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Levels of Care Update — Thriving at Home Report

A Reportentitled “Thriving at Home” was released by the Ministry of Health and Long-Term Care on
June 1, 2017. Care Watch made submissionsto the Ministry of Health and Long-Term Care respecting
the development of a “levels of care framework” (LOCF), as well as contributed to two stakeholder
workshops. The Ministry’s reportis availableat:
http://health.gov.on.ca/en/public/programs/lhin/docs/loc report 2017.pdf.

The levels of care discussion is relevant to Care Watch’s (CW) position that every seniorin every
community in Ontario should have access to a comprehensive basket of supportive home services,
regardless of where they happentolive.

The Expert Panel’s LOC proposals support CW’s position that a standard Basket of Services which all
seniors should be able to access be established by regulation.

CW now calls on government decision-makers to identify and earmark the resources needed to
implement the LOCF in a transparent and equitable manner.

The followingisasummary and assessment of key points of the Levels of Care Framework (LOCF).

HISTORY OF CW ADVOCACY ON LOC:

In 2016, Care Watch wrote to Health Minister EricHoskins and Ministry senior officials inresponse toa
consultation documententitled Levels of Care Framework: Reporting Back on What We Heard
(November 2016). While applauding the proposed emphasis on flexibility and responsiveness to
individuals and their caregivers, and in recognition of the critical role of the home and community care
sector, Care Watch:

e Stressedthat home care and community supportservices should not be limited to “patients” orthe
“most vulnerable”, but be available to all seniors who require such assistance;

¢ Notedtheimportance of addressing the social (non-medical) determinants of health, the need to
identify the servicesto be provided at each level of care, and the importance of other ministries, as
well as municipalities, working togetherto provide the necessary service array to ensure that senior
citizensand othersrequiringsuch services can, infact, access and benefit from home care and
community supports;

e Supportedtheideathatdelivery of home and community be centeredinthe needs of individuals
and theircaregiversand not be directly linked to the iliness-care or medical system to avoid the
medicalization of ageing, which was evidentin the original Patients First vision;
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Strongly advocated foran equitable home and community care policy that was: (1) based on the
same principles asthe Canada Health Act (CHA) of publicadministration, comprehensiveness,
universality, portability and accessibility; and, (2) supported by afunding commitment that
originatesinthe tax systemandincludes earmarked or designated funding thatis quarantined
againstleakage to the acute care service system;

Advocated clear communication of what Ontarians may expecttoreceive athome orinthe
community; the servicesincluded in each proposed level of care; assessment and consideration of

caregiver capacity in determining the services provided; and coordination of services mechanisms;
and

Sought clarity (or at least a discussion) of how services would be funded, proposing that community
supportservices (CSS) be supported by a funding commitment that originates in the tax system and
includes earmarked ordesignated funding that is quarantined against leakage to the broaderacute
care service system.

We followed up in May 2017, advocating that CSS be delivered only by not-for-profit organizations,
which allows forfundingto be directed to care or service rather than profit, and leverages the immense

value volunteers provide to the sector; and that not-for-profit service delivery be established in
regulations.

Fun Facts shared in the Report:

About 560,000 Ontarians received home care services provided by the province’s Community Care
Access Centres (CCACs). They received a total of 28.7 million personalsupport and home-making
hours, 6.9 million nursing visits and 2.1 million nursing hours, 1.7 million therapy visits
(physiotherapy, occupationaltherapy, speech language therapy, social work) and 1.9 million case
managementvisits. (Data provided by Health Shared Services Ontario. March 2017)

About 675,000 Ontarians received just under 1.17 million visits and services from Ontario’s 661
community support service agencies, which provide mealservices, transportation, caregiver support
services, home maintenance and repair services, friendly visiting and other services. (Data provided
by Health Data Branch, Ministry of Health and Long-Term Care. March 2017).

85 per cent of individuals who received personal support services through CCACs needed those
services formore than six months. Forthose individuals, their services cost an average of 5717 a
month, compared to 5371 for the seven per cent who required care for 60 days or less, and 51,006
forthe eight per cent who required end-of-life support. (Data provided by Health Shared Services
Ontario. March 2017.)
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Overview of Framework:

The Framework focuses on the functional needs! of adults who need home and community care for
several weeksorlonger. The rationaleforthisis that “...adults who need care for a shorttime (known as
short-stay) have usually been discharged from hospital after surgery or treatment, and they mainly need
nursing care and rehabilitation services. If they do need help with functional needs, it will be foravery
short period of time”.2 While the Expert Panelargues that the Framework can be used with short-stay
adults, they feelitwill have the greatestimpact and be most useful with adults who need on-going help
with theirfunctional needs. CW supports this approach.

The Framework “... is intended to ensure that regardless of where people live in Ontario there is
consistencyinthe way people are assessed and inthe process used to determinethe amount and type
of care thateach individualmight receive”. To achieve this end, implementation of acombination of
standardized tools, clinical judgment, and input from the person and caregiver toinform care planning is
proposed.

CW agrees that standardized tools should be employed in care planning, butis concerned that there is
no corresponding assessment of the resources required to implement such tools.

The Expert Panel also recommends that:

e Individuals who can physically attend clinics and outpatient services should receive their clinical
servicesinthose settingsif they existintheirregions; and

e Individuals who, due totheir physical health condition, cannot attend clinics and outpatient services
should receive clinical servicesinthe home.

