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YOUR CARE, YOUR HOME, OUR PRIORITY 
Promoting Home and Community Care as the Preferred Approach. 
This guide has been developed as a resource for Primary Care Providers within the Community setting and 
Health Care Providers with the Emergency Department (ED) and/or Acute Care.    

HOME, COMMUNITY IS BEST 
Older adults frequently need increasing support from family, caregivers, and community resources to maintain 
the best possible quality of life. 

It is essential to conduct comprehensive and appropriate assessments to ensure care plans are safe, person-
centered, and respect the client’s wishes. For many, accessing Long Term Care (LTC) means leaving their 
familiar home and community. This transition can feel like institutionalization and often results in separation 
from family, friends, and culturally safe environments.  

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.  

Engaging Home Care Early 
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. 

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

• Allow for 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. 

• 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. 

Key Considerations in Person-Centered Decision-Making 
When determining the most appropriate level of support or the need for placement, it is essential to consider 
the full context of the client’s situation. A person-centered approach requires a thorough exploration of the 
following: 

 

Complexity of the 
Client's Health and 

Social 
Circumstances

Predictability of 
Care Needs

Risk of Adverse 
Outcomes

Client Needs and 
Priorities

Family and 
Community 

Support Networks
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EXPLORING CARE OPTIONS  
PCH is not the only option for individuals that require assistance with the ADLs and IADLs. Before considering 
PCH, it is key to explore and support alternative care options. Engaging other options to support clients will 
promote client wellbeing, avoid institutional care until it is required and recover in familiar environments.   
As a Medical Provider, consider what you can do to help in keeping individuals at home, in community as long 
as safely possible. 

 

Supporting Individuals to Live Well at Home, in Community 
Supporting clients to remain at home and in community requires a dynamic, responsive approach that adapts 
to changing needs.  
Services that may be available to support individuals in the community and avoid unnecessary hospital stays 
or premature admission to PCH include: 

 

Home Care

Housing with Supports 

Community Mental Health

Primary Care

Support Services for Seniors

Adult Day Programs

Facility-based respite care

Home Care respite care
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It’s important to recognize that many individuals choose to live at home “at risk,” and this can be acceptable 
when the risks are clearly understood, thoughtfully managed, and regularly reassessed.  With the right support, 
many people are able to live safely and successfully in the community despite identified risks. Sometimes the 
risk is the same in facility or at home.  Individuals and their family/support network should be made aware of 
this. 

The health care team, in collaboration with the client and their family/ support network, plays a critical role in 
assessing the nature and extent of the risk and developing a plan with the client and family/support network 
mitigate it through coordinated services and ongoing support.  Risk tolerance must be balanced with person-
centered goals, caregiver capacity, and the availability of formal and informal supports. A collaborative, flexible 
approach ensures that clients can maintain autonomy and quality of life while minimizing the potential for 
adverse outcomes. 

Medical Providers can support this approach by: 
• Promoting the “Home, Community is Best” philosophy with clients, families, and health care team 

members. 
• Framing discharge from acute care as part of a recovery-focused plan, supporting the idea that 

returning home can contribute to improved health and well-being. 
• Focusing on manageable risks, rather than using risk alone to justify Personal Care Home (PCH) 

placement. 
• Encouraging creative, person-centered solutions, including home care supports, assistive devices, 

environmental modifications, and involvement of informal caregivers. 

While there are risks associated with remaining at home, it is essential to recognize that hospitals are also 
areas of risks.  Risks such as deconditioning, infections, and social isolation are commonly encountered in 
acute care settings. Supporting recovery and continued care at home fosters autonomy, preserves functional 
abilities, and promotes informed decision-making in a familiar and meaningful environment. 

DISCHARGE PLANNING AND PLACEMENT 
DISCUSSIONS FOR INDIVIDUALS ADMITTED 
TO ACUTE CARE 
The primary goal of hospital discharge planning should be to 
support individuals to plan for their care, maximizing their 
independence.  

TRANSITION PLANNING: WHEN 
COMMUNITY LIVING IS NO LONGER POSSIBLE 
There may come a time when a client’s needs exceed what can be safely and reasonably managed at home, 
even with the full range of available supports. In such cases, the decision to transition to Supportive Housing or 
a PCH must be made with compassion and collaboration, keeping the client’s goals and wishes at the forefront 
while balancing their care needs, safety, and the supports available.  

When the interRAI assessment and the Assessor’s professional and clinical judgement indicates that a client’s 
needs exceed what can be safely managed at home, even with services, the Assessor will collaborate closely 
with the client and their family to prepare the LTC application and all related documentation. Simultaneously, a 
care plan will be developed and maintained to support the client’s continued care at home whenever possible.  
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If a client has already been deemed eligible for PCH and their condition has deteriorated, putting them at high 
risk of institutionalization or hospitalization, contact the HCCC to discuss the situation as the client may now 
meet criteria to be designated as Community Urgent.  Clients identified as Community Urgent are prioritized for 
Transitional Care or Personal Care Home placement according to regional protocols. 

Care Planning for Clients with Diverse Needs 
Care planning must always recognize the unique circumstances, preferences, and cultural contexts of 
individuals. Additional considerations may also need to be thoughtfully addressed to ensure that care is both 
person-centered and culturally sensitive. 

Individuals with Responsive Behaviours 
Care planning must be compassionate, trauma-informed, and person-centered. Responsive behaviours often 
signal unmet needs related to physical discomfort, emotional distress, environment, or psychosocial and 
cultural factors, and should be understood as communication rather than just “problems to manage.” 

Many individuals with responsive behaviours can be safely supported at home, where familiar surroundings 
provide comfort. However, supporting caregivers’ well-being is a critical success factor. 

In complex cases, engaging with the Geriatric Assessment team or equivalent in your respective region may 
be required. Collaboration between primary care providers, community services, caregivers, and the Geriatric 
Assessment team is crucial.  

When behaviours such as wandering or exit-seeking pose safety risks, moving to settings with secure 
environments units may be necessary to provide appropriate care.  

