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EXECUTIVE SUMMARY

In the fall of 2000, Health Canada initiated a Request for Proposal for an evaluation of the
maintenance and preventive function of home care. This step was taken due to the small number of
existing research studies on this type of home care and the conflicting nature of the findings which
currently exist. There is now some urgency to this matter in light of a recent study from
Saskatchewan by the Health Services Utilization and Research Commission (HSURC) which found
that “ Seniorsreceiving preventive home careare morelikely to die or loose their independence than
seniors not receiving this service.” These findings run counter to widely held beliefs that
mai ntenance and preventive home carereducestherate of functional decline, leadsto abetter quality
of life and reduces health care costs.

The purpose of Heath Canada's request for proposal was “to contribute to a better
understanding of the objectives, services, clients, health benefitsand cost-effectivenessof thismodel
of home care, both in terms of inputs for clients and for provincial/territoria health systems.”

TheReport onhome carepublished in 1990 made asignificant contributionin outlining three
models of home care (more recently these three models have come to be referred to as the three
functions of home care). The three functions are defined as follows:

. The acute care substitution function, where home care meets the needs of people who
would otherwise have to remain in, or enter, acute care facilities;

. Thelongterm caresubstitution function, where home care meetsthe needs of peoplewho
would otherwise require institutionalization; and

. The maintenance and preventive function, which serves people with health and/or
functional deficits in the home setting, both maintaining their ability to live independently
and, in many cases, preventing health and functional breakdowns, and eventual
institutionalization.

Dueto thefiscal restraint of the 1990s, and due to the high cost of carein hospitalsand long
term care facilities, there has been an emphasis to date on studying the extent to which home care
can be a cost-effective substitute for institutional care. Thereis some emerging evidence that home
care is more cost-effective than care in acute care hospitals or long term care facilities, in the
Canadian context.

In contrast to the above, there has been little Canadian research on the maintenance and
preventive function of home care. The findings from the Saskatchewan study appear to be counter-
intuitive and refute widely held beliefs regarding the benefits of preventive home care. Theissue
of the relative effectiveness of maintenance and preventive home care is not ssimply a matter of
academic interest. A number of jurisdictions, including British Columbia, have started, or are
starting, to discharge people on homecarewho havelow level careneeds. If the Saskatchewan study
actually reflects reality this may not be such abad thing, but if it does not, current policies may be
causing both significant hardships for individuals and increases in overall costs to the health care



system. The policy to discharge low level home care clients needs further study because of the
significant and real consequences this policy may be having on Canadians.

Our study responds to the need for further research on the maintenance and preventive
function of home care. We have used a unique British Columbia data set to analyse the costs and
outcomes of care for comparable people who did, and did not, receive home care. This report
presents the results of our analysis.

The province of British Columbiainstituted apolicy to cut from servicelow level homecare
clientsinlate 1994. Most of the actual cutsoccurred inthefirst half of 1995. Thissituation allowed
for a natural experiment in which clients who were cut from service in one Health Unit could be
compared to similar clients in other Health Units who were not cut from service, as not all Health
Unitsimplemented the policy at the sametime, or in the sameway. Thus, we were ableto compare
clients who were cut versus those who remained in service for the year prior to cuts and the three
years after cuts.

In terms of research design, a quasi-experimental design was adopted for this study. The
following shows our research design in schematic form

Period One | Period Two | Period Three | Period Four
(Year prior | (First Year (Second Year | (Third Year
to Cuts) After Cuts) After Cuts) After Cuts)
Comparison Group (clients Average Average Average Cost | Average Cost
who were not cut from Cost! Cost
service)
Experimental Group (clients | Average Average Average Cost | Average Cost
who were cut from service) Cost Cost

*Average cost is the average of the total costs of service related to hospitals, physicians, drugs and
continuing care for each client.

In this study, the primary outcome variables are service utilization (as a proxy for health
status) and costs. Costs and utilization were analyzed for hospital services, physician services,
pharmaceuticals, long term careand extended (chronic) carefacilities, home nursing and community
rehabilitation, home support (homemakers and personal care) and adult day care services.

Given the data available, it was decided to compare the regions with no cuts to those with
severe cuts. This was done because some clients end service every month irrespective of policies
around cuts. The available data did not allow us to clearly distinguish which clients were cut due
to policy and which would have ended servicein any event. Thus, by focusing on regionsthat made



severe cuts over a short period of time one maximizes the relative proportion of clients who were
cut due to policy rather than through the natural flow of events.

There were two urban Health Units that made no cuts and one urban Health Unit and a
suburban/semi-rural Health Unit located fairly close to large urban centres that made severe cuts.
These four Health Units were selected for analysis as they exemplify most closely a naturad
experiment in which, during the same period of time, two Health Units had severe cuts and two had
no cuts. Thetwo Health Unitswith cutswill be designated in thisreport asHealth Units 1 and 2 and
the two Health Units without cuts will be designated as 3 and 4.

In our analysiswe used the foll owing costs to government based on the 1996/97 fiscal year.

Per diem acute care hospital rate and day surgery rate $525.00
Per diem for other hospital days (excluding Extended Care) 200.00
Per hour homemaker rate 22.46
Per visit professional home care services (nursing, PT/OT) 60.00
Per diem for adult day care 70.00
Facility Care Personal Care 39.60
(Per diem) Intermediate Care 1 62.71
Intermediate Care 2 76.65
Intermediate Care 3 98.96
Extended Care 115.00
Medical Services Plan (MSP) Costs Actuals for each year
Pharmacare Costs Actuals for each year

It has been said that if you squeeze one part of the health system, it results in a bulge in
another part of the system. This can be seen in Tables 1 and 2 which provide data on service
utilization and costsfor the two Health Units with cuts and the two Health Units without cuts. The
differential in costs is essentialy attributable to a greater use of hospital beds, increased use of
homemaker servicesin the second and third year after the cuts, and increased rates of admission to
residential care.

It was found that there was no statistically significant difference in the average cost to the
health system between Health Unitswith and without cutsfor Period Two (thefirst year after cuts).
However, it appears that the differences in costs between the two groups increase over time as cost
differences between the two groups were significantly different for Period Three (the second year
after cuts) and Period Four (the third year after cuts). The difference in cuts between Period One,
and Periods Two, Three and Four combined, was also statistically significant. We also found that
a higher proportion of people who were cut from service died.
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Table 1: Per Person Average Service Utilization Beforeand After Cutsfor Health Units

With and Without Cuts

Period

Year Prior | First Year | Second Year | Third Year

toCuts | After Cuts | After Cuts After Cuts

Medical ServicesPlan | Cuts 47.65 53.29 53.05 48.34
(MSP) Units

No Cuts 44.89 47.73 45.93 44.09

Pharmacy Prescriptions | Cuts 20.64 22.37 25.11 25.89

No Cuts 16.80 17.60 19.28 19.30

Acute Care Hospital Cuts 2.39 572 6.24 6.35

;%Z(;,;'Cl ndngdey o cuts 1.94 4.18 4.41 4.87

Other Hospital Days Cuts 0.23 0.99 0.74 1.04

(excluding EC) No Cuts 0.49 0.70 0.92 0.86

Direct Care Vidgits Cuts 1.88 3.00 5.36 4.75

No Cuts 1.10 1.88 2.61 2.61

Homemaker Hours Cuts 74.21 28.58 94.69 116.47

No Cuts 71.40 67.63 67.00 70.26

Adult Day Care Days Cuts 1.49 1.26 1.36 1.63

No Cuts 1.17 1.54 2.00 2.45

LTC Facility Days Cuts 0.28 5.93 17.82 36.14

No Cuts 0.05 1.35 8.25 15.95




Table2:
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Per Person Average Costs of Care Before and After Cuts for Health Regions
With and Without Cuts

Period

Year Prior | First Year | Second Year | Third Year

toCuts | After Cuts | After Cuts After Cuts

All Costs Cuts 5,051.84 6,682.77 9,654.22 11,903.38

No Cuts 4,535.02 5,963.10 6,771.45 7,807.96

Medical ServicesPlan | Cuts 1,142.90 1,306.22 1,368.87 1,281.97

(MSP) Costs NoCuts | 1,085.33 | 1,189.83 119396 | 118267

Pharmacy Cost Cuts 705.20 746.91 693.48 713.46

No Cuts 577.26 579.96 544.57 556.88

Acute Care Hospital Cuts 1,256.42 3,005.50 3,277.29 3,333.71
Costs (including day

surgery) No Cuts 1,019.58 2,197.10 2,316.33 2,555.55

Other Hospitals Costs | Cuts 46.40 197.90 148.10 208.65

(excluding EC) No Cuts 97.69 139.83 183.61 172.49

Direct Care Costs Cuts 112.85 179.93 321.43 285.00

No Cuts 66.25 112.97 156.80 156.54

Homemaker Costs Cuts 1,666.68 641.82 2,126.63 2,615.95

No Cuts 1,603.58 1,518.89 1,504.80 1,577.97

Adult Day Care Costs | Cuts 103.96 88.33 95.52 11391

No Cuts 81.86 107.54 139.77 171.63

LTC Facility Costs Cuts 17.42 516.16 1,622.89 3,350.72

No Cuts 3.46 116.98 731.60 1,434.22
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We originally chose to look at Health Units with high proportions of cuts compared to the
average monthly cutsin the 1993/94 fiscal years to maximize the proportion of people who where
cut dueto the new policy. Theabovefindingsareinstructive but are based on atotal of four months
of cutsin two health regions. For thisreason, and because arelatively small proportion of people
accounted for theincreased costsin the“cuts’ group, we decided to conduct an additional analysis.
In this analysis we included all months for all Health Units (except 1 and 2), for the period
November 1992 to December 1995, which had relatively high rates of cuts (the months actually
selected ranged from November 1994 to August 1995). Using thiscriteria, thisnew cuts group was
based on data from 27 monthly periods for seven Health Units (Health Units A to G). The people
who were cut were compared with people from the same Health Units who were in service on
September 1, 1995. In this new analysis there were 532 people in the cuts group and 7,367 people
in the no cuts group. Table 3 presents the findings of this analysis.

While thereis some variation across Health Units, the general patternisvery similar to that
found in Table 2 where we compared Health Units 1 and 2 (with cuts) to Health Units 3 and 4 (no
cuts). Thus, theanaysisin Table 3 strengthensthe case made earlier in Table 2 that, particularly in
the second and third year after cuts, average health expenditures are higher for people in the group
which was cut from service compared to expenditures for people in the group without cuts.

Anadditional, qualitative study, conducted by GeorgialLivadiotakis, aGerontology Masters
student at Simon Fraser University isalso presented in thisreport in Appendix A. The dataare for
one health region which made cutsin 1999 and, thus, the results, though quiteinteresting, should be
seen as preliminary and should be interpreted with caution. Further research would be required to
corroborate these findings.

Personal interviews were conducted in seniors homes 19 to 21 months after their discharge
from Continuing Care. Each interview was conducted by an experienced Case Manager from the
health region who had no previous relationship with the client. During the interview, respondents
were asked: “ Overall, how are you coping since your home support service was eliminated and
you weredischarged from Continuing Care?” The opinionsand concernsof 137 respondentswere
summarized into 4 coping themes. These 4 coping themes were:

Betrayed and suffering in silence.
Picking up the tab.

| can do it better!

Mixed feelings.

