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Message from the Seniors Advocate

Dear British Columbia Senior,
There are over 25,000 B.C. seniors living in residential care and over 29,000 who are receiving
home care. While this is only seven percent of seniors, together these two groups represent our
most frail and vulnerable seniors. As such, we must ensure that we are properly monitoring their
health status and their care needs.
During this first year as Seniors Advocate, one of my key priorities has been to obtain and analyze
information that will help us understand the needs of our most vulnerable seniors and how well we
are meeting their needs. Part of this will be achieved through standardized client/resident
experience surveys my office is conducting. We will be surveying all 339 publicly-funded residential
care facilities and 29,000-plus home support clients, including family members. Complementing
this will be the health assessment data my office has obtained and initially analyzed, with the
findings in this report.
This report, Placement, Drugs and Therapy…We Can Do Better, is produced as part of my
mandate under the Seniors Advocate Act, to report publicly and independently on systemic issues
that affect seniors. The findings in this report highlight three systemic issues I have identified:
• inappropriate placement in residential care of higher functioning seniors who could live
more independently with changes to home care and assisted living;
• the overuse of both antipsychotics and antidepressants in residential care;
• the significant gap in the level of rehabilitative therapies in B.C. residential care facilities
relative to other provinces.
These findings demonstrate more work is needed to better serve seniors. I will be working with
health authorities, service providers and physicians to effect changes that will ensure seniors are in
the right place, getting the right drugs, and receiving the right kind of therapies that best suit their
needs. As always, I welcome all feedback from seniors and their family members as together we
address these issues.
Sincerely,

Isobel Mackenzie
Seniors Advocate
Province of British Columbia

Introduction
All B.C. seniors admitted to publicly-funded
residential care or assisted living, and those
who receive home care, are assessed using
an internationally recognized suite of
assessment tools: The InterRAI Resident
Assessment Instrument-Home Care (RAI-HC)
and the InterRAI Resident Assessment
Instrument-Minimum Data Set 2.0 (RAI-MDS
2.0).

Care RAI are small. For brevity, one sample,
the RAI-HC, is included in Appendix 1.

The InterRAI Resident Assessment was
originally developed in the 1980s in response
to concerns about the quality of care in U.S.
nursing homes. Since that time the “RAI”, as
it is colloquially known, has been
implemented throughout the world. Early in
the new millennium, in response to the
growing use of home care, a version of RAI
was created to assess those receiving home
care services in the community. From a
diagnostic perspective, the differences
between the Home Care and Residential

In the case of British Columbia’s 31,084
home care clients (90% seniors), the RAI is
normally completed at intake, at least
annually, and whenever a major change has
occurred. In the case of the province’s 29,429
residential care clients (95% seniors), the RAI
is undertaken when a senior enters a
residential care facility and at least quarterly
for each resident. These repeat assessments
are invaluable in helping to guide the creation
of appropriate care plans as well as to
measure and track changes in the individual’s
health status over time.

In Canada, the expertise in application,
interpretation and Canadian design of the
RAI is housed at the University of Waterloo,
and the central repository for all RAI data is
the Canadian Institute of Health Information
(CIHI), an independent research body.

www.interrai.org
www.cihi.ca
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In addition to its value for the individual care
plans for home care clients or residents, the
RAI also provides a profile of health status
capturing the needs, strengths and
preferences of care recipients on a facility,
health authority and provincial level. These
tools assess, in a standardized way, multiple
facets of an individual’s health care status
and their ability to be independent, including
their medical conditions, medications,
supports, cognition, psychological state,
physical ability and ability to perform various
daily tasks. With these data, we gain a
complete and compelling composite of who is
receiving home care and who is living in
residential care.
The RAI also tracks a number of indicators
that can be used to help determine if the
supports needed are being provided and if
the care is appropriate. Examining the
frequency of physical therapy or recreational
therapy along with the number of falls and
use of medications can be helpful in providing
a picture of some of the activities and
practices in residential care facilities and the
amount of home care provided relative to the
assessment of need.

other jurisdictions in Canada and it therefore
limits the ability to monitor change over time
retrospectively. However, it is now being
collected and baseline data will allow us to
measure progress going forward.
The Province does not currently require
facilities or health authorities to report their
RAI data for residential care. For home care
the Province receives reporting from health
authorities on only six outcome
measurements under what is called
“Minimum Reporting Requirements” (MRR),
and these results are not published.
The Office of the Seniors Advocate (OSA)
identified as a priority the gathering of RAI
data to help inform B.C. seniors and their
families as well as policy makers at both the
provincial and health authority level. The
OSA retained expertise from the University of
Waterloo and worked with the Canadian
Institute of Health Information (CIHI) to
secure the complete data on home care and
residential care for British Columbia while
securing agreement to compare residential
care aggregate data with Alberta and Ontario.