Individuals with Health Care Directive / Advance Care Planning - Resuscitation 
Individuals who have stated in their Health Care Directive or Advance Care Plan that they wish to be 
resuscitated are not excluded from eligibility for LTC.  
It is important to engage in clear, compassionate conversations with the client and their family/support network 
regarding what resuscitation efforts realistically look like in a PCH setting.  
In most cases, if a cardiac or respiratory event occurs in a PCH: 

 Cardiopulmonary resuscitation (CPR) would be initiated by available staff, 
 911 would be called, 
 Care responsibility would be transferred to emergency medical services upon arrival. 

Palliative Care Considerations for LTC Placement 
Individuals receiving palliative care may be considered for placement in LTC when the following criteria are 
met: 

 Their medical and clinical needs are on a stable course of expected deterioration, 
 A comprehensive care plan is in place, including established treatment goals, 
 The individual’s care needs exceed what can be safely supported in the home or community, but 

can be appropriately managed in an LTC setting, and 
 LTC admission is determined to be in the individual’s best interest, based on a collaborative care 

planning process. 
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Individuals Considering Medical Assistance in Dying (MAID) 
Individuals who express interest in Medical Assistance in Dying (MAID) must continue to receive 
compassionate, person-centered care. Interest in MAID does not reduce their right to supportive services or 
exclude them from community or long-term care options. 

To meet MAID eligibility and safeguards, clients must be fully informed of all reasonable alternatives, such as 
palliative and rehabilitative care. It’s crucial to recognize that if long-term care options are not discussed or 
offered, clients may feel pressured toward MAID prematurely.  Requesting MAID does not guarantee the 
procedure will be provided, making ongoing care planning essential.  

Individuals with Intellectual Disabilities 
Clients with intellectual disabilities require care planning that supports their safety, inclusion, dignity, and 
quality of life. Community-based living should always be the first consideration, using available supports to 
sustain independence and social engagement.  
Close collaboration with families, community support programs, and relevant professionals such as Community 
Living disABILITY Services (CLdS) ensures that care planning is holistic and that any potential transitions are 
well-supported and person-centered. These clients may already have established supports in place, and it is 
critical to assess not just current functioning, but also previous abilities, routines, participation and community 
supports.  

First Nations Individuals Living in First Nation Communities 
When care planning for First Nations individuals living in First Nation communities, one must recognize the 
diversity in services, traditions, and the access to health supports across communities varies greatly from one 
community to another. When it is identified that a client may require additional supports, including the potential 
for LTC placement, partnership and respectful collaboration are essential. 

Listening to Residential School Survivors 
It is critical to recognize the profound and lasting impacts of the Residential School System and ongoing 
colonial trauma on First Nations, Inuit, and Métis individuals. This is especially important when an individual 
identifies themselves as First Nations, Inuit, or Métis and being Residential School Survivor, or are a 
descendant of a Survivor as entering a PCH or institutional setting can re-trigger feelings of loss, isolation, or 
trauma, especially for Survivors or their descendants. It may echo past experiences of forced separation, 
institutionalization, and disconnection from family, culture, and land. 

KEY MESSAGING TO SUPPORT CLIENTS AND FAMILIES IN THEIR CARE 
JOURNEY 
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. 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. 

To support clients effectively in their care journey and help them make informed decisions, consider using the 
following key messages in your conversations: 

“There are a lot of community supports available to help you live well in the community.” 
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“It is better to wait for a Personal Care Home (PCH) bed while at home rather than in hospital. Staying in your 
own home allows you to remain in a familiar environment where you can maintain your daily routines.” 
 
“Being in hospital also has risks associated to your admission. Falls can also happen in hospital.” 
Reinforce the benefits of being in a familiar setting with home support rather than in an institutional one 
unnecessarily. 

 
“Waiting for a PCH bed in the hospital does not speed up the placement process.” 
Clarify any misconceptions about how placement decisions are made, and stress that hospital stays do not 
accelerate access to long-term care. 
 
“Moving into a PCH before it is truly needed makes everyone’s wait longer and may reduce your quality of life.” 
Emphasize the importance of equitable access to limited PCH resources and support responsible transitions. 
 
 “It can be exhausting taking care of a loved one, let’s see what resources we can leverage to help you get the 
breaks you need to care for your loved one at home.” 
Acknowledging risk of caregiver fatigue and burnout while empowering caregivers and promoting self-care.   
 
“Based on our review of you and your care, you are currently doing well at home.  With the supports you have 
in place (or a few more supports, based on Home Care plan), we believe that you can be safely cared for at 
home and not ready to go to a Personal Care Home.  We will continue to monitor how you are doing and we 
can adjust the plan if things change. Should your situation change, we will revisit your need for a Personal 
Care Home” 
Provide positive messaging to clients and families about being able to be supported at home and that we will 
revisit the need for Personal Care Home in the future when their care needs change.  Reaffirm that health 
system will continue to monitor and support client. 
 
 “Let’s work together with Home Care to see what it would take to get you home safely, even if just for now.” 
Promote collaboration and a team-based approach to care, focused on what is best for the client at each 
stage. 
 
“It’s important to keep your Home Care Case Coordinator informed about how things are going at home. 
Regular updates help ensure your care plan is adjusted as needed while you wait for a PCH bed.”  
Ongoing communication with the Home Care Case Coordinator is essential to best support the client. 

 
INTERRAI ASSESSMENT 
Understanding interRAI:  What Medical 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. 

 

 

 

(Sinha, 2019) 
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When used effectively and efficiently, they serve a variety of purposes in the health care system.  

(Sinha, 2019) 
InterRAI supports evidence-informed decisions by: 

• Creating minable data for planning personal care. 
• Highlighting functional and psychosocial risks beyond medical diagnoses. 
• Providing objective evidence to advocate for community services or LTC. 
• Allowing periodic reassessment to track changes and guide care. 
• Facilitating collaborative care planning with Home Care and Allied Health. 

Many outcome scales in interRAI are shared across care settings, enabling smooth information transfer as 
individuals transition from one care area to another.  

