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Abstract

This retrospective study examined the validity of the Alberta Assessment and
Placement Instrument (AAPI) for use with elderly home care clients. The
assessments of 60 clients admitted to home care in 1992 were compared to those
of 60 clients referred, but not admitted. The groups were compared on measures
of perceived need and health status, cognitive function, psychosocial function,
activities of daily living, and use of care providers. The groups differed only in
medication management.

Follow-up results showed that the groups differed in their ability to stay in
the commmunity one year after initial AAPI assessment. Sixty-three percent of
those admitted to home care were discharged and remained in the community. Ten
percent of those admitted to home care were discharged to a long term care
institution in comparison to none of those in the other group. Fourty-two percent

of those not initially admitted to home care were admitted one year later.



ACKNOWLEDGEMENTS

I would like to thank the members of my thesis committee, Drs. Lili Liu,
Helen Madill, and Duncan Saunders. Their critical thinking, wisdom, and support
has guided me well throughout the thesis process. I would like to extend a special

thanks t¢ Dr. Lili Liu for her continued encouragement, advice, and expertise.

I would like to thank the Edmonton Home Care Program for allowing my
research to proceed with the use of the home care participants for this study and

for the continued support received throughout this educational endeavour.

Thank-you to my husband Roger, my family, and friends for their support

as I challenged myself.

I dedicate this thesis to all the occupational therapists that work in horne
care, with acknowledgement and support in their belief of continued excellence in

home care occupational therapy practice.



TABLE OF CONTENTS

CHAPTER 1 .ottt e e it 1
INOAUCHON « « v v e e et et ettt et e 1
Purpose of the Study . .. ... .o 2

CHAPTER 2 o ottt it 4
Literature REVIEW . . o o v v it it et e it i e i i e 4

Demographics of Aging and Implications for Home Care and

Institutional Care . . .. . v v vt 4

ABE e 4

GENAEL & . o et e e e e 5

Marital Status . . . o oo e e e 6

Living Arrangement . ............ooieeai 7

DIagnoSiS « . oo vv v 8

Other FACIOTS . . v v vt vt v e eii it o iineneas o 9

Perceived Health and Physical Status . ................. 9
Perceived Health Status . ......... ... oo 10

Use of Medication . .. .. oot vvvv v 11

NUTHON . o v v e it ve vt i et e i 14

Cognitive Function . ........cov i 14
Psychosocial Function . ......... oot 15
Activities of Daily Living (ADL) Function ............. 17

Care Providers . .. .o v v ie e tnii i oo 20

JTE 11017 o R I 22
The Home Care Referral and Assessment Process . ............ 23
The Alberta Assessment and Placement Instrument ............ 24

Summary of the Referral Process and Use of the AAPI ......... 28



Rationale for the Study

..................................... 29
CHAPTER 3 .o i i i e e e e e i e e 31
Methodology . v v v vttt s 31
Research Questions . . ......... .. v, 31

Research Design . ........ ... .. . i, 3
Admissionto Home Care ......................... 32

Sample ........ ... i i 34

Data ColleCtion . ... v v tv ettt it e ans e 36

Data Analysis ... ... .o 38
Ethical Considerations . ......... ...t enneennsen 39
CHAPTER 4 . ..ottt e ettt et i e e e 40
RESUIS v v v vt ittt it et e i e 40
Participant Demographic Characteristics . .............. 40

CHAPTER 5 .ot ittt it ettt ettt eeaas e 57
DiSCUSSION & & v vt v ittt e ettt et ettt e e 57
Characteristics of Subjects . .......... .. ... . 57

Perceived Need and Physical Function ................ 58

Useof Medication . . ........coviviinnennn. 58

Activities of Daily Living Function .................. 59

Cognitive Function . .......... ... .ot 60
Psychosocial Function .. ........ ... ..ot 61

Care Providers ..........covvvivno.n. A 62

Informal Care Providers . ............... .0 62

Formal Community Care Provider . .............. 63

Formal Institutional Care Providers .............. 64

Predictive Validity of the AAPL . ................ ... 65



Clinical Implications for Home Care Practice ....... .....

Future Research Implications

Limitations of the Study . ........... ... .. ...,

(0] 17¢] TR 1o 1 N
REFERENCES ... i i i it s e s
APPENDICES

A:  Background History of Home Care in Alberta

B: The Objeciives of the Alberta Home Care Program

C:  The Alberta Assessment and Placement Instrument

D:  The Alberta Home Care Program Non-admission Code<

E: Sample Size Calculation

F: EBH-HCP Map of Boundaries

G:  Public Health Act: Provincial Home Care Criteria

H:  Research and Ethics Comittee Approval Sheet

-----------------------------

" v e

86

87

88

116

118

119

120

121



LIST OF TABLES

NUMBER NAME PAGE
Table 1: Demographic Characteristics 41
Table 2: Residence and Living Arrangement Description 42
Table 3: Diagnostic Conditions 44
Table 4: Perceived Need 45
Table 5: Medications and Nutrition 47
Table 6: Activities of Daily Living 48
Table 7: Cognitive Status 51
Table 8: Psychosocial Description 52
Table 9: Use of Formal and Informal Care Providers 53

Table 10: Status and Location One Year After Initial
(AAPI) Assessment 56



Figure 1:

LIST OF FIGURES

Home Care Referral Process

----------------------------------



CHAPTER 1
Introduction

In this introduction, long term care and home care are defined. The
Alberta Home Care Program is introduced, followed by the purpose of the
study.

Long term care is described as "an integrated mix of health, psychosocial
support, and maintenance services provided on a prolonged basis, either
continuously or intermittently to individuals whose functional capacities are
chronically impaired or at risk of impairment. Care is provided in the least
restrictive environment possible” (Alberta Government, 1988, p. 3). The objective
of long term care, be it community-delivered or institutionally-delivered services,
is to increase or maintain a client’s leve! of functioning at his cr her maximum
potential in order to promote functional independence and improve quality of life
(Alberta Government, 1988).

Home care has been described as the assessment, coordination, and provision
of services to individuals or families in a home setting in order to improve their
health and well-being (Health and Welfai Canada, 1986). This includes utilizing
family resources, community health, and sovial services to enable clients to
function as independently as possible within their own community (Health and
Welfare Canada, 1986). The services may include nursing, social work, physical

therapy, and occupational therapy, all of which are direct care within a client’s
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home. Support services such as homemaking, personal care and volunteer
assistance are also available (Alberta Health, 1993b).

The mission of Alberta’s home care program is "to assist Albertans to
achieve and maintain health, well-being and personal independence while staying
in their homes" (Alberta Health, 1992a, p. 1). The historical perspective of the
Alberta Home Care Program dates back to 1976 (see Appendix A). The Public
Heaith Act outlines eight main objectives for home care (see Appendix B). The
belief principles, which philosophically guide the objectives, focus on client
independence, client responsibility, family and community support, client autonomy
and dignity. A home care client has the right to participate in their health care
decisions, to accept or refuse services, to exercise a degree of control over the
service arrangements, and to risk personal health or safety to retain independence
(Alberta Health, 1991). The Alberta Assessment and Placement Instrument
(AAPI), created in 1989 by Alberta Health, fosters the belief principles of the
home care program (Alberta Health, 1991) and serves to provide comprehensive
evaluation, facilitate appropriate long term care placement, ang facilitate the role

of case management (McKenzie, Capuzzi, & Will, 1989).

Purpose f the Study

There are two purposes to this study both related to validity of the AAPL

The first purpose is to compare clients who are admitted and those who are not
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admitted to home care based on the AAPI measures of perceived need and health
status, cognitive function, psychosocial function, activities of daily living and the
use of care providers. Demographics such as age, gender, marital status, living
arrangement, type of residence, and diagnosis are also compared. The sccond
purpose of this study is to determine the status and location of individuals in the

admitted and not admitted groups one year after the initial AAPI assessment.



CHAPTER 2

Literature Review

This literature review has been divided into three sections. Part one reviews
the demographics of aging. Part two provides a description of factors that are
related to independent commmunity living. Finally, part three is a description of

the home care referral and the assessment process using the AAPL

Part One: Demographics of Aging and Implications for Home Care

and Institutional Care

In this section, demographics on aging are presented, as well as
demographic information on those admitted to home care and those admitted to
long term care institutions. Generally, the aged population is defined as
individuals who are aged 65 years or older (Health and We!™» Canada, 1990,

Seniors Advisory Council for Alberta, 1991).

Age
In 1986, there were 2,697,600 Canadians aged 65 years and older and seven
percent or 191,325 were Albertans (Seniors Advisory Council for Alberta, 1991).

By the year 2016, this population is expected to climb to 478,800 persons in
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Alberta (Seniors Advisory Council for Alberta, 1991). It is projected that there will

be approximately seven million people aged 65 years or older in Canada by the
year 2031, and they will account for approximately 25% of Canada’s population
(Health and Welfare Canada, 1990).

The mean age reported in the literature of those utilizing home care ranged
from 72 to 80 years of age (Esposito, 1992, Glick, 1594, Kempen & Suurmeijer,
1991). Although about 20% of the community dwelling elderly population need
community long term care of some form (Magaziner & Cadigan, 1989), it is
estimated that 79% of home care services are utilized by elderly persons over 75
years of age and that 25% of the home care clientele are over the age of 85 (Health
and Welfare Canada, 1992b). As this elderly population increases, home care
services will also need to increase to meet the long term care needs of people in
this age group (Health and Welfare Cauada, 1990, Kempen & Suurmeijer, 1991).

Dwyer, Barton, and Vogel (1994) found that the mean age of residents of
institutional settings is 77 years old. As one ages, the risk of institutionalization
becomes greater and after the age of 85 years of age, the risk is substantial

(Hanley, Alecxih, Weiner, & Kennell, 1990, Stone & Fletcher, 1987).

Gender
The gender ratio (men per 100 women) is 75 for the total group over 65

years of age (Statistics Canada, 1991). It reaches a peak over the next five
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consecutive years so that the gender ratio of those aged 65 to 69 years of age is 85.
For individuals over the age of 70 years, the ratio decreases with increasing age so
that at the age of 80 (or over) the ratio of men per 100 women is 57 (Statistics
Canada, 1991).

Significantly more women use hume health care than men (Glick, 1994,
Kempen & Suurmeijer, 1991) and more women than men are also admitted to a

long term care institution (Dwyer, et al., 1994).

Marital Status

Eighty-two percent of men between the ages of 65 and 69 years are married
compared to only 53% of women in the same age category. At the age of 80 years
or older, 68% of men are married while only 18% of women are married (Statistics
Canada, 1991).

If we examine gender and widowhood according to age cohorts, for the age
cohort of 70 to 74 years of age, the percentage of men for this age cohort that are
widowered is estimated to be 10.8% while it is 44.1% for women of the same age
cohort. For the age cohort of 75 to 79 years of age, which is the age cohort of
most home care clients, the percentage of men that are widowered is 17.3% while
it is 57.5% for women. For people aged 80 to 84 years of age, this rises to 27.7%
in men and 70.3% in women. Looking at the age cohort of 90+ years of age,

5559 of men are widowered and 84.7% of women are widowed (Martin



Matthews, 1987).

