort
for long-term home support services.
N.W.T. v All No
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PROVINCE/
TERRITORY

Eligibility requirements

[The symbol (v) refers to basic reguire mentscommon to
all provinces and territories as follows. The client has:
1. Proof of residence in province or territory and a valid
health insurance card for the jurisdiction where services
are being delivered

2. Unmet needs from family and community

3. A suitable home to provide care

4. An assessment as needing care

5. Consented to treatment]

Ages of
clients
accepted

Income testing
and/or fees

Limits/Guidelines to services
provision

Y.T.

v Criteria for admission to program:

- physical and mental disabilities

- acute care needs

- terminal illness

- frail elderly needing assistance in daily living

All

No

Acute care: for clients requiring les$
than 12 weeks of service
Wound care: supplies provided for
2 weeks if no income or private
insurance
Maximum number of home support
hours per client: 35 hours per week
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Appendix 5.0: Assessment and Case Management

B.C.

Case manager assessment for home support, respite, adult day centre services, meal
programs and residential care:A single-entry system allows access to all community

Page 63

support programs. Assessment activities include intake and screening, initial assessment,

financial assessment of income, program planning, service authorization, monitoring,

evaluation, follow-up and reassessment. Anyone can refer an individual for assessmeft,

including self-referral. A physician referral is not required. Staff employed by the health
authorities conduct the assessment and case management processes. Case manage
nurses, but also social workers and rehabilitation staff) go out to the home to do the

S (mostly

assessment. If the person is assessed to be eligible for services, a care plan is develpped and

the family physician is called to inform him or her of the care plan for the client. Servicq
include home support, respite at home or facility, adult day centre, meal programs and|
residential care.

Assessment for respite care is done using the same single-entry system, through the

s may

community case manager. The assessment determines eligibility for home support, adult day

care and facility cement services for respite.

The assessment instrument, referred to as the LTC1, was first developed in 1978 and
two major revisions since then. A mini mental status exam (MMSE) and a financial
assessment (LTC1.6) are also included as complementary assessment instruments in
process.

There is a separate process for Direct Care Services of community home care nurses

has had

the

Direct Care Services of community home care nurses require a physician’s order, but fan
initial assessment visit may be undertaken without a physician’s order. Health authorities may

have an employee responsible for hospital liaison discharge activities.

ALTA.

Entry to long-term care services in Alberta occurs through the single point of entry prog
through the Home Care Program. The Alberta Assessment and Placement Instrument
was introduced in 1990 to standardize the documentation of assessment information. |

ess
AAPI)
was

developed to guide health care professionals in assessing individuals requiring long-tefm care

services. Each individual goes through an intake/screening process through which the
indication of need and the urgency of need are assessed. Each individual then has an

nitial

assessment completed. This is a process in which the individual and the case coordinator can

identify patient needs together. This information is then documented on a standardized
Once the needs are identified by the client, the caregiver and the case coordinator, a

form.
are plan

is developed. This plan lays out which needs will be addressed, what the desired outqome is,

and the plan of how and when the outcome willdsched. This care plan is followed by

implementation. A reassessment is completed with each client. This is done yearly if the client

needs are long term, or any time there is a significant change in the client's condition
situation creating a change in need. Finally, there is discharge which is planned for at
of intake. It occurs when the client no longer needs or chooses to have services.

d/or
e time
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SASK.

Saskatchewan has a single-entry system through each District Health Board which proj/ides

assessment and care coordination for clients. The Saskatchewan Client Information P
(SCIP) is a new assessment tool that provides better information about behavioural an
emotional needs, along with the degree of informal support, than the former continuing
tool. Applicants are assessed by the home care program before service commences.
is provided on the basis of assessed need and degree of risk for illness, injury and

institutionalization. Each health district has a case coordinator(s) who is responsible fd
assessment, care planning and case management for home care clients. The coording
monitors each client and alters the services if necessary. Service is based on function
Need for Home Care Intervention = (equals) Functional Need - (minus) adequacy of C
Informal Support.

ofile
d
care

Home care

r
tor

al need.
ient’s

MAN.

There is a single point of entry system for the Home Care Program. Referrals are rece

ved

through a regional Home Care office. In Winnipeg and some RHAs, there are also Honje Care

referral and assessment staff in hospitals. Anyone (i.e. self, physician, family member

may

make a referral for Home Care services. Home Care case coordinators in the RHAs afe

responsible for assessment, care planning and case management for Home Care clier
Assessment for placement in a long-term car#itiats done by the Home Care

representatives (usually case coordinators). Referrals are reviewed by a multi-discipli
Assessment/Placement Panel. A standard application and assessment form is used in

ts.

nary
the

assessment for placement process. Kialrversion of the Screening, Assessment and Cére

Planning Automated Tool (SACPAT) has been developed and planning is in process fi
implementation across Winnipeg during 1999-2000.

ONT.

CCAC:s offer a single-entry service point and are responsible for placement in all long-
care facilities; coordinated service planning and monitoring, and case management. C(
assess need, determine eligibility and purchase services. CCACs will purchase all se
the year 2000, except for assessment, case management, evaluation and monitoring. |
referral, a multidimensional assessment of needs and available informal supports is cq
treatment goals are set and a service plan is developed. Case managers are then asy
coordinate the delivery of home health care and homemaking services by various proy
according to the client’'s assessed need for these services. Adults with physidktieksedm]
access attendant services directly without going through the CCAC.