El N
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Table3: Per Person Average Costsfor Other Regions With and Without Cuts
Period

Y ear Prior First Year Second Year | Third Year
to Cuts After Cuts After Cuts After Cuts
Health Unit A Cuts 5,469.76 5,237.01 11,102.38 | 10,926.55
No Cuts | 5,311.83 6,745.11 8,178.95 9,947.31
Health Unit B Cut 4,785.59 7,734.16 9,376.33 | 12,344.06
No Cuts | 5,182.34 6,544.29 7,559.50 8,277.09
Health Unit C Cuts 6,459.91 6,946.67 11,088.20 | 11,583.59
No Cuts | 5,049.23 7,775.58 8,827.62 9,086.23
Health Unit D Cuts 12,435.27 16,322.52 12,671.80 | 14,353.88
No Cuts | 4,782.60 6,196.91 6,891.25 6,449.88
Health Unit E Cuts 6,631.32 6,839.45 9,400.19 | 13,352.84
No Cuts | 6,425.17 6,957.00 8,559.67 9,940.16
Health Unit F Cuts 4,193.48 7,657.89 13,497.36 | 14,304.68
No Cuts | 5,804.44 7,231.07 8,648.56 | 10,595.55
Health Unit G Cuts 7,140.43 8,241.15 9,497.27 | 12,173.91
No Cuts | 4,526.45 6,768.68 7,154.75 8,175.79
Health Units A-G Cuts 6,077.39 7,176.96 10,012.95 | 12,519.86
No Cut 5,082.59 7,007.55 7,971.19 8,631.09
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The first theme, betrayed and suffering in silence, included 40 respondents who reported
someform of hardshiptothemselvesasaresult of performing their housekeeping tasksontheir own.
Respondents who revealed that they were suffering in silence commented on the difficulties
associated with compl eting the task, that their health had been affected, that their home was not as
clean as it should be and noted financial hardships related to their inability to pay privately for
services. Emotional responses of feeling lonely, abandoned and betrayed were heard from an
additional 5 respondents. These seniors made referenceto being lonely. Asonerespondent replied,
“you talk to nobody, you see nobody.” Two respondents made reference to both suffering in silence
combined with feelings of being abandoned, lonely and betrayed. For the majority of the above
respondents, their loss of house cleaning service meant that they had to perform the tasks on their
own, despite the effect it had on their life.

In regard to the second theme, some 40 clients were able to pay privately for care or were
able to obtain additional help from family and/or friends. Some 39 respondents in the third theme
group indicated that they were coping with little or no problem as they were more independent
compared to when they were receiving service. Some also indicated that they had not been very
satisfied with the service they had received. The fourth theme was composed of responses which
cut across the first three themes.

It appears from both the quantitative and qualitative data in this report that ignoring the
mai ntenance and preventive aspects of home care may not only lead to increased costsin the overall
health system, but may also lead to suffering and emotional distressfor asignificant portion of the
people who are cut from care. The data also reveal that many of the people who are cut from home
care come back into the continuing care system, possibly in worse health than if they had never | eft.
Thisrepresentsashortening of the quality of lifefor asignificant portion of peoplewho are cut from
care. These are clearly negative consequences in both human and fiscal terms.

The findings from this study once again underscore the complex inter-connections in the
health care system and the notion that making changes in one part of the health care system may
affect other parts of the system. Thisisimportant because aslong as decisions are made in one part
of the system, to deal with pressures facing a particular department, division or branch, without
greater consideration of the consequences of policy choices on the larger whole, unseen,
unanticipated and perhaps unintended and negative consequences may arise.

There arethose who would characterize home careasa“frill” or “boutique”’ program. Given
the findings in this study, and the inter-connected nature of the health system, home careis clearly
not a “frill” or “boutique” program. Rather, it is central to the success of health reform and to
making theoverall health care system function moreefficiently and effectively. Homecareiscentral
to the health care system because it can often prevent or delay, and substitutefor, admission to acute
care hospitals and long term care facilities, at alower cost of care. Thus, it appearsto be central to
the achievement of future efficiencies which arise from providing lower cost home care services
instead of higher cost institutional services. Thissaid, itisclear that thereisstill animportant role
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for acute care hospitalsand long term carefacilitiesin caring for clientswith high care needs, or very
ill clients.

Thefindingsof thisstudy also raisepolicy challenges. For example, policy makerswill have
to grapple with the second sub-group of peoplewho coped with the cutsby paying for service and/or
having family members/friends take on care responsibilities previously funded by the state. The
choiceto be madeisto determinewhat isthe appropriaterole of the state in providing care. Isit the
responsibility of the state to pay for cleaning services asaway to maintain home care clientsat their
optimal level of functioning, and to reducetheir rate of deterioration (when such servicesaredeemed
to be needed by a professiona case manager)? That is, are some of the basic and more “socia”
services provided in home care the responsibility of the state or of individuals and families? The
cuts in service to home care clients appear to represent not only an offloading of support from the
state to individuals and their families, but also, a shift in philosophy from a universal model of care
where everyone is entitled to basic servicesto aresidual social welfare philosophy in which those
with “independent” means pay for serviceand the state only paysfor those who cannot afford to pay.
In fact, the cuts actually go further and reflect a policy of disenfranchising people from care
altogether in that even people receiving the minimum state allowance of Old Age Security and the
Guaranteed Income Supplement (OAS/GIS) were cut from service.

Administering the health care system is not easy. It is a complex system with powerful
interest groups and a product which is near and dear to every Canadian. There are many excellent
administrators and policy makersin our health care system. Itisalso not possibleto fully know the
outcomes of many decisions until after they have been implemented. Given that these factors are
also redlities, it is imperative that key policy decisions are actively studied to identify their
consequences. This means afull and meaningful embrace of evidence-based decision making and
the provision of adequate resources to provide the needed data and analysis, coupled with a
willingness to move quickly to change and improve policies on a continuous basis and not just in
the face of afiscal or political crisis. In addition, it may be useful (and this, too, often occurs
already) to institute a philosophical review in the policy process in which the inherent philosophy
of agiven policy is matched to the overall philosophy of aregion or Ministry of Health, and to the
philosophical underpinnings of the health care system itself.
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1 INTRODUCTION

In the fall of 2000, Health Canada initiated a Request for Proposal for an evaluation of the
maintenance and preventive function of home care. This step was taken due to the small number of
existing research studies on this type of home care and the conflicting nature of the findings which
currently exist. There is now some urgency to this matter in light of a recent study from
Saskatchewan by the Health Services Utilization and Research Commission (HSURC) (HSURC,
2000) which found that “ Seniorsreceiving preventive home carearemorelikely to die or loose their
independence than seniors not receiving this service” (p. 7). These findings run counter to widely
held beliefs that maintenance and preventive home care reduces the rate of functional decline, leads
to a better quality of life and reduces health care costs.

The purpose of Health Canada's request for proposal was “to contribute to a better
understanding of the obj ectives, services, clients, health benefitsand cost-effectivenessof thismodel
of home care, both in terms of inputs for clients and for provincial/territoria health systems.”

2. BACKGROUND AND RATIONALE
2.1 Rationalefor the Study

TheReport onhome carepublished in 1990 madeasignificant contributionin outlining three
models of home care (more recently these three models have come to be referred to as the three
functions of home care). The three functions are defined as follows:

. The acute care substitution function, where home care meets the needs of people who
would otherwise have to remain in, or enter, acute care facilities;

. Thelongterm caresubstitution function, where home care meetsthe needs of peoplewho
would otherwise require institutionalization; and

. The maintenance and preventive function, which serves people with health and/or
functional deficits in the home setting, both maintaining their ability to live independently
and, in many cases, preventing health and functional breakdowns, and eventual
institutionalization.

(Adapted from Federal/Provincial/Territorial Subcommitteeon Long Term Care 1990, p. v.)

Dueto thefiscal restraint of the 1990s, and due to the high cost of care in hospitals and long
term care facilities, there has been an emphasis to date on studying the extent to which home care
can be a cost-effective substitute for institutional care. There is some emerging evidence that home
care is more cost-effective than care in acute care hospitals or long term care facilities, in the
Canadian context. (HSURC, 1998; Hollander, 1999). There has been a growth in the volume of
Canadian research on the acute care and long term care substitution models of home care. Thisis
typified by the range of home care studies funded by Health Canada’s Health Transition Fund,
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overal, and its National Evaluation of the Cost-Effectiveness of Home Care (Hollander and
Chappell, 1999).

In contrast to the above, there has been little Canadian research on the maintenance and
preventivefunction of homecare. Thefindingsfrom the Saskatchewan study (HSURC, 2000) appear
to be counter-intuitive and refute widely held belief sregarding the benefits of preventive home care.
The issue of the relative effectiveness of maintenance and preventive home care is not smply a
matter of academic interest. A number of jurisdictions, including British Columbia, have started, or
are starting, to discharge people on home care who have low level care needs. If the Saskatchewan
study actually reflectsreality thismay not be such abad thing, but if it doesnot, current policies may
be causing both significant hardshipsfor individualsand increasesin overal coststo the health care
system. The policy to discharge low level home care clients needs further study because of the
significant and real consequences this policy may be having on Canadians.

Our study responds to the need for further research on the maintenance and preventive
function of home care. We have used a unigque British Columbia data set to analyse the costs and
outcomes of care for comparable people who did, and did not, receive home care. This report
presents the results of our analysis.

2.2 TheBritish Columbia Context

In British Columbia, Assessors/Case Managers do initial assessments of clients, provide
ongoing monitoring of client needs, assign levels of care on afive level classification system, and
authorize service based on client needs. Thus, thereisregular review and monitoring of all clients,
and their care needs, over time in the British Columbia Continuing Care system. Included in this
system are client assessment and case management, home care, home support, and residential long
term care and chronic care services, required by the elderly and personswith disabilities (Hollander
and Pallan, 1995).

Duringtheearly 1990s, rel atively adequatefundswere avail ableto support increasesin home
care utilization as well as the increasing salaries of home support workers. This funding was
available for two reasons. The first was that fiscal restraint had not yet hit British Columbia as,
unlike much of Canada, British Columbia was generally able to avoid the recession of the early
1990s. Another factor was a planning and resource allocation model which was implemented in
1990 which diverted funds allocated by Treasury Board for increases in population changes for all
Continuing Care clients, including residential care clients, to home care services, on a planned and
pro-active basis. However, in the 1994/95 fiscal year, British Columbia began to feel pressure on
government revenues. Thisresulted in many areas, including home care, receiving relatively status
guo budgets which would not cover the full costs of the anticipated demands on service utilization.

Given the above situation, officialsin the Continuing Care Division of the British Columbia
Ministry of Health and Ministry for Seniors (hereafter the Ministry of Health) conducted areview
of alternatives to cope with the ssmultaneous pressures of minimal budget increases and added
pressure on utilization. A variety of measures were considered including efforts to reduce costs by
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salary rollbacks, promotion of theentry of new, lower cost, providers, and increased user fees. Itwas
believed that the most feasi ble approach would beto al ocate resourcesbased onrel ative need. Thus,
it was decided in June, 1994, to send out a directive to the Health Units across British Columbiato
stop admitting Persona Carelevel clients(Persona Careisthelowest of thefivelevelsof careused
in British Columbia) and to shift the resourcesto people at higher carelevelswho had greater needs
for care. Thedirective was clear that exceptions could be madeif the alternative would be to admit
aperson to facility care, and for other extenuating circumstances.

It subsequently became clear that the restraint of fiscal 1994/95 would continue into the
future. Thus, further communicationswereheld withHeath Unitsinthefall of 1994. Subsequently,
Health Units moved to discharge clients at the Personal Care (PC) and Intermediate Care 1 (IC1)
levels (the next lowest level of care need). Thisactivity was codified in amemorandum sent out in
June 1995 which encouraged Health Unitsto no longer admit clientsat PC and IC1 levels, to reduce
housekeeping for clientswith higher care needsto four hours per month, and to discontinue service
for PC and IC1 clientswho only required housekeeping services. Room for somediscretion wastill
provided.

