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About this report

This report and its companion products focus on seniors in the publicly funded continuing care
system. The report investigates a number of analytical questions to help understand the care
paths of seniors over time through the continuing care system. The companion tools provide
high-level information on

e Statistics Canada’s population estimates and projections, to illustrate the size of the seniors
population across Canada, including historic and projected changes over time; and

e The population of seniors in home care and residential care across health regions. This tool
provides in-depth information specific to each health region and permits comparisons among
regions, between service types and over time (for the past 5 years) on selected measures.

Definitions of the main terms used in this report can be found in the glossary (see Appendix A).

Comments?

The Canadian Institute for Health Information (CIHI) welcomes your feedback about this report
and would like to know how future reports can meet your information needs. Please send an
email with your comments to westernoffice@cihi.ca.
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Executive summary

Background

Across Canada, the continuing care sector strives to keep pace with the growing population
of seniors. Growth in Canada’s seniors population has been steady for 20 years. However,
within the next 20 years, growth in the older seniors population (those age 75 and older) —
who rely more heavily on continuing care services — is expected to accelerate, causing that
population to double in size. As the population of seniors grows, continuing care systems will
face higher demands and expectations, including increased prevalence of chronic conditions
and increased consumer expectations about remaining at home as long as possible. With
unprecedented change forecast for the seniors population, health system administrators,
care providers and planners are seeking to improve long-term sustainability for this sector.

Continuing care systems in Canada deliver a range of services and support to seniors living
in various care settings. Provinces and territories have various means of providing and
funding these services. Residential care is typically the most intensive and most expensive
service, providing care to people with complex needs. While currently only a small fraction
(approximately 9%) of seniors age 75+ live in residential care, the expected doubling of

this population over the next 20 years will place unprecedented pressures on Canada’s
continuing care systems. Within the context of health spending in Canada today, alternatives
to adding more residential care capacity to address the expected growth in demand will need
to be explored.

Our work

The focus of our work is to better understand how Canada’s seniors transition from living
independently to receiving continuing care services, and what factors influence their transition
into residential care. We established a working group of representatives from ministries and
health regions to help guide and inform this work. We linked data across sectors and over
time to follow seniors as they transitioned through the continuing care systems of 35 health
regions, observing their clinical and functional characteristics to better understand their needs.
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What we found

About 1 in 5 (22%) seniors in our study who entered residential care following an initial
assessment had low to moderate MAPLe scores’ and might have been able to be supported
in home care. In collaboration with our working group, we identified additional subpopulations
of seniors for whom appropriate community-based supports could have helped delay or avoid
admission to residential care. When we include these subpopulations, the ratio increases to
about 1 in 3 (30%).

Factors that influence admission to residential care included the need for physical assistance,
cognitive impairment, wandering, living alone and having a caregiver who is unable to continue
providing care. Demand for residential care might be offset by developing or expanding home
care services to address these factors, and by further integrating the hospital and continuing
care sectors.

Seniors who received their initial assessment in hospital were significantly more likely to be
admitted to residential care than seniors who received an initial assessment in the community.
Policies and practices intended to facilitate a timely discharge from hospital may have the
unintended consequence of an early admission to residential care. Continued integration and
alignment between hospital and continuing care policies and practices may help ensure that
seniors are able to remain in the community longer.

Alternate level of care (ALC) lengths of stay in hospital were longer for seniors awaiting return
to the community than for those awaiting placement in residential care. While those that went
on to residential care were more likely to experience ALC days, their stay in ALC was markedly
shorter than those who returned to the community. Policies and programs that aim to better
coordinate care among different agencies and informal caregivers, within home care services,
and between acute and continuing care systems should be considered as important factors in
reducing patients’ stay in ALC.

This study provides information to support decision-making about continuing care services
for seniors. Opportunities to delay or avoid reliance on residential care not only ensure that
seniors can spend more time in the community, but also help ensure that health resources

go where they are most needed. Using existing resources effectively and efficiently — without
compromising care quality, timeliness and outcomes — is what health organizations across
the country are striving for.

i.  interRAI's Method for Assigning Priority Levels (MAPLe) is derived from variables in standardized home care assessments
to identify those in most urgent need of services. It is used by case managers (along with other information) to help prioritize
access to continuing care services.
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Introduction

Demand for continuing care

In 2011, the first of Canada’s baby boomers turned 65, triggering a challenging new era

for the country’s health care services. Over the past decade, there has been increasing
concern that Canada’s health systems will be unable to meet the growing needs of this aging
population bulge. Across the country, health systems are experiencing significant pressure in
all sectors as they respond to the needs of seniors — including a widely recognized drive for
independence and desire to remain in their homes as long as possible.! Because significant
growth in the seniors population is expected to continue over the next 2 decades, health
organizations across the country are focused on how best to meet the health care needs

of an aging population.

Figure 1 Seniors population forecast, 2017 and 2037
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Canada, provinces and territories, annual (persons x 1,000).
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Estimates for 2017 show that 17% of Canada’s population is age 65 and older — 6.2 million
seniors.2 Within this group, older seniors (those age 75 and older) generally rely most
heavily on health care services. The population age 75 and older is estimated to represent
7% or 2.6 million of our population, a number that is expected to more than double over the
next 20 years (see Figure 1). Currently, it is estimated that Nova Scotia, New Brunswick
and British Columbia have the highest proportions of older seniors in Canada. However,
the territories and Alberta will experience the greatest proportional increase in the older
seniors population over the next 2 decades.? Responding to the needs of this aging
population presents significant challenges now and will continue to do so in the future.

Canada’s aging population will drive an increased

need for services for seniors with chronic conditions Using population estimates

and medically complex conditions.®>* Growth and and projections developed by
change in the composition of Canada’s population Statistics Canada, CIHI developed
of seniors, coupled with their increased expectations a web-based tool to help

for service, will place significantly more — and illustrate the expected change
potentially different — pressures on health systems in Canada’s seniors population.

that are already straining.

Many areas in Canada are experiencing challenges in making sure that people are treated in
the right place, with the right kind of care, at the right time. In the past, hospitals were largely
designed to serve a younger population and are now most effective at treating short-term
acute illnesses. Elderly people, however, are more likely to experience chronic and medically
complex conditions, which require a different kind of care — one that provides an ongoing
relationship with an integrated care team.% ¢ Seniors use a disproportionate amount of hospital
services. Although they make up 17% of the population, they represent 34% of hospital cases
and 58% of the hospital days.’

