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Home & Community Care Clients 
 
Total: 13, 659 (January/2015) 
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Presentation Notes
Vancouver Island Health Authority (VIHA) Home and Community Care (HCC) program provides services to clients living in the community throughout Vancouver Island This presentation is focused on HCC clients living in the Alberni region who are receiving HCC services
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Presentation Notes
Improve the client experience
Reduced visits
Improved safety
Client driving care
Provide structures to support interprofessional collaboration
Huddles, co-location, single client record
Enhance Access and Capacity
Reduce duplication, streamlining service
Prepare for the Electronic Health Record

Shared documentation such as the single client assessment, My Health Plan, and common progress notes will enable a common understanding of the client




My Health Plan 
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Goal:  
• To develop and implement a care plan that will be reflective of 

client goals, wishes, and beliefs and can be shared with the 
client/family and community partners 

  
• To support clients to self manage their health with clear goal 

setting and action planning: See Document 
 
• Education:  Included 2 hour Brief Action Planning Education 

Presenter
Presentation Notes
Manpreet’s slide

One of the goals in HCC is that client/ families goals, values and wishes will be reflected in care plans and decisions at all points of care supported by a self-management approach.  Every client will have a plan, called My Health Plan on their chart.  It will be started with the client when they come on care and updated as needed.  The client will be given the most updated plan.

Therefore with the timing of being introduced to Brief Action Planning  was impecccable as we felt the concepts of Brief Action planning fit so well with the document My Health Plan we were about to roll out.  So as part of the 4 hour education session that EVERY home care clinician participated in, they received 2 hours introductory session on Brief Action Planning.  Some of the Initial Sites had clinicians partcipate in certification by CCMI that was offered last year, and Tish Bernard who is co-presenting is one of those early adopters of this approach and did becomve BAP certified , and you will hear from her shortly.


https://intranet.viha.ca/departments/hcc/Documents/form/interdisciplinaryforms/gen_19_fillable.pdf


My Health Plan/Brief Action Planning 

Strengths of Approach in Home Care 
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• Helps Seniors Focus on what they are interested in and what’s 
important to them 
 

•What language is used key to interaction:  most seniors don’t 
understand what “goals” mean or how to answer the question of 
“What is your long-term goal?” 
 

•Helps the team know where to focus energy and guides the 
interaction 
 
 

Presenter
Presentation Notes
Manpreet’s slide.  Our learnings so far……





Brief Action Planning in Practice 

Mr. Dumbldorf 
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Presenter
Presentation Notes
Tish introduces Mr. Dumbldorf



Mr. Dumbldorf 
• 94 year old man living in own home with home supports twice daily. 
 
• Lifelong active gentleman; daily walking up long, steep, gravel driveway to catch 

bus to pool to swim up until 2 years ago.  
 
• Gradual but noticeable decline in stamina and endurance over past year, but 

continued to mobilize around bed/living/dining area with 4ww. 
 
• Completing SAIL exercises with supervision. 
 
• Had two bouts of flu this winter which left him requiring 2 person assist with pivot 

transfer bed to chair, chair to commode. Also sustained painful skin tear to (L) shin 
.  Floor lift from HCC brought into home as a precaution. 

 
• As health stabilized and started to improve, PT engaged client in brief action 

planning to identify  goals with associated actions client wished to take  
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Tish’s slide



Mr. Dumbldorf’s My Health Plan 
• Overarching goal: Remain in home with supports of CHWs and family. 
• Barriers to this identified as being able to maintain transfers and mobility.  
• Goal #1: to start walking again rather than just pivot transfers bed to chair. 
• ACTION: Walk bed to chair or bed to commode (8ft) 3 x/day with CHW assistance 
• Goal #2: Return to eating meals at the dining table 
• ACTION: Walk at least one way to or from the table for meals once a day (15ft) 

with CHW or daughter. 
• Goal #3: Maintain social contacts with old friends 
• ACTION: Daughter-in-law to book wheelchair taxi for them to meet for lunch or 

tea and cards with friend every two weeks. 
  