Most of the cutsto service occurred in thefirst six monthsof 1995. Intheearly fall of 1995,
program staff were instructed to stop discontinuing service to clients. In the spring of 1999 some
Regional Health Authorities started a second round of cutsto PC and IC1 clients to deal with their
own fiscal pressures.

An overview of the impact of not admitting new clients, and discontinuing service for
existing clients, is presented in Table 2-1 which shows the number of starts and ends of service. In
British Columbia, servicesfor clientsareauthorized usinga“ careadvice’ or “ service authorization”
form. Anytimeaserviceisadded, or dropped, or thereisany other changeto the client’ s status, the
existing serviceauthorizationisended and anew service authorizationisstarted. Thus, thenumbers
in Table 2-1 relate to changes in service status. Any given client could have one, or more, such
changes.



Table2-1:  Service Starts, Ends and Net Change for Personal Care Level Home Care
Clientsin British Columbia: Fiscal 1992/93 to 1998/99

Fiscal Year Care Episode Starts | Care Episode Ends Net Change
1992/93 8114 5135 2979
1993/94 7869 4973 2896
1994/95 4199 7182 -2983
1995/96 2136 5057 -2921
1996/97 1660 2356 -698
1997/98 1398 1645 -247
1998/99 908 2536 -1628




3. LITERATURE REVIEW
3.1 | ntroduction

The existing literature evaluating the cost-effectiveness of the maintenance and preventive
function of homecareisrelatively limited. Whileacomprehensiveliterature research was conducted
using Medline and Health Star, relatively few documents were found on this topic.

In reviewing the materials obtained it was ascertained that there were very few Canadian
studies on the maintenance and preventive function of home care. In addition, the concept of the
three model s or functions of home care, which iswidely used in Canada, does not appear to be used
intheinternational literature. Similarly, linkages between levelsof careand preventiveactivitiesare
generaly not found in the international literature. The most relevant studies in the international
literature typically focus on certain types of preventive programs, rather than on the broader
preventive functions of home care per se. Thus, this chapter will have two primary parts, a section
on Canadian studies of the preventive aspects of home care and a section on international studies of
particular preventive programs. It isinteresting to note that Canadian studies tend to have negative
findings on the efficacy of preventive home care while the international literature has a number of
examples of cost-effective models of specific preventive interventions,

3.2 Canadian Studies on the M aintenance and Preventive Function of Home Care

Five Canadian articles were found on prevention and home care, two of which provide a
direct evaluation of the cost-effectiveness of thisapproach and one which evaluates a particular type
of service, the quick response team. There are generally considered to be the three levels of
prevention. They are:

. Primary Prevention which focusses on genera preventive activities for a population and
includes programs such aslifestyle counselling and immunization. Specific activitieswould
include the promotion of regular aerobic exercise, tobacco reduction and safe driving
initiatives.

. Secondary Prevention which focusses on the identification of individuals at risk through
preventive activities related to early detection of subclinical disease by screening or case
finding to prevent disability. Examples of such activities include screening questionnaires
for problem drinking, hearing impairment and diminished visual activity, and regular
mammography and clinical examinations for breast cancer.

. Tertiary Prevention whichfocusseson minimizing disability and handicap from established
diseases.

(Adapted from Patterson and Chambers, 1995)
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Our study focusses primarily on tertiary prevention aimed at allowing people to function at
their optimal capacity and reducing the rate of deterioration in health and functional status.

Patterson and Chambers (1995) note that while there is some evidence for the effectiveness
of primary and secondary prevention, the evidence on tertiary prevention seemstoindicatethat itis
not cost-effective in regard to improving the functional status of older people. They notethat there
is greater utilization of community services such as physiotherapy, domestic help, and chiropody,
and that there are more referrals for specialist opinions (Patterson and Chambers, 1995, p. 1614).

With regard to Canadian studies on specific program interventions, Darby (1992) found that
a Quick Response Team in the Greater Niagara Hospital in Ontario was able to prevent 206
admissions from the Emergency Department to the hospital of frail, elderly adults, out of 237
referralsover a12 month period. While Darby does not provide acost comparison, he doesindicate
that by being able to send people home, with enhanced services, the Quick Response Team wasable
to free up the equivalent of 8 to 10 beds for a one year period.

Withregard to methodsrel ated to costing home care servicesand servicesprovided by family
caregivers, Jacobs and McDermott (1989) conducted a study entitled “Family caregiver costs of
chronically ill children: Method and literature review.” Whileit is beyond the scope of our study to
assessthe cost impactson theinformal care system, the paper by Jacobsand M cDermott can provide
useful guidance for future research.

There were two Canadian studies which were specifically designed to evaluate whether or
not preventive home carefor lower level care clientsiscost-effective. Thefirst study was conducted
in Lachute, Québec by Contandriopoulos, Tessier and Larouche (1986). The study looked at two
different cohorts, one before a home care service was introduced and one after it was introduced.
The hypotheses in the study were the following:

Setting up home aid services will decrease the utilization of health care resources by those
65 and over (global impact).

The establishment of home aid services will decrease the utilization of the resources of the
health care system by the program’ s clients (specific impact).

(Contandriopoulos, Tessier and Larouche, 1986, p. 733)

The authors used multiple regression to study the impacts of socio-demographic, economic
and health status variables, and the presence or absence of home care, asindependent variables. The
utilization of hospital inpatient services, emergency and outpatient hospital services, physician
services, and home care services, were used as dependent variables. While the authors only present
findingsfor the use of hospital servicesthey note that the results were similar for all of the services.
In both the global and specific impacts analyses the presence of home aid services was not a
significant variablein regard to the use of hospitals or other services. Thetwo variableswhich were
significant were age and the number of tests or examinations the client had received.
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The second Canadian study was conducted in Saskatchewan (HSURC, 2000) and was a
retrospective, observational cohort study which used administrative data. Some 26,490 seniorsfrom
across Saskatchewan werein the sample of whom 36 percent (9,524) received preventive home care
(defined asbeing at level 1 or 2 of afour level classification system) and nine percent (2,484) were
in seniors housing. This cohort of seniors was studied for eight years. The mgor findings of the
study were that 50 percent of those receiving preventive home care were more likely to lose their
independence or die than those not receiving thisservice. In addition, costsfor clientson preventive
home care were three times as high as for clients not receiving this service.

Given the data the researchers had to work with, the methods seem appropriate. However,
there are a number of issues that could have affected the results of the study. The first issueisthe
extent to which the researchers were able to have true comparability between clients on home care
and those not on home care. The authors note that they had alimited number of variableswith which
they could adjust the non-home care subjectsin the study. This could be a serious limitation as the
people who are accepted into a home care program must have care needs sufficient to make them
eligible for services. In addition, the fact that home care services are available is widely known or
easily discovered by prospective clients or family members making afew phone callsto the health
region office or to their physician. Thus, there is good reason to believe that individuals on home
care have higher care needs, and greater functional deficits, than those who are not on home care
becauseif the non-home careindividual s had the same needs, many of them would have applied for,
or been “self-selected” into, home care services.

A major shortcoming of the study was that the research team did not have data on the
functional status of clientsnot in home care. Asclassification systemsin Canadafor the elderly and
people with disabilities rely heavily on functional status (the ability to perform activities of daily
living such as bathing and eating) and, in some jurisdictions, the ability to perform instrumental
activities of daily living such as shopping, it would be difficult to make statistical adjustments to
truly match clientson home care, and not on home care, without information on the functional status
of the subjectsin the study. Thus, there is some question about the comparability of the home care
and non-home care subjects in the Saskatchewan study. In addition, the study did not have
information ontheavailability of informal supports, another important factor that can haveanimpact
on service utilization and health outcomes.

In order to address these issues of selection bias several sets of statistical adjustments were
made.* Even though we have no reason to believe that the adjustments were inappropriate, one has
to question the extent to which a series of different types of adjustments based on a limited
administrative dataset that |acksinformation about functional statuscan reflect thecomplex andreal

The HSURC team used survival analysis and propensity score analysisto test whether people on home
care were more likely to die than people not on home care. Given that people on home care were likely to be more
sick than the average person receiving health services, the researchers adjusted their results to standardize for
differences related to age, sex, previous health status, use of health services, and previous receipt of health services,
between the home care and non-home care clients.
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world dynamicsof the home care system and the characteristicsof homecareclients. Theresearchers
themselves recognized most of the above noted shortcoming in their study (HSURC, 2000).

3.3 International Studieson Specific Preventive Interventionsin Home Care

In the group of international studies, discussed below, which analyze particular home care
interventions, most studies had positive results. However, afew had negative or mixed results. In
astudy of comprehensive rehabilitation services for elderly homebound patients with arthritis and
orthopedic disability it was found that there were no overall significant differences in functional
scores, ingtitutionalization or contentment between clients receiving a goal oriented outreach
rehabilitation program and those receiving usual care (Liang, Partridge, Larson, Gall, Taylor,
Berkman, Master, Feltin and Taylor, 1984).

Mixed resultswerefound by Stuck, Aronow, Steiner, Alessi, Blla, Gold, Y uhas, Nisenbaum,
Rubenstein and Beck (1995) with regard to atrial of in-home comprehensive geriatric assessment
for elderly peopleliving inthe community. Thiswasathree-year, randomized, controlled trial of in-
home comprehensive geriatric assessment and follow-up for people 75 years of age or older living
in the community. There were 215 people in the intervention group and 199 people in the control
group. Thelatter received regular medical care. Nine peoplein the intervention group compared to
20 in the control group were permanently admitted to nursing homes and, after three years, 12
percent of surviving participantsin the intervention group, compared to 22 percent of peoplein the
control group required assistance in performing the basic activities of daily living. That is, a higher
proportion of clients had deteriorated in regard to their functional status over time in the control
group. However, the proportion of peopl e needing assi stancewith theinstrumental activitiesof daily
living did not differ significantly between the two groups. Similarly, the number of admissions to
acute care hospital, and short term nursing home stays, did not differ significantly between the two
groups. In the second and third year of the study the intervention group members had significantly
higher numbers of visits to physicians than the control group members.

There were two studies related to the impact of home care services on preventing re-
admissions to hospital. Melin and Bygren (1992) in a Swedish study evaluated the impacts of a
primary home careintervention program for people discharged from ashort stay hospital. Some 249
clients were randomly assigned to the intervention group (150) and to the control group (99). The
intervention group received service from a physician-led primary home care and home assistance
team providing 24-hour service. The control group received standard care. The clientsin this study
were frail elderly individuals with higher level care needs. At 6-month follow-up, the intervention
group members showed significant improvements in the instrumental activities of daily living
(p.<.04) and outdoor walking (p.<.03). They al so used | esslong term hospital services(p.<.001) than
controls. Unfortunately, the authors do not provide a comparative cost analysis for the two groups.

The second study was an American study which looked at hospital re-admissions for
congestive heart failurefor 142 clientswho received anurse-directed multidisciplinary intervention
comprised of client and family education, aprescribed diet, social service consultation, planning for
early discharge, areview of medications, andintensivefollow-up, and 140 control group clientswho
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received conventional care. The number of re-admissions for heart failure was reduced by 56.2
percent in the treatment group compared to 28.5 in the control group. In a subgroup of 126 clients,
quality-of-life scoresat 90 days post dischargeimproved morefrom baselinefor thetreatment group
compared to the control group (p.<.001) and, because of the reduction in hospital re-admissions, the
overall cost of care was $460 (US) less per client in the treatment group.