Continuing care systems in Canada deliver a range of services and support to seniors living
in various care settings, distinguished here as either home care' (care provided in one’s own
home or in home-like settings such as assisted living or supportive living) or residential care
(care provided in a specialized facility that includes 24-hour nursing supervision). These
services are defined as extended health care services by the Canada Health Act, so they
can be charged for at either partial or full private rates.® As such, they do not have to be
publicly administered, universal, comprehensive, accessible or portable; this contributes

to wide-ranging differences in the way provinces and territories have configured, delivered
and funded them. Jurisdictions across Canada also use different terminology to describe
the range of services they provide and the care settings where these services are provided.
See Appendix B for a table outlining the different terminology used in the provinces and
territory studied in this report.

ii.  For the purposes of this report, the term “home care” is used to describe the services provided to individuals anticipated to
require long-term home care support.

10
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Demand for continuing care resources is currently high across Canada, evidenced by

people waiting at home or in hospital for home care services or for a place in residential

care. Those waiting in hospital are designated alternate level of care (ALC). Unmet demand
creates pressures across the health service continuum. For example, waiting in hospital has
an impact on a wide range of hospital operations, including occupancy rates that often exceed
hospital capacity. Overcapacity puts significant strain on the hospital system, resulting in
congestion and overcrowding in the emergency department and inpatient units. This, in turn,
can lead to a host of risks for patients, including infection,® medical errors,’® cognitive decline™
and functional decline.”?

Health system capacity

If we assume that health services will be provided in the future as they have been in the
past, health systems would need to double existing residential care capacity over the next
20 years to keep up with population growth. Clearly, this is not a feasible or appropriate
option. Ensuring there is capacity to meet the pending demand of a growing population of
seniors requires more than just building new beds; it means transforming the way care is
provided across the continuum. Making sure that health services match the needs of the
population closely, and that current beds and home health services are used appropriately,
may allow health systems to harness capacity from existing resources.

Studies have shown that some seniors who are placed in residential care are clinically
very similar to others who are able to remain in their homes in the community with the right
supports.’ ' Delaying placement in residential care for people who do not need that level
of service — even by just 1 month — by providing them with appropriate supports in the
community would have profound implications for freeing system capacity when multiplied
across an entire service population.

Example

In a health system with 30,000 residential care beds and an average length of stay of 20
months, by reducing each new client’s length of stay by just 1 month, the system could serve
nearly 1,000 more people within existing capacity.

1
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This analysis

The intent of this analysis is to better understand how Canada’s seniors transition from living
independently to receiving continuing care services, and what factors influence their transition
into residential care. The analyses in this report focus on answering the following questions:

e How many seniors who enter residential care might have been able to be supported in
home care?

e What are the key factors that influence entering residential care?

e How does being assessed in a hospital influence residential care admissions?

e Do wait times in ALC differ depending on the service to which seniors are discharged?

Approach

This section describes our data sources, how we defined our study population, and key
aspects of the study design (see the Methodology Notes for complete details and limitations).

Data sources

This analysis examined seniors age 65 and older in the publicly funded continuing care
systems across 35 health regions in Ontario, Manitoba (Winnipeg Regional Health Authority
[WRHA] only), Saskatchewan (excluding Mamawetan Churchill River and Keewatin Yatthé),
Alberta, British Columbia (excluding Northern Health Authority) and Yukon. We linked 3 years
of data (2012-2013 to 2014-2015) from CIHI's Home Care Reporting System (HCRS),
Continuing Care Reporting System (CCRS), Discharge Abstract Database (DAD) and Ontario
Mental Health Reporting System (OMHRS), and included only those health regions for which
data was available from these data sources throughout the study period.

Defining the study population

In general, seniors entering the continuing care system receive an initial assessment to
identify their need for continuing care services and to determine their eligibility for different
care settings. Following this initial assessment, eligible seniors are designated as suited
for either home care or residential care. Once they start receiving care, seniors receiving
home care services are assessed using the standardized interRAI Resident Assessment
Instrument—Home Care (RAI-HC) ©, while those receiving residential care are assessed
using the standardized interRAI Resident Assessment Instrument—Minimum Data Set 2.0
(RAI-MDS 2.0) ©.

12
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We linked initial assessments and all subsequent assessments over the 2-year study period
to identify care trajectories for seniors who had entered the continuing care system. The
59,171 seniors who followed the care trajectories presented in Figure 2 formed our final study
population. The average age of seniors included in the study was 83 years; 63% were female
and 16% lived in a rural area.

In Figure 2, the initial care setting is depicted by points A (home care as initial care setting)
and B (residential care as initial care setting). Typically, those whose initial setting is
residential care remain in this setting for the duration of their involvement with the continuing
care system. Those whose initial setting is home care may follow 1 of 2 pathways: they remain
on home care for the duration of the study period (point C in Figure 2); or they transition to
residential care following a period of receiving home care (point D).

Figure 2 Care trajectories in the study population

Home care

Initial
assessment

s Transitioning 3
|\/ I from home care

to residential care

Residential care

iii. The vast majority of the 61,029 seniors newly entering continuing care in 2012-2013 followed the 3 care trajectories in
Figure 2 (i.e., a total of 59,171 seniors — 97% overall, ranging from 93% to 100% across the 35 regions). The remaining
1,858 (3%) of seniors followed a large number of different and often complicated trajectories, for which there were
relatively few observations. These cases were excluded from further analysis.

13
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Designing the analyses

This report focuses primarily on seniors entering residential care. As seen in Figure 2,
seniors in this study entered residential care via 2 trajectories:

1. Residential care only: Following an initial assessment, 9,363 seniors (16%) entered
residential care as their first care setting.

2. Home care to residential care: 49,808 seniors began their trajectory with home care. Of
that group, more than a quarter (14,073 seniors, or 28%) transitioned to residential care
within 2 years. Half of this group made the transition within 304 days (mean 330 days).

ldentifying subpopulations of seniors who may
not have required residential care

Individual care needs may be expressed on a continuum, and the continuing care system
provides a range of services designed to accommodate these needs in various care settings.
MAPLe scores derived from variables in home care assessments are used for identifying
those in most urgent need of services, and are used by case managers (along with other
information) to help prioritize access to continuing care services. Seniors with high and

very high MAPLe scores (4 and 5) are often prioritized for placement in residential care
facilities, while those with low to moderate MAPLe scores (1 to 3) are typically supported

in home care.' ®

Some health systems monitor the proportion of individuals entering residential care with
low to moderate MAPLe scores, recognizing that individuals prefer to receive care in
their own homes and that a lower percentage is a positive indicator for measuring health
system performance."”