British Columbia has been using the RAI in
residential care since 2009 and for home
care since 2005. This was later than some
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The information contained in these data
reports is vast. The purpose of this report is
not to provide a comprehensive analysis of all
possible issues raised in the RAI data; the
OSA will continue to analyze these data to
look for emerging systemic issues. This initial
report is intended to inform the public of the
existence of these data and to highlight three
systemic issues that are of immediate
concern to the Advocate:
1. Premature admissions to residential care
of up to 15 percent of residents in care
facilities;
2. The overuse of drugs in care facilities;

Initial analysis of the RAI data examined the
characteristics of seniors in residential care
and home care. The table below provides a
snapshot based on some of the key
indicators that can help us develop a picture
of who is living in residential care and who is
receiving home care.
Appendix 2 contains more comprehensive
data for the 2012-13 for home care in B.C.
and the 2013-14 Quickstats to compare B.C.
with Alberta and Ontario for residential care.
More complete residential care data,
available for 2012-13 was used for this report
unless otherwise stated.

3. The lack of physiotherapy and
recreational therapy in B.C. care facilities.

Snapshot of care in B.C.
average age
female
85 and older
married
diagnosis of dementia
primarily uses a wheelchair
moderate to severe cognitive difficulties
(memory, following direction)
six or more medical diagnoses
moderate to severe difficulties in
independently performing daily living tasks
instability in cognitive function, ADLs, mood
or behaviour
caregiver co-resides
taking 9 or more medications
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Home and Community
Care population
(31,084 individuals)
80 years
64%
40%
30%
34%
11%
19%

Residential Care
population
(29,429 individuals)
85 years
65%
59%
24%
61%
50%
64%

21%
15%

13%
70%

50%

44%

45%
44%

n/a
51%
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These data confirm some of what we
expected to find, but also highlighted a few
surprises. For example, the majority of both
home care clients and care facility residents
are female, reflecting the longer life
expectancy for females, and the average age
in residential care is higher than for those
receiving home care. We also noted higherneed home care clients were more likely to
co-reside with their caregiver.
Among the surprises, however, was the
degree to which there was similarity between
those in residential care and those receiving
home care. Most notably, there were very
similar rates of seniors taking multiple
medications, as well as similar rates of
seniors with instability in their cognitive
function or mood and/or in their ability to
perform the activities of daily living (ADLs) in
both residential care and home care.
Also surprising was the apparent complexity
of health conditions among clients in the
community, including a higher percentage of
clients with six or more medical diagnoses
than residential care.
It was also surprising to compare ourselves
with Alberta and Ontario and find that those
provinces have a higher percentage of
seniors living in residential care who are
frailer and have more complex care needs.
This means B.C. has seniors in residential
care who would be living in the community
(with support) or assisted living if they lived in
Ontario or Alberta.
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Having said that, these data do indicate that
we can, and do, care for highly complex
clients in the community, just not consistently.
The chart below illustrates that there are
some seniors cared for in the community at
high levels of impairment.
Seniors in the community under home care
34%

have a diagnosis of Alzheimer’s or
other dementia

10%

are in renal failure (on dialysis)

21%

have a psychiatric or mood disorder

15%

have very limited function for
Activities of Daily Living (ADL)