CW agrees with these proposals, but emphasizes that regional availability of a full range of services is
still only a dream for most Ontarians residing outside metropolitan areas. Additionally, clear
implementation tools, strategies and resources are required for implementation.

Finally, the Panel also advises that children and youth who need home and community care would be
bestserved by a distinct and separate Framework.

Key Features of the Framework include:

e Assessmentbased on total functional needs: more specifically ... “on what the individual cannot do
independently, regardless of who assists them with theseactivities”. In planning care and deciding
how much home care servicesthe person will need (service “volume” or “intensity”), the care
coordinatorwill considerthe capacity of caregivers to assist, as well as any distress that caregivers
may be experiencing.

1 Functional needs refer to a person’s ability to perform: (a) activities of daily living (ADLs), such as personal
hygiene, bathing, eating, toileting, and moving from a bed to a chair;and (b) instrumental activities of daily living
(IADLs), such as home maintenance, preparing meals, shopping for groceries or clothing, banking,and taking
medications.

2 Expert Panel on Levels of Care Report.
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e Care planningbased onunmetfunctional needs...to determinethe type and amount of supports to
be provided, takinginto consideration “... all possible sources of support”.

e Use of modifiersto determine service needs withinalevel. Modifiers that may affect needsinclude:

®
%

Complexsocial issues such as: lowincome; unstable housing; living alone; complex family
dynamics

Complex healthissues, such as: a mental health condition (e.g., depression)oran addiction;
significant cognitive impairment (e.g., dementia); multiple medical conditions
Caregiveravailability and capacity, including lack of caregiverand distressed caregiver

Monthly hours (versus weekly hours) to provide flexibility in when individuals and caregivers
determine when they need supportratherthanfitinto a fixed schedule.

Home and community care services complement the support provided by caregivers, including:
primary care, a comprehensive specialized geriatricassessment and dementia supports, assistive
devices and appropriate rehabilitative programmes, eitherathome orin theircommunity, and
coachingand educationforcare givers.

e Appointmentof a Care Coordinatorresponsible for working with the individual /caregivers to develop
a care planand arrange and coordinate services, facilitate access to appropriate community support
services and other programmes (some or all of which may be on a fee basis).

CW supports these proposals.

Primary Caution: there is no money attached to the report and it is not clear how

the Province will fund its implementation!

4




X%

Figure 2: Proposed Levels of Care Framework

The person is independent in terms of personal care (ADLs) but needs
assistance with some IADLs, such as home maintenance and meal
preparation. The person does not need personal support but may benefit
from community support services such as assistance with transportation or
home maintenance, as well as education, exercise and socialization programs.

In addition to the needs at Level 1, the person may need assistance with
medication management and help or supervision with some personal care
activities, such as bathing (e.g., getting in and out of the tub). Individuals at this
level do not need assistance every day. They may also benefit from community
support services, and from some assistive devices (e.g., cane, walker).

In addition to the needs at Level 2, the person needs assistance with most
IADLs and may need assistance with ADLs such as bathing, moving around
in the home, and dressing. Individuals at this level may need assistance
every day. They may also benefit from community support services, assistive
devices, and caregiver coaching programs.

In addition to the needs at Level 3, the person needs additional help with
transferring and toileting. Individuals at this level may need assistance once or
twice per day. They may also benefit from community support services, assistive
devices, caregiver respite, and caregiver coaching programs.

In addition to the needs at Level 4, the person needs extensive assistance
with personal hygiene and bathing, and may need help with eating.
Individuals at this level may need assistance two or three times per day.
They may also benefit from community support services, assistive devices,
caregiver respite, and caregiver coaching programs.

In addition to the needs at Level 5, the person needs extensive help with eating
and locomotion, and may need two people to assist with transferring. Individuals
at this level may be unable to leave their bed, or may spend extensive periods
of time in a chair. They may need assistance three or more times per day. They
may also benefit from community support services, assistive devices, caregiver
respite, and caregiver coaching programs.

The person needs assistance with all IADLs, needs extensive help with all ADLs,
and cannot be left alone for long periods of time. Individuals at this level may
be unable to leave their bed, or spend long periods of time in a chair. They are
experiencing exceptional circumstances, such as nearing end of life, awaiting
crisis placement to long-term care, a short-term emergency, or a caregiver
who is ill or hospitalized. They need frequent assistance throughout the day.
They may also benefit from community support services, assistive devices,
caregiver respite, and caregiver coaching programs.

community support
services only; no need
for personal support

above service hours
in level 6

Notes to the Framework:

Based on Expert Panel advice, taking into consideration the interRAI IADL-ADL Functional Hierarchy Scale.

For the purposes of this framework, a month is equal to 4 weeks.

“* Individuals who do not need the offered level of support at the time of the assessment are still eligible to receive it at a later date.

*

ok

***Ministry of Health & Long Term Care. (2017). Thriving at Home: A levels of care framework to improve the quality and consistency of home and community care for Ontarians. 16
Final report of the Levels of Care Expert Panel. p16. Toronto, ON: Author.



	BG_LevelsofCare-Update_20170601.pdf
	Fig2_ThrivingAtHomeReport_2017