Health organizations across the country are exploring innovative options for maintaining
clients in their home and in the community for as long as possible. There is recognition

that there may also be opportunities to further tailor or enhance home care services to
support seniors with specialized needs.” In collaboration with the working group, we defined
3 additional subpopulations of seniors entering residential care who might have been able
to remain in the community with appropriate home care services and supports. To varying
degrees, each of these subpopulations overlaps with those who were assessed with low to
moderate MAPLe scores.

14
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The 4 subpopulations we examined are defined below:

1.

MAPLe low—moderate — These seniors have a MAPLe score less than or equal to 3.
Seniors with low to moderate (1 to 3) MAPLe scores are more likely to remain in the
community, supported with home care services, while those with high (4) and very high (5)
scores are often prioritized for placement in residential care facilities.

Physical needs — This group of seniors could potentially be supported at home or in

an assisted living type setting. This subpopulation consists of seniors with an Activities
of Daily Living (ADL) Hierarchy Scale score greater than 0, no responsive behaviours,

a Cognitive Performance Scale (CPS) score of 2 or less, no swallowing or eating
problems and less than 2 recent falls (i.e., in the 90-day period prior to the assessment).

Lighter care needs — These are seniors with lighter care needs who potentially could be
supported in a home setting. This subpopulation consists of seniors with a CPS score

of 0 or 1, an ADL score of 0 or 1, and a Changes in Health, End-Stage Disease and Signs
and Symptoms (CHESS) score of 0 to 2, and who do not exhibit wandering behaviours.

Dementia and light care needs — These seniors have dementia but otherwise have low
cognitive and functional impairment. They tend to have high or very high MAPLe scores
but can remain in the community with appropriate support. Some jurisdictions have
implemented dwellings with specialized levels of care and supports designed to make it
easier for this population to remain in the community. This subpopulation is defined as
seniors with dementia (either Alzheimer or other type of dementia), an ADL score of 0 to 2
and a CPS score of 0 to 2.

Overall, 43% (25,623) of the study population was in the MAPLe low—moderate subpopulation
at the time of initial assessment. Although the subpopulations were uniquely defined, there
were varying degrees of overlap among them. The lighter care needs and physical needs
subpopulations were relatively distinct (overlapping by less than 10%), yet collectively they
comprised 93% of the MAPLe low—moderate group. The group of seniors with dementia

and light care needs was relatively unique (73% of seniors in this subpopulation did not
overlap with any other subpopulation). See Appendix A of the Methodology Notes companion
document for further detail.

15
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Profiling seniors in continuing care

To help understand the populations served by home care and residential care in selected
health regions, we developed an interactive web-based tool that allows users to learn about
the prevalence of selected client characteristics and subpopulations over time and across
care settings. This tool presents summarized interRAl assessment data at the health region
level about individuals who have been assessed in home care, those who are newly entering

residential care and those who are already living in a residential care facility. This includes
prevalence information on the subpopulations we investigated, client factors, behaviours
and impairments, and selected diseases and illnesses.

. Seniors in residential care

e Average age 86 years

e 70% are female

67% have a diagnosis of dementia

98% have some cognitive and/or

functional impairment

Source
Continuing Care Reporting System, 2015-2016, Canadian Institute for Health Information.

16
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Key findings

With appropriate supports, more seniors could
live at home

About 1 in 5 (22%) seniors in our study who entered residential care following an initial
assessment had low to moderate MAPLe scores and might have been able to be supported

in home care (see Figure 3). The percentage of seniors entering residential care who met this
criterion was lowest in British Columbia (15%) and highest in Manitoba (WRHA only, 33%).

We also examined those seniors who entered residential care after having received home care
and, as expected, the proportion with low to moderate MAPLe scores was lower (16% overall)
than the proportion of seniors entering residential care following an initial assessment.

Figure 3 Percentage of seniors entering residential care following
initial assessment with low to moderate MAPLe scores,
by jurisdiction

40% ,
35% 1 33%
30%
25% |
20%
15% -

10% -

Percentage entering residential care

5% -

0% -

Ontario Manitoba ~ Saskatchewan Alberta  British Columbia Yukon Overall
(WRHA)
Note
The Yukon percentage is based on a denominator less than 30 and should be interpreted with caution.
Sources

Home Care Reporting System and Continuing Care Reporting System, 2012-2013 to 2014-2015,
Canadian Institute for Health Information.
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When we expand the analysis to include the additional subpopulations, overall up to 30% of
those entering residential care following an initial assessment might have been able to remain
in the community with appropriate supports. Table 1 shows variation by jurisdiction.

Table 1 Percentage of seniors entering residential care following an initial
assessment, by jurisdiction and subpopulation

MAPLe Lighter care Dementia and Any

Jurisdiction low—moderate | Physical needs needs light care needs | subpopulation
Ontario 23 20 3 10 31
Manitoba 33 21 15 16 47
(WRHA)
Saskatchewan 16 13 4 5 21
Alberta 30 17 14 15 41
British 15 14 2 9 21
Columbia
Yukon 28 16 12 28 44
Overall 22 18 4 10 30

Note

Yukon percentages are based on a denominator less than 30 and should be interpreted with caution.

Sources

Home Care Reporting System and Continuing Care Reporting System, 2012-2013 to 2014-2015,
Canadian Institute for Health Information.

We looked at all seniors in our study and examined rates of residential care entry for those
with high and very high MAPLe scores and those in the MAPLe low—moderate group. As
would be expected, seniors with high and very high MAPLe scores had higher rates of
admission to residential care (Figure 4), both among those who entered residential care
following an initial assessment (22% versus 8%, respectively) and those who transitioned
into residential care from home care (37% versus 10%, respectively).

18
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Figure 4 Rates of seniors entering residential care, by MAPLe score

45%

0/, |
40% 22% of seniors with high and 37%
very high MAPLe scores
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0%

Following an initial assessment Transitioning from home care

[ MmAPLe low-moderate BBl MAPLe high and very high

Sources
Home Care Reporting System and Continuing Care Reporting System, 2012-2013 to 2014-2015,
Canadian Institute for Health Information.