19%

have significant to severe cognitive
impairment

47%

experience daily pain

44%

are on nine or more medications

50%

have an unstable diagnosis for
cognition, mood or behavior

21%

are incontinent

19%

have nursing visits once a week or
more

These data clearly tell us that we can care for
significant levels of both cognitive and
physical impairment in the community either
in an assisted living setting or independent
housing. This is crucial to understand as we
look at the profile of seniors who are in
residential care.
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1. Appropriate Placement in
Residential Care
Most seniors express a strong desire to live
as independently as possible. To achieve this
objective, we must be certain that all possible
community supports such as home care and
assisted living are exhausted before seniors
are moved to residential care. The RAI data
indicates this is not always the case and
there are some seniors in residential care
who could, based on their assessment, be
living in the community with the appropriate
home care, or in assisted living.
Using the expertise of one of Canada’s
foremost RAI researchers from the University
of Waterloo, the OSA examined the RAI data
more carefully with a view to identifying those
seniors living in residential care who, based
on their assessed levels of physical and
cognitive function, might be able to live more
independently. What emerged from the
analysis are three distinct profiles of seniors
who could likely be cared for either at home
or in assisted living.
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The first profile is of seniors with light care
needs who can make their own decisions, are
not at risk of wandering or getting lost, and
can manage their own activities of daily living
(ADLs) with minimal assistance. This profile
can be referred to as having light physical
and cognitive care needs. This group is
easily cared for in the community with
community care – if appropriate care is
available.
The second profile is of seniors with a mild
dementia and who need some assistance
with ADLs, but who otherwise manage well
with direction and support. This group can be
seen as having dementia care needs. These
are seniors who might do very well in
assisted living with monitoring supports or
indeed could remain at home with home
supports and some of the electronic
monitoring that is now widely available.
The third profile is of seniors who are
moderately physically frail and in need of
assistance for physical tasks and ADLs, but
who are mentally intact and self-directing.
This profile can be characterized as having
physical care needs. This is a population
that can easily be cared for at home or
assisted living. Key to this is their ability to
direct and have an awareness of their care
needs. Those with high physical care needs
and high cognitive function are successfully
integrated in the community in young age
groups and the supports that enable
independence for younger populations should
be equally available to seniors.
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With these three profiles in mind, researchers
checked the residential care RAI data to see
if there were seniors who fit these profiles
who were currently living in residential care.
The results were surprising: it appears from
these data that somewhere between five and
15 per cent of the seniors living in B.C.

residential care fit one or more of these
profiles -- that is 1,500 to 4,400 individuals
who could potentially live more
independently. Comparisons with Alberta and
Ontario, where there is a significantly lower
percentage of residents fitting these profiles,
confirm there is room for improvement in B.C.

Three client profiles identified and their prevalence among the residential care population of B.C.,
compared to populations in Alberta and Ontario

RAI Client Profile

Percentage of the residential
care client population
B.C.

AB

6.1%

2.3%

5.6%

Profile 2: DEMENTIA CARE NEEDS
This population has cognitive impairment that can make it
challenging for them to live alone, but they have low physical
care needs and low medical needs. These seniors are much less
likely to reside in residential care settings in Alberta or Ontario
and are more likely to be in assisted living or have home care.

5.4%

0.9%

1.8%

Profile 3: HIGHER PHYSICAL CARE NEEDS
This group has somewhat higher physical care needs than the
other two groups but, in all other respects, could potentially
receive care in the community. This is a group for whom services
such as physiotherapy (PT) and occupational therapy (OT) are
key.

4.7%

1%

3%

Profile 1: LIGHT PHYSICAL AND COGNITIVE CARE NEEDS
These seniors have relatively low care needs with relatively high
levels of both cognitive and physical function compared to the
general residential care population. Interestingly, of the three
profiles, this group has the highest representation among B.C.’s
residential care client population. In Alberta, these seniors may
be accommodated in that province’s expanded assisted living
system.
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The seniors fitting these three profiles have
lower care needs than residential care is
designed to accommodate and, based on
their health, their abilities, and their care
needs, these seniors could be cared for in
other settings, either at home with support or
in an assisted living environment rather than
a residential care setting.
To be housed prematurely in a residential
care facility is not generally a good
experience, or fit, for the resident. With most
residents experiencing complex and severe
cognitive and/or physical impairment, it is
difficult to form a community of interest.
It is generally accepted that community
placement with supports is more desirable for
those with lower care needs or who have full
cognitive function. It also ensures that the
scarce residential care bed is available for
someone whose needs are a fit with
residential care.
Residential Care is “home” for the seniors
who live there. It is vital, therefore, that it
serve as the appropriate type of housing for
the senior who lives there. Given the results
of these data, the Advocate has included an
examination of this issue in her report on the
affordability, availability and appropriateness
of seniors’ housing.
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2. The Appropriate Use of Medication
One of the striking numbers in these data is
the percentage of seniors both in residential
care and home care who are taking nine or
more medications. Fifty-one percent of
residents in B.C. care facilities are taking
nine or more different medications, and
this drops by only seven per cent for
seniors receiving home care, with 44 per
cent taking nine or more medications.
The challenge around medications is twofold. For home care clients, the managing of
medications is particularly problematic. The
number one reported critical incident in home
care is medication error. In terms of both
home care and residential care clients, there
is the issue of the appropriateness of the
medication for the condition being treated.
The issues around potential adverse effects
of medications and drug interactions among
medications are well-known. Older people are
more susceptible to the effects of many
drugs: the medications tend to remain in their
bloodstreams for longer, reach higher
concentrations, and may result in unique
sensitivities and side effects. Because of
these effects, which are due to various agerelated changes in older people, certain
medications should be avoided, or used
cautiously with ongoing and careful
monitoring. Taking many drugs at the same
time, often referred to as polypharmacy,
should be minimized as much as possible.
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The RAI reports on the use of one specific
classification of drugs: psychotropic
medications. Psychotropic medications are
drugs that alter chemical levels in the brain
and are used to treat a wide range of
conditions, including psychosis, depression
and anxiety. They are commonly prescribed
to seniors in both community care and
residential care settings but, in general,
seniors in residential care are more likely
than those who are cared for at home to be
taking these medications.
The RAI breaks down psychotropic
medications, intended to be used for a
specific diagnosis, into five distinct types:
1. Antipsychotic
2. Antianxiety
3. Antidepressants
4. Hypnotic
5. Analgesics