Key interRAI HC Outputs 

The interRAI HC assessment generates several key Outcome Scales, Clinical Assessment Protocols (CAPs), 
and Clinical Algorithms that provide valuable insights into a client’s clinical status, risks, and care needs.  

By leveraging interRAI-HC outcomes, we can streamline workflows, reduce duplication of assessments, and 
reducing the assessment burden on clients and the health care system. Understanding and utilizing these 
outputs supports improved clinical decision-making, care planning, and coordination among interdisciplinary 
teams. 

Aggressive Behaviour Scale (ABS)  
The ABS quantify the frequency and intensity of aggressive behaviours observed in clients. Higher scores 
indicating more frequent or severe aggression. It includes behaviors such as verbal abuse, physical abuse, 
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socially inappropriate or disruptive behaviour, and resistance to care. A higher ABS score may indicate the 
need for increased supervision, behavioural interventions, or tailored care plans to manage safety and reduce 
distress.  
 

ABS Score Description 
0 No signs of aggression 

1 - 4 Mild to moderate aggression 

5+ More severe aggression 

Cognitive Performance Scale (CPS) 
The CPS measures cognitive function with higher scores indicating more severe cognitive impairment. This 
scale helps physicians quickly assess cognitive status and monitor changes over time. It aligns closely with 
standard cognitive tests such as the Mini-Mental State Examination (MMSE).  
 

CPS Score Description MMSE Equivalent 
0 Intact 25 

1 Borderline intact 22 

2 Mild impairment 19 

3 Moderate impairment 15 

4 Moderate / severe impairment 7 

5 Severe impairment 5 

6 Very severe impairment 1 

Depression Rating Scale (DRS) 
The Depression Rating Scale screens for depressive symptoms based on observed behaviours and client 
reports with a range from 0 to 14. A score of 3 or more has been shown to best identify a risk of clinical 
depressive disorder. It identifies the likelihood of a new diagnosis of depression within the next six months.   

This scale has been validated against the Cornell Scale for Depression in Dementia, Calgary Depression Scale 
and Hamilton Depression Rating. 

Pressure Ulcer Risk Scale (PURS) 
The Pressure Ulcer Risk Scale identifies clients at risk for developing pressure ulcers. Higher PURS scores 
indicate the higher risk for the development of a new pressure ulcer.  Eliminates the need for separate 
assessments like the Braden.  

PURS Score Description 
0 Very Low 

1 - 2 Low 

3 Moderate 

4 - 5 High 

6 - 8 Very High 
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Caregiver Risk Evaluation Algorithm 
The CaRE Algorithm highlights families who may require additional resources to continue supporting their 
loved ones at home. It serves as an ongoing indicator of caregiver stress.  

The CaRE score helps guide interim plans and ensures that caregivers support is addressed to reduce the risk 
of burnout, care breakdown and prevent admissions of presenting to ED / Acute Care for failure to manage at 
home.  
 

Care Risk Description 
1 Low 

2 Moderate 

3 High 

4 Very High 

CRISIS 
CRISIS predicts the likelihood of PCH placement within 90 days based on the patient’s clinical and social 
situation. Can be used to prioritize patients for LTC placement or enhanced community services. 
 

Risk for Immediate Placement Risk Description 
1 Low Risk 

2 Mild Risk 

3 Moderate Risk 

4 High Risk 

5 Very High Risk 

Method for Assigning Priority Levels (MAPLe) 
MAPLe classifies persons based on the risk of adverse outcomes and the urgency of need to provide support 
services for these people. It differentiates people into five priority levels based on their risk of adverse 
outcomes including risk for LTC placement. 

Those in the lowest priority level have no major functional, cognitive, behavioural or environmental problems 
and are considered self-reliant. The highest priority levels are based on the presence of ADL impairment, 
cognitive impairment, wandering, behavior problems and the interRAI Institutional Risk CAP.   

Individuals that are deemed most appropriate for PCH have a MAPLe score of 4 or 5.  Not all individuals who 
have a MAPLe score of 4 or 5 need to go to PCH, it is very dependent on the individual client’s circumstances. 
 

MAPLe Score Description 
1 Low 

2 Mild  

3 Moderate  

4 High  

5 Very High  
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SUPPORTING TIMELY TRANSITIONS TO PCH 
Transfer of Care at Care Transitions 
Effective transfer of care is critical when a client is admitted to PCH, whether from the community or another 
healthcare facility. A well-coordinated transfer of care promotes continuity, offers both a retrospective and 
prospective view of the client’s health status. It ensures that treatment plans are shared, follow-up 
responsibilities are clearly identified, and the receiving care team is equipped with the necessary information to 
safely and effectively assume care. Should further details be required, all parties have a shared responsibility 
to support open communication and timely information exchange. This can be facilitated through various 
means, including phone calls, TigerConnect, Teams meetings, or other secure platforms.  

Medical Assessment for Long Term Care 
The Medical Assessment for Long Term Care (LTC) is no longer required to determine eligibility for PCH; 
however, it remains a key component of the transfer of care process and is required closer to the time of 
admission. This assessment ensures that the receiving provider and the PCH have the necessary clinical 
information to safely and appropriately assume care of the client. 

You will be notified when the Medical Assessment for Long Term Care is needed, and we kindly request that it 
be completed as promptly as possible to prevent any delays in the admission process. Once completed, the 
Medical Assessment is valid for six (6) months. 

Additional clinical information such as the Home Clinic Summary, laboratory results, and immunization records 
are accessible to PCHs via eChart. These documents supplement the Medical Assessment for LTC. 