Seniors with high and very high MAPLe scores averaged 56 days between the initial
assessment and entry to residential care (median 30 days), while those with low to moderate
MAPLe scores averaged 73 days (median 26 days).

Expanding the analysis to include the other subpopulations shows that those in any
subpopulation who entered residential care following an initial assessment waited an
average of 80 days (median 32 days), whereas for those who were not in any subpopulation,
the average number of days to residential care entry was 51 (median 28 days).

19
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Certain factors increase the likelihood of
entering residential care

Based on consultation with the working group and a review of relevant literature,' '8 "*we
identified 33 factors that may be associated with entering residential care (see Appendix C).
These factors were analyzed using logistic regression for the complete cohort to explore the
unique influence of each factor on the likelihood of entering residential care following an initial
assessment and after a period of receiving home care.

Entering residential care following an initial assessment

Of the factors we examined, 6 significantly increased the odds of entering residential care
following an initial assessment (odds ratio >1.5, p<0.05), as shown in Figure 5.V

Figure 5 Factors influencing entry to residential care following
an initial assessment

4

|

Initial assessment in hospital

33
Requires physical assistance

(extensive versus independent)

Cognitive impairment
(moderate versus intact)

Lives alone

Caregiver unable to continue

Wandering

—
H —_
o
w
N

0 1 2 3 4 5 6 7 8 9 10
Adjusted odds ratio
Note
95% confidence intervals shown. See Appendix C for complete results for all factors entered into the models.
Sources

Home Care Reporting System and Continuing Care Reporting System, 2012—2013 to 2014-2015, and
Discharge Abstract Database and Ontario Mental Health Reporting System, 2011-2012 to 2014—2015,
Canadian Institute for Health Information.

iv. Analysis of these factors was also conducted for each subpopulation. While some factors, in part or in whole, were not
present in all subpopulations, these same factors were the only significant factors.
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Our analysis showed that seniors who received their initial assessment while in hospital
were 6.4 times more likely to enter residential care than those who were not in hospital at the
time of assessment. Because the regression model controls for all other factors, this effect
remains, regardless of assessed health needs and caregiver status. This effect is further
investigated in the next 2 findings.

Logistic regression and odds ratios

Logistic regression is used to assess the likelihood of 1 of 2 possible outcomes — in our study,
entering residential care or not entering residential care — considering the influence of a set
of factors or predictor variables. The result of this analysis is an odds ratio, which compares
the odds of an event occurring in one group with the odds of it occurring in another group
(e.g., seniors who wander compared with those who don’t).

The Activities of Daily Living (ADL) Hierarchy Scale measures the degree of physical
assistance required in the areas of personal care, toileting, mobility and eating.?° The analysis
showed that as the degree of physical assistance increased, there was an increased likelihood
of entering residential care. Seniors requiring extensive assistance with personal hygiene or
toilet use (ADL = 3) were 3.3 times more likely to enter residential care compared with those
who were independent.

The Cognitive Performance Scale (CPS) considers an individual’s memory impairment,

level of consciousness and executive function. Seniors with a moderate level of impairment
(CPS = 3) are 3.2 times more likely to enter residential care. A moderate CPS score is an
indication that the individual has at least one severe impairment and is no longer independent
in the areas of decision-making and making oneself understood.?® This threshold represents
the point at which we saw a significant increase in the likelihood of entering residential care,
beyond which no further increase in likelihood occurs.

Seniors who lived alone (without a primary caregiver in the home) were 2.0 times more likely
to enter residential care than those who lived with their primary caregiver. Similarly, having a
caregiver who was unable to continue providing care meant that seniors were 1.9 times more
likely to enter residential care. Finally, seniors who had a recent history of wandering were
1.7 times more likely to enter residential care.

21



Seniors in Transition: Exploring Pathways Across the Care Continuum

Entering residential care after receiving home care

All of the factors discussed above were also associated with a transition to residential care
after a period of receiving home care. However, additional factors were associated with an
increased likelihood of entering residential care, including caregiver distress, falls, medical
instability and a diagnosis of dementia. Those who transitioned to residential care after a
period of receiving home care may have experienced declines in health status, increases
in memory loss, additional requirements for physical assistance and increases in caregiver
distress. Caregiver distress has been found to be more likely when the care recipient
struggles with cognitive impairment or has an increased need for physical assistance, both
of which are further associated with advancing dementia and other chronic conditions.?'

Interestingly, some factors (e.g., income quintile, responsive behaviours, incontinence, specific
diagnoses such as diabetes, hypertension and cancer) were not meaningful contributors to
residential care entry in either regression model. The lack of an association here does not
necessarily mean that a factor does not play a role in admission to residential care; factors
may interact to influence this likelihood. For example, responsive behaviours, which include
aggression and resisting care, may be more challenging when combined with cognitive
impairment. A full list of the factors that were considered and the odds ratios for both
regression analyses are included in Appendix C.

Seniors assessed in hospital are more likely to
enter residential care, and enter sooner

In the previous finding, we saw that receiving an initial assessment in hospital significantly
increased a person’s odds of being admitted to residential care (controlling for health

needs and caregiver status). Overall, only 12% of seniors in our study received an initial
assessment in hospital, while the majority (88%) received their initial assessment in the
community. 60% of seniors who received their initial assessment in hospital were admitted
to residential care, compared with only 10% of seniors who received their initial assessment
in the community. Importantly, the percentage of seniors entering residential care from
hospital ranged significantly among jurisdictions, from 43% in Saskatchewan to 89% in
British Columbia (Figure 6).
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Figure 6 Unadjusted percentage of seniors assessed in hospital
who entered residential care

89%
British Columbia 87%
85%
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Notes

Data was not available to calculate the 2014—-2015 percentage for Saskatchewan. For additional information
on this figure, see the “3 cohort years” section in the Methodology Notes companion document.

Winnipeg data was unavailable (in part because seniors admitted to residential care from hospital do not
receive an initial assessment).

Sources

Home Care Reporting System and Continuing Care Reporting System, 2012-2013 to 2015-2016, and
Discharge Abstract Database and Ontario Mental Health Reporting System, 2011-2012 to 2015-2016,
Canadian Institute for Health Information.
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Seniors assessed in hospital may have higher needs than those assessed in the community,
explaining their higher priority for admission to residential care. This was further explored
using MAPLe scores. The relative probability of entering residential care was expressed

as a ratio comparing those assessed in hospital with those assessed in the community by
MAPLe score. Interestingly, the greatest ratio was observed among seniors with a moderate
score. Those assessed as moderate in hospital were 8.7 times more likely to enter residential
care than those assessed as moderate in the community (Figure 7). Furthermore, the ratio
decreased for those with high or very high MAPLe scores.