facility residents is taking antipsychotic drugs
without a clinical diagnosis of psychosis, and
that the use of antipsychotics is nine times
higher in residential care populations than
among home care populations. The B.C. RAI
data shows that only four per cent of
seniors in residential care have a
diagnosis of a psychiatric disorder, yet 34
per cent of this client group are
prescribed antipsychotic medications.
This is a clear indicator that these
medications are being used to treat other,
non-psychotic conditions, and are probably a
tool to treat behaviour issues related to
cognitive or mood disorders rather than
actual psychotic disorders.

One clear indicator of potentially
inappropriate medication use in residential
care facilities is the extent to which one
particular type of psychotropic medication,
antipsychotic drugs, is prescribed to seniors
without their having a diagnosis of psychosis,
which is the diagnosis for which these drugs
are designed. It is well-known that these
drugs are sometimes used to manage
aggressive or agitated behaviours in
residents who have dementia. This was not
what they were intended to treat, nor are
there robust clinical trials involving frail
seniors to properly monitor side effects.

Antipsychotic medications can have
significant side effects including sedation,
cognitive impairment, metabolic changes,
muscle and movement disorders, and may
also increase the risk of diabetes. Therefore,
it is important that these medications not be
prescribed unnecessarily to seniors whose
medical conditions or behavioural symptoms
are treatable through other means.

Previous CIHI research has found that,
Canada-wide, one in three long-term care

Not only can the side effects from
antipsychotics range from unpleasant to

Office of the Seniors Advocate

8

debilitating, they can also lead to
misdiagnosis of conditions such as dementia
and Parkinson’s, which would result in more
wrongly prescribed drugs.
This overuse of antipsychotic drugs has been
raised before. In 2013, the BC Care Providers
issued a report, Best Practices Guide for
Safely Reducing AntiPsychotic Drug Use in
Residential Care. Indeed, there is evidence to
support that the overall use of antipsychotics
in B.C. has been reduced. The 2011 Ministry
of Health report Review of the Use of
Antipsychotic Drugs in British Columbia
Residential Care Facilities showed levels as
high as 50 per cent of residential care
patients were prescribed an antipsychotic in
2010/11. Despite the laudable reduction from
50 per cent to 34 per cent, the RAI
comparison demonstrates B.C. still has a
slightly higher use than Alberta and Ontario.
Clearly, there is more work to be done.
Depression is the most common mental
health problem among the elderly, and our

examination of the RAI data echoes this: 24
per cent of the province’s residential care
clients, and approximately 21 per cent of the
home care clients, were assessed as having
a diagnosis of depression. As with
antipsychotics, antidepressant prescriptions
outpace depression diagnoses: while 24 per
cent of residential care clients are
assessed with depression for example, a
full 47 per cent are prescribed
antidepressant medications.
Although this difference between diagnosis
and prescription does not seem to be as
great as with the use of antipsychotics, it is
still a sizable gap. Some antidepressants,
particularly the newer class of serotonin reuptake inhibitors (SSRIs), may have more
side effects than others, including agitation,
dizziness which can lead to falls, and
drowsiness; for this reason, seniors who are
prescribed antidepressants should be
monitored closely and other treatment
options considered.