Please note: The Medical Assessment for LTC is not required for Supportive Housing admissions. In cases 
where the current provider is not the client’s Primary Care Provider (PCP), the receiving provider and/or PCH 
may need to contact the Primary Care Provider for additional clinical information.   

https://healthproviders.sharedhealthmb.ca/wp-content/uploads/medical-assessment-for-ltc.pdf
https://healthproviders.sharedhealthmb.ca/wp-content/uploads/medical-assessment-for-ltc.pdf
https://healthproviders.sharedhealthmb.ca/wp-content/uploads/medical-assessment-for-ltc.pdf
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APPENDIX A - CLINICAL DECISION MAKING 
 

Category 

Supportive Housing (SH) 

Personal Care Home (PCH) 

Chronic Care (WRHA only) 

Staffed with Tenant 
Companion 

Staffed with Health 
Care Aid (HCA) General Complex Respiratory 

Care 

 

Healthcare 
Support 

 

 
• Medical needs 

supported by 
Primary Care 
Provider. 

• Tenant Companion 
- 24 hour on-site  

• Scheduled Home 
Care supports 
including Nursing 
Supports (RN/LPN) 
and HCA as 
required based on 
care plan.  

• Medication assist / 
apply   
 

 
• Medical needs 

supported by 
Primary Care 
Provider. 

• HCA Support 24 
hour on-site   

• Scheduled Home 
Care Nursing 
Support (RN/LPN) 
as required based 
on care plan. 

• Medication assist / 
apply   
 

 
• Medical Provider Support – regular 

Medical Provider (physician or NP) rounds  
• Medical Provider Access – Access to a 

Medical Provider on call outside of 
scheduled Medical Rounds including after-
hours and weekends to provide emergency 
care and consultation as necessary. 

• Nursing Support (RN/LPN) care required – 
24/7 on-site  

• RN Support Available (24/7). In situations 
when RN is not available onsite, RN 
support available by phone.  

• Scheduled and unscheduled nursing 
assessments, nursing interventions and 
evaluation including scheduled and 
unscheduled medication administration.  

• HCA Support - 24/7 on-site 
• Therapeutic Recreation Program 
• Access to Allied Health (ie Social Work, 

Dietician, OT) 
• Support Services including Food Services, 

Housekeeping, Laundry. 
 

 
• Medical Provider Support – twice weekly 

Medical Provider (physician or NP) rounds  
• Medical Provider Access – Access to a 

Medical Provider on call outside of scheduled 
Medical Rounds including after-hours and 
weekends to provide emergency care and 
consultation as necessary. 

• Nursing Support (RN/LPN) care required – 
24/7 on-site  

• RN Support Available (24/7). In situations 
when RN is not available onsite, RN support 
available by phone 

• Access to Allied Health (ie Social Work, 
Dietician, OT) 

• Support Services including Food Services, 
Housekeeping, Laundry. 
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Category 

Supportive Housing (SH) 

Personal Care Home (PCH) 

Chronic Care (WRHA only) 

Staffed with Tenant 
Companion 

Staffed with Health 
Care Aid (HCA) General Complex Respiratory 

Care 

 

Medical 
Conditions 

 

 

• May have complex medical needs, 
including chronic disease management, 
that are predictable and can be managed 
safely with their Primary Care Provider and 
with scheduled Home Care nursing visits 
for assigned task monitoring or 
medications such as insulin.   

 
• May have complex and potentially 

unstable chronic medical conditions that 
can be safely managed at the site 
through an interdisciplinary, client-
centered care plan and RN/LPN support.   
This includes individuals requiring 
specialized nursing support, continuous 
oxygen over 3 liters, or other resources 
and equipment that might otherwise be 
provided in a Chronic Care Unit.  

• Ongoing adjustment of care plan of care 
based on client needs and nursing 
assessment.    
 

 
• Chronic complex 

medical conditions, 
disabilities, 
congestive heart 
failure (CHF), 
vascular and arterial 
diseases 

• Bariatric care needs 
alone is not 
indicative of 
requiring Chronic 
Care  
 
 

 
• Complex respiratory 

patients often suffer 
from COPD, lung 
cancer, pulmonary 
fibrosis, and require 
continuous oxygen 
needs over 3 liters 

• Bariatric care needs 
alone is not 
indicative of 
requiring Chronic 
Care  

 

 

Cognitive 
Status 

 

 
• Mild to Moderate cognitive impairments 

with no responsive behaviours.  No known 
risk of self-harm or harm to others. 

• May wander but is easily redirected.  No 
known risk of elopement. 

• Awareness of personal space of others 
• Demonstrates socially appropriate 

behaviour. 
• Able to call for assistance as required.  

 

 
• May have moderate to severe levels of 

cognitive impairment    
• May exhibit responsive behaviours.   
• May be exit seeking and at risk for 

elopement,  
• May lack awareness of personal space 

of others and require frequent re-
direction   

 
• May include mild to moderate cognitive 

impairments.  
• Does not exhibit responsive behaviours, though 

some display mild to moderate behaviours that 
can be easily redirected. 

• May include moderate cognitive impairments. 
Medical and functional impairments, (e.g. 
memory loss, confusion and disorientation, 
difficulty with problem solving and decision 
making, reduced attention span, language 
problem, difficulty leaning new information, 
dementia, or certain psychiatric disorders) 
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Category 

Supportive Housing (SH) 

Personal Care Home (PCH) 

Chronic Care (WRHA only) 

Staffed with Tenant 
Companion 

Staffed with Health 
Care Aid (HCA) General Complex Respiratory 

Care 

 

Functional 
Status 

 
• May be living with 

a physical disability 
and/or mental 
illness   

• Have complex 
physical care 
needs that cannot 
be met at home or 
in community 

• Require assistance 
with ADLs.   

• May require 
scheduled and 
unscheduled 
assistance such 
as, transportation 
to meals, direction 
and/or cueing for 
initiation and 
completion of 
activities,  

• Able to 
independently use 
a call bell system   

• May be at low to 
moderate risk of 
falls. 

 
• May be living with a 

physical disability 
and/or mental 
illness   

• Have complex 
physical care 
needs that cannot 
be met at home or 
in community 

• Require assistance 
with ADLs.   