Figure 7 Likelihood of entering residential care from hospital
relative to entering residential care from the community,
by MAPLe score
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Those with moderate MAPLe
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scores were 8.7 times more
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Note

The overall higher effect of initial assessment in hospital among seniors with moderate MAPLe scores was
present for all jurisdictions, and across all 3 years of the study.

Sources

Home Care Reporting System and Continuing Care Reporting System, 2012—2013 to 2014-2015, and
Discharge Abstract Database and Ontario Mental Health Reporting System, 2011-2012 to 2014—-2015,
Canadian Institute for Health Information.
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In addition to being more likely to enter residential care following an initial assessment, seniors
who started their trajectory in hospital were admitted to residential care sooner than seniors
who started their trajectory in the community — for every MAPLe score (see Appendix C).
Seniors assessed in the community with very high MAPLe scores waited twice as long as
seniors assessed in hospital with low to moderate scores (Figure 8).

Figure 8 Time from initial assessment to residential care entry
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Sources

Home Care Reporting System and Continuing Care Reporting System, 2012—2013 to 2014-2015, and
Discharge Abstract Database and Ontario Mental Health Reporting System, 2011-2012 to 2014-2015,
Canadian Institute for Health Information.

Seniors wait longer in ALC for home care

Most seniors (82%) who received their initial assessment in hospital (regardless of whether
their initial care setting was residential care or home care) experienced ALC. The term ALC

is used in this analysis to describe the status of individuals who occupy a hospital bed but no
longer require the intensity of resources and services provided in acute care.?? Among seniors
assessed in hospital, those going to residential care were more likely to be designated ALC
than those waiting to receive home care (90% versus 57%, respectively). However, those
waiting to receive home care spent longer in ALC (median 34 days) than those waiting for
residential care (median 28 days).
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There was significant variation across jurisdictions in the median ALC length of stay, both for
seniors waiting for home care and for those waiting for residential care. For all jurisdictions,
seniors waited longer in ALC for home care (Figure 9)."

Figure 9 Median ALC length of stay to receive home care and
residential care, by jurisdiction
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Winnipeg data was unavailable (in part because seniors admitted to residential care from hospital do not receive
an initial assessment).

Sources

Home Care Reporting System and Continuing Care Reporting System, 2012—2013 to 2014-2015, and
Discharge Abstract Database and Ontario Mental Health Reporting System, 2011-2012 to 2014—-2015,
Canadian Institute for Health Information.

v. ALC reporting varies by jurisdiction and is influenced by availability of services in the community and clinician designation
practices. A number of factors may influence the designation of a patient as ALC, including, for example, inconsistent
understanding of the definition of ALC and misperception that the patient cannot be designated ALC until his or her
discharge destination is confirmed. In 20162017, CIHI released new clinician guidelines to standardize ALC designation
in acute inpatient care. These guidelines are currently being implemented to improve comparability of ALC data reported
in the DAD.
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Discussion

Because seniors rely more heavily on health systems than other age groups, the growth
of this population will have wide-ranging effects on Canada’s health systems. In the past,
continuing care systems have provided services to clients in their home (home care) and
in residential care settings. In the early 2000s, it became apparent that the demand for
residential care needed careful management due to a combination of factors, including
rising costs, significant growth in the number of seniors and recognition that seniors value
their independence highly, preferring to remain in the community for as long as possible.
In response, many jurisdictions began introducing new types of care in an effort to redirect
people with less complex needs away from residential care.?® These services (such as
assisted living and supportive housing) allow individuals to enjoy the benefits of living more
independently in the community but typically cost less to provide than residential care, in
part because they do not provide 24-hour nursing support.

As we look to the future, it will be important to optimize current resources by ensuring that
care level and type is appropriately matched to client need. As well, there will be a need to
explore innovative care models and technological solutions. This report highlights potential
opportunities to serve more people within existing resources, while maintaining care quality,
experience and outcomes.

To ensure the best match between client needs and the level and type of care provided, we
require a better understanding of the needs of clients accessing care and the factors that
lead individuals who are living independently or with supports in the community to residential
care. Standardized clinical assessments can help us understand both the characteristics of
individuals as they first enter the continuing care system and the changes that occur along
their care trajectories. This is powerful information that can help us understand where efforts
to offset demand by delaying or avoiding admissions to residential care could be focused.
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With appropriate supports, more seniors could
live at home

Our analysis identified seniors who enter and live in residential care with care needs that
appear similar to those of seniors typically supported in home care. This raises important
questions, such as

e What supports and services are required to allow these individuals to remain in the
community longer?

¢ What role do local health system policies and procedures have in influencing
this outcome?

There is variation among the jurisdictions in the proportion of seniors with low to moderate
MAPLe scores entering residential care following an initial assessment who may have been
appropriate for home care. Factors such as the supply and range of home care and residential
care resources may influence this variation, suggesting there may be value in continuing care
systems monitoring residential care admission practices. Delaying or avoiding admissions of
individuals with care needs that could be supported in the community would affect residential
care capacity, potentially making space available for people with higher care needs.

Examining these subpopulations helps to identify opportunities to enhance or expand
community-based care to better meet the needs of seniors. This may require health systems
to reach beyond the array of existing services and supports — which may have implications
for policies and practices — and establish capacity to implement innovative models, services
and technologies.

Certain factors increase the likelihood of
entering residential care

Existing service models may not be sufficiently equipped to support individuals in the
community, or there may be policies and procedures that direct clients with certain clinical
characteristics to residential care. The working group reflected that by developing or expanding
home care services that address wandering behaviours and higher levels of functional and
cognitive impairment, and by making appropriate supports available to individuals who live
alone or have caregivers who are unable to continue, demands for residential care could be
offset. With innovative solutions, such as dementia villages where residents are able to live
actively in a secure, familiar environment (as in Weesp, the Netherlands),? or designated
supportive living dwellings specializing in dementia care (as in Alberta),?®> some seniors may
be able to remain in the community longer. The important influence of being assessed in
hospital was also identified and prompted further investigation.
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Implications of in-hospital assessments

When an elderly person comes into hospital, the staff assesses their current status and

develops a care plan to address presenting symptoms. However, treatment plans developed
in hospital typically focus on patients’ immediate needs (short-term acute illnesses) and may
not fully consider the ongoing complex needs of patients with underlying chronic conditions.