QUE.

Referrals for home care are made to the CLSC by physicians, individuals, families and
health providers. A CLSC staff member, usually a nurse or a social worker, will go to t
person’s home and conduct an assessment of the individual's functional ability and se
needs using a standardiZédaluation Multi-Clientéleiool. The province is in the process

Df

I its

ferm
LACs

vices by

Following

mpleted,
igned to

iders

other

e

vice

developing a new assessment tool which will integrate tools used for home care through to

institutional care. Treatment goals and a plan are developed based on the assessmer
case manager will then arrange for and coordinate the various home health and social

t. The

services

needed by the patient according to the treatment plan.
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N.B. To be eligible for the Extra-Mural Program, the person must have a New Brunswick hehlth
insurance number, a referral from an attending physician (except for rehabilitation services), a
specific health care need that has been identified, and an illness requiring home care $ervices
that can be appropriately delivered by the EMP.

Patients must be “admitted” to the EMP by a physician in a similar way to a hospital
admission; however, a hospital stay is not required. An EMP professional assesses the patient
and develops a care plan in consultation with the patient and family. Appropriate referral is
made to other members of the interdisciplinary team as needed.
Persons discharged from hospital or the EMP, or other persons needing long term in-hpme
support services, wouldccess them through the Long Term Care Program of FCSS. Alljof

the three community partners (EMP, FCSS and Mental Health) use the same criteria apd
standardized assessment tool/process (Single Assessor Model) to determine the type|of care
needed by the client for services outside of hospital services. They then refer or draw|on the
services available from all three partners as needed. The case manager is usually thqg
professional who is most involved with the client and, although it is usually the FCSS worker,
may be from any of the partner organizations.

N.S. Home Care Nova Scotia provides single-entry access to home care services. The program’s
care coordination staff are responsible for all case management functions including intgke,
assessment, service planning, resource allocation and authorization of service. Care
coordinators use a comprehensive, standardized assessment (SACPAT II) to identify the
individual’s unmet needs, in areas of clinical care, health functioning, social functioning|and
environmental support, which can be met by home care. Care coordinators determine p plan of
care in consultation with the client and/or family.
Care coordinators are located in communities throughout the province and in all generg
tertiary, regional and community hospitals in Nova Scotia.

P.E.I. As admission criteria to Home Care Support, all clients are assessed as to need, whak risks for
personal breakdown or decline, what family or community support isaepand what
additional services/supports are required to safely maintain this individual at home or
elsewhere. The standard tool (SAT) for eligibility and needs assessment covers functipn,
cognition, risks and caregiver support. It is targeted that 85%-90% of all Home Care cllents
will require the standard assessment for eligibility and admission to Home Care Suppdrt. In
addition, all nursing home applications andga@mentspublic & private) go through the
coordinated single-entry system, based in Home Care, and use the standard assessmgent
process and tool (SAT).
The Home Care Support Program has the responsibility for coordinating all home care|needs
and services with the client, through the care plan. This includes assessment, care plgnning,
reassessment and discharge planning. The assessment is coordinated by the case cdordinator
who is responsible for facilitating the ongoing provision of the care plan. Discharge plapning

is part of the completion of the service. At present, self-managed care is not an option
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NFLD.

The single-entry system to Continuing Care is used in Newfoundland. Health and Com
Service Board’s core services include assessment and case management. A standarg
assessment is used to access a broad range of communityilityebfaged services. The
assessment is interdisciplinary and focuses on client need. The outcome of assessmq
changes to the care plan. Anyone can make a client referral to the single-entry system
Professional assessment, consultation and ongoing management are part of the gover
funded continuing care service delivery system.

munity
ized

nts inform

hment-

Y.T.

Yukon Home Care Program provides and coordinates an assessment of the individual

requiring care. Referrals to the program are accepted from any source, including clients,

family members, physicians and other health professionals. An assessor, often the soq

ial

worker unless the referral is specifically for nursing or rehabilitation, will meet the clien{ to

review the individual situation, health status, social support and needs. The assessor
determine the services required to best suit the individual's needs and personal goals
assessor will include them in the care plan for the client and remain the case coordina
transfer the role of case coordination to another professional if this is indicated by the
assessment as more appropriate for the client.

Will then
The
or, or

N.W.T.

Assessment and Case coordination is considered a home care program. The program
managed by a home care coordinator who may also function as a case manager, asse
and/or health professional within the program. In hospital-based programs, the home ¢
coordinator is a member of a multidisciplinary, inter-agency, discharge planning commi
small communities, the coordinator’'s position is a regional one. Anyone can refer an

individual for assessment. A physician referral is not required. When someone needs

S are
SSsor
re
tee. In

ome

care services, an assessor will determine need for the individual by reviewing the clieft's

situation, health status, supports available, health care and social care needs. The ag
will then design a care plan outlining the services required to best suit the individual's
and health goals.