Living Arrangement

It is estimated that one third of all individuals over 65 years of age live
alone (Glick, 1994). Those that live alone see themselves as no less healthy and
no less able to perform their basic activities of daily living than their counterparts
who live with someone (Magaziner & Cadigan, 1989). Stone and Fletcher (1987)
suggest that there is a steady rise in the percentage of men and women who live
alone but that between the ages of 60 to 80 years, there is a very sharp rise in the
percentage of women who live alone compared to men.

More of those who utilize home care services tend to live alone in
comparison to living with others (Glick, 1994, Kempen & Suurmeijer, 1991). Most
individuals who are functionally impaired and over the age of 65 reside at home
and receive most of their care from an informal support network (Dwyer, et al.,
1994). While several authors found that individuals admitted to a nursing home
lived alone prior to being admitted (Branch & Jette, 1982, Greene & Ondrich,
1984, Pearlman & Crowne, 1992), Dwyer, et al. (1994) found a relatively equal
number of his sample of institutionalized individuals living alone (31%) and living

with a spouse (34%) just prior to institutionalization.



Diagnosis

Women have a greater life expectancy than men and also have higher rates
of non-fatal chronic conditions than men (Dwyer, et al., 1994). The most prevalent
cause of death in men over the age of 65 years is heart disease, followed by
malignant neoplasms, and respiratory discase. For women of this same age range,
malignant neoplasms occurs more 1.cquently, followed by heart disease and
cerebrovascular disease (Simmons-Tropea & Osborn, 1987). The three most
common health problems resulting in functional limitations identified by individuals
over 65 years of age are arthritis, hypertension, and limb and joint disorders
(Dwyer, et al, 1994).

While the most common conditions of those institutionalized are diabetes,
stroke, and hypertension (Steinbach, 1992), Esposito (1992) found that the most
common conditions of individuals on home care are cardiac, respiratory, glucose-
related, and neurological and/or injury related problems. Similarly, Helberg (1994)
found that those on home care had diagnoses of circulatory (30%), respiratory
(13%) and musculoskeletal (11%) disorders. Likewise, Glick (1994} found that
impaired mobility occurred in 72% of the home care sample studied, cardiovascular
in 52%, and respiratory problems in 48% of individuals on Vhome care. Glick
(1994) also concluded that the more complex the problems, the increased reliance

on home care.



Other Factors

Perceived health status has been found to be an important predictor for
institutionalization (Shapiro & Tate, 1988, Hanley, et al. 1990). Similarly, Dwyer,
et al. (1994) found that 60% of the institutionalized individuals in their study
reported either fair or poor perceived health status, while the remainder rated their
status as good or excellent.

Although some authors state that those with previcus hospital admissions are
more likely to be admitted to long term care institutionalization than those not
previously admitted into long term care (Hanley, et al., 1990, Pearlman & Crown,
1992, Shapiro & Tate, 1988), others found that 93% of those institutionalized had
no previous history of long term care institutional admission and 63% had no prior

recent acute care admission (Dwyer, et al., 1994).

Summary of Demeographics
The mean age of home care users ranges from 72 to 80 years of age
(Esposito, 1992, Glick, 1994, Kempen & Suurmeijer, 1991) and that of
institutiononalized individuals is 77 years of age, on average (Dwyer, Barton, &
Vogel, 1994).. In both cases the majority of individuals are women (Glick, 1994).
As women age, there is a high likelihood of widowhood (Martin Matthews, 1987)
and the likelihood of them residing alone also increases (Stone & Fletcher, 1987).

They also have a higher rate of non-fatal chronic conditions (Dwyer, et al., 19%4)in
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comparison to men.

Part Two: Factors Related to Independent Community Living

In the aged population, the literature highlighis five factors related to
independent community living: perceived health and physical status, cognitive
function, psychosocial function, activities of daily living (ADL) function and
care providers (Bernstein, 1992, Disler, Roy, & Smith, 1993, Helberg, 1993). A
review of these factors is provided.

The three most significant factors that determine independent community
living in older adults are perceived health status, medication management, and
nutritional status (Bernstein, 1992, Branch, et al., 1581, Williamson & Chopin,

1980).

Perceived Health Status

It has been assumed that regular assessment of the functional abilities of
elderly people living at home would prevent further health deterioration and
decrease the use of health services (Van Rossum, et al, 1993). Branch et al. (1981)
and more recently, Van Rossum (1993) found that individuals who perceived their
health status to be poor were greater users of home visits and benefited more from

preventative home nursing visits than those with a better perceived health status.
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In a prospective study, Weinberger et al. (1986) found that self-rated health status

was a successful predictor for admission to institutional placement among a group
of community residing older adults. Also, subjects who perceived their health
status to be poor were found to have 3.5 times the risk of being deceased within
three years when compared to those who perceived their health status to be good
(Van Rossum, 1993).

Significant associations were found between the size of social network
(including friends and relatives), health status, and perceived loneliness when

determining factors related to perceived health status (Cox, Spiro & Sullivan,

1988).

Use of Medication

In examining medication management among community long term care
clients, two of the most commonly reported problems that interfered with everyday
functioning were drug interactions and medication side effects (Bernstein, 1992,
Sidel, et al., 1990, Williamson & Chopin, 1980). Also, over-the-counter
medications were often not reported and have significant impact on an individual’s
functioning ' (Bernstein, 1992). The most commonly used over-the-counter
medications were oral analgesics, and cough or cold medications; only 12% of the
older individuals studied by Lamy (1989) consulted their physician prior to the use

of these medications.
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Older adults had higher rates of medication consumption than the younger
adult (Ostrom, Hammerlund, Christensen, Plein, & Kethley, 1985, Sidel, et al.,
1990). They also ingested a higher dosage than prescribed (Lammy, 1989). In a
study of older adults aged 65 to 99 years of age, Conn (1991) found that subjects
consumed nearly twice as many over-the-counter substances as prescriptive
medications. Younger subjects in the study reported usage of a larger number of
over-the-counter medication types and those that were socially isolated, regardless
of age, used more over-the-counter medications.

In a study by Ostrom et al. (1985), 75% oi a group of independent older
community residents used prescription drugs regularly, and 82% used over-the-
counter drugs regularly. This high rate of medication consumption may be related
to changes in physical and physiological status such as circulation, physical
Yimitations that affect functional capacity as well as greater prevalence of chronic
conditions (Ostrom, et al., 1985, Williamson & Chopin, 1980). Eighty-five percent
of adults aged 65 years or older have at least one chronic disease and most chronic
diseases depend upon medication for long term management (Ostrom, et al., 1985,
Weintraub, 1990). The complexity of their medication regime, which is directly
related to the complexity of their chronic conditions, places the older individual at
greater risk for additional problems (Weintraub, 1990). Side effects of medications
may aiso decrease appetite and, thus, affect the nutritional status (Bernstein, 1992).

Older adults also have a greater sensitivity to medications (Esposito, 1992,
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Weintraub, 1990). A survey of medication awareness among horae care and non-
home care users revealed approximately two-thirds of the total population lacked
knowledge about their medications, including the reason for taking the medication,
the dosage, side effects and contraindications. Even though this study used a
relatively small sample of 32 subjects in each group, both home care and non-home
care users were at equal risk for medication error, including both over and under
dosage (Esposito, 1992). Drug interactions increased with the number of
medications (Williamson & Chopin, 1981) and an older adult’s ability to maintain
independent living in the community may be directly dependent on the appropriate
use of medications (Ostrom, et al., 1985).

Cooper, Love, and Raffoul (1982) found that in older adults, self-
management of medications was an important determinant of health outcomes for
those with a chronic illness. This included preparing and administering the
medication without help. 1t v s also found that the more fragmented the health
care, the higher the chance of medication misuse (Cooper, et al., 1982).

The process of aging may alter medication compliance on a functional level.
For example, if people have hearing or visual deficits, they may have difficulty
comprehending the directions for medication usage. If people have a memory
deficit, they may be more likely to over or under dose. If people have physical
limitations such as arthritis, they may not be able to open the medication bottles

or break the seal tabs (Esposito, 1992).
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Nutrition

Nutrition should be included in the assessment of functional staius of the
elderly population because poor nutrition is often a sign of other problems
(Bernstein, 1992). Further, good nutrition adds to a client’s sense of well-being
and has a positive effect on functional ability (Bernsteir, 1992). In examining the
factors that correlate with positive self-perceived health, Horgan (1987) found that
those individuals who rated their health as excellent or good, ate appropriately and

were within 5% of their desirable weight.

Cognitive Function

Dellasega and Stricklin (1993) found that while only 15% of their study
sample of elderly home care individuals had a diagnosis of cognitive impairment,
61% had moderate to severe cognitive impairment when measured using the mini-
mental status exam (Folstein, Folstein, & McHugh, 1975). Memory loss needs to
be considered when planning any intervention program and should be part the
functional assessment (Bernstein, 1992). Confusional states impact everyday
functioning (Bernstein, 1992) and added supervision and prompting may be
required by care providérs for those clients with a dementia (Spector, 1991). In
addition, Spector (1991) suggests that a cognitive. assessment be included in

eligibility criteria for community long term care. For example, a client with
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Alzheimer’s disease or a related dementia may not have limitations in activities of
daily living but could have limitations that require supervision and prompting.
Limitations would sufficient to be excluded from community care if activities of
daily living were the sole criterion for admission (Spector, 1991).

Worall and Moulton (1993) found that the majority of severely demented
individuals are institutionalized, but moderately demented individuals are not.
These authors also found that mental disorientation in elderly individuals is a good
predictor of subsequent institutionalization (Worall & Moulton, 1993). Delirium,
a temporary alteration in cognit:-.;, may also be present in individuals who have
been discharged from acute care aud this could be directly related to reaction to

anaesthetics or medications taken while in hospital (Dellasega & Stricklin, 1993).

Psychosocial Function

Assessment of psychosocial function of a community long term care client
is essential (Albrecht, 1991, Bernstein, 1992, Spector, 1991) to establish client need
and services to meet those needs. Spector (1991) identified that disruptive
behaviour-related criteria should be included in admission eligibility criteria for
community long term care and that the cognitively impaired individual receiving
help from a spouse is more likely to receive help from additional care providers
than those that are cognitively intact.

Depression is common in the elderly population living at home and is often
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overlooked (Bernstein, 1992). Kempen and Suurmeijer (1991) compared a group
of 52 individuals receiving home care to a demographically matched group of those
who were not and found that there was ro significant difference between the
groups when measured by the Self-rating Depression Scale and the Loneliness
Scale. Even though women report depressive symptoms more often than men,
90% do not report symptoms of anxiety or depression (D’Arcy, 1987). In a study
by Kerkstra and Vorst-Thijsser (1991), individuals identified as most likely to
receive home nursing care were men suffering from multiple physical disorders
with psychosocial problems.