Another important preventive program is that of preventing falls among the elderly. Rizzo,
Baker, McAvay and Tinetti (1996) conducted acost-effectivenessstudy of amultifactorial, targetted
prevention program for fallsamong community living elderly persons. Their study consisted of 301
participants aged 70 years of age or older who possessed at |east one targetted risk factor for falling.
Some 153 participants were randomly assigned to the treatment group and received a combination
of medication adjustment, behavioural recommendations, and exercises, determined by their baseline
assessment. The remaining 148 participants were randomized to the control group and received a
series of home visitsby asocia work student. Thefindings of the study werethat, overall, the mean
health care cost was $2,000 (US) lessfor the treatment group than the control group. Thisreduction
in cost was due to lower overall health care costs and fewer falls. Subgroup analysis indicated that
within the treatment group, the strongest effectswere for individuals at high risk of falling, defined
as having at least four of the eight targetted risk factors.

Mann, Ottenbacher, Fruss, Tomitaand Granger (1999) conducted astudy of theeffectiveness
of assistive technology and environmental interventions in maintaining independence and reducing
home care costsfor thefrail elderly. Thiswasarandomized controlled trial of 104 home based frail
elderly persons living in western New Y ork state. All 104 participants received a comprehensive
functional assessment. The 52 people in the treatment group received assistive devices and
environmental interventions depending on their needs. The 52 clientsin the control group received
usual care services. After an 18 month intervention it was found that scores for the Functional
Independence M easure (FIM) werereduced for both groups but that therewasasignificantly greater
declinefor the control group. While the costs of assistive devices and environmental interventions
were higher for the treatment group ($2,620) than the control group ($443), the control group had
significantly greater expenditures for institutional care ($21,846 versus $5,630) and, surprisingly,
for nurse and case manager visits ($1,035 versus $536). The authors note that there was no
statistically significant difference for overall costs even though the average cost per person was
$14,173 for the treatment group and $31,610 for the control group.

Johnson, Wheeler, Deuser and Sousa (2000) conducted an evaluation of the Kaiser
Permanents Tele-Home Headth Care project. The objective of this study was to evaluate the
effectiveness of remote video technology in the home care setting. This was a quasi-experimental
study conducted from May 1996 to October 1997. Clientswererandomly assigned to acontrol group
(110) and an intervention group (102). Both groups received routine home health care consisting of
home visits and tel ephone contact. Thetreatment group received an interactive video system so that
clientsand formal caregiverscould seeandtalk to each other inreal time. Peripheralsfor thissystem
included an analog stethoscope, digital blood pressure machine and a magnifying lense that could
be attached to the camerafor closeup viewing. While there were no differencesin quality of care or
client satisfaction indicators, the total mean cost, excluding home care costs were $1,948 (US) for
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theintervention group and $2,674 (US) for the control group. The cost for home health care services
were $1,830 for the intervention group and $1,167 for the control group. Thus, on the surface it
appears that the costs were about even for the intervention and control groups ($3,778 versus
$3,841), however, the full costs of the video equipment and peripherals were included in the cost
calculations for the treatment group. The authors note that if the costs of this equipment were
depreciated over time, this would result in an average savings of some $900 per client in the
treatment group, that is, a cost of $2,878 instead of $3,778. It is aso interesting to note that the
productivity standard of personal, in-home visits to clients per day was 5 to 6 visits. The authors
note, however, that it was possible to do 15 to 20 video visits per day.

Finally, Burke and Andrasik (1989) report on a home versus clinic based biofeedback
program for pediatric migraine. They studied 9 children aged 10-14 in a series of single-subject
clinical replication studiescomparing: clinic based and therapi st administered, home based and child
administered, and home based and parent administered, biofeedback treatment formats. While they
do not provide cost estimatesthey concludethat “ ... home-based treatment may represent an equally
efficacious and more cost-effective aternative to traditional clinic-based treatments.” (Burke and
Andrasik, 1989, p. 434). They also found that the effects of treatment were stable and that results
were maintained through a one year follow-up period.

34 Conclusions

There are clearly mixed findingsin theliterature. It isinteresting to note that some specific,
targetted preventive programs do appear to have a positive impact while the provision of home care
services, in general, does not appear to have apositiveimpact. From the existing, although limited,
literature these findings seem relatively consistent. However, at least part of the negative findings
may be related to the choice of outcome measures. For people with limited functional impairments,
morbidity may not be an ideal outcome measure because many other factors could intervene over
timeto produce thisresult. Also, improvementsin the activities of daily living and the instrumental
activities of daily living may not be useful measures because it is difficult to reverse functional
decline. Home care services are “care” servicesrather than “cure” services. Thus, measuresrelated
to the ability to function at optimal capacity and measures related to the comparative rate of
deterioration may be more appropriate outcome measures. In addition, service utilization rates, over
time, for arange of health services would also be appropriate measures as one would expect faster
deterioration, and more use of health services, for people who do not receive care, compared to
people who receive care.
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4, DESIGN AND METHODS
41  Design

In terms of research design, aquasi-experimental design was adopted for the main analysis.
Our study is a retrospective study which compares clients who experienced service cuts in two
regions with clients from two similar regions where cuts were not made. The following shows the
research design in schematic form.

Period One | Period Two | Period Three | Period Four
(Year prior | (First Year (Second Year | (Third Year
to Cuts) After Cuts) After Cuts) After Cuts)
Comparison Group (clients Average Average Average Cost | Average Cost
who were not cut from Cost! Cost
service)
Experimental Group (clients | Average Average Average Cost | Average Cost
who were cut from service) Cost Cost

*Average cost is the average of the total costs of service related to hospitals, physicians, drugs and
continuing care for each client.

In this study, the primary outcome variables are service utilization (as a proxy for health
status) and costs. Costs and utilization were analyzed for hospital services, physician services,
pharmaceuticals, long term careand extended (chronic) carefacilities, home nursing and community
rehabilitation, home support (homemakers and personal care) and adult day care services.

Sampl e selection proceeded in several steps. To ensurethat we had datafor at |east two years
prior to the cuts, and to be able to study whether or not cuts had impacts on clients at other levels of
care, we selected all new and existing clients in continuing care for the 1992/93 fiscal year to the
1998/99 fiscal year. Data were obtained from the linked database at the University of British
Columbia. The next step included atime seriesanalysis of the end of service segmentsfor Personal
Care clientson Home Care to determine when the cuts appear to have been madein each region and
to identify clients whose services were cut in each region. This analysis enabled us to select two
Health Unitswith steep cutsand two Health Unitswith essentially no cuts. Wealso analyzed clients
at the Intermediate Care 1 level but the cuts to this group were less severe than for Persona Care
clients. Thus, for this study, we focused our analysis on Personal Care clients.
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4.2 Methods

4.2.1 DataCleaning

The data used for the analysis in this study were obtained from the University of British
Columbia (UBC) which maintains a linkable longitudinal database with data for hospitals,
physicians, drugs, continuing care, mental health and some aspectsof vital statistics. UBC'sCentre
for Health Services and Policy Research (CHSPR) has done extensive work to link data by
developing probabilistic linkages. Tests indicate a very high degree of accurate matches. More
recently, after the advent of the unique health number in British Columbia, linkages have been made
using this unique health number (Chamberlayne, Green, Barer and Hertzman, 1998).

Oncethedatawere obtained, an extensive process of cleaning thedatawasundertaken. Each
data set was analyzed for potential datarelated problems by inspecting the ranges of each variable
to be used in the analysis. MSP and Pharmacare data provided information on the number of
billings, prescriptions and costs. Numerous types of distributions, including unit costs and service
utilization distributions, were analyzed. The drug-related data used for this study are Pharmacare
Schedule A datawhich are datafor all community dwelling individual s 65 years of age or older and
Pharmacare Schedule B datawhich are datafor individualsin long term carefacilities. ScheduleB,
however, does not include the costs of drugsin extended care facilitieswhere drugs come under the
pharmaceutical portion of the hospital budget.

Inthe BC continuing care system extended care clientsare generally treated in extended care
units which may be stand alone hospitals, or wings of acute care hospitals. Their bed days are
recorded in the hospital database. However, in order to obtain access to such hospital based
extended care services, clients must be assessed through continuing care. Thus, the continuing care
database contains a record of extended care clients even if they are in extended care wards in
hospitals.

The document used to authorize accessto all long term care servicesis the “ Care Advice’
form. A care advice form is completed to order services for new clients. After theinitial service
order, a care advice form isfilled out for any change from approved service such as a change of
service, achange in care level, discharge or death.

It was found that there were overlaps in dates between extended care and acute care staysin
hospital. Thus, there may have been less than optimal recording of internal transfers within
hospitals. In addition, stand alone extended care hospitals do not complete hospital abstracts and,
thus, are not included in the hospital database. In order to deal with these issues it was decided to
base the estimate of the number of extended care days in this study on information from the care
adviceform. Giventhat extended care hospital dayswere cal culated based on the care adviceform,
the extended care flag in the hospital data was used to exclude al extended care days from the
analysis for counts of days in acute care hospitals. However, all other types of hospital days are
included in the count of acute caredays. For the analysisin this study, we separated acute care days
from other types of hospital days such as rehabilitation, discharge planning units, geriatric



-13-

rehabilitation and long term care (i.e., long term care eligible clients occupying an acute care bed).
We counted day surgeries as constituting one acute care day.

While it appeared that the database for direct care services (nursing, PT/OT) was generally
reliableit had themost anomalies. Direct care servicesare not ordered through the same care advice
form aslong term care community services such as homemakers and adult day care. Dataon visits
are recorded every 6 months for active clients, and at discharge, on a separate direct care database.
Inspection of the data revealed clients who had very few visits and clients who had large numbers
of visits.

Direct care services can be provided on an intensive basis for short periods of time. Thus,
thefollowing exclusion criteriawere used for care episodes. A care episode (but not the client) was
excluded if it averaged more than five visits per day for stays of 1 to 14 days, more than four visits
per day for stays of 15 to 89 days and more than three visits per day for stays of 90 days or more.
In addition, care episodes which averaged lessthan 0.5 visits per month were also excluded. Policy
and common practice were used to derive these cut-off points. While complex clients may have
multiple visits per day, it is unlikely that many would have more than three visits per day for a
sustained period. If therewere such clientsit would mean the direct care costsreported in this study
are lower than the actual costs. The criterion of a minimum of 0.5 visits per month was based on
discussions with expertsin the area. While 0.5 visits per month is quite low, the practice was to
provide limited maintenance service for some clients. Some clients had no end dates and had no
apparent continuation of service. For these clients the date of the last update was used as the end
date.

With regard to homemaker hours, data were obtained from the care advice form which
designates the number of approved hours per month. However, given that some months have five
weeks, the practiceisto approve hours based on afive week month in order not to exceed approved
limitsin such months. Previousanalysisindicated that an estimate of 80 percent of approved hours
wasafairly accurate estimate of the actual hoursused. Thisanalysiswasconducted inthe 1980sand
was based on a comparison of approved hours with actual paid hours from the financial payment
database. This 80 percent ratio was used to estimate the hours of homemaker service provided to
clientsin this study.

No major adjustmentswere required for adult day care datafor which utilization isbased on
approved numbers of days per week (usually 1-2) from the care advice form, or for long term care
facility data.

Using the above data cleaning criteria, care segments which fell outside the criteria were
dropped. However, this data set was fairly clean and the number of segments deleted were
minuscule compared to the total number of care segments.
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4.2.2 Sample Selection

Once the data were cleaned, we selected the clients who were to be included in our study.
We also did one more check to ensure that we were not including people in our study who moved
out of province or, for some other reason, were absent from the province, by only including clients
who had at least one MSP claim after April 1, 1996, in our study cohorts. Thisreduced the sample
for the four Health Unitsin our analysis by 32 clients.