In 1997, the Department of Health and Social Services field tested the Alberta Assess
and Placement Instrument (AAPI). Using the input from the field test, a new Continuing
Assessment Package (CCAP) has been developed for Northwest Territories. The CC
consists of a screening tool, general assessment and a specialized assessment. The

sessor
heeds

ment
Care

\P

ICCAP will

be phased in over the next fiscal year.
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Appendix 6.0: Coverage and Co-payment Charges

PROVINCE/ Services and charges In general: Charges
TERRITORY to the client
B.C. Acute care:No charges for Direct Care Professional Servicgdo charge for
including nursing (acute, chronic and palliative), rehabilitatignprofessional Direct
social work, in-school health services, assessment and cageCare Services.
coordination. Income test for home
Supplies: Supplies may be at no charge for the first two weglgupport. Deductible
and client generally pays for supplies after that. for drugs.
Drugs: Persons 65+ pay the drug dispensing fee up to a ceftain
amount. Clients under 65 pay a deductible up to $2,000 pef year
for prescription drugs.
Long-term chronic care/home support:A client pays for
home support servicexccording to a financial assessment.
ALTA. Acute care and long-term/chronic careNo charges for No charge
nursing, rehabilitation, personal care, assessment and casg Mixed public/private
coordination. A client may pay for home support at $5 per Hopay.
to a maximum of about $300 per month.
Supplies, equipment and medicationMixed public/private
pay.
SASK. Acute, palliative and long-term/chronic care:There are no | No charge for nursing

charges for professional services, including nursing, therapi
and case management. However, homemaking, meals and

maintenance are chargeable services. Charges are based

income and number of service units required per month witl
maximums ranging from about $55 to around $335 per mon|
Palliative care clients who are in the end stage of the disea
process, or who require acute care management of palliativ
symptoms, are not charged home care fees. Social assista
seniors on income support are charged the minimum. Some
District Health Boards have established a general guideling
home care services, including respite services, should not

exceed $500 to $3,000 per client per month, the approxims
cost of care in a special care home. There is no provincial

that limits the amount of home care an individual can receiy
Supplies, equipment and medicationMedications and certai
nursing supplies, including home antibiotic IV medications, g

btherapies and case
homagagement delivered
bhy DHBs. Income-

assessed fees for horpe
frsupport.
58&ome medications angl
enursing supplies are
hceyered.

that

te
bolicy
e.
N
re

covered by the District Health Board.
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ProviINCE/
TERRITORY

Services and charges

In general: Charges
to the client

MAN.

Acute and long-term/chronic care:There are no charges for
professional nursing services, personal care, home support
therapy services provided under a care plan to eligible clie
However, there are cost and service limit guidelines depen
on the client assessment.

For home support services to be provided under the Home
Program, the client must be unable to access them from thd
community and they must prevent the person from having tq
in an institution.

Supplies, equipment and medicationAn approved range of
medical supplies and equipment is available where necess
support a home care plan of care. This excludes clients wh
self-care in the use of supplies. There is an equipment-lendg
program for high-cost equipment. The Pharmacare program
assists many clients with drug costs.

No charge
aviked public/private
teay
ing
Care

live

Ary to
D are

ng

ONT.

Acute and long-term/chronic care:There is no charge for
nursing, therapy, social work, personal support and
homemaking services provided through CCACs for persong
with assessed service needs up to specified maximums. P
who wish more services than those for which they have bee
assessed may purchase them privately.

Supplies, equipment and medicationClient is eligible for a
drug card which covers drugs related to the admission to H
Care program according to provincial formulary. CCACs
provide some specified supplies and equipment to support
service plan where appropriate. CCACs do not provide any
supplies/equipment that can be made available through
Ontario’s Assistive Services Program.

No charges for needs
assessed services uf
service limits.
Prsons
n

bme

the

to
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ProviINCE/
TERRITORY

Services and charges

In general: Charges
to the client

QUE.

Acute care: No charges.

Long-term/chronic care: No charges. However, budget
constraints at CLSCs are limiting capacity to respond to thg
needs of long-term care clients requiring ongoing home sup
services to live at home. Where services are available outg
the home care plan, clients pay according to thélityato do
so.

Supplies, equipment and medicationFree for acute care with

prescription. Province has drug plan for those without third-
party medical insurance. Department of Health and Social

Services issued a policy in 1998 to allow certain supplies gnd

equipment for certain disabled persons.

No charge

For long-term care,
financial eligibility
pagsessed (local
ideiteria)

Mixed public/private

pay

N.B.

Extra-Mural Program: Professional services from the EMP
are insured. There is a small budget for homemaker servic{
short-term needs, primarily palliative care.

Long-term/chronic care: Long-term care clients may receive

services and assistance through Family, Community and S¢ciaird-party insurance

Services Division (FCSS) and are subject to a client
contribution fee based on financial assessment.

Supplies, equipment and medicationEMP-related supplies
and equipment are insured. EMP clients are required to ac
third-party insurance for drugs where possible. If ho insuran
an EMP drug card is issued to cover drugs directly related
client condition. LTC, FCSS clients magceive assistance wi
drugs, supplies and equipment via social assistance, or thr
the Pharmacare program for seniors.

Financial Eligibility Assessment:Assessment for the Long
Term Care program (FCSS) is completed according to an
income and asset assessment formula. Clients contribute
according to their dlity to pay.