There is an increasing awareness of the need to assess and consider a patient’s pre-hospital
functioning when developing care plans. This helps hospital staff see how the elderly person
functions in their normal day-to-day life and allows them to make treatment plans that
enable that person to return to their normal living arrangements.

When this is in place, seniors are more likely to recover without experiencing a decrease in
ability to manage their own lives; however, it might take seniors with chronic health conditions
longer to recover from illness or trauma than those who are younger or have no chronic
health conditions.

It is difficult for hospital staff to maintain a focus on helping seniors return to their normal
living arrangements when hospitals are over capacity and under pressure to decrease length
of stays of their patients.

Often administrative processes prioritize moving patients in hospital beds into residential
care beds over people from the community — because the goal is to free capacity in acute
care. However, an unintended consequence may be that seniors who could return home,
perhaps with assistance, are placed in residential care. Once they are in residential care,
they remain there.

— A member of the working group
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Seniors assessed in hospital are more likely to
enter residential care, and enter sooner

Our analysis illustrates a potential predisposition to residential care for those assessed in
hospital (controlling for MAPLe score). The practice of admitting seniors to residential care
who may have been able to be supported in home care can have undesirable consequences,
such as a longer stay in residential care, a negative impact on patient outcomes and potential
displacement of higher-needs individuals (restricting patient flow). To help seniors remain in
the community longer, decision-makers must first understand how hospital and continuing
care policies and practices can be better integrated and aligned.

The working group reflected on the potential unintended consequences that current hospital
practices — designed to alleviate the burden on the hospital system — may have on residential
care admissions. There are likely variations among jurisdictions and care providers in the way
clinical assessments influence decision-making. For example, in some jurisdictions, rather
than being used to determine eligibility for residential care, assessments conducted in hospital
may occur after a predetermination has been made that the patient cannot return home. Some
jurisdictions have implemented policies such as Home First or Home Is Best, recommending
that individuals be transferred home from the hospital prior to assessing their care needs.

This allows seniors to convalesce in their own home before determining the most appropriate
long-term care option.2:27

There are limitations to what assessments alone can tell us about individuals entering
residential care. Other factors, such as client, family and provider preferences, as well as
factors not addressed through the assessment instrument, may also influence the likelihood
of admission to residential care for assessments completed both in hospital and in community.

Seniors wait longer in ALC for home care

The working group reflected that there can be considerable effort and time involved in
properly supporting home care for some clients. This often involves coordination between
and within different agencies and informal caregivers, and providing and installing household
amenities (including safety and security equipment). Ensuring that appropriate supports are
available often creates delays in returning to the community and thus lengthier stays while
designated ALC. Anticipating client needs and coordinating care as early as possible during
the hospital stay may help reduce the wait in ALC.
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Conclusion

Over the past several decades, Canada’s continuing care systems have made adaptations
to accommodate growth in the seniors population, as well as the preferences of seniors to
maintain their independence. In the coming years, as this population growth accelerates
and seniors’ care needs become increasingly complex (due to increased life expectancy and
higher prevalence of chronic diseases), continuing care systems will need to further adapt.

This study shines a light on how seniors transition from living independently to receiving
continuing care services, and on the factors that influence their transition into residential
care. To help ensure that health systems can continue to meet the needs of seniors, it will be
essential to expand efforts to support seniors so they can remain in their homes for as long as
possible. Clearly no single intervention will offset demand for residential care beds in Canada
and uphold individual preferences to remain in the community as long and as independently
as possible. There are many innovative approaches being introduced across the country

that address ways to meet client and caregiver needs in the home, often requiring improved
integration within and across health care systems and leveraging new technologies. The
challenge for health system decision-makers, care providers and planners is exploring

ways to expedite their implementation in order to address the future needs of the continuing
care sector.
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Appendix A: Glossary

Activities of Daily Living (ADL) Hierarchy Scale

Developed by interRAI, this scale groups ADL performance levels into ordered stages of
loss (early loss: personal hygiene; middle loss: toileting and locomotion; and late loss: eating).
The scale ranges from 0 (no impairment) to 6 (total dependence).°

alternate level of care (ALC)

The term “alternate level of care (ALC)” is used to describe persons who occupy a bed in a
facility but no longer require the intensity of resources and services provided in that setting.
In the context of this analysis, ALC identifies a person who has completed the acute care
phase of his or her treatment but remained in an acute care bed.

assisted living

Assisted living (or supportive living) provides housing and personal care services for
individuals who can live independently (without continuous medical care) but require a
supportive environment due to physical and functional health challenges. Assisted living
residences may include private homes and apartments, and can range from single-room
spaces to self-contained apartments.

care setting

Where a client lives when receiving continuing care services.

care trajectories

Care trajectories represent the movement of clients through care settings over time.

care transitions

Care transitions occur when care needs change, requiring a move between care settings.
case manager

A case manager is the person responsible for assessing client needs and coordinating service
delivery. Case managers work with clients and their families to establish appropriate supports
across care settings and facilitate changes in services to reflect changing needs.
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Cognitive Performance Scale (CPS)

Developed by interRAI, the CPS considers information about an individual’s state of
consciousness, memory, daily decision-making, communication and eating. Scores range
from 0 to 6, with higher values indicating greater levels of impairment.2°

community

For the purposes of this report, the term “community” refers to a location of residence that

includes seniors living at home or in home-like settings. It is differentiated from institutional
settings (i.e., hospital, residential care). This location of residence is independent from care
services (i.e., seniors living in the community may or may not receive home care).

continuing care

Continuing care systems provide seniors with a range of short- and long-term services in

a variety of care settings designed to optimize independence and quality of life. Continuing
care is provided by a mix of public (government-owned and operated), non-profit and private
for-profit organizations. In some cases, clients receiving publicly funded services may also
pay out of pocket for additional services.

Continuing Care Reporting System (CCRS)

CCRS contains demographic, administrative, clinical and resource utilization information
about individuals who receive continuing care services in hospitals or long-term care homes.
Participating organizations also provide information about facility characteristics to support
comparative reporting and benchmarking.