Given the data avail able, it was decided to compare the regions with no cuts to those with
severe cuts. This was done because some clients end service every month irrespective of policies
around cuts. The available datado not allow usto clearly distinguish which clients were cut due to
policy and which would have ended service in any event. Thus, by focusing on regions that made
severe cuts over a short period of time one maximizes the relative proportion of clients who were
cut due to policy rather than through the natural flow of events.

There were two urban Health Units that made no cuts and one urban Health Unit and a
suburban/semi-rural Health Unit located fairly close to large urban centres that made severe cuts.
These four Hedth Units were selected for analysis as they exemplify most closely a natural
experiment in which, during the same period of time, two Health Units had severe cuts and two had
no cuts. Thetwo Health Unitswith cutswill be designated in thisreport asHeath Units 1 and 2 and
the two Health Units without cuts will be designated as 3 and 4.

Table 4-1 presents datafor January to September, 1995, the period in which most cutswere
made. It can be seen that most of the cuts in both regions that experienced cuts were made during
atwo month period. The cutsgroup was composed of Personal Careclientscutin Region 1in April
and May, 1995 and in Region 2 in February and March of 1995. For the no cuts group, Personal
Care clients were selected for the study who were active clientsin Health Units 3 and 4 on March
1, 1995.

It should be noted that the end of service records are smply the end of a given segment of
care. For example, aclient could be receiving homemaker service and then also get adult day care.
There would be an end for homemaker service only and a start for homemaker and adult day care
services. Where segmentswere very closeto each other, we have combined them. Thisreduced the
number of caseswith endsof service. Also, some peoplere-started carewithin thefirst 14 daysafter
anend service. Inour analysisthese people aretreated asif they had not been cut. Thissignificantly
reduced the number of people in the group that experienced cutsin service. Thus, whiletherewere
some 1933 end of services records using the service authorization forms, there were, ultimately 763
individual clientsin the group which received actual cutsin servicesand 3,417 clientsin the no cuts

group.
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Table4-1. Comparison of Ends of Service for Health Units With and Without Cuts'

Month Ends of Service for Health Ends of Servicesfor Health
Units With Cuts Units Without Cuts

Heath Unit 1 | HealthUnit2 | Health Unit 3 | Health Unit 4

n % n % n % n %
January, 1995 6 43.6 85| 935 52| 68.1 18 | 108.5
February, 1995 10 72.7 896 | 985.5 41 | 53.7 12 72.4
March, 1995 13 94.6 | 450 | 495.0 33| 432 11 66.3
April, 1995 243 | 1789.1 98 | 107.8 42 | 55.0 15 90.1
May, 1995 344 | 2501.6 61| 67.1 64 | 83.8 16 96.5
June, 1995 24 174.6 51| 561 59 | 77.3 9 54.3
July, 1995 57 414.6 43| 473 46 | 60.1 7 42.2
August, 1995 39 283.6 27| 297 40 | 524 13 78.4
September, 1995 21 152.7 26| 28.6 40 | 524 2 121

Note: %isthe percent of end services compared to the average monthly end servicesin the 1993/94
fiscal year. Theterm no cuts group or “without cuts’ refers to the comparison group. Theseterms
refer to the fact that there were no significant increasesin end service records during the January to
September 1995 period, that is, there did not appear to be any cuts related to the new policy.
However, technically, there were some end service records for these Health Units but these were
consistent with end service records for the two years prior to the implementation of the policy to
institute cuts in service. The percentages of end services are less than 100 percent because of the
reduced number of Personal Care admissions to service after the summer of 1994.
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4.2.3 Satistical Tests

Interms of statistical tests, the test used for the main analysiswas an analysis of covariance.
Thistest was used because the differencesin average costs between the “ cuts” and “no cuts’ groups
werestatistically significantly differentinthebaseyear, that is, Period One, theyear prior to the cuts.
The analysis of covariance adjusts the dependent variable(s) (average costsin Periods Two, Three
and/or Four) so that the adjusted scores are what would be found if the scores for the two groups
were equivalent in the base year (Period One). In order to usethe analysis of covariance one should
have homogeneity of regression for thetwo sets of scores. It wasfound that thiscriteriawas not met
for Period Two (F=14.496, p. <.001), that is, the test showed that therewasastatistically significant
difference in the homogeneity of regression in Period Two, the first year after the cuts were made.
Thetest was, however, met in Periods Three (F=0.587, p.=.444) and Four (F=0.203, p.=.652). The
test for homogeneity of regression was borderline when the dependent variable was the sum of the
average yearly costs for Periods Two, Three and Four (F=4.171, p.=.041).

4.2.4 Unit Cost Allocations

The cost analysesin Tables 5-7 to 5-11 use the following costs to government based on the
1996/97 fiscal year.

Per diem acute care hospital rate and day surgery rate $525.007
Per diem for other hospital days (excluding Extended Care)  200.00
Per hour homemaker rate 22.46
Per visit professional home care services (nursing, PT/OT) 60.00
Per diem for adult day care 70.00
Facility Care Personal Care 39.60
(Per diem) Intermediate Care 1 62.71
Intermediate Care 2 76.65
Intermediate Care 3 98.96
Extended Care 115.00
Medical Services Plan (MSP) Costs Actuasfor each year
Pharmacare Costs Actualsfor each year

Facility costswere estimated from the 1998 Ministry of Health report entitled Home Support
Services, and extrapolations based on costs noted in Substudy 1 of the National Evaluation of the
Cost-Effectiveness of Home Care and the 1998 Ministry report. Given the datawe had, it wasfelt
that using actual costsfor M SP and Pharmacare would be preferable compared to avail able methods
of determining rates for Fiscal 1996/97 and extrapolating them to other years.

AWhile there were some minor differences in average Resource I ntensity Weights (RIW) between the
groups with cuts and no cuts, overall the RIW scores were amost identical. Our data did not have up-to-date RIW
scores for all of the yearsincluded in our study. Thus, we opted to use standard per diem rates for the two types of
acute care days. We also designated day surgery as being the equivalent of one day in an acute care bed.



-17 -
5. PRELIMINARY FINDINGS
51 | ntroduction

Asnoted earlier, the experience in British Columbia provided a natural experiment. There
are several interesting aspectsto thisexperiment. Oneisthe set of policy responses adopted by the
Health Units (Health Units were converted to Health Regions in the 1997/98 fiscal year) to the
direction given by the provincial Ministry of Health. There was what can be considered to be a
continuum of responses. A few Health Units did not appear to make any cuts but did manage to
reduce the number of admissions. Some Health Units made minor cuts and reduced admissions,
some made moderate cuts, some made fairly substantial cuts over several months and a few made
very significant cutsin ashort period of time. All Health Units restricted new admissions.

52  Mortality

The Saskatchewan study (HSURC, 2000) indicated that there was a higher proportion of
clientswho were in home care who died compared to clientswho were not in home care. Whilewe
are not convinced that mortality isa particularly good outcome indicator for people with fairly low
care needs, we conducted a parallel analysis. Table 5-1 provides data on the percentage of people
who died in the Health Units with and without cuts.

Ascan be seen in Table 5-1, death rates were higher for people who were cut from service.
How can we explain the difference in findings between our study and the Saskatchewan study? It
was noted in the Substudy 1 report of the National Evaluation of the Cost-Effectiveness of Home
Care that a significant proportion of people came into home care due to a health crisis. The
Saskatchewan study used statistical techniques to identify people who were comparable to people
on homecare. However, people not on home care, evenif they had similar care needs, may not have
gone through similar crisis episodes. Because all of the clientsin our study were already on home
care, morbidity related to the entry into home care was not an issue. The linkage of a hedlth crisis
to morbidity may, however, also explain the higher death rates, in our study, among the group that
was cut from service, as greater proportions of people who were cut from home care may have had
health crises than people who were not cui.

53 I nstitutionalization

If it isthe case that a consequence of being cut is potentially greater health problems, then
people who were cut from service may be more likely to die, as noted above, and to be
institutionalized. Table 5-2 presents data on the percentage of people who were admitted to along
term carefacility as apercentage of thetotal cohort. Dataare presented on the percentage of clients
admitted to afacility, some of whom may not have stayed for afull year, and on the percentage of
full time equivalent clients. The full time equivaent client data are based on the total days of
facility care divided by the daysin the year (365) to yield the equivalent to the number of persons
who would have remained in facility care for afull one year period.
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Table5-1: Relative Mortality Ratesfor Home Care Clients With and Without Cuts
Percent Who Died
Health Units With Cuts Health Units Without
(%) Cuts
(%)
First Year After Cuts 6.3 4.9
Second Y ear After Cuts 8.9 53
Third Y ear After Cuts 6.4 4.3
Cumulative Total 21.6 145
Table5-2: Proportion of ClientsWho Were Admitted to Long Term Care Facilitiesin the

Cutsand No Cuts Groups

Health Units with Cuts

Health Units Without Cuts

% of Actual % of FTE % of Actual % of FTE

Admissions Admissions Admissions | Admissions
First Year After Cuts 4.8 1.7 1.8 04
Second Y ear After Cuts 12.2 51 51 2.3
Third Year After Cuts 20.9 10.3 8.1 4.4
Cumulative Total 379 171 15.0 7.1
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Thereisclearly ahigher proportion of peoplewho were cut from service who were admitted
to facility care. Other analyses aso confirmed that people who were cut did come back into the
continuing care system but they tended to be at higher levels of care than the people who changed
care levels but were not cut. This, at least in part, accounts for the anomaly that in the second and
third years there were more homemaker hours for the group that was cut than for the group that
remained in care.

Thus, it appearsthat while some people are cut and can remain outside the system for some
period of time, and cost the same or less than people who remain in care, there is a significant
proportion of people who have ahealth crisis after they are cut. Some are able to cope for ayear or
so but many come back into care after being cut. They come back in acrisis and this accounts for
increased costs, death rates and rates of institutionalization.

Whiletheoriginal logic of cutting peoplewho only needed cleaning seemed reasonabl e, the
results appear to bethat while cuts may havefew ill effects on some people, othersendupinacrisis.
Itisthe peoplein crisiswho are most likely responsible for the result of increased overall costs, over
athree year period, for the group that was cut.

54 Utilization and Costs

It has been said that if you squeeze one part of the health system, it resultsin abulgein
another part of the system. This can be seen in Tables 5-3 to 5-4 which provide data on service
utilization and costs for the two Health Unitswith cuts and the two Health Units without cuts. The
differential in costs is essentiadly attributable to a greater use of hospital beds, increased use of
homemaker servicesin the second and third year after the cuts, and increased rates of admission to
residential care.

We conducted statistical testsof covariancefor Periods Two, Threeand Four and for thesum
of these three periods. It was found that there was no statistically significant difference in the
average cost to the health system between Health Units with and without cuts for Period Two (the
first year after cuts) (F=1.814, p.=.178). However, it appears that the differences in costs between
the two groups increase over time. The analysis of covariance for Period Three (the second year
after cuts) was significant (F=37.702, p.<.001) indicating that average health care expenditures for
people who were cut from service were significantly higher than for people who were not cut. As
noted in Table 5-4, this differential increased even further in Period Four (the third year after cuts)
and was again statistically significant (F=59.834, p.<.001). Thedifferencein costs between Period
One, and Periods Two, Three and Four combined, was also statistically significant (F=56.929,
p.<.001)® Data on the total three years combined, compared to the base year (Period One) are
presented in Table 5-5.