• Agreed to follow up in two weeks with rehab and CHW’s or family could contact 

sooner if concerns. 
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Tish’s slide



Brief Action Planning in Practice 

Mrs. Waldorf 
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Presenter
Presentation Notes
Tish introduces Mr. Dumbldorf



Mrs. Waldorf 
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•  69 year old Lady with diabetes, trauma to R leg in workplace accident 7 years 
ago and PTSD.  

• Previously very active; had lived on sail boat for several years but had struggled 
since workplace injury with PTSD, depression and severe (R) leg pain with limited 
mobility   

• Hospitalized in September 2014 with Right CVA and discharged home to trailer 
Nov 2014  

• Mobilizing 400m with walker. Decreased coordination and balance as a result of 
CVA and moderate fall risk.  

• Open vascular wound (R) great toe being seen by HCN. 
• Mrs. Waldorf overwhelmed by state of home on discharge – 7 years of clutter and 

disorganization.  
• Unable to use walker in home due to clutter so using walking pole and walls for 

stability. 
  

Presenter
Presentation Notes
65 year old man with diabetes, trauma to R leg in workplace accident 7 years ago and PTSD. 
Previously avid outdoorsman had lived on sail boat for several years but had struggled since workplace injury with PTSD, depression and severe (R) leg pain with limited mobility secondary to vascular insuffiency.
 Had (R) CVA in September 2014 followed by stent insertion in (R) iliac artery Oct 2014. Eventually discharged home to trailer Nov 2014, mobilizing 400m with walker. Decreased coordination and balance as a result of CVA and moderate fall risk. Open vascular wound (R) great toe being seen by HCN.
Overwhelmed by state of home on discharge – 7 years of clutter and disorganization. Issues with hydro supply and extension cords throughout. No taxes completed for 10 years. Limited financial resources as WCB claim had been closed. SW got reinstated while in hospital.
Unable to use walker in home due to clutter so using walking pole and walls for stability.
 
Client very embarrassed by state of home and “being exposed” by need for assistance. No family in Province but some supportive friends in town. Social contact and supports had been reduced over past years secondary to mental health issues.
Initial visit was a pre-discharge visit and client was able to establish his desire to return to trailer. Identified steps to achieve this as 1) Have friends clear walkways in house, 2) friends to pick up recommended equipment from RCLC, 3) SW to assist with gathering and completing of tax return information so could access community resources and apply for HAFI grant funding. 4) Client to contact electrician to look at issues with power in trailer.
Following discharge client identified #1 priority as “Not losing my toe”.  Steps to achieve this identified as…
- HCN providing wound care,
- client wearing appropriate footwear, 
- team support to maintain non-smoker status (since Sept 2014)
- diet and supplement advice to support diabetes care and wound healing
 
Follow up would be ongoing with HCN monitoring wound.
 
#2 priority identified as increasing strength, balance and exercise tolerance to walk to his mail box. Steps to achieve this identified as
- walk daily to end of driveway with 4ww so can rest as needed. Increase to 2x the driveway when completed 5 days in a row.
-submit application for handidart to enable attendance at appointments.
- Attend outpt physio dept to work further on strength, balance and exercise tolerance.
 
#3 priority identified as clearing clutter in house to create safer living environment. Steps to achieve this identified as
-apply for assistance from Better at Home program. Therapist to provide contact information
-continue with supports from mental health for PTSD to help manage  anxiety and setting priorities without feeling overwhelmed. Has regular appointment schedule.
 
Client continues to pursue these goals but is needing significant emotional support as he comes to terms with the considerable changes in lifestyle he has had to embrace over the past few years and especially the last 6 months. Breaking down into specific bite size pieces to focus on has been important for the client to be able to continue moving forward rather than being totally overwhelmed and giving up altogether which is what had happened prior to his stroke and why his house and affairs were in such disarray when we first met him.
 



