








































Clinical Guideline for Appendix 6
High Intensity Needs Clients

Adults with complex functional and medical issues require a collaborative approach to successfully support
them in living inclusively in their community. Home and community care health services may be provided
as appropriate to augment supports provided by CLBC, in a manner consistent with Ministry and health
authority policies.

Adults with developmental disabilities will be considered to have high intensity care needs where a clinical
assessment by the health authority identifies qualifying criteria. The InterRAI Home Care assessment
instrument provides the necessary standardized objective clinical information and scores to identify a
combination of medical complexities and physical dependencies which require comprehensive and
collaborative interdisciplinary planning. These would be identified through identification of Resource
Utilization Grouping (RUG) and Activities of Daily Living Index (ADL Index) scores as outlined below:

Clinically Complex, Rehabilitation and Physically Reduced Functions with an ADL index of 11 or
higher
Extensive Care and Special Care with an ADL index of 12 or higher

The ADL index provides an objective score which indicates client performance and degree of dependence on
others in four basic activities of daily living. These include bed mobility, transfer, toilet use, and eating
(including whether a client receives enteral tube feeding). Calculation of the ADL index allows for variation
amongst clients, who may have different combinations of dependence in these areas. ADL index scores of
11 or higher indicate a shift to weight bearing assistance, consistent with client characteristics in the higher
RUG groupings.

A description of the five groupings follows. The algorithms behind these groupings are derived from data
elements in the RAI-HC assessment, which is the standard clinical assessment tool in British Columbia, and
internationally. Resource Utilization Groupings categorize like-clients based on similar resource utilization
and intensity into seven categories. Of these seven categories, only five have subgroups with ADL index
scores (indicating level of dependence) high enough to qualify as high intensity care need.

Qualifying ADL Index ofll+

Clinically complex, grouped clients will require skilled professional care for treatments as well as
symptom management for any of the following: dehydration, stasis ulcer, end-stage disease,
chemotherapy, blood transfusion, skin problems, hemiplegia/hemiparesis, urinary tract infection, dialysis
or pneumonia. In addition to at least one of the above symptoms or treatments, the client would have
further need for skilled care due to having at least one of the following: tracheostomy, respirator or other
respiratory treatment. Furthermore, care coordination would also be paramount due to the additional
complexity of the client who has one or more of the following: stage 3 or 4 pressure ulcer, enteral tube
feeding, multiple sclerosis, 2nd or 3rd degree bums, radiation or who has a central IV/peripheral IV/fever
and one or more of the following; dehydration, pneumonia, vomiting, unintended weight loss.



Rehabilitation grouped clients will require skilled professional care to provide at least 2 hours of
speech, occupational or physical therapy per week.

Physically Reduced Functions grouped clients will require skilled professional care and the care
provided may vary greatly as clients in this category do not meet any other RUG category criteria
although they do have the required increased physical dependence to qualify as high care need intensity.
These clients may require more intensive care coordination due to cognitive or behavioural issues
compounded by the extent of client physical dependence and the additional health risk considerations
related to that dependence.

Special Care grouped clients will require skilled professional care for treatments as well as symptom
management of clients with one or more of the following: stage 3 or 4 pressure ulcer, enteral tube
feeding, multiple sclerosis, 2nd or 3rd degree bums, radiation or who has a central IV/peripheral IV/fever
and one or more of the following: dehydration, pneumonia, vomiting, unintended weight loss. The care
coordination for these clients is more intensive due to the extent of client physical dependence and the
additional health risk considerations related to that dependence.

Extensive Care grouped clients will require skilled professional care for clients who have at least one of
the following: tracheostomy, respirator or other respiratory treatment. Care coordination for these
clients is more intensive due to the extent of client physical dependence and the additional health risk
considerations related to that dependence .

•:. Home health services are provided to augment the efforts of clients, families, caregivers and
responsible agencies to meet the needs of the individual, not to replace them .

•:. Health services provided will include clinically necessary services which are not included in the
care and services received by the individual in their home setting.

.:. Health services will be provided on either an episodic or long term basis, as indicated by the unique
needs of the individual.
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Sample Scenarios

The following scenarios are outlined to provide examples of individuals who may be presented for
consideration of a collaborative approach. These examples outline common situations, and are not
considered comprehensive.