• May require 
scheduled and 
infrequent 
unscheduled 
personal care 
(assistance with 
management of 
incontinence, 
cueing and/or 
minimal assistance 
with meals, 
transportation to 
meals, direction 
and/or cueing for 
initiation and 
completion of 
activities) 

• May be at low or 
moderate risk of 
falls  

 
• Will have complex care needs that 

cannot be met at home or in other 
supportive living environments   

• Requires 24/7  
o scheduled and 

unscheduled assistance 
with ADLs  

• Complete meal assistance 
(modified texture diets)   

• Chronic unmanaged 
incontinence.   

• Requires Two-person transfers or  
• Mechanical lift transfers  
• High risk for falls 

 

 
• Significant functional 

impairments, 
requiring assistance 
with mobility and 
ADL 
 

 
• Typically have a 

palliative status 
(PPS of 60 or lower) 

• Typically, younger 
age, highly 
physically impaired, 
require specialty 
therapies and 
treatments, often 
related to conditions 
that are associated 
with the need for 
oxygen 
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Category 

Supportive Housing (SH) 

Personal Care Home (PCH) 

Chronic Care (WRHA only) 

Staffed with Tenant 
Companion 

Staffed with Health 
Care Aid (HCA) General Complex Respiratory 

Care 

 

Family and 
Community 
Supports 

 
• Requires assistance beyond what partner / 

family/support networks are able to provide. 
• Continue to support with psychosocial needs 

where required.  
 

 
• Requires assistance beyond what partner 

/ family/support networks are able to 
provide. 

• Continue to support with psychosocial 
needs where required.  
 

 
• Requires assistance beyond what partner / 

family/support networks are able to provide. 
• Continue to support with psychosocial needs 

where required.  
 

 

Inclusion 
Criteria 

 

 
• Age 18 and older 
• Stable Medical Condition, can be managed 

without 24/7 on-site RN or LPN 
• Social needs: social isolation or an inability to 

live safely at home without regular supervision 
or assistance 

• Require some assistance/supervision with 
activities of daily living/personal care 
(assistance with management of incontinence, 
cueing and/or minimal assistance with meals, 
transportation to meals, direction and/or 
cueing for initiation and completion of 
activities, assistance with prepackaged 
scheduled medications) throughout a 24-hour 
period.  May require unscheduled personal 
care. 

• Desires and able to live within a congregate 
setting 

 

 
• Age 18 and older 
• Complex medical conditions that require 

regular medical supervision, nursing 
care, or specialized health services 

• Require 24/7, on-site nursing care, 
supervision, or both due to physical or 
cognitive impairments 

• Significant functional impairments 
requiring assistance with ADLs 24/7 

• Significant cognitive impairment including 
responsive behaviours that require 
support and interventions.  

• Complex physical care needs 

 
• Age 18 and older 
• Residents with higher resource intensity, those 

who require specialty services and care 
approaches 

• Require 24-hour, on-site nursing care, 
supervision, due to complex chronic medical 
needs. 
 
 

• Medical needs 
manageable with 
scheduled twice 
weekly Medical 
Rounds. 

• Significant functional 
impairment needing 
assistance 
 

 
• Primary diagnosis of 

respiratory illness 
• Continuous oxygen 

needs over 3 liters 
• Requires frequent 

diagnostic testing.  
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Category 

Supportive Housing (SH) 

Personal Care Home (PCH) 

Chronic Care ( WRHA only) 

Staffed with 
Tenant Companion 

Staffed with Health 
Care Aid (HCA) General Complex Respiratory 

Care 

 

Exclusion 
Considerations 

 

 
• Requires 24/7 on-site Nursing Support 

(RN/LPN) 
• Medical instability requiring frequent 

monitoring and intervention by nursing 
or medical professionals or 
hospitalizations. 

• Unable to manage activities of daily 
living/personal care needs with the 
support of the available staffing (e.g. 
chronic unmanaged incontinence, 
requires complete assistance with 
meals/personal care and hygiene) 

• Unpredictable behavior placing self and 
others at risk, which cannot be managed 
in current setting     

• Unable to mobilize independently or with 
one-person transfer, requires a 
mechanical lift or two persons to 
transfer. 

• Requires intensive and/or extensive 
rehabilitation services that cannot be 
easily accessed   

 
• Nursing Care that requires continuous 

monitoring of client condition e.g. 
ventilator, where the care required to 
safely care for the resident exceeds the 
PCHs staff to resident ratio. 

• Unpredictable behavior placing self and 
others at risk. The support and 
supervision required to ensure the safety 
of all cannot be managed in current 
setting     

• Bariatric resident who cannot be safely 
accommodated due to infrastructure 
limitations (e.g., doorways that are not 
wide enough) and an insufficient staffing 
complement (site specific) to meet their 
care needs. Requires intensive and/or 
extensive rehabilitation services that 
cannot be easily accessed   

 
• Requires 

locked/secure unit 
• Requires extensive 

rehabilitation 
• More than hourly 

nursing rounding 
• Isolation status 

 

 
• Requires invasive 

ventilation  
 

 

interRAI HC 
Indicators 
Expected 
Range* 

 
• ABS Scale: 0-4 
• CPS Scale:  1-3 
• ADL Hierarchy:  1-3 
• IADL Difficulty:   4 - 6 
• CHESS Scale:   0 - 3 
• MAPLe Scale:    2 - 4  

 
• ABS Scale:0-12 
• CPS Scale: 3 - 6   
• ADL Hierarchy: 3 -6  
• IADL Difficulty: 5 - 6   
• CHESS Scale:1 -5 
• MAPLe Scale: 4-5  

 
• ABS Scale:0-12 
• CPS Scale:  0-6 
• ADL Hierarchy:  3-6 
• IADL Difficultly:   5-6 
• CHESS Scale:  1-5 
• MAPLe Scale: 4-5 

 
• ABS Scale: 0-12 
• CPS Scale:  0-6 
• ADL Hierarchy: 5-6 
• IADL Difficultly:   4-6 
• CHESS Scale:  1-5 
• MAPLe Scale: 4-5 

*Expected Range of scores is for guidance only but does not supplant or replace clinical judgement. 
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APPENDIX B -  CASE STUDIES 
 

CASE STUDY # 1 Client with Community Living and Disability Services Support  
SITUATION 

A 40-year-old female client with Community Living and Disability Services is currently admitted to an acute car  
facility, where she has been for the past eight months.   The client’s aging parents, who serve as her primary 
caregivers, have expressed concerns about their ability to meet her long-term care needs. They have voiced 
interest in exploring Personal Care Home options that can provide a more permanent solution to their daughte  
care requirements. 