Discharge Abstract Database (DAD)

The DAD captures administrative, clinical and demographic information on hospital discharges
(including deaths, sign-outs and transfers). Some provinces and territories also use the DAD
to capture day surgery.

health region

Health regions are defined by provincial/territorial governments as the geographical areas
of responsibility for regional health boards (i.e., legislated) or as regions of interest to health
care authorities.
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home care

Home care refers to a range of services (from help with light shopping, cleaning and
housekeeping to more personal care, like help with bathing and dressing) provided in a client’s
home or community dwelling (e.g., assisted living or supportive living). Additional support,
such as medication administration or access to 24-hour assistance in case of an emergency,
can be provided in these dwellings.

Home Care Reporting System (HCRS)

HCRS contains demographic, clinical, functional and resource utilization information about
clients served by publicly funded home care programs in Canada.

initial assessment

An initial Resident Assessment Instrument—Home Care (RAI-HC) assessment is conducted
by a case manager to determine eligibility and service needs of individuals being considered
for publicly funded services. This may occur when there is a sudden change in health status
or a gradual decline that becomes a concern. An initial assessment may be initiated while the
individual is living at home, with or without short-term home care services, or during an acute
care episode.

jurisdiction

This term refers to provincial or territorial governments or health regions with
decision-making powers.

Ontario Mental Health Reporting System (OMHRS)

OMHRS analyzes and reports on information submitted to CIHI about all individuals receiving
adult mental health services in Ontario, as well as some individuals receiving services in
youth inpatient beds and selected facilities in other provinces. OMHRS includes information
about mental and physical health, social supports and service use, as well as care planning,
outcome measurement, quality improvement and case-mix funding applications.

Resident Assessment Instrument—-Home Care (RAI-HC)

The clinical data standard for the Home Care Reporting System (HCRS) was developed
by interRAI, an international research network. It was modified with permission by CIHI

for Canadian use. The RAI-HC is used to identify the preferences, needs and strengths
of long-term home care clients. Data from the RAI-HC is captured in HCRS.
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Resident Assessment Instrument—Minimum Data Set (RAI-MDS 2.0)

The clinical data standard for the Continuing Care Reporting System (CCRS) was developed
by interRAI, an international research network. It was modified with permission by CIHI for
Canadian use. Clinicians assess clients of residential care facilities using interRAI's Resident
Assessment Instrument—Minimum Data Set (RAI-MDS 2.0). Data from the RAI-MDS 2.0 is
captured in CCRS.

residential care

Residential care is available for seniors who are no longer able to function independently and
require full-time facility-based long-term care with 24-hour nursing supervision.

senior
An individual age 65 and older.
supportive living

See assisted living.
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Appendix B: Jurisdictional differences
in terminology

Jurisdiction

Home care setting

Ontario

Manitoba

Saskatchewan

Alberta

British Columbia

Yukon

Home care services Supportive needs services | Residential care setting
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Table C1 Results of logistic regression models assessing likelihood of entering residential care

Seniors in Transition: Exploring Pathways Across the Care Continuum

(number, percentage and odds ratios for all factors included in the models)

Following initial Following
assessment — home care —
Following initial | Following initial Odds ratio Following Odds ratio
assessment assessment (confidence Following home home care (confidence
Factors (number) (percentage) interval) care (number) (percentage) interval)
Hospital (initial assessment) 6,744 11.5% 6.37 (5.95, 6.83) — — —
Hospital (high user) 2,616 4.5% 1.19 (1.06, 1.34) — — —
Age (mean) — 82.7 1.02 (1.01, 1.02) — 83.6 1.00 (1.00, 1.01)
Male 21,667 37.0% 0.92 (0.87, 0.98) 15,761 36.2% 0.89 (0.84, 0.95)
Income quintile
5 High 9,536 16.3% 0.87 (0.80, 0.95) 7,166 16.4% 0.92 (0.84, 1.00)
4 10,707 18.3% 0.94 (0.87, 1.02) 7,989 18.3% 0.92 (0.85, 1.00)
3 11,489 19.6% 0.99 (0.91, 1.07) 8,466 19.4% 0.94 (0.87, 1.02)
2 12,877 22.0% 0.99 (0.91, 1.07) 9,580 22.0% 0.99 (0.92, 1.07)
1 Low (reference) 13,933 23.8% — 10,373 23.8% —
Location of residence (urban) 49,342 84.3% 1.05(0.98, 1.14) 36,735 84.3% 0.84 (0.78, 0.90)
Living alone 27,530 47.0% 2.02 (1.91, 2.15) 19,681 45.2% 2.10 (1.98, 2.22)
Caregiver distress 14,564 24.9% 1.18 (1.11, 1.26) 12,245 28.1% 1.53 (1.44, 1.62)
Caregiver unable to continue 8,954 15.3% 1.90 (1.78, 2.04) 7,590 17.4% 1.90 (1.78, 2.02)
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Following initial Following
assessment — home care —
Following initial | Following initial Odds ratio Following Odds ratio
assessment assessment (confidence Following home home care (confidence
Factors (number) (percentage) interval) care (number) (percentage) interval)
Requires physical assistance (ADL Hierarchy Scale)
6 Total dependence 577 1.0% 5.67 (4.25,7.57) 708 1.6% 2.50 (1.94, 3.23)
5 Dependent 2,424 41% 5.99 (5.29, 6.79) 2,447 5.6% 4.20 (3.73,4.73)
4 Maximal 3,580 6.1% 4.12 (3.70, 4.59) 3,382 7.8% 3.50 (3.15, 3.89)
3 Extensive 4,850 8.3% 3.30 (2.99, 3.63) 4,835 1.1% 3.06 (2.78, 3.36)
2 Limited 9,851 16.8% 2.06 (1.90, 2.24) 8,758 20.1% 2.27 (2.09, 2.46)
1 Supervision 8,012 13.7% 1.64 (1.50, 1.80) 5,670 13.0% 1.88 (1.72, 2.05)
0 Independent (reference) 29,248 50.0% — 17,774 40.8% —
Cognitive impairment (CPS)
6 Very severe 429 0.7% 2.15 (1.55, 2.98) 570 1.3% 2.50 (1.86, 3.37)
5 Severe 2,605 4.4% 3.05 (2.65, 3.52) 3,327 7.6% 4.32 (3.69, 5.07)
4 Moderately severe 1,191 2.0% 3.09 (2.59, 3.68) 1,236 2.8% 4.53 (3.77,5.44)
3 Moderate 7,591 13.0% 3.21(2.86, 3.59) 7,081 16.3% 5.64 (4.90, 6.50)
2 Mild 23,800 40.7% 1.68 (1.52, 1.84) 17,186 39.4% 3.22 (2.84, 3.67)
1 Borderline 9,159 15.6% 1.25 (1.11, 1.40) 6,089 14.0% 1.84 (1.59, 2.14)
0 Intact (reference) 13,767 23.5% — 8,085 18.6% —
Responsive behaviour 7,582 13.0% 1.14 (1.05, 1.23) 6,903 15.8% 1.28 (1.19, 1.37)
Wandering 2,927 5.0% 1.73 (1.56, 1.91) 2,620 6.0% 2.00 (1.81, 2.20)
Instability (CHESS Scale) 48,296 82.5% 1.20 (1.10, 1.31) 33,027 75.8% 1.95 (1.81, 2.11)
Falls 13,199 22.5% 1.18 (1.11, 1.26) 8,131 18.7% 1.69 (1.58, 1.79)
Bladder incontinence 13,362 22.8% 1.05 (0.98, 1.12) 13,272 30.5% 1.01 (0.95, 1.07)
Bowel incontinence 5,424 9.3% 0.99 (0.90, 1.08) 5,497 12.6% 1.13 (1.04, 1.22)
Oxygen 2,839 4.8% 1.06 (0.93, 1.20) 2,669 6.1% 0.99 (0.88, 1.12)
Daily pain 29,598 50.6% 0.89 (0.84, 0.94) 22,674 52.0% 0.88 (0.83, 0.93)
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Following initial Following
assessment — home care —
Following initial | Following initial Odds ratio Following Odds ratio
assessment assessment (confidence Following home home care (confidence