3For those who are more statistical ly inclined we a so conducted a multivariate analysis of covariance with
Period One scores as the covariates and the scores for Periods Two, Three and Four as the three dependent
variables. Theresults were, again, statistically significant (F (based on Wilks' Lambda) = 23.925, p.<.001).
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Per Person Average Service Utilization Beforeand After Cutsfor Health Units

With and Without Cuts

Period

Year Prior | First Year | Second Year | Third Year

toCuts | After Cuts | After Cuts After Cuts

Medical ServicesPlan | Cuts 47.65 53.29 53.05 48.34
(MSP) Units

No Cuts 44.89 47.73 45.93 44.09

Pharmacy Prescriptions | Cuts 20.64 22.37 25.11 25.89

No Cuts 16.80 17.60 19.28 19.30

Acute Care Hospital Cuts 2.39 572 6.24 6.35

;%Z(;,;'Cl ndngdey o cuts 1.94 4.18 4.41 4.87

Other Hospital Days Cuts 0.23 0.99 0.74 1.04

(excluding EC) No Cuts 0.49 0.70 0.92 0.86

Direct Care Vidgits Cuts 1.88 3.00 5.36 4.75

No Cuts 1.10 1.88 2.61 2.61

Homemaker Hours Cuts 74.21 28.58 94.69 116.47

No Cuts 71.40 67.63 67.00 70.26

Adult Day Care Days Cuts 1.49 1.26 1.36 1.63

No Cuts 1.17 1.54 2.00 2.45

LTC Facility Days Cuts 0.28 5.93 17.82 36.14

No Cuts 0.05 1.35 8.25 15.95
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Table5-4:  Per Person Average Costs of Care Before and After Cutsfor Health Regions
With and Without Cuts
Period

Year Prior | First Year | Second Year | Third Year

toCuts | After Cuts | After Cuts After Cuts

All Costs Cuts 5,051.84 6,682.77 9,654.22 11,903.38

No Cuts 4,535.02 5,963.10 6,771.45 7,807.96

Medical ServicesPlan | Cuts 1,142.90 1,306.22 1,368.87 1,281.97

(MSP) Costs NoCuts | 1,085.33 | 1,189.83 119396 | 118267

Pharmacy Cost Cuts 705.20 746.91 693.48 713.46

No Cuts 577.26 579.96 544.57 556.88

Acute Care Hospital Cuts 1,256.42 3,005.50 3,277.29 3,333.71
Costs (including day

surgery) No Cuts 1,019.58 2,197.10 2,316.33 2,555.55

Other Hospitals Costs | Cuts 46.40 197.90 148.10 208.65

(excluding EC) No Cuts 97.69 139.83 183.61 172.49

Direct Care Costs Cuts 112.85 179.93 321.43 285.00

No Cuts 66.25 112.97 156.80 156.54

Homemaker Costs Cuts 1,666.68 641.82 2,126.63 2,615.95

No Cuts 1,603.58 1,518.89 1,504.80 1,577.97

Adult Day Care Costs | Cuts 103.96 88.33 95.52 11391

No Cuts 81.86 107.54 139.77 171.63

LTC Facility Costs Cuts 17.42 516.16 1,622.89 3,350.72

No Cuts 3.46 116.98 731.60 1,434.22
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Table5-5: Summary of Per Person Average Costsfor Health Regions With and Without
Cuts
Period
Costsin Costsin 3 Percentage
Y ear Before Y ears After Changein Costs
Cuts Cuts over Three Years

% (%) (%)
All Costs Cuts 5,051.84 28,240.36 559.01
No Cuts 4,535.02 20,542.52 452.98
Medical ServicesPlan Cuts 1,142.90 3,957.07 346.23
(MSP) Costs No Cuts 1,085.33 3,566.47 328,61
Pharmacy Costs Cuts 705.20 2,153.85 305.42
No Cuts 577.26 1,681.41 291.27
Acute Hospital Costs Cuts 1,256.42 9,616.51 765.39
(including day surgery) [ No Cuts 1,019.58 7,068.98 693.32
Other Hogpitals Costs Cuts 46.40 554.65 1,195.48
(excluding EC) No Cuts 97.69 495.93 507.67
Direct Care Costs Cuts 112.85 786.36 696.79
No Cuts 66.25 426.31 643.53
Homemaker Costs Cuts 1,666.68 5,384.39 323.06
No Cuts 1,603.58 4,601.66 286.96
Adult Day Care Costs Cuts 103.96 297.76 286.42
No Cuts 81.86 418.95 511.77

LTC Facility Costs Cuts 17.42 5,489.77 N/A

No Cuts 3.46 2,282.79 N/A
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We originally chose to look at Health Units with high proportions of cuts compared to the
average monthly cuts in the 1993/94 fiscal years to maximize the proportion of people who where
cut dueto the new policy. The abovefindingsareinstructive but are based on atotal of four months
of cutsin two health regions. For this reason, and because arelatively small proportion of people
accounted for theincreased costsin the “cuts’ group, we decided to conduct an additional analysis.
Inthisanalysisweincluded all monthsfor all Health Units (except 1 and 2) for the period November
1992 to December 1995 which had monthly end services that were 200 percent or more of the
average number of monthly end services for the 1992/93 fiscal year (the months actually selected
ranged from November 1994 to August 1995). They were all also above the 200 percent mark for
the 1993/94 fiscal year. Using thiscriteria, this new cuts group was based on datafrom 27 monthly
periodsfor seven Health Units (Health Units A to G). The peoplewho were cut were compared with
people from the same Health Unitswho were in service on September 1, 1995. Inthisnew anaysis
there were 532 people in the cuts group and 7,367 people in the no cuts group. Table 5-6 presents
the findings of thisanalysis.

While thereis some variation across Health Units, the general patternisvery similar to that
found in Table 5-4 where we compared Health Units 1 and 2 (with cuts) to Health Units 3 and 4 (no
cuts). One would expect that the differences in health expenditures would be somewhat narrower
in the analysis presented in Table 5-6 because the people who were not cut would have had greater
care needsthan the people who were cut as, according to policy, the people who were not cut would
have required some “hands on” care in addition to any housekeeping services they may have
obtained. Thus, the analysis in Table 5-6 strengthens the case made earlier in Table 5-4 that,
particularly in the second and third year after cuts, average health expenditures are higher for people
in the group which was cut from service compared to expenditures for people in the group without
cuts.

Finally, we also did a cost analysis of people who had end services in the 1992/93 and
1993/94 fiscal yearsto seeif their costs were higher aswell. 1t was found that the average cost for
this group, in Periods One to Four, were $5,983.59, $9,530.19, $8,389.41 and $9,261.96,
respectively, somewhat higher than for the no cutsgroupsinthe analyses presented in Tables5-4 and
5-6, but well below the average costs for the cuts groups for Periods Three and Four.

55  Sensitivity Analysis

There are many factors which could have an effect on the results noted in the previous
section. The series of factors analyzed for this study are discussed below.

It could bethat many individual swho were cut from servicereturned to servicequickly. This
would increase costs in the first year after cuts due to people coming back in acrisis.

Another factor is death rates. Would the results be different if people who died were
excluded. That is, are costs higher in the group which was cut because they had more people who
died? People who die typically have high utilization rates. It should be noted that in the analyses
conducted for this study we used afairly conservative approach which included all of the peoplein
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Table5-6:  Per Person Average Costsfor Other Regions With and Without Cuts
Period

Y ear Prior First Year Second Year | Third Year
to Cuts After Cuts After Cuts After Cuts
Health Unit A Cuts 5,469.76 5,237.01 11,102.38 | 10,926.55
No Cuts | 5,311.83 6,745.11 8,178.95 9,947.31
Health Unit B Cut 4,785.59 7,734.16 9,376.33 | 12,344.06
No Cuts | 5,182.34 6,544.29 7,559.50 8,277.09
Health Unit C Cuts 6,459.91 6,946.67 11,088.20 | 11,583.59
No Cuts | 5,049.23 7,775.58 8,827.62 9,086.23
Health Unit D Cuts 12,435.27 16,322.52 12,671.80 | 14,353.88
No Cuts | 4,782.60 6,196.91 6,891.25 6,449.88
Health Unit E Cuts 6,631.32 6,839.45 9,400.19 | 13,352.84
No Cuts | 6,425.17 6,957.00 8,559.67 9,940.16
Health Unit F Cuts 4,193.48 7,657.89 13,497.36 | 14,304.68
No Cuts | 5,804.44 7,231.07 8,648.56 | 10,595.55
Health Unit G Cuts 7,140.43 8,241.15 9,497.27 | 12,173.91
No Cuts | 4,526.45 6,768.68 7,154.75 8,175.79
Health Units A-G Cuts 6,077.39 7,176.96 10,012.95 | 12,519.86
No Cut 5,082.59 7,007.55 7,971.19 8,631.09
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the cuts and no cuts groups for the full four periods. We did not exclude people who died from the
anaysis.

In our analysis we have included all clients who were cut at agiven time in Health Units 1
and 2 compared to clients in Health Units 3 and 4 who were in care at the time cuts were made.
These samples include people who may be newly admitted to home care. If there is a different
proportion of new clients between the two groupsthis could impact on service utilization and costs.
Thus, we did a separate analysis for clients who had been in care, at the Personal Care level, for 4,
12, and 18 months before the cuts were made. The latter analysis allows for a four to six month
stabilization period and a full year of data, before cuts, on people who had been stabilized and
remained in care.

Another factor which could impact results is the age of the client. Thus, we conducted
separate analyses for people aged 75 years of age or older, people 65-74 and people less than 65
years of age. It appears that there was much less of a difference in average costs between the cuts
and no cuts groups for people under 65, but the number of people in this group was quite low as
there were only 26 clients in the cuts group. We also analyzed results separately for males and
females.

Finally, income could have a major impact on outcomes. Wealthy clients could simply
purchase the care that had been provided by government and thus be no worse off than people who
stayed in care. Thismay have happened. However, it must be remembered that clients are income
tested for homemaker servicesin British Columbia. Therefore, morewell to do individuals would
not qualify for a subsidy and would not be on home care. Thus, even those who had some money
were still people of fairly modest means. Overal, some 75% of clients paid no user fees which
meant that their only income was the Old Age Security and the Guaranteed Income Supplement
(OAS/GIS). Toseeif incomewasafactor we did an analysis of those who received only OAS/GIS
and, thus, were too poor to have to pay a user fee. Table 5-7 presents data for al of the above
adjustments. As can be seen from these tables, there are relatively minor differences between
scenarios, again indicating that the study findings are fairly robust.