The hospital’s discharge coordinator has been engaged to facilitate the discharge planning process. 

BACKGROUND 
Diagnosis: Cerebral Palsy  Recurrent Pneumonia 
 Cognitive Impairment Seizure Disorder 
 Hydrocephalus with VP shunt Previous fracture Right clavicle (1998) 
 Appendectomy (2008)  
Allergies:  Amoxicillin, Bees 

Client was initially admitted to hospital due to a decreased level of consciousness from antipsychotic 
medication she had been prescribed in community.  The antipsychotic medication had been prescribed to 
manage aggressive and violent behaviors in the community setting.  Following medication adjustments 
and a period of rehabilitation, the client has now returned to her baseline level of functioning.  

Prior to hospitalization, the client lived in the community with her aging parents, who are also her primary 
caregivers. She was actively attending a Day Program and had a current Violence Prevention Plan in 
place due to previous behavioral concerns. 

At the Day Program, her assigned Support Worker also supported one other individual, resulting in a 1:2 
staff-to-client ratio. In addition to the support received through the Day Program, the client had a 
community-based respite Support Worker who provided care for 2.5 hours on two weekday evenings and 
4 hours on either Saturday or Sunday. During these respite sessions, the Support Worker would take the 
client out into the community to participate in activities such as feeding ducks at the park, going to the 
movie theater, or enjoying ice cream followed by a walk. 

Annually, the client received short-term respite care in a Group Home setting for several weeks while her 
parents traveled out of the country to visit the client’s sister, who resides in Australia. 

Given their advancing age, the client's parents have expressed interest in exploring long-term institutional 
care options for their daughter. Family feel it is more suitable to be in PCH where there is 24-hour nursing 
care and health care aide care available.   As part of future planning, they have asked their son, who 
lives in a neighboring community, to assume the role of Substitute Decision Maker. Aside from the 
brother and the sister in Australia, the client has no other siblings. 
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ASSESSMENT 

What are the care needs and supports that the client require based on the interRAI HC Assessment, your 
review of the client medical chart as well as engagement with family and supports (current and pre-
hospitalization).  
 
• Personal Hygiene:   Complete assistance to bath, wash and dress. When was initially admitted to 

hospital required 2 people to assist with bathing and dressing but currently requires a 1 person assist.  

• Oral & Nutrition Assessment:  Has own teeth.  Eats a regular diet.  Able to feed herself but re feeds self, 
eats quickly and can be choking risk. Requires supervision when eating as when served bread, will put 
entire slice in mouth at once.   

• Locomotion:  Self propels in manual wheelchair, stand and pivot transfer with 2 wheeled walker with 1 
person assist. Can ambulate short distances with and without 2 wheeled walker with one standby assist.  
Does not attempt to get out of wheelchair on her.  

• Toilet use Continent of bowel; continent and incontinent of bladder but will use an incontinent product if it 
is put on. 

• Cognitive Performance Scale:    Intellectual disability and functions at about 5-year-old level.  Brother and 
father are in the process of applying to be substitute decision makers.  Recognizes individuals known to 
her knows locations that she frequently attends.  Able to perform simple tasks but unable to follow 
instructions that require a series of steps. Cognitive skills for daily decision: moderately impaired.  Does 
not attempt to leave or get on elevator. 

• Communication:  Speaks English; speaks in simple words and simple sentence structure. Unable to read 
but will look at pictures in books, magazines.  Generally able to get understood. Comprehension:  
Responds to simple and direct communication only. While in community, it was noted that client would 
get anxious when unable to get understood; no concern noted when in hospital. 

• Vision:  No concerns 

• Hearing: No concerns 

• Aggressive Behaviour Scale:  Mild to moderate aggression:  although she does not currently exhibit any 
aggressive behavior, she has had in the past episodes of aggressive and violent behaviours in 
community Had active violence alert in community but has not had violence alert in hospital.  Family finds 
mood and behaviour are much better in hospital in a “PCH like” environment compared to mood and 
behaviour in Group Home. Occasional periods of intensive and apparently unprovoked aggressive acts 
against others.  Per family, client had a history of unprovoked behaviour management challenges on/off 
over the years as did not get along with some room mates and some staff at times.   

• Falls Risk:  history of falls but no falls in the last 3 months. 

• Skin Condition:  No concerns but has history of recurrent groin dermatitis due to incontinence. 

• Tobacco and Alcohol Use Does not smoke. No alcohol use.   No cannabis use. 
 

Dependency Level:  Care level:  4Y   B’s Partial:  1 C’s Maximum: 5 

interRAI-HC Outputs:  
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MAPLe Scale 5 - Very High CPS 5 - Severe 

CHESS Scale 1 (minimal health instability) ADL Hierarchy 4 

ABS 4 - Mild to Moderate aggression CRISIS 2 - Mild Risk 

RECOMMENDATION 
Primary Recommendation – Group Home Placement with Continued CLDS Support: 

Given the client’s current level of functioning, history of behavioral challenges, and risk for aggressive or 
violent behavior, it is recommended that placement in an appropriately equipped and staffed Group Home 
be pursued. This option allows for: 

 Continued support and oversight through Community Living and Disability Services (CLDS). 
 Access to individualized behavioral programming and supports that exceed what is typically available in a 

Personal Care Home (PCH) setting. 
 A structured, therapeutic environment that can manage risk and promote stability. 
 Flexibility in staffing and programming to meet the unique needs of the client, including violence prevention 

planning and ongoing behavioral interventions. 

Placement in a Personal Care Home (PCH) may be considered under specific conditions, including 
both behavioral and physical care factors: 

 The client has significant physical care needs that exceed the capacity of a Group Home setting—such as 
being non-ambulatory and requiring the use of a mechanical lift for transfers, or extensive assistance with 
activities of daily living (ADLs). 

