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Why do we need to think at the system level?

• People with comparable needs receive services in different sectors 
of the health care system
• Especially true for persons with complex needs

• Elderly

• Persons with mental illness

• End of life care

• System-level implication:

• May be able to fine-tune who gets what services where

• Person-level implication:

• Must deal with multiple providers

• Continuity of care important
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System Level Questions of Interest

• Transitions across settings

• Who moves from one setting to another?

• Why do they make the transition?

• What are the consequences of the transition?

• Needs in different care settings

• What are the characteristics of service recipients in different settings?

• What is the quality of care for comparable needs in different settings?

• What needs are managed “in place” and which require outside expertise?
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What Makes interRAI Instruments an Integrated System?

• Common language

• consistent terminology across instruments

• Common theoretical/conceptual basis

• triggers for care plans

• Common clinical emphasis

• functional assessment rather than diagnosis

• Common data collection methods

• professional assessment skills + clinical judgment of best information source

• Common core elements

• some domains in all instruments (e.g., depression, cognition)

• Common care planning protocols

• for sectors serving similar populations
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Individuals in CIHI Reporting Systems for interRAI Instruments

Setting Individual

OMHRS Only 318,742

HC Only 2,222,967

CC Only 256,327

OMHRS & HC 29,304

OMHRS & CC 794

HC & CC 495,595

OMHRS, HC, & CC 9,742

Total Unique Individuals 3,333,471
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Why are previous interRAI assessments 

relevant to the current assessment?

• Wrong answers
• “I don’t need to do the assessment again”

• Only if you are certainly that clinically meaningful change has NOT occurred

• “I can use it to automatically complete the one I am doing now”

• Auto-population is a bad idea

• Right answers
• “Repeat assessments show me outcomes of care and possible future trajectory of change”

• “Longitudinal view gives a richer clinical understanding of the person’s current situation”

• True even if assessment done in a different sector

Twitter: @interRAI_Hirdes
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Tracking Cognition Longitudinally with 

Linked interRAI Assessments

Twitter: @interRAI_Hirdes

• Cog 
Intact

CA

• Cog 
Intact

HC
• Mild Cog 

Imp

HC

• Moderate 
Cog Imp

LTCF
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Moving from Home Care to Nursing Home

• Consider LAST RAI-HC assessment compared with FIRST RAI 2.0 

assessment
• What can we learn about changes with LTC admission?

• How can home care and LTC homes collaborate to manage risk related to the transition?

• Sample of 17,949 Ontario HC assessments linked to first RAI 2.0 

assessments

Twitter: @interRAI_Hirdes
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What predicts decline in cognition 

with the transfer to LTC home?

• Consider 4 assets among home care clients

• Absence of open conflict with family and friends

• Client believes s/he capable of improved function

• Caregivers believe capable of improved function

• Rated as having good prospects of recovery

• Consider also presence of a dementia diagnosis

Twitter: @interRAI_Hirdes
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Relationship between sum of “assets” in home care and 

cognitive decline in LTC home, by dementia diagnosis
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Use of Restraints and Antipsychotics in Nursing Home 

by CPS Score When Person in Home Care
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Implications?

• What does this mean for home care 

case managers placing a client into 

LTC home?

• Whose responsibility is quality of care 

after admission?

• Can HC and NH staff collaborate to 

improve quality of transitions?

16
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Thank you!

Questions/comments?



Enhancing Collaborative 
Team-based Care using the RAI-HC 

Assessment

Cheryl Beach
Sept 2019



Outline

• Background

• Some uses of RAI-HC in Fraser Health

• New Integrated Team-based Model and RAI-HC

• Lessons Learned

• Questions 



British Columbia: 5 Regional Health 
Authorities + Provincial Health Services 
Authority (PHSA)

PHSA oversees delivery of 
provincial programs and 
highly specialized health-
care services.  Includes 
resource-intensive 
services, such as heart 
surgery, transplants and 
cancer treatment, which 
cannot be delivered in 
every community.



Delivers health care services to more that 1.8 million 
people living in communities stretching from Burnaby 
to White Rock to Hope.  Culturally and geographically 
diverse communities, including ~ 38,000 First Nations 
people.



Fraser Health: Respect, Caring and 
Trust



Inter-RAI Assessments
• interRAI is an international collaborative to 

improve the quality of life of vulnerable persons 
through a seamless comprehensive assessment 
system.