Wandering and agitation have been identified as behaviours that lead to
institutionalization of older persons (Bernstein, 1992). In a study which examined
one’s ability to cope with illness, Helberg (1993) found that individuals with better
coping abilities were more likely to manage independently after discharge from
community long term care and were also less likely to be institutionalized. Coping
includes the ability to carry out technical procedures related to care, and knowledge
of one’s health problems which allows one to monitor signs and symptoms of a
disease or to utilize community resources appropriately (Choi, Josten, &
Christiansen, 1983). Life events that may be viewed as a source of stress depend
upon the individual’s coping style; the stability of individual’s social support

network may be a key component to the success of coping (Bloom, 1990).
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Activities of Daily Living (ADL) Function

Evaluation of activities of daily living has received considerable support as
a method of measuring the severity of disability, therapy outcomes, and eligibility
criteria to community long term care (Bernstein, 1992, Duffy & MacDonald, 1990,
Eakin, 1989, Edwardson & Nardone, 1990, Frederiks, Wierik, Visser, & Sturmans,
1991, Spector, 1992). This can be implemented as part of routine contact, should
be simple to perform and should evaluate function (Bernstein, 1992).

Activities of daily living (ADL) can be divided into basic activities of daily
living and instrumental activities of daily living. Basic activities of daily living
(BADL) are concerned with primary functions such as eating, bathing, dressing,
toileting, and moving (McDowell & Newell, 1989). Instrumental activities of daily
living (JADL) are those that enable an individual to live independently within the
community and include shopping, cooking, managing money, and taking
medications (McDowell & Newell, 1989). Some studies examine IADL and
BADL separately (Bernstein, 1992, Frederiks, et al., 1991, Helberg, 1993) and
others look at both concurrently (Disler, et al., 1993, Granger, 1993, Saba &
Zuckerman, 1992).

Basic ADL are commonly assessed using tools such as the Kenny Self-Care
Assessment Scale (Iversen, Silberberg, Stever, & Schoening, 1973), the Barthel
Index (Mahoney & Barthel, 1965), the Katz Index of Independence in Activities

of Daily Living (Katz, & Akpom, 1976), the Functional Independence Measure
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(Granger, 1993), the Dependency at Discharge Instrument (Edwardson & Nardone,
1990), and the Whiting and Lincoln ADL Assessment for Stroke Patients (Eakin,
1989).

Scales that combine both basic and instrumental activities of daily living
have also been used (Bernstein, 1992, Frederiks, et al., 1991, Helberg, 1993, Saba
& Zuckerman, 1992). The Older American Resources Survey examines the status
of community long term care clients (Helberg, 1993). The Home Health Care
Classification Instrument (Bernstein, 1992, Saba & Zuckerman, 1992) includes nine
significant items of functional assessment of older adults. These are bathing,
dressing, toileting, transfers, continence, feeding, walking, using the telephone, and
medication management (Bernstein, 1992, Saba & Zuckerman, 1992).

A functional assessment was created by Frederiks et al. (1991) to establish
an inventory of functional performance to assist community nursing staff in
direction of care. The assessment was applied to older individuals living at home.
Based on the results of their study, the authors recommend the following items of
basic activities of daily living be used: rising from a bed, dressing, using a toilet,
eating, getting seated, and moving within the house. They recommended the
following instrumental activities of daily living items be used: preparing a light
meal, making a bed, dusting, mopping, shopping, laundering, and cooking. The
authors stated that the combined areas of BADL and IADL provided pertinent

information regarding the older individual’s qualitative and quantitative needs for
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assistance, allocation and type of care (Frederiks, et al., 1991). In addition,
Bernstein (1992) indicated that both basic activities of daily living (such as bathing,
transfers from bed to chair, dressing, toileting, feeding, and walking) aud
instrumental activities of daily living (such as getting about in the community,
shopping, doing light housework, preparing meals, handling money and using the
telephone) must be considered for a successful functional assessment.

Helberg (1993) looked at the relationship of independence in ADL to the
rate of institutionalization or admission to community long term care. Using a
sample of older individuals admitted io home care, assessment of basic activities
of daily living (eating dressing, managing appearance, walking, toileting, and
getting in and out of bed) and instrumental activities of daily living (phoning,
travelling alone, preparing meals, doing housework, taking medications, and
managing money) was performed. Helberg (1993) found that individuals with the
ability to complete both basic and instrumental activities of daily living upon
admission to the community home care program, were more likely to be
independent at discharge and less likely to be institutionalized (Helberg, 1993).

There was no difference in the scores of activities of daily living of those
admitted for home care services and those who were not receiving the services and
thus, the level of independence in ADL tasks was the same for the two groups
(Kempen & Suurmeijer, 1991). Helberg (1994) found that a typical home care

client regularly required help with either basic or instrumental activitics of daily
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living but that the informal care provider was almost always able to manage the

care.

Care Providers

An informal care provider can be defined as an individual who provides aid
to a client in the client’s home or community in order to assist the individual to
remain at home (Helberg, 1993). This may include family, friends, and neighbours
(Magaziner & Cadigan, 1989). Supervision by an informal care provider often
means the difference between institutionalization and being able to remain at home
(Disler, Roy, & Smith, 1993).

As severity of illness increases, it is the presence of an informal care
provider wichin the home that appears to be the critical factor in determini..g
whether an individual can remain at home or will require institutional care (Glick,
1994). Care provider stress can lead to a client’s institutionalization and, therefore,
the burden of the care provider must be assessed, as institutionalization may be
able to be avoided if the intensity of burden is caught early and assisted (Bernstein,
1992).

In a study which examined the correlation between activities of daily living
function and the level of care needed, Disler, et al. (1993) concluded that, in
addition to the measurement of ADL and loss of physical function, the individual’s

social support must be considered. Care provider strain, lack of support services,



21

and moderate to severe impairment of the ability to perform ADL are threz main
reasous for institutionalizing community long term care clients (Bernstein, 1992).
For example, a client with dementia may only require supervision and prompting
from an informal care provider for basic activities of daily living in order to
continue to remain at home. However, a lack of support services for the care
provider can result in excessive burden and eventual institutionalization of the
client (Spector, 1991).

Educational series and support groups for the care providers may be useful
in preventing burn-out. For example, Butin (1991) focused on the three factors of
independence in ADL, the practical aspects of the client’s condition and safety
within the home environment in order to assist care providers with the ability to
continue to care for the Alzheimer client at home.

Formal care providers consist of community groups, formal organizations
and professionals who deliver care service. This could include formal programs
set up by religious groups, specific service groups such as meals-on wheels, formal
paid support by agency workers such as homemakers and home health aides, as
well as professional supports of physicians and other professional health care

providers (Magaziner & Cadigan, 1989).

Summary

The literature identifies five main factors that are related to independent
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community living. These are perceived health and physical status (which includes
perceived health status, medication management, and nutritional status), cognitive
function, psychosocial function, activities of daily living function and the use of
care providers. Perceived health and physical status have been found to be good
predictors of morbidity and mortality (Van Rossum, 1993). Cognitive function
should be included in eligibility criteria for admission to community long term care
as they can impact daily functioning (Bernstein, 1992). Assessment of memory,
orientation, and judgement provide information that would indicate impact of daily
functioning (Spector, 1991, Worall & Mouilton, 1993). Psychosocial function has
been shown to be an important predictor of institutionalization, as well as care
provider burden (Helberg, 1993, Spector, 1991). Activities of daily living
assessments should include both basic and instrumental tasks (Bernstein, 1992,
Fredericks, et al., 1991, Saba & Zuckerman, 1992). Finally, the need for and the
use of care providers need to be assessed to identify the community services that
would help care providers look after clients in the community (Disler, ~t al., 1993,
Helberg, 1993). The degree of limitation in each of these areas affect an
individual’s daily functioning and, as a result, the individual’s ability to reside

independently in the community (Bernstein, 1992).

Part Three: Referral Process and the AAPI

A description of the home care referral process and the use of the AAPI
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are reviewed. This is followed by the rationale for the study.

The Home Care Referral and Assessment Process

In Alberta, long term care is a continuum of care, with home care as the first
step within this continuum (Aiberta Health, 1992a). Referral for home care
services can be made by the client themselves, health care professionals, family,
or fiiends (Alberta Health, 1992a). Once a referral is received, each client is
assigned a case coordinator who performs a home visit to assess the client’s current
needs. The case coordinator could be from any of the following disciplines:
occupational therapy, nursing, social work or physical therapy (Alberta Health,
1993a). Information from this initial assessment is documented by the case
coordinator on the Alberta Assessment and Placement Instrument (AAPI) (Alberta
Health, 1989) (see Appendix C).

Once a person is assessed, the case is discussed with a team consisting of
members of each of the disciplines (as above) and the decision to admit or to not
admit that individual is made based on the team member’s feedback and the
information gathered on the AAPI. For those who are admitted, the services are
based on the AAPI findings. Services are based on a client-centred approach, that
is, the client is the primary decision-maker throughout the total care process. The
services utilized may include support services such as personal care, homemaking,

and volunteer services; and professional services such as nursing, occupational
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therapy, physical therapy, respiratory therapy, social work, and nutrition counselling
(Alberta Health, 1993a). Case coordination is the key process ir: the delivery of
the program. This process includes assessment, needs identification, care planning,
implementation, evaluatior;, and discharge and are all performed by the case
coordinator. It is a circular and fluid process and the time spent at each stage
depends on the individual situation (Alberta Health, 1993a). The responsibility of
the case coordinator includes informing the client of the available care options, as
well as offering and setiing up appropriate professional and support services within
the home care program. The case coordinator liaises with other community
agencies and other health professionals that are involved in the client’s care, and
provides continual monitoring of services and reassessment of needs (Alberta
Health, 1990). Despite the increasing reliance on home care, home care in Canada
is still considered to be underdeveloped and not fulfilling all of the demands placed

upon it (Schwenger, 1987).

The Alberta Assessment and Placement Instrument
In 1989, as part of the continuum of care, Alberta Health created the Alberta
Assessment and Placement Instrument or AAPI (Alberta Health, 1991). It provides
comprehensive evaluation and placement recommendations for individuals applying
for long term care (McKenzie, et al., 1989). Although the AAPI originates in the

community with the home care program, the same document is transferred to a
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Ly 1 c0m cai4 institution if institutionalization becomes necess "ty (Alberta Health,
1922+, Tie b=me care case coordinator performs the general assessment during
a6 witorviews warh the client alone or with the client and his or her family members
(Alberta Health, :993a). The AAPI is designed to allow documentation of one
initial assessmen: ar two reassessments. This facilitates comparison of
performances bevv=en assessments (Alberta Health, 1989).

The Multidisciplinary Aduit Assessment (MAA) was used as the foundation
for the AAPL. The MAA assesses the client, the home environment, and the status
of the care provider (McKenzie, et al., 1989). The MAA was initially created to
coordinate and integrate cominunity services for the frail elderly population and
was used in a community setting to translate oider adults’ functional needs into
service needs (Anderson, 1982). In order to create the AAPI from the MAA,
extensions and modifications were made based on the needs of home care and
institutional care within the province (McKenzie, et al.,, 1989). The AAPI is used
to record information about the client’s health status, functional status, mental and
psychosocial status, support system, and the environment in which the client resides
(Alberta Health, 1989).