Incidence of psychiatric disorders and mood disorders with medication prescriptions, B.C.
residential care population
50.0%
40.0%

47.1%

30.0%

34.3%
24.5%

20.0%
10.0%

4.1%

0.0%
Diagnosis of
psychiatric disorder
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Antipsychotic
medication
prescription

Diagnosis of
depression

Antidepressant
medication
prescription
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A related question, and one not answered by
the RAI data, is whether seniors under home
care and residential care who are assessed
as being depressed actually fit the clinical
diagnosis of depression in terms of the
chemical changes that antidepressant
medications are designed to treat. If a senior
does not have these chemical changes, but is
instead exhibiting a wholly appropriate
behavioural response to changes in their
health, mobility and independence, then
perhaps antidepressants are not the most
appropriate treatment for these seniors.
Correct diagnosis is crucial.
The Advocate will continue to raise
awareness of the issues around overmedication and will monitor the RAI data to
look for improvements. Involvement of
residents and family members in the decision
of which medications residents should be
taking and whether or not potential side
effects are sufficiently explained is something
the Advocate will be testing for in the
standardized, comprehensive Residential
Care survey the Office of the Seniors
Advocate will be administering to all 339 B.C.
publicly-funded residential care facilities.

3. The Appropriate Amount of
Rehabilitation Therapy
The provision of physiotherapy, occupational
therapy, speech language therapy and
recreational therapy is crucial to the
maintenance of function and independence
for frail seniors. In all populations, the positive
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effects of exercise and movement are wellknown and it is even more so for seniors.
Emerging research has shown that, among
seniors, cognitive functioning is positively
impacted by physically engaging activities,
and that those seniors who have some level
of cognitive impairment particularly benefit
from both social and physical activity. Given
this knowledge, it is disappointing to see the
extent to which B.C. lags behind both Ontario
and Alberta in the provision of these
supports.
The importance of physiotherapy (PT) cannot
be minimized. Physiotherapists work with
seniors to improve their strength, motor
function and balance. Simple things like
being able to transfer in and out of bed safely
and frequently can easily become impossible
with the deconditioning that happens with frail
seniors if they are bedbound from a bout of
flu or a fracture. With the work of
physiotherapists, seniors can learn the
techniques they should use in ambulation,
the exercises that will restore strength and
function and the warning signs of when they
are pushing themselves too far or not using
proper body mechanics.
All evidence supports how crucial a factor
time can be in determining the extent to
which a frail senior will recover from a period
of inactivity or a traumatic event such as a
stroke or a fall. The earlier physiotherapy
begins, the greater the likelihood of regaining
maximum function.
Occupational therapy (OT) ensures
appropriate adaptations to the environment,
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aids and techniques a senior uses to
maintain and improve their ability to perform
daily tasks. Having a walker set at the correct
height or proper seating in a wheelchair can
make the difference between maximum
function or chronic pain. This is part of the
work of an OT.
Occupational therapists also focus on
identifying physical and cognitive strengths
so that these can be integrated into a
rehabilitation plan that maximizes what
seniors can do for themselves in all aspects
of daily life. OTs also help staff adopt care
techniques that not only support the senior’s
independence but also facilitate staff safety
when providing physical care to the senior.
Speech therapy is used mostly in the
recovery from strokes, but also plays a critical
role in supporting seniors with swallowing
disorders. These are crucial to functions that
affect a senior’s quality of life.
Recreational therapy is key to ensuring that
seniors in residential care are engaged in
meaningful social activities with others that
stimulate the mind and help maintain physical
and mental wellness. Indeed, it is the
presence of a strong recreational therapy

program that will motivate residents to move
more and engage with the world around
them. This strongly correlates to improving
depression and overall well-being.
In B.C., only 12 per cent of residential care
clients received weekly physiotherapy,
compared to 25 per cent in Alberta and 58
per cent in Ontario. Only 9 per cent of
residents received occupational therapy,
compared to 22 per cent in Alberta and 2
per cent in Ontario. Only 0.2 per cent
received speech/language therapy,
compared to 0.6 per cent of Alberta facility
residents and 0.4 per cent of Ontario
facility residents. Only 22 per cent of
facility residents in B.C. received
recreational therapy in the last seven days
when surveyed, compared with 42 per
cent in Alberta. Ontario only registered 7 per
cent for this indicator; however, given their
very high rate of physiotherapy, it is assumed
there may be some substitution effect.
The Advocate is very troubled by this
indicator and will begin working with health
authorities and care facilities to look at ways
to increase the use of rehabilitative therapies.
This vital service will be subject to ongoing
monitoring by the Advocate.