No charge for EMP.
b$-forlong-term care,
income and assets
assessed

applied

Clients, except low
income, pay for
taggdications.

ce,

fo the

h
bugh




Provincial and Territorial Home Care Programs
Appendix 6.0: Coverage and Co-payment Charges

Page 70

PROVINCE/ Services and charges In general: Charges
TERRITORY to the client
N.S. Acute care:Services include nursing, home support and hofndlo charges
oxygen. Clients are required to have an attending physiciar] Wees may be assessg
accepts medical management of the case. There is no chajgenta sliding scale
the client for medications or supplies used in the treatment pfletermined by income
the acute condition. Acute level entitlement for services and and family size.
medical supplies, excluding medications, is $4,000 per morjth.
Chronic care: Services include nursing, home support and
home oxygen. Clients receiving home oxygen services mus
meet medical eligibility criteria. There is no charge for nursihg
services. Minimal fees, to a monthly maximum, may be assgssed
for home support and home oxygen services.
Supplies, equipment and medicationThere is no charge to
the client for supplies used during nursing visits. In chronic-
level services, clients are responsible for supplies required
between nursing visits.
P.E.l Health care servicesNo charge for professional services. Nd\No charges

24-hour services. Weekend or evening coverage on an asg
basis. The maximum time guideline is 4 hours service per

up to a total of 28 hours per week, to be planned into the fj‘rﬂﬁl;pport

care plan. The average is 1-2 hours per day, with a very li
number of clients receiving the maximum.

Support services/Long-term careincome assessed for abili
to pay. Charges apply to home support services, including
homemaker, personal care, meals and respite.

Supplies, equipment and medicationCharges apply.
Income assessmenfAssessment is completed with client to
apply for public funding assistance. About 60% of clients
receiving home gpport/personal care services contribute
according to their dlity to pay.

elmsede assessed for
ahility to pay for homg

ited

y

d
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ProviINCE/
TERRITORY

Services and charges

In general: Charges
to the client

NFLD.

Acute care/home care programProfessional services inclugeNo charge for the

acute home nursing visits, social work, rehabilitation, palliat
care, and therapies such as oxygen. There are no specific
or dollar limits.

Long-term care/Home support: Home support includes
personal care, home management and respite. Client
contribution is determined through a means test.

Supplies, equipment and medicationHealth care supplies a
free for acute care. Medications are not. Long-term care se
in the community are means tested to determine the client
contribution.

Financial eligibility assessmentAssessment is completed with

client to determine level of client contributions toward home
support. Liquid assets are considered in determining eligibi
for home support.

verofessional home caie
Sprog@m
Financial eligibility
assessed to determing
amount of client
contribution for home
fsupport services
Fvices

ty

Y.T.

Acute, long-term and palliative care servicesincludes some
respite services. Home support services are available up t

hours per week per client depending on assessed need. THergqugpment and

no means testing.

Supplies, equipment and medicationFor wound care, the
program covers dressing supplies for up to 2 weeks if the g
has no third-party insurance or cannot pay. For some equig
funding assistance can be requested from the Non-insured
Health Benefits for First Nations, or from the Yukon Extendd
Care benefits for seniors and for persons with chronic dised

No charges except fol
b G&rtain supplies,

medication

lient
ment,

d
ses.

N.W.T.

Admission to the program is through assessment by the hoine

care program staff or an admission committee. Services ar
covered according to the assessed need of the client.

No charges




Provincial and Territorial Home Care Programs
Appendix 7.0: Funding andtllization Data

Page 72

Table 1:

Appendix 7.0: Funding and Utilization Data

Public Home Care Expenditures in Dollars and Percaage of Public Health Expenditures by Province and Territory,
1996-97 and 1997-98 (in $000,000) by Soe of Reference
PROVINCE/ Province/ | Province/ Health CHCA | % of public health % of public health
TERRITORY Territory Territory |Canada |1997-98 expenditures expenditures
1996-97 1997-98 1997-94 Health Canada Province/Territory
1997-98 1996-97/1997-98
B.C. 276.6 313.9] 244.] 236.p 3L N/A 8]0
ALTA. 102.6 148.8 149.3 131.p 2B o 3)2 36
SASK. V66.4 68.2 70.3 67.9 3.9 4L 411
MAN. 129.4 142.5 103.4 @ o1} 5P 6J9 75
ONT. TOTAL @946.1 1,119.1] 1,038.9 832y 5|3 53 4.1
(CCA CENTRES ONLY) (693.9) (855.2)
QUE. ®384.3 N/A 277.2] ™ 266.4 2.4 3.8 N/A
N.B. “73.8 80.0 72.00 @ 30.¢ 5.8 5.B 6J2
N.S. 57.1 60.5 76.8 69.( 5.1 4.4 413
P.E.I 3.4 4.6 4.7 4.4 2.3 ® 24 2.p
NFLD. ON/A N/A 52.0 41.0 51 N/A N/A
Y.T. ©1.0 11 1.4 0.9 1.7 N/A ® 1.1
N.W.T. 3.4 4.1 6.5 4.3 2.1 1.6 1.B
CANADA 2,044.1 1,942.9 2,096.D 1,776 4.0 4.1 1.5

In the following tables, N/A means not provided or not available.
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Notes for Table 1

Provinces and Territories,1996-97 and 1997-98

Definition of expenditures included direct and indirpablic provincial spending. Direct services encompass assessment/case
management, nursing services, home support services, home respite, therapies teet gelwices. For compailtl with Health
Canada data, the expenditufeisadult day care centres, medical equipment, drugs and medical supplies are excluded.

1.

2.

3.

© NOo

Most therapies in Saskatchewan arefantied through Home Care but through other budgets except in the three largest Health
Districts.