There are two distinct components of the APPI: a multidimensional
assessment and a decision rule for placement (McKenzie, et al., 1989). The AAPI
is divided into six sections. Section one contains the initial need identified, the

type of service requested and demographic information. This information is



26

gathered on telephone by the intake worker in the unit office, documented on the
AAPI and supplemented by the case coordinator interviewing the client during the
home visit (Alberta Health, 1993a). Section two is concerned with a
comprehensive health assessment consisting of five areas: physical status, mental
status, psychosocial status, environmental appraisal and social history. Physical
status includes the applicant’s perceived needs, baseline health data, medication
management, and physiological areas of vision, hearing, communication, nutrition,
tissue and skin integrity, elimination, comfort, respiration, circulation, and physical
function. Also included in this area are activities of daily living, personal care,
mobility, and activities of household management (Alberta Health, 1989). Mental
status includes awareness, orientation, memory, judgement and decision making
ability. Psychosocial status includes anxiety, depression, suicide ideation,
paranoia, agitation, aggression, hoarding, wandering, ingestion of foreign
substances, substance abuse, smoking behaviour, sexuality, social interaction,
spirituality, and management of alterations in mental and psychosocial status
(Alberta Health, 1989). Environmental appraisal includes observable problems
with the applicant’s living environment aud social history includes place of birth,’
places lived, family history, education, and occupation (Alberta Health, 1989).
Section three of the AAPI focuses on information about care providers. This
includes both informal and formal care providers, the availability of the care

provider, names of care providers, and the type and frequency of both the
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community and institutional based services (Alberta Health, 1989).

Section four of the AAPI is a summary that serves as a supplement to the
full assessment (Alberta Health, 1989).  Section five is the placement
recommendation decision tree. Section six is the placement summary which lists
the placement options, placement rationale, action taken, and further referral
(Alberta Health, 1989).

Case coordinators from various disciplines are trained by Alberta Health
through the two-day AAPI Training Program which certifies the assessor. This
training program develops a case coordinator’s assessment skills and helps to
ensure that all assessors are performing the assessment and documentation in a
consistent manner throughout the province (Alberta Health, 1993a). An AAPI
reference manual was created to accompany the workshop and is given to each of
the assessors. It describes each area of assessment, lists areas that should be
assessed and how one assesses them, and also provides a list of areas to consider
that would have an impact on the area being assessed (Alberta Health, 1989).

Interrater reliability, the consistency of measurement between two or more
raters (Payton, 1993), was evaluated for the AAPI in 1989 with 82 newly referred
clients who resided in both institutions and the community (mackenzie, et al.,
1989). After attending the training workshop, 13 pairs of nurses assessed both
institutional and community clients, with one interviewing and the other observing.

Percent agreement between interviewers and observers was 77.2%. Kappa
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agreement ranged from .67 to .76 for the four placement levels of home care,
nursing home, auxiliary care, and non-long term care (McKenzie, et al., 1989) but
the authors do not specify agreement for home care. With respect to the areas
assessed on the AAPI, there was 100% agreement for the environmental and
treatment items, and 96% for the medical condition item. The functional status
items averaged 89.7%, 100% for ifiz environmental items, 100% for the treatment
items, and the behavioural items were 83.1% (McKenzie, et al., 1989). Results of
cognitive status and care provider status were not reported in the literature.
Further reliability testing was done by McKenzie, et al. (1989) using test-
retest on a sample of 50 clients. These clients were initially assessed, then placed,
and reassessed with the AAPI one month after placement. Eighty-four percent
agreement was obtained. Even though it has been stated that the AAPI appears to
be a "reliable, valid, well-accepted and usable" long term care instrument

(McKenzie, et al., 1989, p. 941), further investigation of validity is needed.

Summa’ v « * the Referral Process and Use of the AAPI
Referral to home care, which is the first step of the long term care
continuum, could be facilitated by anyone (Alberta Hezlth, 1992a). The assigned
case coordinator performs an assessment in the home and documents the data on
the AAPI (Alberta Health, 1989). Decision to admit or not admit the client to

home care includes input form the team at case review (Alberta Health, 1993a).
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This is followed by setting up appropriate professional and support services. The
AAPI, patterned after the MAA, is multi-dimensional and includes assessment in
the five previously identified factors related to independence (Alberta Health,
1989). The AAPI continues to be widely used in Alberta but the reliability and

validity of the instrument need to be further examined.

Rationale for the Study

The purpose of the AAPI is to provide a comprehensive evaluation of the
long term care client, facilitate a placement recommendatidn for long term care,
and facilitate the process of case management (McKenzie, et al., 1989). In order
to fulfil all three purposes, the instrument should be both reliable and valid. The
reliability of an instrument can be defined as the ability to provide the same
outcome over time or betwen raters (Payton, 1993). Validity, in general terms,
refers to the appropriateness, truthfulness, authenticity, and effectiveness of a
instrument (Payton, 1993).

Inter-rater and test-retest reliability appears acceptable as reported in the
study by McKenzie, et al. (1989). Face validity is described as the general
acceptance of the test by the participant and the rater (Payton, 1993), and content
validity is described as looking at what is being measured and whether this is what
was intended to be measured (Payton, 1993). The AAPI was constructed using a

panel of experts in the area of long term care assessment and has been widely
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accepted by the users over a six year period; thus it can be assumed that it has both
face and content validity.

With respect to the use of the AAPI for facilitating placement
recommendations, it is widely used at all placement levels, however, there is very
little empirical data which supports its discriminative validity. If the AAPI is used
to discriminate between individuals who need home care and those who do not,
then these two groups of individuals should perform differently on certain
components.

Therefore, this study examined cognitive status, as recommended by
Bernstein (1992), Spector (1991), Wornall and Moulton (1993) and the five factors
identific.} by McKenzie et al. (1989) (physical status, psychosocial and behavioral

status, activities of daily living, and status of care providers).
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CHAPTER 3

Methodology

Research Questions

This study addressed two research questions.

1. Is there a difference between clients who are admitted to home care and
clients who are not admitted to home care, in physical, cognitive,
psychosocial abilities, abilities in activities of daily living, and care provider
status as measured on the AAPI?

2. Do clients who are admitted to home care and those not admitted to home

care differ in status and location one year after the initial AAPI assessment?

Research Design
A retrospective chart review was used te compare AAPI performance
measures of a group of elderly clients referred to home care and admitted to those
of a group of clients referred, but not admitted. Discriminative validity was
examined comparing the AAPI performances of the two groups. To determine the
client’s ability to remain in the community, a retrospective follow-up was done to
determine the location of the clients in both groups one year after the initial AAPI

assessment.
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Admission to Home Care

Clients that are referred to home care for assessment may be residing at
home, in a group home, lodge, rehabilitation center, or acute care hospital. Once
an assessment is performed, the case coordinator classifies the case into one of
three categories: acute short term care, palliative care, and long term care (see
Figure 1). A home care identification number is generated using the Home Care
Information System and assigned to that client. When long term care needs are
identified, the AAPI is used to document the assessment findings. Short term acute
assessments and palliative assessments use different documentation tools. The
assessment information is discussed at a case review meeting to determine if the
client will be admitted. All long term care home care clients have an AAPI located
on their home care chart. For those clients who are not admitted to home care, it
is at the discretion of the case coordinator to fill out the AAPI and thus, is not
mandatory. Therefore, clients assessed for long term care but not admitted to the
program, may not have AAPI documentation located on their home care chart.

Each case that is not admitted is labellec with an alphabetic code A to J
which corresponds to a reason for not admitting the client to home care (see

Appendix D).
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Sample

Two groups of subjects were selected using stratified randomization. One
group consisted of 60 subjects who represented all clients admitted to long term
care home care in Edmonton during the period January 1 to December 31, 1992.
The second group consisted of 60 subjects who represented clients who were not
admitted to home care during that same time period. The sample size of 120
provided a power of .8 at an alpha level of .05 (see Appendix E). Stratification
involved the selection of 20 cases for each group from each of the three offices in
Edmonton (see Appendix F). Therefore, Edmonton-wide service distribution was
represented.

A 1 ndom numbers table was used to select the 60 subjects in each group.
Clients who met the following inclusion criteria were numbered consecutively. The
inclusion criteria for those in the admitted group were:

1. client was referred to the Edmonton Home Care Program between the dates

of January 1, 1992 and December 31, 1992;

2. an initial AAPI was completed;

3. client was 65 years of age or older on assessment date;

4, client was on the long term care service of home care {:10t short term acute
or palliative care).

'The inclusion criteria for those in the not admitted group were:
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I. client fulfils criteria 1 to 3 above;

2. client had reason D for non-admission: client and/or family can manage the
care;

3. client lived within the Edmonton Board of Health service region. Using the

time frame of one year provided a large enough pool for stratified randomization
using consecutive numbering and a random numbers table. The time span also
captured seasonal changes. The time frame of 1992 also allowed the one year
follow-up to be retrospectively reviewed within the 1993 chart and computer
records.

Only individuals who required long term care were selected. Palliative and
acute care clients were excluded from this study; these are distinct populations with
different needs and service provisions that should be studied separately. For clients
admitted to home care, the provincial criteria as set forth in the Public Health Act
were met (see Appendix G).

Clients not admitted to home care generally fall into one of two categories:
those whose needs exceed the home care mandate and are of higher need than
services offered, and those whose needs are not enough to require home care
services. For this study, the group whose needs were not enough to require home
care was chosen. Several of the Non-admission Codes (see Appendix D) fall into
this category. Based on the availability of charts to fulfil sample size and the

desire of the Edmonton Home Care Program to examine those individuals who
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have stated that they can manage without assistance frem home care, code D was
chosen (sec Appendix D). All other codes were excluded. For example, codes A,
C, E, G, and J were decisions of non-admission based on provincial regulations that
were beyond the control of the client and the assessor and thus were not included
within this study. Clients with code F were excluded because they needed care
beyond the home care mandate, which was not the focus of this study. Clients of
code H were also excluded, as they refused the care offered. Due to the
inaccessibility of clients that were assessed by a case coordinator within a hospital
setting but referred to a location beyond the Edmonton Board of Health service
jurisdiction, clients with code B were excluded from the study. The age criterion

of 65 was used in order to allow for comparisons with the literature.