Factors (number) (percentage) interval) care (number) (percentage) interval)

Dementia 20,677 35.3% 1.20 (1.12, 1.28) 17,124 39.3% 1.78 (1.67, 1.90)
Signs of depression 12,059 20.6% 0.98 (0.92, 1.05) 9,700 22.3% 1.11 (1.04, 1.18)
Any psychiatric diagnosis 8,724 14.9% 1.10 (1.03, 1.19) 7,959 18.3% 1.10 (1.03, 1.17)
Diabetes 14,305 24.4% 0.89 (0.83, 0.95) 11,392 26.1% 0.88 (0.83, 0.94)
Heart disease 13,281 22.7% 1.01 (0.95, 1.08) 11,482 26.4% 1.07 (1.00, 1.13)
Congestive heart failure 7,338 12.5% 1.05 (0.96, 1.14) 6,716 15.4% 0.89 (0.83, 0.97)
Emphysema/COPD/asthma 9,487 16.2% 0.97 (0.89, 1.05) 8,474 19.4% 0.96 (0.89, 1.03)
Hypertension 36,231 61.9% 1.01 (0.96, 1.07) 28,995 66.5% 1.03 (0.98, 1.09)
Stroke 10,283 17.6% 1.13 (1.06, 1.22) 8,341 19.1% 0.98 (0.92, 1.05)
Parkinson disease 2,823 4.8% 0.91 (0.80, 1.04) 2,480 5.7% 1.02 (0.92, 1.13)
Cancer 6,562 11.2% 1.22 (1.12, 1.33) 5,485 12.6% 0.77 (0.70, 0.83)
Arthritis 27,210 46.5% 0.88 (0.83, 0.93) 23,679 54.3% 1.01 (0.95, 1.06)
Hip fracture 3,064 5.2% 1.24 (1.11, 1.39) 2,193 5.0% 1.14 (1.02, 1.28)
Osteoporosis 12,309 21.0% 1.04 (0.97, 1.11) 10,973 25.2% 0.98 (0.92, 1.05)
Valid sample 58,542 — — 43,574 — —_

Notes
— Not applicable.
ADL: Activities of Daily Living.

CPS: Cognitive Performance Scale.

CHESS: Changes in Health, End-Stage Disease and Signs and Symptoms.
COPD: Chronic obstructive pulmonary disease.
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Table C2 Number of days between initial assessment and residential care
entry, percentile by MAPLe score and location of assessment

Assessed in the community (N = 5,042) Assessed in hospital (N = 4,318)
With low to With low to
moderate With moderate With
MAPLe With high very high MAPLe With high very high
Percentile (1to3) MAPLE (4) MAPLe (5) (1to3) MAPLe (4) MAPLe (5)
5th 6 7 7 3 4 5
10th 9 10 10 5 6 6
25th 17 19 19 8 10 10
50th (median) 43.5 41 39 15 21 22
75th 130 86 77 34 40 46
90th 344 225 136 69 70 75
95th 482 375 218 85 91 99
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Appendix D: Text alternative for figures

Data table for Figure 6: Percentage of seniors assessed in hospital
who entered residential care

Province 2014-2015 2013-2014 2012-2013

Ontario 65% 60% 57%

Saskatchewan — 51% 43%

Alberta 74% 70% 71%

British Columbia 85% 87% 89%
Notes

— Data was not available to calculate the 2014-2015 percentage for Saskatchewan.

For additional information on this figure, see the “3 cohort years” section in the
Methodology Notes companion document.

Winnipeg data was unavailable (in part because seniors admitted to residential care from
hospital do not receive an initial assessment).

Sources

Home Care Reporting System and Continuing Care Reporting System, 2012-2013 to
2015-2016, and Discharge Abstract Database and Ontario Mental Health Reporting
System, 2011-2012 to 2015-2016, Canadian Institute for Health Information.

Text alternative for Figure 8: Time from initial assessment to residential care entry

This shows the cumulative percentage for time from initial assessment to residential care
entry in days. Those assessed in hospital with low to moderate MAPLe scores enter
residential care faster than individuals assessed in the community with very high MAPLe
scores. 75% of seniors assessed in the community with a MAPLe score of 5 enter within

77 days, and 75% of seniors assessed in hospital with low to moderate MAPLe scores enter
within 34 days.
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Data table for Figure 9: Median ALC length of stay to
receive home care and residential care, by jurisdiction

Province Care setting Median
Ontario Home care 36.5
Residential care 28
Saskatchewan Home care 16
Residential care 14
Alberta Home care 32
Residential care 27
British Columbia Home care 34
Residential care 32
Sources

Home Care Reporting System and Continuing Care Reporting System,
2012-2013 to 2014-2015, and Discharge Abstract Database and Ontario
Mental Health Reporting System, 2011-2012 to 2014-2015, Canadian
Institute for Health Information.
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