Ontario CCAC funding excludes approxitaly 5%for medical supplies and equipment. Among community programs which are
excluded from expenditureath are adult day capgograms and children’sg¢atment centres.

Datafor Quebec (Financial and Operational Information System - SIF) include all fundingdfioteseactivities delivered

explicitly at home by all institutions - ( i.e. professional services [except physicians’ services], home nursing services, Info
Health Line weekends and out of CLSCs’ hours of operation, intravenous nutritional support, social work services, specialized
services and home support services).

In New Brunswick, Raily, and Community Social Services data include somepmateton, medical equipment, drugs and

medical supplies but the amounts are not significant. Total health expenditures do not include capital expenditures iarttbspital
special-purpose expenditures.

In Newfoundland and Labrador, funding for home care is comasetidwithfunding for other programs and services delivered by
Health and Community Services Boards. These resources are allocated &sralmckand administered/monitored at the board
level. Currently, the province is developingetalled management information system whidhhe used by local Boards and

will provide standardized financial andigation data to the Department of Health and Community Services.

The annual Yukon funding figures include $6,476 in 1996-97 and $8,000 in 1997-98 for pre@geaialsn

Alberta’s per capita figures do not include expenditures of the provincial Department of Health in the annual expenditures.
Public Health expenditures in Prince Edward Island apply to home care, hospitals, physicians, residential care in esnor hous
mental health services, seniors health services, public health, laboratory servicdgatedmglpharmacy, dental health and
environmental health.

In Yukon, home care and continuing care are part of the Department of Social Services; the hospitals andtransiages

under the Department of Health. Health and Social Services also inchaitiedarvices, alochol and drug services and social
assistance programs.
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Health Canada
Definition of expenditures includgstovincial/municipal/federal spending on home care and encompass the list of services mentioned
above.

Canadian Home Care Association (CHCA)

Representatives of eaphovince and territory produced a portrait of their home care programs edited by the Canadian Home Care
Association (CHCA) in Marcii998. Data onfunding and utization were colected as part of therocess. Definition used are provided in
the document.

10. Manitoba’s funding figures include dat services only.

11. Quebec’s funding include CLSCs’ expenditures only. (CLSC: Community Local Services Centres)

12. New Brunswick’s fundingata and per capita expenditufesthe Extra-Mural Program only.
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Table 2: Revenues from Home Care Clients,996-97 and 1997-9@°rovincial/Territorial

Data)

PROVINCE /T ERRITORY Revenues from home care clients
1996-1997 1997-98

B.C. 9,300,000 10,400,00p
ALTA. 560,000 @ 540,00(
SASK. 6,400,000 6,600,00D
MAN. 0 0
ONT. TOTAL 24,700,000 @ 25,600,00p
QUE. 0 0
N.B. N/A 6,400,000
N.S. N/A 0
P.E.I. N/A less than 45,000
NFLD. N/A N/A
Y.T. N/A N/A
N.W.T. 0 0
CaANADA 40,960,000 less than 49,585,0P0

Notes on Table 2

=

Alberta’s revenues are estimates.

In Ontario, CCAC clients are not charged. Nominal fees are charged for in other
community services, such as Meals on Wheels, transportation and social/recreational
programs. Revenues include amounts for user fees and agency fund raising.
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Table 3:  Public per Capita Expenditures by Sources of Referend@996-97 and 1997-98)
PROVINCE /T ERRITORY Per capita Per capita Per capita Per capita
Province/ Province/ Health CHCA
Territory Territory Canada 1997-98
1996-97 1997-98 1997-98
(estimate)
B.C. 71.8 79.6 61.6 60.7
ALTA. 36.8 52.7 53.0 66.3
SASK. 64.6 66.3 69.1 46.]
MAN. 113.2 124.1 90.7 80.
ONT. 84.2 98.1 91.0 729
CCACS: CENTRES ONLY 61.7 75.0
QUE. 51.7 N/A 37.4 35.8
N.B. 97.0 105.0 94.72 39.4
N.S. 60.6 63.9 80.3 72.4
P.E.Il. 24.8 33.3 33.8 32.]
NFLD. N/A N/A 91.8 72.7
Y.T. 31.2 34.2 21.2 28.9
N.W.T. 51.4 61.1 216.1 63.]
CANADA 62.5 71.8 69.2 55.4
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Table 4:  Home Care Utilization Data: Number of Clients Served by Source of Reference
(1996-97 and 1997-98)
PROVINCE/ Province/ Province/ | CHCA - data Health Statistics Canada
TERRITORY Territory Territory 1996-97 Canada (estimated number of
1996-97 1997-98 1996-97 | people aged 18 and ovégr)
1996-97Y

B.C. 119,428 124,113 ™ 79,00p 0 104,990 79,798
ALTA. 64,854 66,881 65,199 67,790 46,574
SAsK. ©28,513 29,033 27,419 27,339 24,1p0
MAN. 27,226 29,838 27,22¢ 29,793 22,3B5
ONT. ®321,116 361,919 ® 325,11p 324,699 224,487
QUE. ©339,051 N/A ©) 282,403 238,91B 106,2([)4
N.B. ©30,312 33,179 N/A 19 25323 13,61‘9
N.S. 17,926 18,014 17,934 17,996 10,01L7
P.E.l. 2,200 2,212 N/A 2,941 N/A
NFLD. N/A N/A N/A N/A N/A
Y.T. 301 295 361 301 N/A
N.W.T. N/A N/A N/A 646 N/A
CANADA 950,927 665,483 824,648 840,526 527,954
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Notes for Table 4

Provincial and Territorial D ata, 1996-97 and 1997-98

1. British Columbia: Palliative care is included in acute care.

2. Alberta: Acute clients are classified as short-term clients (less than 3 months) or long-term
clients (more than 3 months).