Data Collection

The investigator reviewed the 120 Edmonton Board of Health - Home Care
Program charts to gather the data. Demographic information included age, gender,
residence, living arrangement, and diagnoses. Physical status included measures
of perceived need, medication management and nutritional status. Cognitive status
included measures of memory, orientation, judgement and decision-making.
Psychosocial status included measures of depression, wandering, ineffective coping
and potential for injury to self and others. Activities of daily living included basic

activities such as eating, dressing, grooming, bathing, toileting, and transfers, and
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instrumental skills such as shopping, money management, meal preparation and
house-cleaning. Use of care providers included the presence of and need for
informal and formal care providers. These five areas were chosen based on the
findings described in the literature, and as well, are the areas that are commonly
assessed and treated by occupational therapists. Physical status (Van Rossum,
1993), cognitive function and psychosocial function (Bemnstein, 1992, Spector,
1991, Worall & Moulton, 1993) impact the individual’s performance in daily
functioning (Bernstein, 1992) and result in direct need for either formal or informal
care provision (Disler, et al., 1993, Helberg, 1993).

For the first research question, which addressed discriminative validity, the
information from the AAPI was recorded on the data gathering sheet. The data
was gathered directly from the AAPI with the categories described in full (i.e.: six
levels of status in performing ADL) and placed on the data sheet (see Appendix
H). For the categorical data, the information was compressed into two categories:
independent and needing help. For the category of independent, the AAPI ratings
of independent and independent with special devices were included. For the
category of needing help, the AAPI ratings included the areas of able to manage
with assistance to set up, able to manage with some supervision and assistance with
the applicant participating, unable to manage, needs constant supervision or
assistance of one person and unable to manage, needs constant supervision and

assistance of two persons. This was done to indicate that help from another person
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was needed (not specifically how much help was needed, nor the type of help).
To look at the follow-up location of residence one year post-assessment, the

following codes were used:

1. residing in the community without home care support;
2. residing in the community with home care support;
3. residing in a long term care institution (nursing home or auxiliary hospital)

within Edmonton;
4. deceased.

The Home Care Information System was used to discern whether the client
was admitted to home care or not, and the record of vital statistics recorded on the
home care information system was used to track clients who had deceased. To
establish whether or not the individual was residing in a long term care institution
within Edmonton one year post-assessment, the computerized information at
Central Assessment and Placement Regional Services was used to establish whether

a client was institutionalized for long term care on that date.

Data Analysis
The Statistical Package for the Social Sciences (SPSS, 1993) was used to
analyze the data. There was no missing data in the data collection. T-tests were
used to compare means for continuous data, and chi-square analysis was used to

compare nominal and categorical data of the AAPI measures between the two
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groups. The level of significance was set at p < .05. The demographic data of
age, gender, marital status, living arrangement, type of residence, diagnostic
condition, and perceived need were analyzed first. To examine the discriminative
validity, each of the AAPI measures were examined separately but discussed under
the following sections: physical status, cognitive status, psychosocial status,
activities of daily living, and care provider status. A total score for each section
was not obtained, as the AAPI was not designed for that intention. A follow-up

was performed to identify the location of the individual one year post-assessment.

Ethical Considerations

Confidentiality of the participant was assured by using only code numbers
rather than surnames on the data collection summaries. All survey record sheets
were coded with a number and client names did not appear on the raw data, nor
will they on any future published data. As only a chart review was used, no new
participant consent was needed because all clients who had an assessment
documented on the AAPI consented to the release of information as stated on page
two of the form, and thus, a new consent specific to this study was not needed.
Ethical approval was granted by the Edmonton Board of Health Rescarch and
Ethics Committee (see Appendix H) and filed with the Faculty Ethics Committee

at the University of Alberta, Faculty of Rehabilitation Medicine.
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CHAPTER 4
Results

Participant Demographic Characteristics

Several areas of demographics were examined. Table 1 presents a
comparison between the two groups in mean age, gender distribution and marital
status. The groups were comparable in all three. In both groups, the mean ages
were over 75 years. In the group admitted, the number of women exceeded the
number of men 1.3 times, and in the group that was not admitted, the number of
women exceeded the number of men 2.1 times. In both groups, approximately half
of those referred were widow(er)ed and one third were married.

Living arrangement and type of residence of individuals in the two groups
are listed in Table 2. Sixty percent of those admitted to home care lived with
someone compared to 40% of those not admitted. Between group diffcrences were
not statistically significant. Most individuals (92% of those admitted to home care
and 97% of those not admitted to home care) resided in a single family dwelling,
an apartment, or a multi-family dwelling. Eight percent of the group admitted to
home care lived in lodges compared to 2% of the group not admitted to home care

No participants reported living in rooming houses or group homes.
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Admitted

Not Admined  t-test p<
(n = 60) (n = 60)
Mean age (SD) 79.8 (7.5) 77.8 (8.2) = 1.32 NS
Range 65 - 96 65 - 98
Gender chi-square (df) B
Number of men (%) 26 (43) 19 (32)
Number of women (%) 34 (57) 41 (68) 1.74 (1) NS
Marital Status Number (%) Number (%) chi-square (df)
Single 5 (8 6 (10)
Married 22 (37 18 (30)
Separated 1 (2) 0 ©
Divorced 3 {5 5 (8)
Widow(er)ed 29 (48) 31 (52) 2.05 4) NS

Note. NS = not statistically significant



Table 2: Living Arrangement Description and Type of Residence
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Living Arrangement Admitted Not Admitted chi-square p<
(n = 60) (n = 60) (dh
Number (%) Number (%)

Alone 24 (40) 36 (60)

With spousc only 19 (32) 14 (23)

With spouse and others 3 (5 2 (3

With others only 4 (1) 2 @

With other family 10 (16) 6 (10) 6.15 4) NS

Type of residence —Nurr er (%) Number (%)

Single family dwelling 37 (62) 37 (62)

Apartment/multifamily dwelling 18 (30) 22 (36)

Roomiqg house 0 © 0 O

Group home 0 O 0 O

Lodge 5 8 1 ) 2.89 (2) NS

Note. NS = not statistically significant
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Table 3 presents a comparison between the two groups in reported diagnosis
(differentiation between primary and secondary diagnoses was not reported, only
that the diagnosis was present). Most participants (84% in the group admitted to
home care and 87% in the group not admitted to home care) had multiple
diagnoses. The diagnosis most commonly reported in the group admitted was a
cardiac condition. The next most commonly reported diagnozis for that group was
musculoskeletal (which includes arthritis and orthopaedics). Conversely, the most
commonly reported diagnosis for those not admitted was musculoskeletal and the
second was cardiac condition. Twice as many of those not admitted reported a
diagnosis of diabetes (n = 18) compared to those who were admitted (n = 9).
There were twice as many of those admitted to home care with a diagnosis of a

mental health condition (n = 14) compared to those who were not admitted to

home care
m=17.

The clients’ perceived needs in five functions are listed in Table 4. Between
group differences in distribution were not statistically significant for uny of the
areas of perceived need. Help with activities of daily living was perceived by buth
groups as the most common need compared to the other four functions; 70% of
individuals admitted to home care reported a perceived need in this area and 65%
of those not admitted to home care. Care provider help, either needing initial help

or needing more help to supplement their present care provision, was reported



Table 3: Diagnostic Conditions

Condition Reported Admitted Not Admitted

Number (%) Number (%)

Cardiac 36 (60) 35 (58)
Neurological 18 (30) 18 (30)
Diabetic 9 (15) 18 (30)
Musculoskeleial 28 (47) 41 (68)
Respiratory 10 (17) 15 (25)
Mental health 14 (23) 7 (12)
Other 17 (28) 10 (17)

Note. "Other" represents cancer, gastrointesiinal and skin conditions.
A client may have more than one diagnostic condition.

Differences in proportions were not statistically significant using chi-square analyses.
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Table 4: Perceived Need

Client’s Perceived Need Admitted Not Admitted

Number (%) Number (%)

(n = 60) (n = 60)
Physical Functioning 5 (8) 12 (20)
Cognitive Functioning 2 (3 ()]
Psychosocial Functioning 0 O 2 (3
Activities of Daily Living 42 (70) 39 (65)
Care Provider Help Needed 19 (32) 12 (20)

Note. Differences inb proportions were not statistically significant using chi-square

analyses.
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by both groups as the second most common need; 32% of those admitted to home
care perceived a need in care provider help while 20% of those in ine not admitted
group perceived this need.

A comparison was made between the two groups in the mean number of
medications, medication management, and nutrition (see Table 5). There was no
statistical difference between the two groups in the number of medications.
However, differences in medication management between the two groups were
s;atislically significant (X* = 9.64, df =4, p < .05). Significantly less individuals
on home care were able to self-administer medication (60%) compared to those not
on home care (75%). Twenty-three percent of those admitted needed their
medication given to them by others, whereas only five percent of those not on
home care required this type of help. There was no difference between the two
groups in nutritional intake and management (see Table 5).

Table 6 presents a comparison between the two groups in basic activities of
daily living and instrumental activities of daily living. In both groups, the number
of individuals who could independently perform basic or instrumental activities of
daily living far exceeds those who require assistance. The number of individuals
requiring heip were still substantial in both groups. Between group differences
were not statistically significant. Of all the basic ADL tasks, bathing was mest
commonly reported as an area with which both groups required help, 35% of those

admitted to home care and 80% of those not admitted to home care.



Table S: Medications and Nutrition
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Not Ac et

Admitted t-test p<
(n = 60) (n = 60)
Mcdications
Mean number of Medications (SD) 5.3 (3.12) 6.3 (3.67)
Range 0 -13) 0-14) 1.55 NS
Medication Management Number (%) Number (%) chi-squarc (df)
Self administers 36 (60) 45 (75)
Needs assistance (o set up 6 (10) 5@
Some supervision needed 4 (7) 7(12)
Medications given by others 14 (23) 3 (S 9.64 (3) 05
Nutrition
Adequate intake 54 (90) 50 (83)
Neceds help 6 (10) 10 (17) 1.15 (1) NS

Note. NS = not statistically significant



Table 6: Activiiies of Daily Living (ADL) 48
Basic ADL Admiued Nat admiued chi-square p<
Number (%) Numoes (%) df =1
(n = 60) (n = 60)

Eaung

Indepeadent 54 (90) 56 93)

Nesds help 6 (10) ()] 44 NS
Dressing -

indcpeadent 50 (83) Si (85

Nezds aelp 1017 9 (15) 06 NS
Grooming

indepeadcat 50 (83) 51 (89)

Meeds help 10 (i7) 9 (15) 06 NS
Bathing

Independent 39 (65) 30 (50)

Needs heip 21 (35) 30 (50) 2.76 NS

Independent 53 (88) 57 (95)

Needs help 7(12) 3(09) 175 NS
Transicrin

Indecpendent 43 (80 3389

Needs help 12 (20) 700 1.56 NS

Note. NS = not swausticaily significant



Table 6: Activities of Daily Living {(ADL) (Con't?)

Instrumental ADL Admitizd Noi aomiucg chi-squarc <
Number (%) Number (%) =1
(n = 60) (n = 60)
independent 27 (45 26 (43)
Needs help 33 (55) 34 (57 .G3 NS
Meal preparation
Independent 26 (43) 25 (42)
Nezds heip 34 (57) 25 (58) .03 NS
Ciconing
independent 3 (05) 8 (13)
Needs heip 57 (95) 52 (87 2.5 NS
Shopping
Independent 14 (23) 12 (20)
Needs help a6 77Ty 48 (80) 19 NS

Note. NS = not suaustically significant

49
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Table 7 presents a comparison between the two groups in the area of
cognitive function. No statistical diiference was reached and similar numbers of
individuals required help with orientaticn, memory and judgement in both
groups.