 The client’s risk of violence or aggression—particularly toward staff or other residents—has been assessed 
as low or effectively managed through ongoing behavioral supports. 

 The need for external behavioral support from CLDS or specialized services has decreased due to reduced 
capacity for engagement. 

The PCH environment is adequately resourced to ensure the safety, dignity, and well-being of both the 
client and other residents. 

RATIONALE 

Group Home setting offers: 

 Access to individualized behavior management strategies, 
 Staff trained in managing complex needs, including aggression and violence prevention, 
 Flexibility in designing supports tailored to the client’s needs, 
 Integration with community-based programs that promote engagement and stability. 

Group Home placement would provide a safe and supportive environment where the client’s behavioral 
needs can be appropriately managed while maintaining a degree of independence and community 
connection. 
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APPENDIX C - FORMS 
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APPENDIX D - DEFINITIONS 
Activities of Daily Living (ADL)   

• Basic self-care tasks that individuals perform regularly to maintain personal hygiene and overall well-
being including transfer, walking and locomotion, dressing, eating, toilet use and bathing.   

Aggressive Behaviour Scale (ABS)  

• A scale derived from the interRAI assessment, provides a measure of aggressive behaviour. The ABS 
is highly correlated with the Cohen Mansfield Agitation Inventory (CMAI) Aggression Subscale.  

Assessor 

• A health care professional responsible for evaluating the health, functional, and psychosocial needs of 
individuals to determine the most appropriate care, support, and resources they require. Using 
standardized assessment tools in combination with clinical judgment, they develop a comprehensive 
understanding of each client’s condition and formulates a care plan tailored to their specific 
circumstances. 
 
The core function of a health care assessor involves conducting in-depth assessments, often within the 
client’s home or care setting, and coordinating with the client, support network and the interdisciplinary 
teams to ensure holistic and client-centered care. 
 
They are integral in guiding care decisions, enhancing client outcomes, and ensuring the efficient use 
of health care resources. 

Alternate Level of Care (ALC)   

• A designation used in hospitals when a patient is occupying an acute care hospital bed but is no longer 
acutely ill and does not require the intensity of resources and services provided in an acute care 
setting.   The patient must be designated as ALC by a physician or his or her authorized designate.  

Canadian Institute for Health Information (CIHI) 

• An independent, non-profit organization that collects, analyzes, and shares health data to support 
effective decision-making, health system management, and public awareness across Canada. CIHI 
provides accurate, timely, and comparable information on health system performance and population 
health. 

Supports the use of interRAI instruments and acts as the custodian of interRAI standards in Canada, 
managing the national interRAI data repository.  It develops specifications for interRAI standards and 
offers implementation and educational support to healthcare jurisdictions. 

Caregiver Risk Evaluation Algorithm (CARE)   

• A decision-support tool derived from the interRAI assessment that can be used to assess the level of 
risk for caregiver burden in home care 
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Chronic Care 

• Chronic care services are for individuals who need specialized care due to complex and/or chronic 
health condition(s) and whose needs are more care than what a Personal Care Home can 
accommodate.     

Clinical Assessment Protocols (CAPs) 

• Also knowns as Collaborative Action Plans (CAPs). 
• An output derived from the interRAI assessment that helps identify and prioritize an individual's unique 

needs. It supports the development of a person-centered care plan by highlighting areas where a 
person may be at risk of decline or has potential for improvement. CAPs guide clinical judgment and 
care planning by providing person-level insights that promote proactive, evidence-informed 
interventions. 

Cognitive Performance Scale (CPS) 

• A scale derived from the interRAI assessment that describes the cognitive status of a person. It has 
been validated against the Mini-Mental State Examination (MMSE) and the Test for Severe Impairment 
(TSI). 

Collaborative Action Plans (CAPs) 

• See Clinical Assessment Protocols. 

Community Living disABILITY Services (CLdS) 

• A provincial program that supports eligible adults with intellectual disabilities in Manitoba to live good 
and satisfying lives in their communities. 

Community Urgent 

• Criteria applied to a client in community who is at high risk of institutionalization, has limited supports, is 
no longer able to safely reside in their current place of residence and deemed eligible for Personal Care 
Home. Clients who require this service must be medically, functionally and behaviorally stable; Home 
Care and other community services have been exhausted and the client’s needs suddenly now exceed 
the capacity to safely support the client. These requests may be coming from community or 
Emergency/Urgent Care departments. 

Depression Rating Scale (DRS) 

• A scale derived from the interRAI assessment that can be used as a clinical screen for depression. It 
has been validated against the Hamilton Depression Rating Scale, the Cornell Scale for Depression in 
Dementia and the Calgary Depression Scale. The scale is not calculated if the person is comatose 

Home Care (HC) 

• A publicly funded community-based program that provides home support to individuals, regardless of 
age, who require health services or assistance with activities of daily living.  Home Care works with 
individuals and provides assistance to support them to stay in their homes for as long as is safely 
possible. 
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Home Care Case Coordinator (HCCC)   

• A healthcare professional responsible for the case management of clients receiving home care 
services. They assess, plan, and coordinate care to support individuals, often seniors or those with 
health needs, to live safely and independently at home. They work closely with clients, families, and 
care providers to arrange nursing, personal support, therapy, and homemaking services. The 
coordinator monitors progress, adjusts care plans as needed, and ensures clients receive timely, 
appropriate, and effective care. 

Instrumental Activities of Daily Living (IADL) 

• More complex tasks necessary for individuals to live independent living in community including cooking, 
cleaning, transportation, laundry, and managing finances. 

interRAI Home Care Assessment (interRAI HC) 

• An international, reliable, validated, person-centered assessment tool designed for individuals with 
chronic or post-acute care needs. It supports comprehensive care and service planning in home and 
community-based settings by evaluating a person’s functioning, quality of life, needs, strengths, and 
preferences. This   tool enables responsive, outcome-based assessment, helping care teams monitor 
an individual's response to care over time. It also facilitates appropriate referrals and coordination of 
services, ensuring that care is tailored, proactive, and aligned with the individual's goals. 