3. Saskatchewan: Th@ovince does not caltt number of clients receiving assessment/case
management or volunteer services.

4. Ontario: Only CCAC clients are included here. Therapies include occupational therapy,

physiotherapy, sech therpy, social work, ditetics. In “other services” are included
enterostomal therapy, laboratotgchnology, paramedical, respiratéegchnology.

5. Quebec: Data on clients and services are collenteddgh CLSC Information Systemnala.

The data are an estimate based d® of 150 CLSCs. Acute care clients included post
surgery, post-hospitalized clients; long-term clients included those with long-term diseases,
physically and mentally handicapped. Others included socatkedgroblems difficulté
d’adaptation situationalle), terminal care, AIDS and others. According to the change in
health status, a client can chamgefile during the same fiscal year and be counted
accordingly. dta on services, therapies include specialized home services and sdcjal w
others represents home community services.

6. New Brunswick: Long-term clients consisted of 11 788 seniors, 1548 adults and 805
children with special needs. They received houpposert services, except childrezceived
mostly therapist services. Extra-Mural Program has no breakdown between acute and long-
term care. All clients have been put in acute care. The program can pratadencclient
visits, time, direct and indirect services, and travel.

Canadian Home Care Association

7. British Columbia clientele do not include long-term care for children.
8. Ontario clientele include 27 658 children aged 18 and under.
9. Quebec clientele are an extrapolation based on 49% of all CLSCs’ Home Care Programs.

Health Canada
10. Health Canada: Estimates

Statistics Canada
11. Estimated number of people served aged 18 and over. Data extractd&thtional
Population Health Survey, 1996-97.
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Table 5:

Rate of Utilization - Number of Home Care Clients byl000Inhabitants by

Source of Referencg1996-97 and 1997-98)

PrRoOVINCE/ Province/ | Province/ | CHCA Health | Statistics
TERRITORY Territory | Territory |1996-97 | Canada Canada
1996-97 data 1996-97| 1996-97
1997-98
B.C. 31.0 31.0 20.0 27. 28
ALTA. 23.0 24.0 23.0 24.( 23
SASK. 28.0 28.0 27.0 27. 35
MAN. 24.0 26.0 24.0 26.( 270
ONT. 29.0 32.0 28.0 28.( 270
QUE. 46.0 N/A 38.0 32.0 19.(|)
N.B. 40.0 43.0 N/A 33.0 24.(*)
N.S. 19.0 19.0 19.0 19.( 270
P.E.I 16.0 16.0 N/A 21.0 N/A
N.B. N/A N/A N/A 11.0 N/A
Y.T. 9.5 9.2 N/A 10.0 N/A
N.W.T. N/A N/A N/A 10.0 N/A
CANADA 25.0 25.0 26.0 23.( 26.p
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Table 6: Number and Percetage of Acute, Long-Term and Other dients in the Provinces
and Territories (1996-97

PrRovINCE/ Acute Care Long-Term Others Total
TERRITORY Clients Clients

Number % Number % Number %
B.C.® 67,428 56.4 52,00( 34.b N/A N/A 119,448
ALTA.®@ 24,949 41.0 31,65% 52.0 4,248 710 60,9472
SASK. 6,541 22.9 20,094 70.% 1,818 6|6 28,913
MAN. N/A N/A N/A N/A N/A N/A 27,226
ONT.® N/A N/A N/A N/A N/A N/A 321,116
QuEBEC® 71,703 21.1 215,897 63.[7 51,4%1 1.2 339,051
N.B.® 16,171 53.3 14,141 46.6 N/A N/A 30,332
N.S. N/A N/A N/A N/A N/A N/A 17,926
P.E.I.® 440 20.0 1,650 75.( 11p 50 N/RA
NFLD. N/A N/A N/A N/A N/A N/A N/A
Y.T. 50 16.6 222 73.7 24 9.6 301
N.W.T. N/A N/A N/A N/A N/A N/A N/A
CANADA 188,282 33.0] 335,659 58.0 57,736 8.7 946,S|)45

° Data provided by provinces and territories.
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Notes for Table 6

1
2.

B w

British Columbia: Palliative care is included in acute care.

Alberta: Acute clients are classified as either short-term (less than 3 months) or long-term
(more than 3 months).

Ontario: Registered here only are CCAC clients.

Quebec: Data on clients and services are collebteddh Information Systemdda of the

CLSCs. The data are an estimate basetilénCISCs of 150. Acute care clients included

are: post surgery, post-hospitalized clients; long-term clients included those with long-term
diseases, physically and mentally handicapped persons. Others included sateidl-rel
problems (difficulté d’adaation situatbnnelle), terminal care, AIDS and others. According

to the change in health status, a client can charajée during the same fiscal year and be
counted accordingly. &ta on therapies services include specialized home services and social
work. Others services represent community intervention.

New Brunswick: Long-term clients consisted of 11 788 seniors, 1548 adults and 805
children with special needs. They received hoopmpert services with the exception of

children who received mostly therapist services. The Extra Mural Program data do not
distinguish between acute and long-term care. Data are available on client visits, time, direct
and indirect services, and travel, etc.