Psychosocial function of both groups were compared and the results are
presented in Table 8. Between group differences were not statistically significant.
Two to ten percent of both groups reported the presence of depression and
wandering. Thirty-three percent of those admitted to home care and 22% of those
not admitted reported difficulty with coping. The risk of injury to self was
commonly reported by both groups; 27% of those admitted to home care and 33%
of those not admitted to home care reported a risk of injury to self, whereas the
risk of injury to others was less commonly reported.

Comparisons between the two groups in the use of informal and formal care
providers are presented in Table 9. Both groups were comparable in the use of
informal care providers, formal community care providers, and formal institutional
care providers. A large percentage of both groups reported a need for informal
care providers; 63% in the group admitted to home care and 70% in the group not
admitted reported a need. Formal community care providers included day
programs, foot clinics, counselling clinics, and meals on wheels and were utilized
by 33 % of those admitted to home care and 25% of those not admitted.

Institutional care provision included admissions to acute hospitals, day surgery and



Table 7: Cognitive Status

Cognitive Function

Admitted

Not Admitted  chi-squared p<
Number (%)  Number (%) df=1)
(n = 60) (n = 60)
Orientation
Intact 52 (87) 51 (85)
Needs help 8 (13) 9 (15) 07 NS
Memor
Intact 37 (62) 37 (62)
Needs help 23 (38) 23 (38) 0 NS
Judgement
Intact 44 (73) 46 ¢37)
Needs help 16 (27) 14 (23) 18 NS

Note. NS = not statistically significan:



Table 8: Psychosocial Description
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Psychosocial Function Admitted Not admitted chi-square p<
Number (%) Number (%) (df = 1)
(n = 60) (n = 60)
Dcpression
Abscnt 54 (90) 55 (92) .10 NS
Present and needs help 6 (10) S (08)
Wandering
Docs not wander 57 (95) 59 (98) 1.03 NS
Present and needs help 3 (05) 1 (02)
Coping
No intervention needed 40 (67) 47 (78)
Intervention needed 20 (33) 13 (22) 2.05 NS
Risk of Injury to Self
No intervention ncceded 44 (73) 40 (67)
Intervention needed 16 27) 20 (33) .63 NS
Risk of Injury to Others
No intervention nceded 56 (93) 55 (92)
Intervention needed 4 (07 5 (08) 12 NS

Note. NS = not statistically significant




Table 9: Use of Formal and Informal Care Providers
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Admituted Not Admitted  chi-squarc  p<
Number (%)  Numbei (%) (df =1)
(n = 60) (n = 60)
»_iormal Care Providers
Not nezded 22 (37) 18 (30)
Necded 38 (63) 42 (70) .60 NS
Availability of Informal Providers
None available 21 (35) 19 (32)
Available 39 (GS) 41 (68) 15 NS
Formal Community Care Providers
Not utilized 40 (67) 45 (75)
Utilized 20 (33) 15 (25) 1.0 NS
Formal Institutional Care Providers
Not utilized 28 47 19 (32)
Utilized 32 (53) 41 (68) 28 NS

Note. NS = not statistically significant
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respite hospital care. This was utilized by over half of all subjects.

Summary

Sixty individuals whe were assessed with the AAPI and admitted to home
care were compared to 60 individuals assessed and not admitted to home care. In
both groups the mean ages were over 75 years of age, the number of women
exceeded the number of men, most were either married or widow(er)ed, most
resided in either a single family dwelling, an apartment or a multi-family dwelling
and the majority of individuals did not live alone. Cardiac and musculoskeletal
conditions were the most common diagnoses in both groups. The majority of
individuals perceived a need for help in either activities of daily living or care
provider help.

Medication management was significantly different between the groups, with
more help needed for those who were admitted to home care. No areas of ADL
were significantly different between ~.1uups b bathing was the area of basic ADL
most commonly reported as nedding help for both groups. Instrumental activities
of daily living were commonly reported by both groups as meeding help, but were
not statistically different between groups.

No areas of cognitive functioning, psychosocial abdiities, or care provider
status were statistically significant. Based on the above findings, the AAPI did not

discriminate between these two groups, with ‘he exception of medication



management.
Location One Year Aiter AAPI Assessment

The status and location of the subjscts one year after the initial AAPI
evaluation is reported in Table 10. One year after the initial evaluation,
significantly more of the individuals initially not »*  ‘ed to home care were now
on home care (42%) compared to those who were . _inally on home care. Only
18% of these who were initially admitted remained on home care one year aiier
the initial assessment.

Sixty-three percent of those initially admitted to home care were discharged
from home care and living in the community without home care support. For those
that were initially not admitted, 58% were in this category. Five participants from
the group admitted and one from the group not admitted were deceased one year
after the assessment.

There was a statistically significant difference between the groups in the
number of individuals admitted to a long term care institution one year after the
initial assessment. Ten percent of the clients initially admitted to home care were
in a long term care institution one year after the date of assessment and none were
admitted to an institution from the group that were initially not admitted.

Forty-two percent of those not admitted to home care were admitted one
year later, with statistical significance at p < .005. Six of those admitted were

institutionalized one year later, with statistical siznificance at p < .01.



Table 1¢: Status and Location One Year After Initial (AAPI) Assessment

Status/Location Admitted Not Admitted  chi-square  p<

Number (%) Number (%)

(n = 60) (n = 60)
On Home Care 1 Year After

11 (18) 25 (42)
Living in Community (No
Home Care; No Institution)

38 (63) 35 (58)
Admitted to a Long Term Care
Institution

6 (10) 0 )
Deceascd

5 (08) 1(02)

5.0 001




CHAPTER 5
Discussion
This chapter includes discussion of the results, clinical implications of the

study, research implications, limitations of this study, and conclusion.

Characteristics of Subjects

As there were no significant differences between the two groups in age,
gender, marital status, living arrangement and residence, it can be concluded that
the two groups were comparable, and as this was a random stratified sample, it is
representative of clients over the age of 65 years referred to long term care home
care in Edmonton.

As expected, there were more women than men in both groups. This is
consistent with the home care literature (Dellasager & Stricklin, 1993, Glick, 1994,
Health & Welfare Canada, 1992b, Kempen & Suurmeijer, 1991). Most of the
subjects in this sample were either widow(er)ed or married. This is evidenced in
the literature in studies of home care individuals (Dellasega & Stricklin, 1993) and
is also consistent with that of the aging population (Statistics Canada, 1991).

Most subjects were “ving in single family dwellings either alone or with
their spouse. There were more married subjects than those living with their spouse;

this may be indicative that their spouse may have been institutionalized or that
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another family member has come to live with them to assist them with their needs.
There was a greater nur ber of subjects living with either spouse and others, or
other family members. For example, support of a live-in family or friend care
provider or the supportive environment of a lodge may be present.

In both groups the most frequent diagnosis was cardiac condition; this was
also reported in the literature as the most frequent diagnosis of elderly community

dwelling individuals (Esposito, 1992, Helberg, 1994).

Perceived Need

In both groups, the majority of subjects perceived a need for help in their
activities of daily living. As well, in both groups, the subjects perceived a need for
help with care providers. This may be either initial help needed or the need for

additional help if they alrcady had a care provider.

Use of Medication

More individuals administered their own medications in the group not
admitted to home care, and more of those admitted had medications given by
others. A statistically significantly greater percentage of individuals admitted to
home care (40%) required some assistance with medication management compared
to 25% of those not admitted, even though clinically 25% is also deemed high.

This has an implication to care provision for home care; the preparation and
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administration of the medication may be a role carried out by a formal care
provider (e.g.: home care nurse) or an informal provider (e.g.: spouse or fanily
member). In this study, the area of medication administration as measured on the

AAPI discriminated between those admitted to home care and those not admitted.

Activities of Daily Living Function

Help with bathing was reported most frequently by both groups compared
to other activities of daily living. The prevalence was higher in the group not
admiited o horne care although the difference in distribution was not statistically
significant. All other areas of activities of daily living were mostiy reported as
independent. As would be expected, this demonstrates independent performance
in most areas of basic activities of daily living by both groups. which is in
agreement with Delesaga and Stricklin (1993) who concluded that the ability of
older individuals to remain residing at home depends to a large extent on their
ability to perform their own self-care.

Help with cleaning was the instrumental activity of daily living most
frequently reported by both groups compared to other instrumental task. Similarly,
a large percentage of subjects needed help with shopping. This may be due to the
subjects’ inability to get out or may be indicative of a task too complex for them

to master at their current functional level. More than half the participants in either



60

group stated that they needed heln with money management and meal preparation.

The slow onsct of chronic diseases permit individuals to adapt to their
physical changes and thus develop compensatory skills to maintain their
independence in basic activities of daily living. Pearlman and Crowne (1992)
identified that impairments in both basic and instrumental activities of daily living
were indicators of chronic life stress. Those subjects that exhibited difficulty in
basic and instrumental tasks may be prone to chronic life stress associated with

their chronic diseases.

Cognitive Function

In both groups, a substantial number of subjects were found to have memory
impairments. This is an area that needs to be considered when planning any home
care intervention program; this has implications for all health disciplines. For
occupational therapists training functional skills adaptation, physical therapists
teaching a home exercise program, or nurses teaching medication management, the
individual’s memory skills must be assessed first. If memory problems are
detected, either memory cuing or other memory enhancing strategies may need to
be implemented, and formal and informal help may need to be present to assist
with the task.

Twenty-three percent of those admitted to home care and 27% of those not
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admitted reported difficulty with orientation, and 27% of those admitted to home
care and 23% of those not admitted to home care reported needing heip with their
judgement skills. For those individuals that need help with prompting, supervision
or decision-making due to decreased cognitive status, this has a direct impact on
the care provider role and responsibilities. Generally, there will be an increased
demand of time from the care providers, ranging from intermittent reminding to
more constant supervision, especially if more than one area of cognition is
impaired. Severai authors have suggested that cognitive function be an imegral
part of admission criteria for long term care (Spector, 1991, Worali & Moulton,
1993) and this includes assessment for home care admission as well as institutional
admission.

Psychosocial Function

The most frequently reported area needing intervention, by both groups, was
that of risk of injury to self. As the AAPI does not collect data on the type of risk
of injury, it can be surmised that living alone may increase the risk of injury. The
risk of falis, memory deficits that lead to environmental risk factors (e.g.: leaving
a burner on), and reported difficulty wish both bathing and taking medications may
bing the individual to perceive that they are at risk of injuring themselves.

Another frequently reported area of psychosocial function requiring
intervention, by both groups, was that of coping. This can be the individual’s lack

of ability to deal with emotional problems or physical stress. This includes
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depression, anxiety, suspicion, and agitation, Difficulty in this area may place
increased demands on both formal and informal care providers.