This study hasfocused on an empirical analysis of health expendituresfor lower care needs
clients who were, and were not, cut from servicein 1995. Health Canadaindicated an interest in,
if possible, including some qualitative datain our study to provide apicture of how peoplewhowere
cut from service coped with having been cut. It was not possible, nor would it have been advisable,
to conduct interviews with people who were cut from servicein 1995. However, avery preliminary
assessment of the impacts of service cuts on clients can be provided based on datafrom a Masters
thesis by Georgia Livadiotakis who is in the Gerontology Program at Simon Fraser University. It
should be stressed that these results are preliminary, are based on arelatively small sample, and are
for cutsmadein 1999 in one health region. Nevertheless, the resultsrepresent an initial assessment
of theimpact of health care cuts and the beginning of apossibletypology of client responsesto being
cut. Naturaly these findings would need to be corroborated through further research. The data
provided by Georgia Livadiotakisis presented in Appendix A.
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Table5-7:  Senditivity Analysis Based on Average Per Person Costsfor Groups With and
Without Cuts
Period
Year Prior First Year Second Third Year
to Cuts After Cuts Y ear After After Cuts
Cuts
Overall Average Cuts 5,051.84 6,682.77 9,654.22 | 11,903.38
NoCuts | 4,535.02 5,963.10 6,771.45 | 7,807.96
Analysisexcluding clientswho | Cuts 4,955.38 6,561.65 9,632.27 11,942.23
returned to care in 90 days NoCuts | 451701 | 597030 | 6,799.68 | 7,841.73
Clientswho lived at least 1 Cut 4,979.74 6,272.09 9,926.52 | 12,256.74
year after cuts NoCuts | 4,394.05 5,504.75 7,071.82 | 8155.79
Clients who did not diein 3 Cuts 4,780.76 5,303.02 8,063.48 | 11,874.06
years No Cuts 4,300.49 5,034.57 6,207.41 | 8,095.88
Clientswith at least 4 months | Cuts 5,035.34 6,574.55 9,646.83 | 12,012.86
of service No Cuts 4,536.68 5,953.43 6,808.88 | 7,782.16
Clients starting service at least | Cuts 4,719.11 6,482.64 9,764.48 | 12,271.84
1 year prior to the cut date NoCuts | 430019 | 589554 | 680300 | 7,771.25
Clients starting service at least | Cuts 4,647.40 6,423.45 9,405.24 | 12,247.02
18 monthsprior tothecutdate 'nocys | 433185 | 5917.03 | 691128 | 7,767.78
Clients Aged 75+ or older Cuts 4,800.75 6,361.25 9,707.87 | 12,448.17
NoCuts | 4,490.15 6,445.36 7480.79 | 8,734.00
Clients aged 65 - 79 Cuts 5,582.41 6,520.96 9,60559 | 10,928.41
NoCuts | 4,688.22 5,808.35 6,365.53 | 7,399.10
Clients aged under 65 Cuts 6,526.08 8,541.30 | 10,396.66 | 7,893.06
NoCuts | 4,792.34 4,624.03 513409 | 575524
Clients with zero contribution Cuts 5,068.03 6,635.20 9,191.75 11,557.18
rate No Cuts 4,327.05 5,865.74 6,816.54 | 7,846.02
Clients with non-zero Cuts 5,021.92 6,770.63 | 10,5508.39 | 12,542.80
contribution rate NoCuts | 498092 | 617608 | 667283 | 772471
Females Cuts 4,948.04 6,875.34 952255 | 11,510.34
NoCuts | 4,477.39 5,841.47 6,672.79 | 7,846.09
Males Cuts 5,465.64 591501 | 10,179.16 | 13,470.38
NoCuts | 4,705.03 6,321.93 706251 | 7,695.48
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6. DISCUSSION AND CONCLUSIONS

“Anounceof preventionisworth apound of cure.” *Penny wiseand pound foolish.” These
expressionsareoftenignoredin our fast paced, electroniclifestylein thenew millennium. However,
they have lasted over time because they often reflect the truth of a situation. They continue, it
appears, to apply to home care policy in Canada.

It appears from both the quantitative and qualitative data in this report that ignoring the
preventive aspects of home care may not only lead to increased costs in the overall health system,
but may also lead to suffering and emotional distressfor asignificant portion of the people who are
cut from care. The dataalso reveal that many of the people who are cut from home care come back
into the continuing care system, possibly in worse health than if they had never left. Thisrepresents
ashortening of the quality of life for a significant portion of people who are cut from care. These
areclearly negative consequencesin both human and fiscal terms. How did we cometo such astate?

Let us compare and contrast the nature of the decision to institute cuts and the belief in
preventative health care in light of the findings of this study. It appears that the logic of decision
makers in making the cuts was quite reasonable. They based their decision on client needs. It was
felt that, with restrained budgets, resources should go to those in greatest need, that is, clients at
higher levels of care who were recelving hands on supportive and/or professional services. The
people who were cut only obtained home cleaning services for afew hours per month and, thus, it
was felt could probably adapt. The preventive function of home care incorporates the belief that
basic preventive services will keep all of the people receiving such services from deteriorating
further and faster than if such preventative services are not provided. Thereisconsiderabletruth to
both of the above notions but reality, as usual, is more complex.

As seen in the qualitative data, about one-third of the people who were cut were no worse
off or even improved and regained greater independence. This supports the notion that cutswould
not be harmful and peoplewould adapt and is counter to beliefsabout the efficacy of preventivecare.
Similarly, people adapted by paying for service or having family and friends provide greater help.
Again, people adapted with some success. However, there was a sub-group of people who were cut
and did not adapt for a number of reasons including having a change in their health status after
having been cut. Thisset of people contradicts the assumption that people could adapt with limited
harmif cutswere made and supportsthe argument inherent in the preventive approach to home care.
It appears that, over time, more and more people fall into this latter category. Their health
deteriorates and/or they have a health crisis and come back into the system, some with greater care
needs than if they had never left. It isthe health resources which are required to deal with this sub-
population of people who were cut and came back that increases the overall costs for the group of
people who were discharged compared to those who remained in care. Many of these people
experienced apremature deteriorationin their health statusand quality of life compared to what may
have occurred if they had remained in care.

The findings from this study once again underscore the complex inter-connections in the
health care system and the notion that making changes in one area of the health care system may
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affect other partsin the system. Thisisimportant because aslong as decisions are made in one part
of the system, to deal with pressures facing a particular department, division or branch, without
greater consideration of the consequences of policy choices on the larger whole, unseen,
unanticipated and perhaps unintended and negative consequences may arise.

There arethose who would characterizehome careasa“frill” or “ boutique”’ program. Given
the findings in this study, and the inter-connected nature of the health system, home careis clearly
not a “frill” or “boutique” program. Rather, it is central to the success of health reform and to
making theoverall health care system function more efficiently and effectively. Homecareiscentral
to the health care system because it can often prevent or delay, and substitute for, admission to acute
care hospitals and long term care facilities, at alower cost of care. Thus, it appearsto be central to
the achievement of future efficiencies which arise from providing lower cost home care services
instead of higher cost institutional services. Thissaid, it isclear that thereisstill an important role
for acute care hospitalsand long term carefacilitiesin caring for clientswith high care needs, or very
ill clients.

The findings of this study also raise policy challenges. For example, rather than the blunt
instrument of cuts to al lower care needs home care clients it may be desirable to try to identify
which people could regain independence with some support. Many of these people could be
expected to look after themselves for some years to come. Combine this with the lower cost of
keeping people who may deteriorate in care and one has a superior, and lower cost, policy choice
compared to across the board cuts. This approach is also consistent with the philosophy of
promoting greater personal independence. However, mechanisms would aso have to be put into
place in this model to intervene quickly and flexibly to mobilize care for people immediately at the
exact time that their health starts to deteriorate.

Policy makerswill haveto grapplewith the second sub-group of peoplewho coped with the
cuts by paying for service and/or having family members/friends take on care responsibilities
previously funded by the state. The choice to be made isto determine what is the appropriate role
of thestatein providing care. Isit theresponsibility of the stateto pay for cleaning servicesasaway
to maintain home care clients at their optimal level of functioning, and to reduce their rate of
deterioration (when such services are deemed to be needed by a professional case manager)? That
is, are some of the basic and more “social” services provided in home care the responsibility of the
state or of individualsand families? The cutsin serviceto home care clients appear to represent not
only an offloading of support from the state to individuals and their families, but also, a shift in
philosophy from auniversal model of care where everyoneisentitled to basic servicesto aresidual
socia welfare philosophy in which those with “independent” means pay for service and the state
only paysfor those who cannot afford to pay. Infact, the cutsactually go further and reflect apolicy
of disenfranchising people from care altogether in that even people receiving the minimum state
allowance of OAS/GIS were cut from service.

Administering the health care system is not easy. It is a complex system with powerful
interest groups and a product which is near and dear to every Canadian. There are many excellent
administrators and policy makersin our health care system. Itisalso not possibleto fully know the
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outcomes of many decisions until after they have been implemented. Given that these factors are
also redlities, it is imperative that key policy decisions are actively studied to identify their
consequences. Thismeans afull and meaningful embrace of evidence-based decision making and
the provision of adequate resources to provide the needed data and analysis, coupled with a
willingness to move quickly to change and improve policies on a continuous basis and not just in
the face of afiscal or political crisis. In addition, it may be useful (and this, too, often occurs
already) to institute a philosophical review in the policy process in which the inherent philosophy
of agiven policy is matched to the overall philosophy of aregion or Ministry of Health, and to the
philosophical underpinnings of the health care system itself.

Finally, it should be said that what we have provided in this report is a comparative cost
anaysis. If no new hospital or long term care beds are used, or constructed, to accommodate the
peoplewho were discharged from home care and come back with greater care needsthen thereisno
actual cost increase to the system aside from the increased homemaker hours which are provided to
the group that wascut. However, the“lower cost” alternative of not making cuts represents systems
efficienciescompared to the systemsinefficiencies of caring for peoplewho were cut and come back
into care. Theincreased bed utilization by peoplewho were cut meant that other people who needed
a bed could not get one, and waiting lines may have increased. Given the current concern over
people who are denied beds in hospitals or who face ever increasing waiting listsfor long term care
beds, the argument that the cutsdid not “actually” increase costsisahollow consolation. In overall
systemsterms, theincreased demand on hospital and residential beds has meant that, because of the
cuts, the overall health system functioned less efficiently than it would haveif the cuts had not been
made.
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APPENDIX A: CLIENT RESPONSESTO THE DISCONTINUATION OF SERVICE
(By Georgia Livadiotakis)

I ntroduction

The views presented in this Appendix are from 137 adults aged 60 years or older who were
living in a suburban/partly rural Regional Health Authority. This health region is one of the 18
regionsin B.C. Roughly 11% of the region’s population is comprised of seniors aged 65 years of
age or older.

Personal interviewswere conducted in seniors homes 19 to 21 months after their discharge
from Continuing Care. Each interview was conducted by an experienced Case Manager from the
health region who had no previous relationship with the client. During the interview, respondents
were asked: “ Overall, how are you coping since your home support service was eliminated and
you weredischarged from Continuing Care?” Their opinionsand concernswereorganizedinto 10
coping strategies.

Suffering in silence

Abandoned, lonely and betrayed

Suffering in silence and abandoned, lonely and betrayed

Involuntary shift of caring to family and friends

Involuntary shift of care costs to the client

Independence was regained or was created

Unhappy with former home support service

Independence was regained or was created and unhappy with former home support service
Involuntary shift to family/friends or client and abandoned, lonely and betrayed

0. Cross-strategy responses

ROoO~NOOGA~WNE

As ameans to summarize the responses in each of the 10 strategies, 4 coping themes were
created. These 4 coping themes are:

Betrayed and suffering in silence (categories 1, 2 and 3)
Picking up the tab (categories 4 and 5)

| can do it better! (categories 6, 7 and 8)

Mixed feelings (categories 9 and 10)

El N

Sample Characteristics

The study sample consisted of 77% femalesand 23% males. The average age of respondents
was 80 years. The magjority were not married, were living alone and had alow income. About half
were re-assessed at theinterview as being at the PC level and rated their health as poor or fair even
though they may had reported during the interview that they did not experience a change in their
health during the past year. Asameasure of clients’ health condition, up to4 medical diagnoseswere
recorded for each respondent. Of the respondents in this sample, 78 had arthritis/osteoarthritis, 51
had high blood pressure/hypertension, 46 had a diagnosis of ischemic heart disease that includes a
coronary heart failure and/or amyocardial infarction, 37 had glaucoma and/or cataracts and 35 had
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osteoporosis and/or disc degeneration. Some people had more than one of these diagnoses. Table
1 presents an overview of the characteristics of the clients in the sample for each coping theme.

Findings

Thefirst strategy, suffering in silence, included 40 respondents who reported some form of
hardship to themselvesasaresult of performing their housekeeping taskson their own. Respondents
who reveded that they were suffering in silence commented on the difficulties associated with
completing thetask, that their health had been affected, that their home was not as clean asit should
be and noted financial hardships related to their inability to pay privately for services. Emotional
responses of feeling lonely, abandoned and betrayed were heard from 5 respondents. These seniors
made reference to being lonely. Asone respondent replied, “you talk to nobody, you see nobody”.
Two respondents made reference to both suffering in silence combined with feelings of being
abandoned, lonely and betrayed. These three coping strategies were combined into the first coping
themettitled ‘ betrayed and suffering in silence’.