Prince Edward Island: Provincial estites.
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Table 7:  Number of Home Care Clients Served by Type of Serviqg996-97) - Data Provided by Provinces@rritories
ProvINCE/ Nursing services Home support Therapies Other Total
TERRITORY services
Number % Number % Number % Number % Number %
B.C. 44,342 37.1 52,00( 43.5 23,086 193 NA NA 119,428 90.9
ALTA. 44,566 254 38,274 219 21,287 132 70,486 4(.50 174}913 300.0
Sask.@W 19,501 47.8 16,111 39.5 N/ N/A 5,206 12.80 40,824 10p.0
MaN.® 4,922 28.0 12,155 69.1 501 218 NA N/A 17,518 99.9
ONT.® 177,964 37.8] 126,27 26.B 159,965 34.0 6,237 1.30 470}442 99.9
QUE. 150,925 50.1 54,09] 17.p 96,120 31.9 475 006 301317 100.0
N.B. N/A 13,336 805 N/A 14,141
N.S. N/A N/A N/A N/A N/A
P.E.I N/A N/A N/A N/A N/A
NFLD. N/A N/A N/A N/A N/A
Y.T.® N/A N/A N/A N/A N/A
N.W.T. N/A N/A N/A N/A N/A
CANADA 442,220 38.8] 312,25 274  301,7p4 2¢.5 82,404 1.20 1,134,643 99.9
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Notes for Table 7
1. Saskatchewan: Nursing services include personal care and respitprasdidad by a nurse or a psychiatric nurse. Home support

services include personal care and home respite when provided by a homemaker. Other services include home maintenance and
meal services. The province does notemdlidata on the number of clients receiving assessment, case management and volunteer
services.

2. Manitoba: The number of clients served is a monthly average by type of service. It does not include block care andezklf-manag
services.

3. Ontario. Only CCAC clientele are included. Therapies include occupational, physiotheesmh, swcial work, dietics. Others
services included are enterostomal therapy, laboratxkinology, paramedical, respiratéechnology.

4. Yukon. Data are availablior year 1997-98 only.
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Table 8: Number of Self-Managed Care Client$1996-97 and 1997-98). Data Provided by Provinces aneérfitories

Years B.C® Alta. Man. Ont. Que. N.B® Total
1996-97 240 1,070 83 ND approx. 6,00( approx. 500 7,893
1997-98 300 1,130 102 102 approx. 6,00p approx. 500 8,13

Notes for Table 8

Self-managed care refers to a model of care in which the client retrenethe home care program a sum of money to purchase his or
her own home support and personal care services. This model enables the client to decide by whom, when and how thélservices wil
provided.

1. British Columbia: Approxirately 6% of the home cal®urs are ulized by self-managed care.
2. New Brunswick: For the majority of cases, the services are paittlgiby the Department. Some clients pay the full cost of
services and a few receive a financial allocatiom the Department to purchase servicestesl to their homeupport.
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Appendix 8.0: Curent Initiatives

B.C. A health information systemé& an accountability framework are being developed in
cooperation with the Health Authorities.

Implementation of the continuing care review recommendations (summer 1999).
There are ongoing Health Authority initiatives examining service delivery, utilization ang
integration of services.

ALTA. In November 1997, Alberta established Liag Term Care Review Advisory Committee
to address four priority issues: home care, drug strategies, accommodation policies and health-
related support programs.
Wellnetis developing new information systems to provide timely, accurate information pn
health - finding the best ways to use technology to link and share health information wHile
protecting privacy.
In June 1997, Alberta Health releas&chieving Accountability in Alberta’s Health Systenj.
This document outlines an overaticountability framework for the health system.

The Continuing Care System Outcomes Development Projets to provide a provincial
minimum data set and performance measures for continuing care services. This information
will be used to assess and classify clietsording to their needs, to plan services and tq
evaluate performance.
The Comprehensive Home Option of Integrated Care for the EI@@&HQICE) Program is §
program for seniors who may be otherwise eligible for admission to a continuing care dentre

or who are frequently admitted to hospital, but who choose to live in their own home. The
CHOICE Program offers a coordinated approach to health services and manages all tie health
requirements an eligible senior may have.

SASK. The Saskatchewan Client Information Profile (SCIP)is a new assessment tool that proyides
more information, particularly concerning behavioural and emotional needs, and the degree of
informal support.

Minimum Data Set/Resource Utilization Groups (MDS RUGS)s being piloted to
determine the level of care of residents in long-term care facilities, care planning needg and
staffing needs in special care homes. This tool will be linked with SCIP.
Saskatchewan Health is working with Saskatchewan Municipal Affairs, Culture and Hoyising
to encourage collaboration between housing authorities and DHBs to develop creative| social
housing options.
In some districts, transition beds exist in facilities to provide home care services to pe¢ple who
have been discharged from hospital but are not yet able to return home.

The Saskatchewan Health Information Network (SHIN)is being designed to provide an
integrated health information system.

TheHealth Services Utilization Commissiorhas completed a study on the cost-effectivgness
of home care for individuals with acute care needs.
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M AN.

Development and publication of a new client/public brochure entitted Guide to the
Manitoba Home Care Program.