1. Complex young adult living with family

A 20 year old client is living with his mother and teenaged sibling in the family home. Mother works
variable shifts, which creates some stress for caregiving. Client requires total care for ADLs and IADLs,
currently managed by mother and siblings and is wheelchair dependent. Client is able to navigate an
electric wheelchair in home and school settings, and requires assistance for all transfers. He is on
medications for seizures and is reviewed by his specialist physician annually.

Client's Key Needs

Appropriate residential setting for care needs.
Respite services for family caregiver.
Support and teaching to caregivers for management of ADL's and transfers.

CLBC Responsibility

Provide appropriate supports for daily living for the client.
Arrange respite services as appropriate for family caregiver.

Health Authority Responsibility

Assistance with development or revision of care plan and teaching as required for management of
ADL's and transfers, consistent with HSCL program. (see Appendix 2)

2.. Complex Young Adult Living in Home Share Arrangement

Young adult living in a home share provider home has recently turned 19, and has completed school.
The funded home share provider works outside the home, and transition planning for adult services has
been completed. The provider is requesting access to the health authority day program to facilitate the
caregiver working outside the home.

Client's Key Needs
Respite for caregiver

CLBC Responsibility
Residential arrangements and respite as appropriate (See Appendix 1)

Health Authority Responsibility
None for this client at this time
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3. Complex Older Adult with Dementia

A 40 year old adult is living in a group home setting and has developed dementia which is progressing.
Client is now prone to wandering, is incontinent and requires considerable assistance for dressing,
bathing and cueing for eating, medications management. Group home provider has requested
assessment and support planning.

Client's Key Needs

Assessment and care planning
Determination of appropriate services and care setting

CLBC Responsibility

Request collaborative care planning process for this client.
Identify goals for the individual and options for care and support within current group home setting.

Health Authority Responsibility

Provide clinical assessment of the client's care needs and cognitive status.
Develop collaborative care plan, in conjunction with CLBC and family, if available.
If client is able to be appropriately supported in the group home setting, provide specialized nursing
and rehabilitation services (see Appendix 2) as appropriate.
f0 Augment current home living services with home support or funding for augmented caregiver

support as appropriate.

Where the exceptional circumstances exist that make it impossible to support the client within the
group home setting, access to residential care may be considered.

4. Client with Complex Needs, Palliative Condition

A client who has recently turned 19, has significant medical and clinical issues including ineffective
airway clearance, and requires regular suctioning, nebulizer treatments and nightly ventilation. He has
frequent acute respiratory attacks, and has been considered palliative in the past. Client is non-verbal
and unable to support his head and body independently. He is fully dependent for all moving, lifting and
ADL's.

Client's Key Needs

Clinical assessment and services
Collaborative care planning
Appropriate residential setting
Palliative care

CLBC Responsibility

Request collaborative care planning for this client.
Identify CLBC staff member as single point of coordination for the client. (See Appendix 9)
Identify care and support options within client's current residential setting.
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Health Authority Responsibility

Provide complete assessment of clinical and functional needs, with referral to hospice palliative care
team as appropriate.
Provide care plan representing palliative approach to care as needed. (See Appendix 9)
Provide home support staff or augment current caregivers as appropriate to address needs for
respiratory support, suctioning and positioning.
Provide nursing support for monitoring and palliative care as required.

5. Independent Living Adult with Mental Health Issues

A 38 year old client who has a progressive disease which increases the cognition deficit over time has
recently moved to an apartment after living in a group home for many years. She is able to walk
independently with the assistance of a walker. The client has a history of mental health issues, and has
periodic psychotic outbursts. CLBC is assisting with home living services in the apartment in which the
client lives. CLBC has requested that the health authority provide rehab assistance to adapt the current
living space and has requested that the health authority support the client to relocate to health authority
funded assisted living.

Client's Key Needs

Appropriate housing and care environment
Home adaptation
Mental Health assessment and planning

CLBC Responsibility

Assess and arrange residential setting appropriate to client's ability.
Request assessment from health authority for rehabilitation and mental health needs.

Health Authority Responsibility

Provide rehabilitation assessment and home adaptation as appropriate. (See Appendix 2)
Provide access to mental health services for persons with developmental disabilities for assessment
and development of a treatment plan. (see Appendix 5)
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