• Suite of assessment instruments used world wide

• BC: uses RAI-Home Care and RAI 2.0 (long term 
care) assessments



RAI Outputs

https://www.cihi.ca/sites/default/files/document/hcrs-rai-
hc-overview-infosheet-2017-en.pdf



RAI-HC Outcome Scales
Depression Rating Scale (DRS)

Changes in Health, End Stage Disease and Signs and Symptoms

Pain Scale

Activities of Daily Living (ADL):
• Long Form
• Self-Performance Hierarchy
• Short Form

Instrumental Activities of Daily Living (IADL):
• Involvement (Performance)
• Difficulty

Pressure Ulcer Risk Score (PURS)

Cognitive Performance Scale (CPS)

Detection of Indicators and Vulnerabilities for Emergency Room Trips (DIVERT)

Methods in Assigning Priority Levels (MAPLe)



MAPLe Decision Tree



RAI-HC Client Profile in Fraser Health
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RAI-HC: Clinical Decision Making 
and Team-based Care



Allocation of Home 
Support hours

Key drivers from RAI-HC client 
assessment:
• activities of daily living, spouse as 

caregiver, cognitive performance and 
MAPLe

• Provide consistency, common 
language and promote conversations 
across care providers regarding client 
need.

Created by: Jeff Poss & Cheryl Beach



Funded Assisted Living: Future Directions

Used RAI-HC assessment data to:

• Profile clients in Assisted Living and Home Care (e.g. 
what clients are using Assisted Living)

• Measure effectiveness (e.g. use of emergency 
department and hospital admissions)

• Update suitability criteria for admission



Assisted Living: Comparison of 
Care Outcomes
637 clients in AL and 637 matched clients in community
• Average age = 83
• 75% female
• STM problems = 53%
• Incontinent = 32%
• ADL Hierarchy  >1 = 28%

Diabetes CHF COPD Dementia Psychiatric 
dx

Meds 9+ Maple 4,5 CHESS >2

AL 29 18 22 18 30 59 44 7

CM 30 16 18 23 10 46 42 9

Admission in past 
90 days

Emergency visit in past
90 days

AL 16 30

CM 25 39



Access to Long Term Care
• Multipurpose report based upon the RAI-HC assessment to 

reduce duplication and build communication between Home 
Care, Access and Long Term Care

• Eligibility/Suitability Criteria

• Clients who require special services – e.g. behaviours, medically 
complex

• Lifestyle or Psychosocial factors (e.g. smoking or abuse/neglect)

• Equipment needs

• Population profile

• Decision-making re: Collaborative Review Panel



Example of Report 



Chronic Disease Management & Emergency 
Use - DIVERT
• Education to Home Care Professionals

• Identify clients at risk

• Make referrals to Home Health Monitoring for clients with COPD

• Develop Client Care Plan to promote self-management

• Collaborate with Physician



New Directions in Integrated Team-
based Care: Chilliwack Model



Where does the RAI fit in Team-based Care?

• Common language and building communication/team care planning to 
best meet the needs of the client

• Complex Rounds: Interdisciplinary (Nursing, Rehab, Social Work, Home 
Support) and Physician



Team-based Assessment and Care Planning 
discussions: some lessons learned

- Build Trust
- Share information and understanding on RAI 

outcomes and coding
- Be open to others
- Assessment is a ‘snapshot’ in time



Clinical Decision Making: Central Importance 
of Change 

Decision point limited use of change 
information – could it be helpful in 
predicting future performance?



Change and the RAI-HC 
Odds Ratio

Age 1.021

Gender 1.043

Dementia 2.066

IADL
Level 1.263

Change 1.416

CPS
Level 1.074

Change 1.121

CHESS
Level 1.060

Change 1.192

ADL
Level 0.774

Change 1.148
MacDonald, S. et al. 
CFN grant



Summary

• Assess Once, Use Many…..

• Reduce duplications

• Create a common language and understanding of the 
assessment tool

• Use RAI-HC Assessment information to guide 
collaborative team-based decision-making for 
complex, frail seniors in the community



Webinar participants – please post questions for our speakers in the 
‘Questions and Comments’ chat pod to the left of the presentation.

Please tell us who your question should be directed to.
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