Long Term Care (LTC) 

• 24-hour supervised care provided in designated facilities for individuals with complex needs who can no 
longer be cared for at home or in assisted living. These facilities offer a range of services, including 
personal care, professional health services, meals, laundry, and housekeeping. In Manitoba, these 
facilities can either be Supportive Housing or Personal Care Homes. 

Method of Assigning Priority Level (MAPLe) 

• A decision-support tool derived from the interRAI assessment that can be used to prioritize those 
needing community- or facility-based services and to help plan the allocation of resources. It is a 
powerful predictor of admission to long term care and may indicate caregiver distress. 

Outcome Scales 

• Embedded scales derived from the interRAI assessment that provides a snapshot in time of 
characteristics of an individual’s health status that can be monitored over time and used to evaluate the 
effectiveness of the care plan. 

Personal Care Home (PCH) 

• A licensed long term care home in Manitoba that provides personal care services including physical 
and psychosocial supports to individuals who can no longer manage independently at home with family 
support and community services in accordance to The Health Services Insurance Act: Personal Care 
Homes Standards Registration. 

Pressure Ulcer Risk Scale (PURS)   



Supporting Person-Centered Care and Placement Decision Resource Guide for Medical Providers 

Prepared by Home & Community Provincial Clinical Planning, Shared Health: January 2026 Page 29 of 31 

• A scale derived from the interRAI assessment that identifies persons at various levels of risk for 
developing a pressure ulcer with the objective of targeting risk factors for prevention. As an output from 
an interRAI assessment, the PURS eliminates duplicated effort required for separate pressure ulcer risk 
scoring. 

Respite Care   

• Temporary care provided for the purpose of supporting clients and caregivers by providing relief to the 
caregivers. This care can either be provided at home as a Home Care service or through temporary 
admission into a PCH, or Transitional Care / Acute Care facility providing respite care. 

Responsive Behaviour 

• Negative personal expressions or behavioural and psychological symptoms of dementia.   

Social Prescribing   

• A program where a healthcare provider refers client to a Senior Resource Coordinator, who 
collaborates with the client to identify appropriate services and develop a personalized plan to support 
their well-being that connects clients to community resources tailored to their individual needs. These 
resources may include social inclusion activities, physical exercise programs, creative self-expression 
opportunities, mental health support, and financial or housing advice.  

Supportive Housing 

• A housing-with-care option that provides personal support services and homemaking in permanent, 
community-based congregate residential settings. It primarily serves frail and/or cognitively impaired 
elderly individuals who can no longer live independently at home despite available family and home 
care resources, but who are not yet ready for placement in a Personal Care Home. 
 
Individuals receive assistance with meals, laundry, and light housekeeping through a service package 
provided by the sponsor. Their care needs require 24-hour on-site support and supervision, including 
help with personal care tasks such as bathing, dressing, and grooming. This 24-hour support may be 
provided by tenant companions or health care aides. 
 
While individuals do not need continuous professional care, they may require occasional professional 
services delivered through the Regional Health Authority (RHA). Individuals needing both 24-hour 
support and 24-hour professional care are better suited for Personal Care Homes or similar facilities. 
 
As it is a social care model, individuals should be able to live comfortably in a congregate setting. 

Support Services to Seniors 

• A community-based service and program that receives grant funding by the province of Manitoba 
through the regional health authorities.  The organization promotes health and well-being and help 
older adults live independently.  Services they may provide include: meal programs, transportation 
programs, information and referrals, health and wellness programs, home maintenance programs and 
emergency response information kits. 

Transitional Care 
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• A care environment that provides the best possible holistic care addressing physical, mental, and social 
need in a safe, respectful, welcoming, and supportive environment. It offers high-quality, appropriate 
care mainly for seniors who no longer require acute hospital treatment but need restorative care to help 
them adapt and regain independence. This care supports clients as they prepare to return home or, if 
returning home is not possible, while they await admission to a Personal Care Home. 
 
The availability of such a care environment vary across health regions. 

Wandering  

• Moving about with no discernible, rational purpose.  May be oblivious to his or her physical or safety 
needs.  May be done by walking or wheelchair.  Does not include pacing back and forth. 
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interRAI CA (IRRS):  Calculating the CHESS Scale Score (Job Aid) (accessed 26-Sept-2025) 
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	Your Care, Your Home, Our Priority
	Home, Community is Best
	Engaging Home Care Early
	Key Considerations in Person-Centered Decision-Making

	Exploring Care Options
	Supporting Individuals to Live Well at Home, in Community

	Discharge Planning and Placement Discussions for Individuals Admitted to Acute Care
	Transition Planning: When Community Living Is No Longer Possible
	Care Planning for Clients with Diverse Needs
	Individuals with Responsive Behaviours
	Individuals with Health Care Directive / Advance Care Planning - Resuscitation
	Palliative Care Considerations for LTC Placement
	Individuals Considering Medical Assistance in Dying (MAID)
	Individuals with Intellectual Disabilities
	First Nations Individuals Living in First Nation Communities
	Listening to Residential School Survivors


	Key Messaging to Support Clients and Families in Their Care Journey
	interRAI Assessment
	Understanding interRAI:  What Medical Providers Need to Know
	Key interRAI HC Outputs
	Aggressive Behaviour Scale (ABS)
	Cognitive Performance Scale (CPS)
	Depression Rating Scale (DRS)
	Pressure Ulcer Risk Scale (PURS)
	Caregiver Risk Evaluation Algorithm
	CRISIS
	Method for Assigning Priority Levels (MAPLe)


	Supporting Timely Transitions to PCH
	Transfer of Care at Care Transitions
	Medical Assessment for Long Term Care

	Appendix A - Clinical Decision Making
	Appendix B -  Case Studies
	Appendix C - Forms
	Appendix D - Definitions
	Appendix E - Resources
	Appendix F - Bibliography