Incidence of rehabilitative therapy provision among the residential care population in B.C.

RAI indicator

Residential care population

Senior received any physiotherapy in last 7 days
Senior received any occupational therapy in last 7 days
Senior received any speech-language therapy in last 7 days
Senior received any recreational therapy in last 7 days

11.6%
8.9%
0.2%
21.8%

B.C.

AB

25.2%
22.2%
0.6%
42.3%

ON

57.7%
1.8%
0.4%
6.8%

Therapy data is from 2013/14 2
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Summary
Bringing together the RAI data for B.C.,
reporting it, and comparing it to other
provinces for the first time moves us closer to
improving residential care and home care for
B.C. seniors.
Through this first look at the data, we have
learned that there is room to improve the
supports for seniors in the community and
meet the needs of some seniors who are
moving to residential care prematurely.
We have learned that while B.C. has made
some progress in the misuse of drugs in
residential care, we are lagging behind other
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provinces and there is still room for
improvement.
We have also learned that B.C. is woefully
underperforming in the area of physical
therapy, occupational therapy, speech
language therapy and recreational therapy
relative to some other provinces.
The Office of the Seniors Advocate will use
these data to continue to monitor and report
on the health status of, and supports for, our
most frail and vulnerable seniors and to
develop recommendations to support seniors
in our province.
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APPENDIX 1 RAI Assessment
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APPENDIX 2: SUMMARY OF RAI DATA – RESIDENTIAL CARE POPULATION
CIHI Quickstats: fiscal year 2013/14
% of provincial residential care residents unless specified
n (assessed residents)*
female
mean age (years)
under 65
over 85
% married
Alzheimer's or other dementia
Stroke
Diabetes
Congestive heart failure
Psychiatric or mood diagnosis (any of 4)
anxiety disorder
depression
manic depressive/bipolar
Schizophrenia
COPD/emphysema/asthma
Renal failure
6 or more diagnoses
Special care dementia unit
ADL hierarchy
0
1
2
3
4
5
6
[ 4 or more]
Cognitive Performance Scale 0
1
2
3
4
5
6
[4 or more]
CHESS 2+
DRS 3+
Daily pain
MAPLE moderate
MAPLE high
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BC

AB

ON

29,429
65.3
85
5.2
58.7
24
61.4
20.6
20.2
11.5
30.4
6.3
24.5
1.9
2.4
12.9
8.1
13
19.2
7.2
7.3
15.5
27.1
10.6
20.4
11.9
42.9
8.8
11.2
16.5
30.9
7.6
14.9
10.2
32.7
24.6
21.4
20.5
17.6
38.0

18,475
63.2
82
8.8
51.6

94,981
67.7
83
6.6
53.3

59.7
19.6
23.7
14.1
43.0
8.4
37.3
1.7
2.5
18.7
8.4

61.9
21.8
27.0
12.8
39.4
9.7
32.3
2.2
3.1
18.4
10.5

20.5
2.1
3.4
7.9
26.5
21.5
23.2
15.4
60.1
6.3
10.6
13.9
33.6
9.2
13.9
12.6
35.7
34.7
42.2
13.8

16.5
3.7
5.4
9.7
25.9
21.8
22.0
11.5
55.3
11.8
9.5
16.0
33.6
7.9
10.6
10.5
29.0
25.1
33.1
12.4
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CIHI Quickstats: fiscal year 2013/14
% of provincial residential care residents unless specified
MAPLE very high
RUG-III Rehab case mix group
Bladder incontinence frequent or more
Bowel incontinence frequent or more
Any aggressive behaviour
Any wandering
Hallucinations or delusions
Fell last 30 days
Stage 2 or higher pressure ulcer
Wheelchair primarily used indoors
Resident feels ADL improvement possible
Staff feel ADL improvement possible
9 or more different meds last 7 days
Antipsychotic medications
Antianxiety medications
Antidepressant medications
Hypnotic medications
Analgesic medications
Diabetes + medication by injection
Cognitive, ADL, mood or behaviour unstable
Flare-up of chronic or recurrent problem
End-stage
Nursing-specific
SLP last 7 days
OT last 7 days
PT last 7 days
Recreation therapy last 7 days
Restraint use last 7 days
High weight: >300 pounds
Resident preference to return to community
Support person positive towards discharge
Light care criteria
Dementia care criteria
Overall, last 90 days: improved
Overall, last 90 days: declined
Limited or no social engagement (ISE 0,1,2)
Admitted from (during this fiscal year):
home
hospital
retirement home (board and care)
transfer from another res care facility