For the majority of the above respondents, their loss of house cleaning service meant that
they had to perform the tasks on their own, despite the effect it had on their life. The impact on
seniors health was apparent as 60 percent of this sample reported that they experienced a change
in their health during the past year when service was not delivered. For these seniors, suffering in
silence was their coping strategy. Some examples of what seniors said include:

“Some days I’'m not good. | suffer for it when | do housework
afterwards with shoulder and pack pain.”

“1 agreed that | would try without help, but since I’ ve been
using my walker and recently fell, | realize | need help.”

“l just don't clean as often, just alittle at atime. | don’t have
any company visiting because of the effort. Many things are
left undone.”

“It' svery hard ... extremely hard to do. The place needs areally
good cleaning and | just can’t do it.”
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Table1: Frequency Counts and Percents by Four Coping Themes
N | Betrayedand | Pickingup | Candoit Mixed Total
Sufferingin the Tab Better! Feelings
Silence
(n=47) (n=40) (n=39) (n=11) (n=137)

Gender

Female 106 | 38 (80.9%) | 31 (77.5%) | 28 (71.8%) | 9 (81.8%) | 106 (77.4%)

Male 31 [ 9 (191%) | 9 (225%) | 11 (28.2%) | 2 (18.2%) | 31 (22.6%)
Age

60-69 years 10 5 (10.6%) 1 (2.5%) 3 (7.7%) 1 (9.1%) 10 (7.3%)

70-79 years 48 | 21 (44.7%) | 13 (32.5%) | 10 (25.6%) | 4 (36.4%) | 48 (35.0%)

80+ years 79 | 21 (44.7%) | 26 (65.0%) | 26 (66.7%) | 6 (54.5%) | 79 (57.7%)
Marital status

Married 28 | 11 (23.4%) | 9 (225%) | 6 (15.8%) | 2 (18.2%) | 28 (20.5%)

Not married 108 | 36 (76.7%) | 31 (77.5%) | 32 (84.2%) | 9 (81.8%) | 108 (79.4%)
Household

Livesaone 94 [ 33 (70.2%) | 24 (60.0%) | 31 (79.5%) | 6 (54.5%) | 94 (68.6%)

Others 43 | 14 (29.8%) | 16 (40.0%) | 8 (20.5%) | 5 (45.5%) | 43 (31.4%)
GlISrecipient

Yes 68 | 25 (56.8%) | 17 (48.6%) | 21 (56.8%) | 5 (45.5%) | 68 (53.5%)

No 59 [ 19 (43.2%) | 18 (51.4%) | 16 (43.2%) | 6 (54.5%) | 59 (46.5%)
Self rated health

Poor/Fair 74 | 28 (65.1%) | 20 (52.6%) | 20 (54.1%) | 6 (85.7%) | 74 (79.2%)

Good/Excellent | 51 | 15 (34.9%) | 18 (47.4%) | 17 (45.9%) | 1 (14.3%) | 51 (40.8%)
Care Level

PC 68 | 21 (45.7%) | 17 (42.5%) | 23 (60.5%) | 7 (63.6%) | 68 (50.4%)

IC1 59 [ 21 (45.7%) | 20 (50.0%) | 14 (36.8%) | 4 (36.4%) | 59 (43.7%)

IC2 8 4 (8.7%) 3 (7.5%) 1 (2.6%) 8 (5.9%)
Health Change

Yes 60 | 27 (60.0%) | 16 (41.0%) | 12 (31.6%) | 5 (45.5%) | 60 (45.1%)

No 73 | 18 (40.0%) | 23 (59.0%) | 26 (68.4%) | 6 (54.5%) | 73 (54.9%)
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These commentsclearly reveal that thisshould be an areaof concern. If seniorsarereporting
health changes, their functional ability to complete tasks may also become restricted. Frailty may
even result which, in turn, may eventually lead to their readmission into Continuing Care. Other
comments are presented in Table 2.

Some 40 clients were able to pay privately for care or were able to obtain additional help
from family and/or friends. Some of the 21 clients who paid directly for service stated:

“1 continued fine. Fortunately, | had some money so |
continued service as before. | had to give up some things
and do without other things but | made this a priority as
I’ ve always been fussy about my home.”

“1’ve coped because I’ ve had to hire someone to do what
| can't.”

“1t would have been hard but | knew this cleaning lady and
| got her right away because | couldn’t do it. | just have less
money to spend now.”

“1’ve coped thank goodness. | have little money so | purchased
help but I don’t know how long I'll be able to do it as my rent
just went up to over $900 per month.”

Some 19 seniorsreported that their family and/or friendswere ableto help out. They stated:

“It hasn’t been a big change, but increased responsibility
for my son who has three children and | know he' s busy
with hisjob and three kids. | don’t like to ask too much.”

“It has made me more dependent on my family which |
don't like.”

“1 guess | cope all right because | am here [moved into
daughter’s home] and my daughter can help. But, |
don't think itsright for parents to impose on their
children especialy when they themselves are sick.
They should have their own lives.”

Additional comments are provided in Table 3.
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Table 2: Commentary Examples of “ Betrayed and Suffering in Silence’

Sufferingin
Silence

“The effect has been financial burden. | used to pay privately, but | couldn’t
manage because it was too expensive.”

“It’ s been terrible. I'm worse now than | was then. | used to think that they
didn’'t earn their money, but now | realize what they did for me.”

“I"m coping with difficulty, especially within the past year because of my
back and knee problem. I ve been for a bone scan within the past month. My
apartment is not as clean asit used to be. | can’t afford to pay someone to
come and clean. I’'m on afixed income. My two pensions are not enough to
include cleaning service.”

“They’ ve taken the help away and | obviously can’t doit, but | try until | can’t
anymore and it leaves me depressed. It has affected my health. | want to do
things but | just don’'t have the energy to do it. All | ask istwo hours a week
at least to help me.”

“I"m not coping. | don’t know what its like to have a day without pain.”

“I’ve done things the best | can. | can’'t get in the corners or move furniture. It
was helpful having the homemakers even if | had to help them. My breathing
and bending over are redly difficult.”

“I’m managing but many things are not getting done like bathing.”

Abandoned,
Lonely and
Betrayed

“| feel deserted. With the home support worker, there was someone there to
care for you. Without them, | just feel deserted.”

“It’ sterrible, they cut me off when | really needed it. I’ m angry about the loss
of service. I’'m alone and unsupported.”

“I"m coping poorly. You are depressed alot. Y ou talk to nobody, you see
nobody.”

Combination
of Sufferingin
Silence and
Abandoned,
Lonely and
Betrayed

“I'm angry at the lack of funding from the government for community
resources and the lack of homemakers. | don’'t have a daughter to rely on like
other families. I’'m not a happy camper but, I’ ve worked all my life and life
has been hard. They came every other week and | paid for it, but then it
stopped. Now | haveto do it asmuch as | can. | don’t have the money to hire
someone else.”

“Not aswell. | don’'t have the secure feeling that al iswell and | don’'t have
[former worker] coming on a permanent basis. | am uptight about not having
the help and not being ableto do it for myself. It’s affected my health and it’s
a sense of being abandoned.”
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Table 3: Commentary Examples of Picking Up the Tab

Shift to the Client

“1 have to spend money on cleaning help that | would spend
on things | need like new clothes. | haven’'t any money to be
frivolous.”

“I’m coping with two hours of paid service.”

“1’ve been coping with private house cleaning. | couldn’t
afford it too often.”

“1 certainly missthe help. | always appreciated the girls when
they came. | am managing with the cleaning girl.”

“1 had to pay this girl to come every two weeks as|’m alone
and things have to wait as | couldn’t do things for myself. |
have to adapt.”

Shift to Family/Friends

“It’ sthe pitts on certain things. If it wasn’'t for my friends
help I'd be knee deep in trouble. There are too many things|
can’'t do or I'm afraid to do on my own.”

“1 manage okay because my kids are helping me.”

“1 can’t manage anything. Most of thetime | am waiting for
my daughter to come, otherwise things would remain dirty.”

“It was hard. | really needed it. | hated to go to my son and
hiswife for everything when they' re working all the time.”
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Some 39 seniors indicated that they are coping with little or no problem as they are more
independent compared to when they were receiving service. Some also indicated that they had not
been very happy with the service they had received. These seniors comments included the
following:

“Well, I just made up my mind- | had to do what | could do so,
| guess that did give me alittle more strength. | couldn’t get
any more so | had to do what | could do.”

“1 guess the government expects me to take care of myself and
that iswhat | am doing. | am doing the best | can.”

“My grand daughter used to help me, but now | have alighter
vacuum and | can manage myself.”

Further comments are provided in Table 4. The remaining 11 responses were a‘ mixture of
feelings, and are presented in Table 5.
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Table4: Commentary Examplesof “I Can Do It Better!”
Independence “l was angry at first, but now | feel better about it because | have a
Regained or schedule now and | am moving aong and have something to occupy
Created myself with. | feel it has helped me and now | get out everyday. | am
walking everyday and | follow my schedule. | am more independent.”
“I"m coping pretty good. I'm doing the best | can.”
“I’ve coped fine by myself.”
“We're getting by on our own.”
“I"d say just fine because they cutback at atime when | could manage on
my own.”
“It was disappointing to lose it, but | can do it.”
Unhappy with “l wasn't getting the assistance with heavy cleaning, like curtains, that |
Service needed anyways.”

“They didn’'t do agood job. They just made more of amess.”

“I'm glad | lost the home support worker because they sent difficult
people all thetime and | got sick of telling them what to do. They took too
many short cuts and they arrived late.”

Combination of
Independence and
Unhappy with
Service

“1 really never liked having the ladies come anyways. Actually, I'm better
without them because being independent gives me something to do
everyday.”

“1 think I’ ve done okay. Right now its not as clean asit could be. She was
anice girl but she didn’t seem to know how to clean.”

“1 dong good. | felt the home support worker worked too slowly and
weren't effective. Occasionally you would get a good one.”
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Table5: Commentary Examples of “Mixed Feelings”

Shift to “l was angry at thetime and | remain angry and feel my wife was

Family/Friends or forced to retire sooner than she would have otherwise as | was unable

Client and to pull my load at home and she couldn’t do both- work and home.

Abandoned, Lonely It's about my manhood. My wife does what home support used to do

and Betrayed and | feel thisisvery unfair in her retirement just because I’'m
prideful and have tried to stay as independent as possible. Life goes
on but the quality of that life has been seriously affected. | think its
terrible to give service and then take it away- better not giveit at al.”
“I’m coping just fine, but | was upset when service was cut without
notice. The girlsjust said they couldn’t come anymore and that was
it. | felt they were cut off too soon. | continued a homemaker one
more time privately and then cancelled- it cost too much. My
daughter came down from Kelowna and helped me until | was feeling
better for approximately two weeks after the home support worker
left.”
“1 am paying my grand daughter to do the vacuuming. | was
devastated when the homemaker was discontinued. | felt they didn’t
look at us asindividuals enough. | wasin very poor shape when it
was discontinued and | needed them.”

Unhappy with Service | “I’velost too many things when the homemaker was in. I'm coping

and Suffering in but with difficulty. Nothing is done once aweek. It gets done when

Silence you do it. | take an extra pain killer and do it myself.”

Shift to Client and “Well okay, because I’ ve got someone to do it. What | didn’t like

Unhappy with Service | about home support is when you get used to a girl, they would switch

then and there is so much variability in the quality of the work they
do.”

“1 get by on my own so I’'m managing. They couldn’t do what |
wanted them to do anyways.”