Mrs. Waldorf’s My Health Plan 
• Pre-discharge goal: Return to Trailer. 
• ACTIONS: Have friends clear walkways in house, friends to pick up recommended 

equipment from Red Cross, SW to assist with organizing finances, to get electrician 
to assist with issues to power in trailer. 

• Immediate Goal once home:  “Not lose my toe” 
• ACTION: Wear proper footwear in the home, follow wound care support by home 

care nursing,  get information from health care team re: diet to support diabetes 
care and wound healing 

• Goal #2: Gain enough strength to walk to my mailbox to get my mail everyday 
• ACTIONS: Walk daily to end of driveway with 4 w/w; Increase 2x driveway length 

after 5 days; attend outpatient physio appointments to improve strength and get 
set up with handidart to attend to those appointments 

• Goal #3: Clear Clutter in House to make it safe to move around 
• ACTION: Request assistance from Better at Home Program; continue with support 

from mental health team 
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Tish’s slide
Client very embarrassed by state of home and “being exposed” by need for assistance. No family in Province but some supportive friends in town. Social contact and supports had been reduced over past years secondary to mental health issues.
Initial visit was a pre-discharge visit and client was able to establish his desire to return to trailer. Identified steps to achieve this as 1) Have friends clear walkways in house, 2) friends to pick up recommended equipment from RCLC, 3) SW to assist with gathering and completing of tax return information so could access community resources and apply for HAFI grant funding. 4) Client to contact electrician to look at issues with power in trailer.
Following discharge client identified #1 priority as “Not losing my toe”.  Steps to achieve this identified as…
- HCN providing wound care,
- client wearing appropriate footwear, 
- team support to maintain non-smoker status (since Sept 2014)
- diet and supplement advice to support diabetes care and wound healing
 
Follow up would be ongoing with HCN monitoring wound.
 
#2 priority identified as increasing strength, balance and exercise tolerance to walk to his mail box. Steps to achieve this identified as
- walk daily to end of driveway with 4ww so can rest as needed. Increase to 2x the driveway when completed 5 days in a row.
-submit application for handidart to enable attendance at appointments.
- Attend outpt physio dept to work further on strength, balance and exercise tolerance.
 
#3 priority identified as clearing clutter in house to create safer living environment. Steps to achieve this identified as
-apply for assistance from Better at Home program. Therapist to provide contact information
-continue with supports from mental health for PTSD to help manage  anxiety and setting priorities without feeling overwhelmed. Has regular appointment schedule.
 
Client continues to pursue these goals but is needing significant emotional support as he comes to terms with the considerable changes in lifestyle he has had to embrace over the past few years and especially the last 6 months. Breaking down into specific bite size pieces to focus on has been important for the client to be able to continue moving forward rather than being totally overwhelmed and giving up altogether which is what had happened prior to his stroke and why his house and affairs were in such disarray when we first met him.
 



Benefits 
• Helped the client and family see very specific steps they could take to 

make some gains in function; originally had assumed that current level of 
function was the new normal 
 

• Breaks down information into specific bite size pieces to focus which has 
been important for clients to be able to continue moving forward rather 
than being overwhelmed and giving up altogether  

 
• Opportunity for education to Community Health Workers on how to 

provide support-optimize function! 
 
• Targeting the right clients very important:   

– Mr. Dumbldorf was a Lifelong believer in staying active; was easily able to follow along 
with the questions, especially around “confidence with the goals”  
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Learning So Far 
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• Brief Action Planning works! 
 

• Having the right clients to engage 
 
• Timing of interaction key:  many clients coming from hospital with 

acute issues  
 
•  Case Managers who are able to develop relationships are more 

successful with approach 
 

• Workload pressures impacts opportunities for further integration 
 
• Follow-Up piece: how long do we stay involved?   

Presenter
Presentation Notes
Tish to take the lead



Questions? 

Contacts: 

Manpreet Khaira: Manpreet.Khaira@viha.ca 
 
Tish Bernard:  Tish.Bernard@viha.ca 
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