Supporting Person-Centred Care

and Placement Decisions

Quick Reference Guide for Medical Providers

Home, Community is Best

Promote Home, Community is Best philosophy. Whenever possible, individuals are best supported in
their homes. The familiar environment of home allows for more holistic and person-centered care,
minimizes disruption, and supports the individual's overall well-being.

In both hospital and community settings, the Home Care Case Coordinator (HCCC) or designate acts as
the Case Manager, guiding care planning in collaboration with the health care team.

Suggestions on approach for interacting with clients regarding PCH placement decisions:

e Engage Home Care early to initiate comprehensive assessment, planning, and coordination of
services.

e Support completion of the interRAI assessment, enabling the Assessor to make informed clinical
recommendations based on a holistic understanding of the client’s needs, preferences, and
environment.

e Avoid premature discussions about PCH placement, which may lead to decisions that do not fully
consider all viable home- and community-based care options.

Frame conversations around enhancing functional capacity and assessing risk with a focus on modifying
the current environments to manage limitations caused by medical conditions, supporting individuals to
remain as functionally independent as possible.

This collaborative, informed approach supports safe, person-centered decision-making and ensures that
all home-based care possibilities are explored before considering facility-based care.

Exploring Care Options
Before considering Personal Care Home (PCH), the Home Care Case Coordinator will review with the
client/family services available to support the client to live well at Home, in Community.

e Home Care services,

e Housing with supports (e.g. Assisted Living, Supportive Housing)

¢ Facility-based or in-home respite care,

e Congregate Meal Programs / Meals on Wheels

e Adult Day programs,

e Social Prescribing

Transition Planning: When Community Living is No Longer Possible

When a client’s needs exceed what can be safely managed and supported at home, it is important that
the entire interdisciplinary care team work together to plan for how to best support the client while

being assessed for Long Term Care and while waiting for a bed to become available.




ﬁents may be designated Community Urgent if deterioration places them at high risk of hospitalization
or institutionalization. Due to the availability of different services in urban settings compared to rural
and remote communities, the supports available to individuals will vary and may impact care planning.

Key Messaging for Clients & Families

Clients and their families/support networks often look to their medical providers for guidance,
recommendations, and at times, decision-making regarding care needs, including the transition to long-
term care (LTC). It is crucial that medical providers support and reinforce the recommendations made by
the Assessor. These recommendations are based on a thorough, validated assessment process
conducted in collaboration with the client, their care partners, and informed by the Assessor’s
professional and clinical expertise.

Key messages include:
e Community supports can help you live well at home.
e Waiting for a PCH bed at home is better than in hospital.
¢ Hospital stays do not speed up placement.
e Moving into PCH too early makes everyone’s wait longer, and may reduce your quality of life.
¢ We will continue to monitor and adjust your care plan as needs change

interRAI Assessment: What Providers Need to Know

The interRAI Home Care (HC) assessment is a standardized, validated tool used to evaluate a client’s
medical, functional, cognitive, and psychosocial status. It provides multiple outcome measures from a
single assessment, eliminating the need for multiple separate tools. Two key outputs replacing the
Dependency Levels of Care are:

e ABS: Aggressive Behaviour Scale

e MAPLe: Assigns priority levels for LTC (scores 4-5 indicate higher needs)

To learn more about the interRAI HC, review the Quick Reference Snapshot of Outcome Scales &
Screening_Algorithms.

Supporting Timely Transitions

Ensure continuity of care between the Primary Care Provider / Sending provider and receiving PCH
Medical Provider through clear communication and documentation (phone, secure messaging, Teams)

Provincial Standardized Medical Assessment for LTC form, available in Manitoba EMRs.

No longer required for eligibility but needed before client admission to PCH.

Valid for six (6) months unless there is a significant change in client condition.

Complete promptly when requested to support timely and accurate transfer of care that supportS/

the needs of the client being admitted to PCH.

-

If you are seeking_additional information or more in-depth guidance on the Pathway to Long-Term Care,
we encourage you to review the Supporting Person-Centered Care and Placement Decisions: Medical
Provider Resource Guide.
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