Both groups reported they did not need intervention in the areas of
depression, wandering, and risk of injury to others. Even though depression is
common in the elderly population living at home (Bernstein, 1992), Kempen arnd
Suurmeijer (1991) found that there was no significant difference between ose
utilizing home care and those not, on measures of depression (as measured by the
Self-rating Depression Scale) or loneliness (as measured by the Loneliness Scale).
These two variables may be related to well-being but do not appear to be related

to the utilization of home care.

Care Providers

Informal Care Providers

Both groups frequently reported that they needed an informal care provider.
This identified need for a care provider was also consistent with the reported
availability of an informal care provider. Sixty-three percent of the group admitted
to home care identified a need for a care provider and 65% reported that one was
available; 70% of those not admitted to home care reported a need for an informal
care provider and 68% reported that one was available. Although this is relatively
consistent with the literature (Bernstein, 1992, Disler, Roy, & Smith, 1993, Spector,

1993), Dellasager and Stricklin (1993) reported primary informal care provider
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availability higher than this study, at 76%. If the premise of those with a strong
informal support network is to rely on very little to virtually no formal care
providers (Kempen & Suurmeijer, 1991, Magaziner & Cadigan, 1989), then we
should see a difference between the two groups, but we do not. Individuals not
admitted to home care were not admitted because they stated that they could
manage the care and thus, home care services were not needed. It could be
surmised that the informal care providers were adequate and assisted with the
provision of the care. However, there is no difference between the two groups, and
the results suggest that individuals who were not admitted have similar informal
care provider needs as compared to those admitted to home care. Chappell (1985)
found that users of home care, in comparison to those not using home care, were
more likely to receive help from an informal care provider but this has not been
demonstrated in this study. If items on the AAPI are not specific enough to
discriminate between the two groups, the questions relating to informal care
providers may need to include several categories, similar to other items on the

AAPI, rather than just dichotomous.

Formal Community Care Providers

Formal community care providers included agencies and private practitioners
such as counsellors, physicians, and meals on wheels. In this study, 33% of

individuals admitted to home care utilized formal community care providers. This
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is substantially lower than the proportion reported by Magaziner and Cadigan
(1989) who found that 67% of their home care population had formal community
care providers. Both the availability of and the accessibility to community-based
formal support has been shown to deter admission to a long term care institution
(Abg'e, 1991, Doty, 1986, Dwyer, et al., 1994). The results of tkis study indicate
that the home care provider could place more emphasis on sharing resource
information with clients in order to increase the use of formal community care

providers.

Formal Institutional Care Providers

Formal institutional care providers included the use of a long term care
facility, general hospital. mental health facility or the emergency depaitment. A
greater percentage of individuals not admitted to home care had utilized these
services (68%) compared to those who were admitted to home care (53%). Ina
study by Magaziner and Cadigan (1994), the number of hospital admission days
was slightly greater for those who live alone (2.52 days) in comparison to those
living with someone else (2.15 days). Also, those who were married and living
with their spouse tended to have fewer home care visits, which suggesis that
spouses substitute for formal care provision thereby decreasing the length of stay
in a hospital (Helberg, 1994).

It is undetermined at this time, but further analysis of the data may reveal
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that those utilizing formal institutional care providers may be those individuals
living alone. The AAPI does not appear to discriminate between the two groups
in the areas of informal or formal care provision.

In summary, the only area that the AAPI appears to significantly
discriminate between those admitted to home care and those not admitted io home
care is in the area of medication management. All other AAPI measures studied
were not statistically significant. If the AAPI were to be used as a tool to
discriminate between groups, the sensitivity of the tool must be reviewed. It can
aiso be surmised that if the tool is not discriminative between groups, it should not
be used as a sole criterion measure for basing decisions to admit an individual to

home care.

Location One Year after the Initial AAPI

Eighty-two percent of those admitted were not on home care one year after
the initial assessment. However, 42% of those that were not admitted were home
care clients one year later. This may indicate that the initial decision to not admit
the individual to home care may have been too rigid, and that there may be a need
to expand the services so that potential clients do not come to the point cf crisis
before they are admitted. Realizing that this is the group of Non-admission Code
D: client and family can manage care, it may be important for the home care case

coordinator to consider the provision of care in greater depth. For example, the
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individual may be making a decision that places further stress on the informal care
provider or the individual themselves. If this is revealed, it may lead to
considering admitting those clients who state that they can manage the caie but, in
reality, will not over a period of time.

Sixty-three percent of those in the admitted group were living in the
community and not on home care, compared to 58% of those not admitted. Of
those not on home care one year after the initial assessment, 10% of those admitted
were in a long term care institution while none of the group not admitted were.

Several authors have examined predictors for institutionalization. Advancing
age (Shapiro & Roos, 1987, Steinbach, 1994), being female (Steinbach, 1994), poor
self-perceived health status (Steinbach, 1994), number of ADL limitations
(Pearlman & Crowne, 1992, Shapiro & Roos, 1987, Steinbach, 1994), living alone
(Shapiro & Roos, 1987), existence of cognitive changes along with complex
physiologic and psychologic needs (Dellasega & Stricklin, 1993, Pearlman &
Crowne, 1992, Shapiro & Roos, 1987), having a previous long term institutional
admission (Peariman & Crowne, 1992), and having a lack of both formal and
informal care provision (Dellasega & Stricklin, 1993).

This study does not clearly predict whether an individual will stay in the
community or be institutionalized, but the original intent of the AAPI was to
facilitate placement recommendation, and not to specifically predict

recommendation.
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In this study, the number cf individuals admitted into a long term care
institution afte: cne year was six, and the difference between the groups was
statistically sign...cant. For the area of demographics, the mean age of these six
individuals was 82 wveurs, four of the six individuals were male, three of six were
widow(er)ed, and only one individual lived alone. Three individuals had a
diagnosis of Alzheimer’s disease, with the remainder having a cardiac diagnosis.
For the areas of perceived need and physical status, the individuals either had a
perceived need in the area of ADL or care provider help. They took an average
of five medications but five of the six were not able to self-administer their
medications. For the area of ADL, bathing was reported as difficult, and almost
all individuals had difficulties with all areas of instrumental activities of daily
living. In the area of cognitive function, the majority had reported difficulty with
orientation, memory and judgement. In the area of psychosocial function, three
stated risk of injury to self. In the area of care providers, five of the six
individuals had a need for informal care provisicn and the same individuals had a
care provider available. Half of the individuals used both community and
institutional formal care provision.

Even though there was a significant difference between those admitted and
those not admitted, in the areas of admission to home care one year later and
institutionalization one year later, it cannot be concluded that the AAPI can be used

to predict institutionalization versus community living. Itis also important to note
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that these individuals who were not admitted and died were not admitted to an
institution for their death. The AAPI did not clearly predict which individuals will

continue to reside in the community.

Clinical Implications for Home Care Practice

The results of this study have several clinical implications. The first
identified purpose of the AAPI is to provide a comprehensive evaluation of the
individual. The AAPI fulfils the goal of describing the status of the client and the
client’s environment. The measures of the AAPI do not discriminate between those
admitted to home care and those not admitted (of Cc.’'e D). Based on this study,
the AAPI does not appear to have discriminative ¢ :wer and thus, should not be
used alone for admission criteria to home care. Fo: example, the clinical input
from the team and the assessor’s judgement shoulo also be considered, in
conjunction with the data gathered on the AAPL

The second identified purpose of the AAPI is to facilitate the decision of
long term care institutional care. This study did not specifically look at this
process; however, the AAPI has shown to have predictive properties for admitting
clients to long term institutional care.

The third purpose of the AAPI is to assist in case management. The AAPI
fulfils this goal well. It not only provides a comprehensive evaluation, it facilitates

discussion of many areas and focuses both the assessor and the client to the areas
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of identified need. The case coordinator and the client are able to negotiate a care

plan based on the AAPI findings.

The individuals not admitted were of category D, which is that the client and

t mily can manage the care. There may have been a secondary coding that was

ially coded but not used within this study. For example, the participants may
also have had Code I which is that the home care program had insufficient
resources. No clients within this study had Code D and Code 1.

In this study, a significant number of clients were admitted to home care one
year after their initial non-admission assessment. Further examination of this is
warranted. One reason may be that due to the fiscally prudent attitudes of the case
coordinators, many clients may not be admitted to home care that could be
benefitting from the service. Some individuals may only resort to home care when
they are in a crisis state and recognize that they cannot manage any longer. Those
individuals stating that they can manage their own care may be encouraged to do
so by the case coordinator, in accordance with the home care objective of client
autonomy and individual choice. The AAPI does not appear to dictate whether or
not the client should be admitted to home care or not. The initial intent of the
AAPI was not to discriminate between groups, but only to describe those being
assessed. The AAPI helps to lead the case coordinator in the decision-making
process of case management. The case coordinator takes into account not only the

data from the AAPI, but also the client’s and family’s needs and wishes, as well
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as input from the multidisciplinary team. If the AAPI were to be used for dictating
admission criteria, it would need to be validated for its predictiveness and would
need to be compared to other instruments that are used for prediction in long term

care.

Future Research Implications

The results of this research has provided preliminary data which may be
used for future studies. This study focused only on long term care; future studies
could examine the same research questions, but within the home care groupings of
palliative and acute care. Also, other reasons for not admitting the client couid be
examined, such as requiring service not provided by home care, requiring care
beyond the home care mandate, the individual refusing services, or the home care
program having insufficient resources. Further studies could lead to establishing
admission criteria or establishing a system for priorizing admissions.

The specific measures of the AAPI could be examined in those that were
institutionalized one year after assessment. Although this area was statistically
significant when comparing between groups, further sampling to attain a larger
sample (greater than six) may reveal more detail of the areas on the AAPI that
predict institutionalization.

Examining individuals admitted to institutions from home care could help

determine what factors lead to institutionalization. Health promotion in the form
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cf educational or preventative measures could be an area of home care service
studied for its effectiveness.

Other areas that are not measured on the AAPI may be significant to the
findings and warrant measurement such as life satisfaction, life changes, locus of
control, activity patterns, patterns of motivation and handling stress (Horgan, 1987).
Helberg (1994) showed that a greater frequency of home visits were made to those
that had limitations in ADL. The home care provider may have a question of
whether or not the individual is safe at home, for example within both basic and
instrumental ADL and thus, a future study could examine the service provision
related to specified lir:itat.: .

In previous decades, ti.. ~wocess of health care services was used in
measurement of quality «...za0i; health care now has moved to a focus of outcome
measurement for total qﬁality improvement. Each of the areas that have been
studied could lead to outcome measures by comparing the data on the AAPI prior
to and post-intervention. If the AAPI is deemed discriminant and sensitive to
measure the constructs that are important within long term care, it in itself could
be computerized and used as an outcome measure for long term care.