BC
44.4
1.2
56.9
36.6
34.5
17.2
6.6
14.8
4.4
50.4
15.6
10.5
51.4
34.3
14.2
47.1
20.9
65.7
4.6
44.4
4.5
1.5
13.9
0.2
8.9
11.6
21.8
12.0
0.5
8.3
2.0
6.1
5.4
2.0
20.6
52.3
23.7
43.9
7.9
23.2

AB

ON

4.1
68.5
52.1
52.1

6.9
64.7
46.6
46.5

16.3

16.0

68.5
29.0
11.5
51.7
19.9
74.2

66.0
31.3
13.3
53.9
5.3
69.2

0.6
22.2
25.2
42.3
11.7

0.4
1.8
57.7
6.8
8.4

49.0

44.9

16.0
73.8
2.9
6.4

40.9
36.5
12.3
10.0

Note: not all statistics are available for every RAI indicator in all provinces. Sourced from: www.cihi.ca/quickstats
* Population data for residential care residents is from 2012/13 as data was not consistently available for 2013/14

Office of the Seniors Advocate

23

APPENDIX 3: SUMMARY OF RAI DATA – HOME CARE POPULATION
Fiscal year 2012/13
% of provincial home care residents unless specified
n (assessed clients) (2013-14) 2
female
mean age
under65
over85
% married
Alzheimer's or other dementia
Stroke
Diabetes
Congestive heart failure
Psychiatric or mood diagnosis
mood or anxiety disorder
schizophrenia or bipolar disorder
COPD/emphysema/asthma
Renal failure
Multiple Sclerosis
Parkinson's
Hip Fracture
Other fracture
Osteoporosis
Cancer
6 or more diagnoses
Special care dementia unit
ADL hierarchy
0
1
2
3
4
5
6
Cognitive Performance Scale 0
1
2
3
4
5
6
CHESS 2+
DRS 3+
Daily pain

Office of the Seniors Advocate

BC
31,084
63.5
80.3
10.9
40.1
29.5
34.4
19.5
22.6
14.5
21.0

18.3
10.3
1.6
4.9
4.4
8.7
21.4
10.1
20.7
56.8
12.0
16.2
8.1
3.6
2.4
1.0
26.1
16.3
38.7
11.7
2.1
4.3
0.7
37.2
19.2
47.0

24

Fiscal year 2012/13
% of provincial home care residents unless specified
MAPLe moderate, mild, low
MAPLE high
MAPLE very high
RUG-III case mix index (expected resource use)
Bladder incontinence frequent or more
Any aggressive behaviour
Any wandering
Hallucinations or delusions
Fell last 90 days
Stage 2 or higher pressure ulcer
wheelchair primarily used indoors
Client feels improvement possible
Caregivers feel improvement possible
9 or more different meds last 7 days
Antipsychotic medications
Antianxiety medications
Antidepressant medications
Hypnotic or analgesic medications
Diabetes and medication by injection
cognitive, ADL, mood or behaviour unstable
flare-up of chronic or recurrent problem
end-stage
Nursing-specific
Any PT/OT/SLP last 7 days
Any recreation therapy last 7 days
Restraint use
High weight: >300 pounds
Resident preference to return to community
Support person positive towards d/c
Overall, last 90 days: improved
Overall, last 90 days: declined
Overall, improved, excluding new admits
Overall, declined, excluding new admits

BC
46.8
37.6
15.6
1.02
20.9
10.8
3.4
4.9
37.2
1.9
11.3
15.1
6.2
43.6
13.5
12.8
28.1
30.3
3.2
49.8
8.7
2.2
19.0
9.2
25%
0.3

5.2
45.1
5.5
39.3

Note: not all statistics are available for every RAI indicator. Sourced from CIHI RAI data.
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