An automated screening, assessment and care planning A@i®AT) has been developed
and planning is in process for its implementation across Manitoba during 1999-2000.
A Supportive Housing Initiative has been developed to provide additional community |
options for people who otherwise would require Personal Care Home placement. Ther
currently four projects that have been approved.

ving
b are

ONT.

A newPersonal Support Worker Program curriculum for the training of workers providin
personal care and support to people living at home and in long-term care facilities has
implemented and available through community colleges and private vocational training
facilities since the fall of 1997.

been

QUE.

Release of a revised information system of client and serviceSias®me d’information -
clientéle - CLSQ software for the management of home care services (SISMAD) is exq
in 2000. Quebec is in the process of revising its client evaluation tool that will integratsg
one the tools presently being used to assess long-term care and home care clients.
The development okocial economy” not-for-profit enterprises in domestic care support
(6000 employees projected) with 75 such organizations operational at the end of 1998
serve mostly non-priorized home care clients, usually the elderly.

SIPA (a system of integrated care for the frail elderly) is a community-based primary c
system based on a patient-focused model designed to meet the needs of the frail eldq
assure comprehensive care, integration of all available services and continuity of care
professionals and institutions involved. It is responsible for primary and secondary me

ected
into

They

are
rly and to
by all
lical

and social services, prevention, rehabilitation, medication, technical aids and long-ternj care.

Integrated Palliative Care Pilot Project (5 CLSC and CHU M Gill)
Integrated Service®r elderly in the region of Bois Francs (sub-regional case -
management for CLSCs, residential care, hospitals, community resources)

N.B.

Development of provincial home care standards for the EMP and for FCSS residential
services.

The Provincial Long-Term Care Program, in partnership with Family and Community Sq
Services and Mental Health Services, provides comprehensive long-term care service
residents 19 years of age or older.

The implementation of thRehabilitation Services Plan(RSP) has resulted in the
amalgamation of rehabilitation resources from Nursing Home Services, Family and

cial
5 to

Community Social Services, the Department of Education and the Extra-Mural Program into

Community Rehabilitation Pools.

Work began in February 1998 on a plan to implement the automated client charting sy
province-wide beginning in fiscal year 1998-99. This system forms part of a larger data
information and can be accessed by any of the three service delivery partners (i.e. EM
Term Care/FCSS, and Rehabilitation Services.

btem
Ibase of
P, Long

New Brunswick is currently testing three aspects of the Single Assessor Model: screefing,

assessment and automated format.
An Evaluation Framework is being developed for the Extra-Mural Program.
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N.S.

Home Care Nova Scotia is involved in the collaborative effort between Nova Scotia ar
Prince Edward Island to undertake a demonstration project addressing palliative serviq
rural settings and is improving services to palliative clients of the program.

The program is an active participant in “care for the caregiver” projects being impleme
two of the province’s health regions.

d
esin

hted in

Home Care Nova Scotia is working with the mental health sector to ensure existing hofne care

services will be delivered to mental health clients in a safe and suitable way.
Home Care is circulating, for discussion, a third edition of its “Standards for Quality
Services.” Standards are presented under the categories of Governance and Account

bility,

Provision of Care to Clients and Support Services. These bring the program closer to fneeting

the CCHSA accreditation standards.

Updated standards and curriculum for home support worker training, developed
collaboratively with providers and representative associations, will be implemented in |
1999.
A Provincial Risk Management Strategyis under development to address and minimizg
risks involved with delivering care in the home.
The functions and tasks for service providers have been revised, in collaboratig
providers and associations, to foster appedprassignment dfinctions.

anuary
the

n with

P.E.l.

All five regions are participating in the development tioapital-to-home protocpincluding
strategy and funding to address the continuing demand for home care support to supp
hospital discharge planning and follow-up care.

A Provincial Geriatrician Position has been newly developed. This position is being s
with Veterans’ Affairs Canada (20%) and is a resource to seniors’ services, home carg
continuing care across regional and provincial services and programs.

The home care component of the Prince Edward Issgstem Evaluation Projectwill be
completed during 1998/99. It is evaluating care to those over 75 years of age, to look
services, integration and outcomes, as well as validatingdhénuing Care Screening
Tool.

DIt

hared
and

NFLD.

The introduction of a Client and Referral Management Information System.

Review of the standardized assessment instrument and minimum data set.

Research project on the future delivery of long-term care services in St. John's and re
in all regions of the province.

Integration of the Department of Health with components of the former Department of S
Services to make the Department of Health and Community Services.

plication

ocial

Y.T.

Since October 1998, home care is no longer actively involved in the pilot project of an
integrated care management computer system. However, home care is continuing to W
increasing the integration of the continuum of care by working with the hospital, continu
care facilities and community services groups.

Home IV therapy is now being piloted in Whitehorse (from Ni898 to Dec. 1999).

A review of community needs assessment for outlying communities is under way.
Home care program is preparing for accreditation in the sprih§a$.

ork on
ng
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N.W.T.

An Assessment and Placement Instrumentas been field-tested and is being adapted t
assess client’'s needs objectively.

A Care Reform Team is reviewing existing care facilities, programs and services to be
meet the needs of all people requiring long-term care services and improving linkages
all services for people needing long-term care.

Standards are being developed for home care programs to establish a mechanism for
accountability and evaluation.

A single point of entryis being developed for entry into the continuum of care.

The home care coordinator’s position has been designated as the public guardian
representative in the regions.

A=)

ter
among
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