Social support is a complex concept that is difficult to objectively and
clearly measure the influence of it on health outcomes (Weinberger, Hiner, &
Tierney, 1987). Interventions with the older population need to focus on factors

or events that have the most adverse effect (Steinbach, 1992). This could take on
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the form of seniors centers programming, strengthening of existing relationships in
those who live alone, and decreasing the fragmentation of services. The literature
states that in the area of informal support, a greater number of individuals who live
with others perceive that if they became sick or had an emergency, they would
have someone to call and care for them. Also, spouses of those marrizd act as care
providers, thus maintaining the person at home rather than seeking adruscion to an
institution (Dwyer, et al., 1994). This was not addressed in this study but warrants

further investigation.

Limitations of the Study

This study was confined to Edmonton Home Care Program clients. If
generalizations are to be made to other populations, the closest generalization
wsould be to a similar urban population with a similar home care program. As this
is a description of the Edmonton Board of Health - Home Care Program for the
specified years, the resuits may vary with other health unifs as a result of staffing,
policies, referral practices, and admission criteria for that locale.

It is assumed that because the raters have attended and successfully
completed the standardized AAPI training workshop all documentation was reliable.
Accuracy of the data collected is dependent on the accuracy and completeness of
the data reported by these assessors. The AAPI contains other information that was

not used in this study. Items not used may be significant and relevant to this study
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but not examined. It is assumed that data gathered for a full one year period
captured the progression of program changes and that the seasonal and fiscal
differences were accounted for.

The group not admitted may be biased towards those who have a higher
functional status, as the reason for not admitting them was that they felt that they
or an informal care provider could manage the care. However, this does not seem
likely because a large proportion of those not admitted were in fact admitted one
year later. Also, this retrospective study only reported what happened at that given
time and may not be indicative of present day status in home care due to the

mandate changes and growth of home care since that date.
Conclusion

The AAPI was developed for the purpose of providing evaluation and
placement recommendations for individuals applying for long term care. Since 1ts
development, only one published study had examined its reliability and no study
had examined its validity. This study examined the AAPI’s discriminative validity
when used with elderly home care clients and looked at the location of the
individual one year after the initial assessment.

The results from this study provide a starting point for understanding the use

of specific measures on the AAPI in relation to establishing admission criteria for
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home care. As our body of knowledge in this area expands, it will be useful to not
only establish admission criteria for home care but also expand program planning
and decision making within the continuum of long teriu care.

The results of this study show that the AAPI measures do not appear to
discriminate between those admitted to home care and those not admitted, with the
exception of medication management. Therefore, the AAPIL, in its current form
should not be used alone to establish admission criteria to home care. The results
suggest that a client’s admission to home care is related to several factors beyond
just the measures of the AAPI. More research is required to understand these
factors.

The AAPI continues to be a tool that provides a comprehensive description
of the client and can be used with confidence by case coordinators for this
descriptive purpose. It also continues to be a tool that facilitates the case
management process. The AAPI provides an outline for the assessment process
and helps to identify the client’s needs. Froin the information gathered on the
AAPI, the care plan is negotiated between the client and the case coordinator. The
service implementation and monitoring are also guided by the daia recorded on the
AAPL It is apparent from the increasing number of people who will need
care in the future, home care will be a service that will be used and relied upon.
Along with the many changes that have occurred in home care in Alberta in the

last decade, evaluation of functional independence continues to be of utmost
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importance in determining the client’s ability to remain at home in the community.
This study has indicated that many individuals that are not initially admitted to
home care are adritted within the next consecutive year. This indicates that more
home care service should be provided to serve those that indicate the need; to do
this funding allocation must be appropriated. Home care resources must be

available and accessible in order to optimize program efficiency and meet the home

care need.
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APPENDIX A

Background History of Home Care in Alberta

In July, 1978, home care in Alberta was legislated under the Public Health Act
through the Coordinated Home Care Program Regulation of Alberta Health and delivered
by 27 health units (Alberta Health, 1993b). In 1984, palliative care and support services
were expanded to include provision of support services (when it was the only need) to
clients aged 65 years or older (Alberta Health, 1992a). A "Single Point of Entry” model
came into effect in Alberta in 1990 to provide individuals requiring long term care with
a single access point to health and support services (Alberta Health, 1990). The guiding
principle of this model is that community-based resources are to be explored first, prior
to institutional care. This model is based on the premise that clients will remain
independent and continue to manage within the family and community environment
(Alberta Health, 1992b). Individuals who cannot have their needs met in the community
may then be considered for institutional care (Alberta Health, 1991). Effective on July 1,
1991, Albertans of any age who had an assessed need for professional health services,
home support services, or both became eligible for admission to the home care program
(Alberta Health, 1991).

In 1991, clients of both Handicapped Children’s Services and Supports for
Independence were phased in under the auspices of home care (Alberta Health, 1991).
In 1992, the Alberta Home Care Program completed a successful pilot project on Self
Managed Care at four Alberta health units (Alberta Health, 1992¢). In 1993, this option
became available across the province as a choice for all eligible clients (Edmonton Board
of Health - Horae Care Program, 1993). Under this option, monies are provided directly
to clients to purchase support services to meet their assessed needs. This option respects
an individual’s right to make choices and decisions while taking on the responsibility for

his or her care (Alberta Health, 1992c).
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APPENDIX B

The Objectives of the Ali-erta Home Care Program

The Alberta Home Care Act outlines eight main objectives. The first
objective is to coordinate the provision of home care services in order to improve,
maintain, or retard deterioration of health status and level of independence, reduce
acmissions to health care institutions, or facilitate early discharge of people in
health cave facilities thereby reducing their length of stay. A second objective is
to deveics saaintain and upgrade standards of care to provide services in an
efficient, effective and humane manner. The third objective is to have the program
available and consistent throughout the province. The fourth objective is to increase
the capacity of families and other informal support networks to provide care for
persons in need. The fifth objective is to promote cooperation among health and
social services agencies in the community so that services for home care recipients
and referrals are efficient, effective, and timely, and that community services are
not urnecessarily duplicated. The sixth objective is to involve volunteers in the
provision of home care servicc.. The seventh objective is to advise decision-
makers on prograim changes needed to meet the needs of client groups and, lastly,
the eighth objective is to determine the extent to which the program’s objectives

arc being met (Province of Alberta, 1991)?
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APPENDIX D

Alberta Home Care Program Non-admission Codes

Each case that is not admitted to home care is labelled with an alphabetic

code A to J in order 1o document the reason for non-admission. These codes are:

A - Not registered with Alberta Health Care Insurance Policy (AHCIP). (e.g.:

a person who has come another province or country and has not yet
registered for AHCIP.)

B - Lives outside the program service area. (e.g.: a person who is assessed
within an acute hospital by a home care case coordinator but is transferred

to a health unit that is outside the Edmonton region.)

C - Since the mandate change (1991) to waive the age criterion, this code is
no longer used. Before 1991, an individual had to be over the age of 65 in
order to be admitted to home care for support services. This code was used
to indicate that an individual did not meet the age criterion. Since 1991, the

criterion has been waived and this code is no longer used.

D - Individual and family can manage care. (e.g.: the family was approached

and agreed to provide the care.)

E - Requires a type of service not provided by home care. (e.g.: requires &
professional service not available in that health unit or a support service that

is not provided by home care, such as gardening and yardwork.)
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- Requires care beyond the home care mandate. (e.g.: the client needs 24

hour nursing and this is not mandated for home care.)

- Physical environment is not suitable for care. (e.g.: the building has been

condemned unsafe for living.)

- Individual refused service. (e.g.: upon full information of the services

that could be provided, the individual decided to refuse home care services.)

- Home care has insufficient resources. (e.g.: 2 cutback in services due to

insufficient funds for the remainder of that fiscal year.)

- Other. (e.g.: death after assessment, or reason other that any of the

above.)
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APPENDIX E
SAMPLE SIZE CALCULATION

Power test

At an alpha level of .05 and a study power of .80, given 23 independent variables,
L=2212

Where k equals the number of independent variables and n is the number of
subjects required:

=_'§‘_ +k+1=__.__22 .12
2 .25

+23+1=112.48

Therefore, in order to find .2 variance at an alpha level of .05 with a study power
of .80, approximately 112 subjects will be needec.

To have an equal number per office per group, 120 subjects will be taken; 20 per

each office per group.

Cohen, J. (1977). Statistical power analysis for the behavioral sciences. NY:
Academic Press.




119

APPENDIX F

EBH-HCP MAP OF BOUNDARIES
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APPENDIX G

PUBLIC HEALTH ACT: PROVINCIAL HOME CARE CRITERIA

Provincial criteria set forth in the Home Care Act are that:

the person’s home must be suitable for the provision of the service;

the home care program is the most suitable method of providing the amount,
level and type of any health care service or support services required by the
person;

the resources and the budget of the program must be monitored to be
sufficient to meet the assessed needs of the person and the cost of providing
health care or support services to an individual must not exceed $3000 per
month (with two exceptions to the rule of the $3000 monthly limit are if the
person is awaiting placement to a health care facility, or the provision of
additional health and support services may avoid institutional placement and
the period for which the additional services are required did not exceed three
months in a calendar year); |

the individual must not require the services of a health care professional 24
hours a day on a continuing basis;

the person must be a resident of Alberta as defined in the Alberta Health
Care Insurance Act (Province of Alberta, 1991);

the individual is registered with Alberta Health Care Insurance (Alberta

Health, 1992b).

Province of Alberta, 1991
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RESEARCH AND ETHICS COMMITTEE APPROVAL

Suite 50C. i02'¢ -

E oMONTON Samontor. Alberia TIN <43

EBH Boarp oF i
b 2035 282-10¢3
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4 04 29

Linda Lazaruk

Kingsway Home Care Office

#100. 11738 Kingsway Avenue .
Edmonton, Alberta

T5G 0XS

Dear Ms Lazonui:

Thank vou for submitting your proposal utlec. "Validity of the Alberta Assessment and Placement
Instrument (AAPI) for use with Long Term Care Home Care Clients” and for mestng with the
Research and Ethics Review Committes 0 discuss the sudy. | am pisased © report that the
Commuttes approvec parucipaton of the Eamonton Board of Health in the study. Dr. Gerry Predy
will send a lemter to the clinic Supervisors indicating support for the projec: and asking them 10

faciiitate vour data collection.

We wish vou success with vour study and 100k forward 1o racsiving a copy of the final report.
Sincerely,

/

) //
.
/ /
[ Ly ,/acafo»c/aﬂ'ﬂi/
, '/ [

’

Aer / Jov Edwards, Chairmar

! / - .
? / Research and Zthics Review Commuities
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kESARCH AND ETHICS REVIEW COMMITTEE
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Name(s) of Principal Investigator{s}: Ms. Linda Lazaruk

Project Title: Validity of the Alberta Assessment and Placement Instrument (AAPY) for use
with Elderiy Long Term Care Clients in Home Care.

The Research anc Ethics Review Commities has reviewed the protocols invoived in this projec:
and has found them to be acceprabie on methodological and ethical grounds for research nvolving
fjuman subjects.

Specific Comments:

Signed - Chairman of Research and Ethics Review Commites
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for the Sdmonton Board of Health



